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1 WELCOME

1.1.1 Chair and Chief Executive’s Overview
Welcome to our Annual Report for 2025/26.

Reflecting on the year just gone, we are proud of the commitment and collaboration shown
right across University Hospitals Coventry and Warwickshire (UHCW) NHS Trust.

Throughout another demanding, yet fulfilling 12 months, colleagues have continued to deliver
excellent care with skill, compassion and professionalism, ensuring patients receive the
support they need.

The Trust has continued to demonstrate strong performance and meaningful progress, which
is reflected in the publication of our latest Care Quality Commission (CQC) report, which saw
the organisation retain an overall ‘Good’ rating.

Inspectors acknowledged the commitment shown by our staff every day, noting their kindness
and compassion towards patients, alongside capable and inclusive leadership and a positive
culture focused on learning and continuous improvement, supported by our continued focus
on staff engagement, wellbeing and living our values.

Services at both University Hospital, Coventry and the Hospital of St Cross, Rugby were rated
‘Good’, including Urgent and Emergency Care, Medical Care, Children and Young People’s
Services and Surgery.

We also welcomed further CQC activity during the year, including inspections of Radiology in
September 2025 and Gynaecology in December 2025. These visits provided an opportunity
to evidence our continued commitment to high-quality care.

Alongside this, we continued to manage significant demand and pressures, particularly over
winter. In January 2026 we declared a Critical Incident, requiring a rapid and coordinated
response to keep patients safe and maintain essential services.

Staff responded with great care and professionalism, demonstrating the strength of our teams
and the values that underpin how we work together, even under significant pressure. This
enabled services to be restored swiftly and safely. This collective effort highlights both the
capability of our people and strength of our partnerships across Coventry and Warwickshire.

Our focus on improving performance and productivity has continued through the national NHS
Oversight Framework (NOF). In the final quarter of the year, our overall metric score improved
from 2.63 to 2.58 (in the first quarter, our score was 3.01), however our overall ranking has
dropped to 101st.

While we are pleased with an improved score, being placed into segment four is disappointing.
This does not impact our ambition or commitment to deliver meaningful improvements that
result in high quality care and better patient outcomes. Teams are working very hard to reduce
waiting lists and we have seen strong progress in cancer performance with UHCW being the
second best in the country for the 28-day Faster Diagnosis Standard.

Use of our patient portal, myhealth Coventry and Warwickshire, has expanded with more than
180,000 people now signed up to receive easier access to information about upcoming
appointments, clinical letters and more.

We are also working with our partners at George Eliot Hospital NHS Trust and South
Warwickshire University NHS Foundation Trust to support progress toward a single EPR with
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shared patient records across the local health and care system.

In the community, work is underway on a new Community Diagnostic Centre to bring essential
tests closer to home for around 90,000 patients each year, supporting earlier diagnosis of
conditions such as cancer and heart disease. The facility will be based at the City of Coventry
Health Centre and will provide up to 75,000 additional tests annually once it opens in late
2026.

Alongside our day-to-day work, we have responded to a challenging financial position this year
by prioritising a disciplined savings and efficiency programme. By strengthening financial
governance, managing spending and focusing on productivity, our colleagues have worked
hard to identify and deliver savings wherever possible, without impacting patient safety.

This work has enabled us to achieve our annual financial plan, ensuring we begin the next
year with our sights firmly set on continuing our vision to be a national and international leader
in healthcare, rooted in our communities.

As Chair and Chief Executive Officer, accountable to you, we are proud to celebrate the
achievements of our dedicated staff, volunteers and partners, and to continue building an
environment where our people feel supported, valued and able to deliver the best possible
care for our patients.

As a Trust, we are committed to shaping a brighter and more sustainable future for healthcare,
and we look forward to continuing this journey together in 2026/27.

Sue Noyes, Chair and Professor Andy Hardy, Chief Executive Officer

Signature Signature

Sue Noyes Professor Andrew Hardy
Chair Chief Executive Officer

1.1.2 The year in pictures

APRIL

Surgeons at UHCW took delivery of a £2 million Da Vinci Xi
robotic surgery system to perform life-saving operations on
hundreds more cancer patients each year.

Funded by UHCW Charity through supporter fundraising and
legacy donations, it marked the Charity’s largest single
donation to the Trust and became the third robot purchased
with charitable funds.

The system has increased robotic procedures at University
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Hospital, Coventry by more than 440 to around 1,300 a year
and enables less invasive and more precise surgeries for
patients.

MAY

Patients with severe intestinal failure (SIF) are benefitting from
swifter care after UHCW opened a new specialist ambulatory
unit at University Hospital, Coventry.

The first unit of its kind at the Trust, it is staffed by dedicated
Gastroenterology Advanced Clinical Practitioners who assess
and treat patients with support from the wider nutrition team,
including consultant gastroenterologists, dietitians and nutrition
nurses.

Based on Ward 32, the service provides direct access to
specialised assessment for intestinal failure and complex
gastrointestinal illness, avoiding the need for patients to attend
the Emergency Department and preventing unnecessary
admissions to hospital.

JUNE

A state-of-the-art Multi-Omics Research Laboratory was
opened at University Hospital, Coventry, to help clinicians
advance personalised medicine and support the development
of new diagnostic tests.

Hosted by the Research and Development Institute of
Precision Diagnostics and Translational Medicine, the facility
was part-funded by an NIHR infrastructure grant of more than
£1 million.

The laboratory enables researchers to study conditions such
as diabetes, pre-eclampsia and cancer by combining data from
different "omics" fields, such as genomics, transcriptomics,
proteomics and metabolomics, to gain a more comprehensive
understanding of biological systems.

JULY

The Community Cardiology Atrial Fibrillation (AF) clinic in
Nuneaton, run by UHCW, delivered strong results in preventing
strokes and treating the condition.

Led by specialist AF nurses and arrhythmia consultants, the
service at Hartshill Health Centre works across primary and
secondary care and is located in one of the most deprived areas
in Coventry and Warwickshire. It also offers same day scans
which can detect other heart abnormalities needing treatment.

In its first year, the service saw 377 patients for their first AF
specialist input and cut average waits to 5.7 weeks - a reduction
on average of more than six months.

AUGUST

The Care Quality Commission (CQC) gave Good ratings to both
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University Hospital, Coventry, and the Hospital of St Cross in
Rugby after routine inspections in 2024.

Overall leadership at the Trust was also rated Good, with
inspectors noting capable, compassionate and inclusive leaders
and a clear vision and strategy aligned to its objectives.

The report highlighted UHCW’s leadership in innovation and
research, a strong learning and improvement culture, and the
value it placed on working closely with partners and sharing
learning with other organisations.

SEPTEMBER

In a first for UHCW, a ventricular tachycardia (VT) ablation
procedure on a patient with a potentially life-threatening
abnormal heart rhythm was streamed live from University
Hospital, Coventry to a global audience during the Global
Interventional EP Curriculum event in Munich.

Professor Tarv Dhanjal performed the procedure, supported by
Dr Jaffar Al-Sheikhli and Dr Ahmed Ammar, with anaesthetic
support from Dr Zahid Kazmi.

Up to 5,000 arrhythmia specialists, clinicians and trainees
watched as sensor-enabled mapping and ablation catheters were
used to locate and remove diseased tissue around the heart.

OCTOBER

Staff and teams enjoyed a memorable evening at our annual
Outstanding Service and Care Awards (OSCAs) ceremony,
celebrating those who embody the Trust's values.

The 2025 Outstanding Service and Care Awards (OSCAs) were
held at the Coventry Building Society Arena, with a total of 18
awards presented throughout the evening which was hosted by
BBC CWR Presenter, Lorna Bailey.

UHCW Charity, Coventry and Rugby Hospital Company Plc, ISS,
Mitie, Coventry University, Warwick Medical School and the
Virginia Mason Institute were our sponsors for the evening.

NOVEMBER

Work began on a new Community Diagnostic Centre (CDC) in
Coventry city centre to bring tests closer to home and support
earlier diagnosis of conditions such as cancer and heart disease.

A ground-breaking ceremony marked the start of the multi-
million-pound project to transform the NHS Paybody Building on
the City of Coventry Health Centre site.

The CDC is set to offer multiple tests in one visit, cut waiting times
and reduce hospital travel. Due to open in late 2026, it is
expected to see about 90,000 patients a year and deliver up to
75,000 additional tests.

DECEMBER

An expansion to significantly increase the size of the adult
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Emergency Department (ED) waiting room at University Hospital,
Coventry was completed in December.

Initiated by the Trust as a response to feedback from patients
and stakeholders, the renovation increased capacity from 47
seats to 74, adding to the 40-plus spaces available in the Minor
Injuries Unit waiting room.

A new consultation room was also added where blood tests can
be taken and people can speak to clinicians in privacy.

JANUARY

With the help of virtual reality headsets, patients undergoing
Interventional Radiology procedures began taking trips to the
beach, forest or mountains in an effort to help alleviate pain and
anxiety.

In January, UHCW began a trial allowing patients to wear the
headsets throughout their treatment.

The equipment offers the choice of listening in any language to a
meditative soundtrack that can include targeted breathing
exercises and talks users through procedures which can
sometimes last up to four hours.

FEBRUARY

Amazing research carried out in a pioneering partnership
between UHCW and Coventry University was showcased during
a special event at University Hospital, Coventry.

The Centre for Care Excellence for Nursing, Midwifery and Allied
Health Professions launched in 2020 to further enhance patient
care and academic excellence through research, practice
development, education and innovation.

Chief Nursing Officer for England, Duncan Burton was among
the guests who heard about the work that has been carried out to
positively impact the lives of patients and congratulated the
Centre for its vision and impact.

MARCH
A simple idea rooted in care for both people and the planet saw

staff at the Trust join forces with a nearby nursery to plant new
trees.

1.1.3 Awards and Successes

Trust-wide Recognition

e UHCW was shortlisted in the Outstanding Achievement in EPR Implementation and
Optimisation category at the 2026 Health Service Journal (HSJ) Digital Awards.

o The Trust was shortlisted for the Innovation Thought Leader of the Year category at the
Innovation Awards 2025.

o Endometriosis Centre accreditation was awarded to the Trust by the British Society for
Gynaecological Endoscopy (BSGE).
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UHCW became the first Trust in England to carry out a revision knee replacement using
the new Persona Revision Knee system.

Partners across the Coventry and Warwickshire healthcare system, including UHCW,
achieved highly commended status at the RLDatix Awards Europe 2025.

UHCW was the leading recruiter in the DIvO (Digital Imaging versus Ophthalmoscopy)
study, helping eliminate preventable childhood blindness.

Clinical Services

Our Community Therapy Team (Newfield House) won the Outstanding Practice Learning
Environment Award at the University of Worcester Excellence in Practice Learning
Awards.

UHCW’s Wound Healing Service was highlighted as an example of best practice in a
Public Policy Projects (PPP) national report.

The Trust’'s Maternity Department was awarded a Service of Sanctuary accreditation for
going above and beyond to support refugee and asylum seeking patients, becoming the
third in the UK to receive the honour.

Our Cardiac Rehabilitation Service achieved certification through the National Cardiac
Rehabilitation Certification Programme for providing safe, effective and patient-focused
care.

We received two honours in the Royal College of Emergency Medicine’s GreenED
programme — University Hospital was awarded Gold accreditation, while our Emergency
Department was awarded Silver accreditation.

Support Services/Non-Clinical

The NIHR EXTEND research team was recognised as the top contributor of patients for
a national study.

The ISS Cleaning Team were announced as finalists in the Cleaning Excellence Awards.
Coventry Hospital Radio was shortlisted for Best Station Promotion at the National
Hospital Broadcasting Awards.

Individuals

Materials Management Officer Chris Alford was recognised with the Order of St
Panteleimon, Ukraine’s highest honour for medical, humanitarian and volunteer service
for his donation of medical supplies to Ukraine.

Speech and Language Therapist, Alison Smith was awarded a National Institute for
Health and Care Research (NIHR) Doctoral Clinical Academic Fellowship.

Neonatal Health and Wellbeing Councillor Sue Aucutt and Midwife Amy Gill were
recognised for their outstanding care at the By Your Side Mental Health Star awards.
Institute for Cardio Metabolic Medicine Researcher Hatem Ali was awarded his PhD and
highly commended for his 'exemplary work'.

Advanced Clinical Practitioner in Heart Failure and Palliative Care, Stephanie Kirkland,
bagged the first prize for the Nursing and Allied Professions Investigator Award at the
Heart Failure Association (HFA) Awards.

Consultant Clinical Scientist Kamaljit Kaur Chatha and Consultant Histopathologist
Ayesha Azam were both awarded the prestigious National Institute for Health and Care
Research Senior Clinical and Practitioner Award.

The career of former UHCW Head of Nuclear Medicine Dr Nigel Williams was recognised
with the Norman Veall Medal by the British Nuclear Medicine Society for outstanding
contributions to nuclear medicine.

Specialist Clinical Technologist Kirsty Jackson won first prize and the President's Cup
for all oral presentations delivered at the 2025 British Nuclear Medicine Society
conference.



Dr Petra Hanson received the Stephen Whittaker Award for the best research abstract
presentation given to physicians from across the West Midlands.

Renal Transplant Diabetes Specialist Nurse Napoleon Akolgo was shortlisted in the
Rising Star category for the Nursing Times Awards.

Consultant Oncologist Penny Kechagioglou was named Chief Clinical Information Officer
of the Year at the Digital Health Awards.

Physiotherapists Beverley Sinden and Anna Coldwell were shortlisted in the AHP
Leadership for Equality, Diversity and Inclusion category at the Chief Allied Health
Professions Officer Awards 2025.

Volunteer Margaret Chatham BEM was presented with the British Empire Medal by the
Lord Lieutenant of Warwickshire, Tim Cox, as part of the King’s birthday honours.
Consultant Orthopaedic Surgeon Stephen Cooke was awarded the Excellence in
Paediatrics Award by the Association of Paediatric Chartered Physiotherapists (APCP).
Lead IBD Clinical Nurse Specialist Hazel Morris won the Richard Driscoll Award for Nurse
Excellence at the Tillotts Stars Education and Awards.

Inflammatory Bowel Disease CNS Sasha Mall won the Rising Star Award at the Tillotts
Stars Education and Awards.

Consultant Endocrinologist and Professor of Endocrinology Tom Barber was recognised
by Scholar GPS as a highly ranked scholar in the field of obesity and ranked number 37
worldwide.

Public Health Midwife Charlotte Hands was honoured at the Coventry Health and
Wellbeing Awards for her work in leading the maternity vaccination programme.
National Institute for Health Research Clinical Lecturer in Diabetes and Endocrinology,
Dr Petra Hanson was honoured at the Coventry Health and Wellbeing Awards for her
contribution to digital innovation.



2 PERFORMANCE REPORT

2.1 Overview

The healthcare landscape remained under sustained pressure during 2025/26, with Urgent and
Emergency Care (UEC) and Elective & Cancer services continuing to experience significant
operational challenges. In line with NHS England’s 2025/26 priorities and operational planning
guidance, the Trust focused on improving access to timely care for patients, increasing
productivity, and delivering safe, high-quality services whilst operating within a constrained
financial and workforce environment.

Building on the successful implementation of the Electronic Patient Record (EPR) system in June
2024, 2025/26 represented the first full operational year of the Trust working entirely within a
digital clinical environment. This provided a strong foundation for improved data quality, real-time
operational reporting, interoperability, clinical safety, supporting more timely and informed
decision-making across the organisation.

During 2025/26, the Trust continued to strengthen its digital and data maturity through the
adoption of national platforms and standards. Progress was made in aligning Trust data and
analytics capabilities with the Federated Data Platform (FDP), supporting more consistent,
secure, and standardised use of data across operational, clinical, and system pathways. This has
enabled improved visibility of patient flow, waiting lists, and pathway performance, whilst
supporting collaboration with system partners.

The Trust continued to operate within a challenging workforce context, including the ongoing
impacts of workforce availability and industrial relations across the NHS. Throughout the year,
UHCW maintained essential services, prioritised patients with the greatest clinical need, and
worked closely with system partners to mitigate disruption and maintain patient safety.

The Trust’s ongoing commitment to innovation and digital enablement continued to be recognised
both locally and nationally. Investment in intelligent workflows, advanced analytics, user-centred
design, and national digital platforms remained central to improving access, productivity, and
patient experience.

These achievements reflect an embedded organisational culture of using high quality data and
insight to drive improvement. The Performance & Informatics function continued to lead analytical
reporting, and process improvement initiatives across outpatient, theatre, diagnostic, and
inpatient pathways, supporting improved utilisation of capacity, reduction in unwarranted
variation, and more timely delivery of care.

Strategic partnerships with technology suppliers and system partners continued to support the
Trust’s digital ambitions. The combination of EPR optimisation, advanced analytics, and
alignment with the Federated Data Platform has strengthened the Trust’s ability to visualise
patient journeys, identify bottlenecks, and support data driven operational and clinical decision-
making.

UHCW’s performance during 2025/26 demonstrates a continued commitment to recovery,
resilience, and innovation. Through digital maturity, robust performance management, and a
relentless focus on patient-centred care, the Trust has continued to deliver against national
priorities while strengthening the foundations for future improvement.

2.1.1 About us

University Hospitals Coventry and Warwickshire NHS Trust is one of the UK's largest teaching
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Trusts responsible for managing two major hospitals in Coventry and Rugby, which between them
serve a population of over a million people. The hospitals are:

* The Hospital of St Cross, Rugby

e University Hospital, Coventry

We also deliver a range of services across the region in satellite sites, as well as the City of
Coventry Health Centre, and also in our communities to provide truly integrated care and treat
more people in and near their own homes, where appropriate, rather than in hospital.

We are the principal teaching hospital for Warwick Medical School with whom we work in close
partnership to develop innovative medical education programmes and clinical research.

The Trust was first established in 1992 and expanded to include Rugby in 1998. Every year we
provide more than 800,000 episodes of care to patients from across Coventry, Warwickshire and
beyond.

We maintain a strong focus on the provision of high quality, safe and effective patient care. We
provide both emergency and elective care and specialise in cardiology, neurosurgery, stroke, joint
replacements, in vitro fertilisation (IVF) and maternal health, diabetes and kidney transplants.

The Hospital of St Cross in Rugby is an elective surgical hub, accredited as part of NHS England’s
Getting It Right First Time (GIRFT) programme, delivering high standards in clinical and
operational practice. As a Trust we are also a designated major trauma centre and cancer centre.
We employ more than 11,000 staff and deliver acute healthcare to the population of Coventry and
Rugby, as well as more specialist services to that population and regionally.

Clinical care is delivered by our clinical groups which are each led by a triumvirate comprising a
Clinical Director, Group Director of Operations and a Group Director of Nursing and Allied
Healthcare Professions. Support to the groups is provided by a number of corporate services.

Our ongoing partnership with the Seattle-based Virginia Mason Institute, which began in 2015,
has enabled us to develop our UHCWi management system and embed this as the way we deliver
and improve care.

2.1.2 Vital Statistics

UHCW 2025/26 2024/25 * 2023/24 2022/23 2021/22

Number of people attending an outpatient

. 812,953 738,431 725,773 694,639 696,852
appointment

Number of people attending A&E and Children’s

ARE 244979 235,460 247,518 243,715 226,238

Number of inpatients and day cases (based on 177,823 170,668 173,464 169,206 170,682

admissions)
Number of births 5,560 5,596 5,544 5,485 5,630
Number of patients operated on in theatres 33,959 34,531 36,462 35,245 35,646
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2.1.3 Our Strategy

More than a hospital — our strategy 2022-2030, was published in 2022 with the vision for UHCW
to be a national and international leader in healthcare, rooted in our communities.

Our vision captures our ambition to deliver world-leading care for our communities, and our five
purposes - integrated care, research innovation and teaching, being a centre for excellence,
sustainability and valuing and enabling our people - sets out how we will achieve this.

In 2025/26, University Hospitals Coventry and Warwickshire (UHCW) continued to deliver against
its strategic priorities of improving access, achieving financial sustainability, and strengthening
integration across services.

This was underpinned by three core programmes: Integration, Financial Sustainability, and Rugby
Optimisation.

Significant progress has been made, including the establishment of our first Integrated
Neighbourhood Team in Coventry, implementation of an urgent care coordination hub,
improvements in theatre utilisation, transformation of outpatient services, reductions in agency
spend, and continued development of the Hospital of St Cross and Health on the High Street
programme.

Building on this foundation, the Trust’s strategy for 2026/27 and beyond is aligned to its Medium-
Term Plan and national priorities, with a continued focus on improving access, productivity,
operational performance, quality, and population health outcomes.

The Trust’s transformation programme for 2026—2030 is structured around three major strategic
priorities:
e Improving Access and Productivity — transforming outpatient services, theatres and
operational processes to increase activity within existing resources, reduce waiting times
and length of stay, and improve patient flow and experience.

e Neighbourhood Health Transformation — expanding integrated, community-based care
through neighbourhood teams to reduce avoidable admissions, improve population health
outcomes, and shift care closer to home. This includes the opening of a Community
Diagnostic Centre in Coventry City Centre to provide tens of thousands more CT, MRI and
Ultrasound scans to our population, and access to training, teaching and research in this
area through the co-location of Coventry University.

¢ Rugby Optimisation— developing the Hospital of St Cross as a high-performing elective
and outpatient hub, increasing capacity and supporting elective recovery while reducing
pressure on the main acute site.

These programmes are complemented by enabling strategies focused on workforce and
research, development and innovation, ensuring the Trust is equipped to deliver sustainable,
high-quality care.

2.2 Performance Analysis

The Trust’s vision remains to become a national and international leader in healthcare, delivering
the highest quality patient care with innovation as a core enabler. To support this ambition, UHCW
continued to operate a strong Performance Management Framework throughout 2025/26,
tracking progress against national standards, system priorities, and local objectives. The
Performance & Informatics team continued to support operational and clinical governance through
high quality reporting and analysis for the Trust Board and its committees.
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2.21 Performance Management Framework

The Trust's Performance Management Framework provides analytical support and assurance
regarding organisational performance delivery, aligned to the Trust’s strategic vision and values. It
provides clear mechanisms for monitoring, accountability, and escalation, ensuring comprehensive
and robust performance oversight.

Performance management supports the identification and implementation of data processes to
effectively measure performance trends across all services. Key performance indicators (KPIs) are
used to assess clinical quality, operational efficiency, productivity, and access, embedding a
culture of performance management across the organisation. Performance is reviewed on a
monthly, quarterly, and annual basis through established governance routes.

The framework supports delivery of the Trust’s strategic objectives through alignment of annual
goals, KPIs, and committee oversight, ensuring effective escalation and assurance to the Trust
Board. KPlIs are reviewed annually to ensure continued alignment with national requirements and
local priorities.

The Trust continued to benchmark its performance against peer organisations during 2025/26,
using nationally published datasets and system-level insights, to inform improvement opportunities
and highlight areas of strong performance.
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2.2.2 Acute Contract Performance

As part of the Trust’s 2025/26 contractual arrangements with system partners, UHCW committed
to delivering against national and local performance standards aligned to the NHS Standard
Contract. Performance delivery during the year continued to be impacted by system pressures,
patient flow challenges, and workforce availability, with ongoing focus placed on safeguarding
quality and patient safety.

2.2.3 Counter Fraud Arrangements
Countering Fraud, Bribery and Corruption

The Counter Fraud Functional Standard (CFFS) introduced by the Cabinet Office standardises
how fraud is dealt with across government. The NHS Counter Fraud Authority (NHSCFA) is
required to report to the Cabinet Office in relation to the NHS response to the Functional Standard.

All NHS funded services are required to comply with the Functional Standard. Progress against
the requirements of the Functional Standard is overseen by the Trust’s Chief Finance Officer and
Audit Committee.

The Trust is required to self-assess against the requirements of the Functional Standard annually
by completing and submitting the Trust’'s Counter Fraud Functional Standard Return (CFFSR).
This requires prior sign off by the Trust’'s Chief Finance Officer and the Audit Committee Chair.
The May 2025 assessment demonstrated an overall ‘Green’ rating.

Fraud, bribery, and corruption can result in resources being unintentionally diverted away from
their intended purpose and is one of the risks the Trust has to manage. The Trust does not
tolerate fraud and continues to work with our Local Counter Fraud Specialists to identify
instances of fraud to impose the appropriate level of sanctions where this has been committed
and to reduce the possibility of this taking place. The work is delivered against an approved
plan covering:

Proactive Work

¢ This covers standards in relation to the Trust’s strategic governance arrangements. The
aim is to ensure that anti-crime measures are embedded at all levels across the
organisation.

¢ It also incorporates requirements in relation to raising awareness fraud risks against the
NHS and working with NHS staff, stakeholders and the public to highlight the risks and
consequences of fraud, bribery and corruption against the NHS. This includes fraud
awareness sessions for staff and the completion of a counter fraud risk assessment.

¢ Proactive detection exercises are determined based on identification and assessment of
fraud risk. The outcomes, system weaknesses and losses identified through proactive
exercises are reported to the Trust and recorded on the NHSCFA'’s fraud case
management system.

Reactive Fraud

Sets out the requirements in relation to detecting and investigating fraud, obtaining sanctions
and seeking redress.

The Trust has a nominated Local Counter Fraud Specialist (LCFS) in place provided by NHS
consortium 360 Assurance. The LCFS is responsible for carrying out a range of activities in
compliance with the above standards that are overseen by the Chief Finance Officer and the Audit
Committee.
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The Trust has a Counter Fraud Bribery and Corruption Policy in place, which is designed to make
all staff aware of their responsibilities, should they suspect offences being committed. When a
fraud is suspected, it is fully investigated in line with legislation, with appropriate action taken,
which can result in criminal, disciplinary and civil sanctions being applied.

Additionally, the Economic Crime and Corporate Transparency Act 2023 (ECCTA), introduced of
new corporate offence of Failure to Prevent Fraud which came into effect from 1 September 2025.
This applies to NHS organisations. The Home Office provided statutory guidance which sets out
six principles that are intended to help organisations put in place reasonable fraud prevention
procedures; Top level commitment; Risk assessment; Proportionate risk-based prevention
procedures; Due diligence; Communication (including training); and Monitoring and review.

2.2.4 Research and Development (R&D) 2025/26

Research is a Trust purpose as it is core to the development of new techniques, treatments
and therapies in the prevention, diagnosis and treatment of disease. It enables us to provide
the highest quality and most effective patient care. It ensures that we are a leader rather than
a follower within healthcare provision and enables us to attract and retain highly skilled and
motivated staff.

With over 4,500 of our patients taking part in research this year, UHCW is a leading research
centre within the West Midlands, with a proven track record of delivering high quality research.
Research activity continues to increase at the Trust with over 100 clinicians leading research.
They are supported by research nurses, midwives, allied health professionals and
administrators and increasing numbers of staff are undertaking research, clinical academic
internships, higher degrees and PhDs. This increasing level of participation in clinical research
demonstrates UHCW NHS Trust’'s commitment to improving the quality of care we offer and to
making our contribution to wider health improvement.

As part of the R&D Strategy, UHCW continues to embed Institutes for Excellence within the
organisation to catalyse research, increase external income, provide a platform to enable
academics and commercial organisations to collaborate with UHCW and improve patient care.
The four Institutes; Cardio-Metabolic Medicine (ICMM), Health Equity & Social Care (IHESC),
Applied & Translational Technologies in Surgery (IATTS) and Precision Diagnostics &
Translational Medicine (IPDTM), are providing project management support on studies on Al
and digital healthcare and large multicentre trials and helping to advise and develop early career
researchers on doctoral training programmes. Through the Institutes, clinicians are becoming
more aware of commercial research priorities that will drive research activity across UHCW and
generate additional income.

Central England Health Partners, in which UHCW is a founder member, launched this year to
empower health and wellbeing through research, offering opportunity to drive inclusive social
and economic growth for our communities with its partners (University of Warwick, Coventry
University, Coventry and Warwickshire Partnership Trust, South Warwickshire University NHS
Foundation Trust, Coventry and Warwickshire Integrated Care Board, and Health Innovation
West Midlands), (https://warwick.ac.uk/business/innovation-
commercialisation/healthinnovation/partners/cehp/priorities/).

Founded in January 2020, the Centre for Care Excellence (CfCE) launched with an ambitious
vision to transform care through world-leading research, innovation, practice and education. Its
journey so far was celebrated this year with a ‘Research Matters’ event showcasing five years
of research impact created through the pioneering partnership between UHCW and Coventry
University (https://www.uhcw.nhs.uk/leading-research/centre-for-care-excellence/our-vision/).
The event was attended by Chief Nursing Officer for England, Duncan Burton, who
congratulated the Centre for its vision and impact in delivering major advances in Nursing,
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Midwifery, and Allied Health Professions (NMAHP) clinical academic practice, research
leadership and impactful service innovation.

In September 2025, our Trial Management Unit celebrated its 10th anniversary. Based within
the Research and Development department, the Trial Unit provides support with setting up and
running trials including obtaining regulatory approvals, feasibility assessments, monitoring
recruitment and data management. As UHCW is one of very few NHS Trusts to have its own
Trials Unit, its patients are often the first in the UK to try out randomised control trials of drugs,
testing innovative devices, surgical procedures, physiotherapy interventions and new diagnostic
tests. A study looking at the effectiveness of shorter radiotherapy treatments in improving the
quality of life for terminally ill lung cancer patients is currently being supported by the team.

In December 2025, the evaluation of our bespoke iCAhRE™ (Interdisciplinary Clinical Academic
health Research Excellence) programme to help staff learn about research and use it to further
improve patient care was published and confirmed its long-term positive impact. The evaluation,
conducted by a team from Coventry University and the University of Nottingham, showed the
iICAhRE™ programme significantly enhanced participants’ research knowledge and skills as well
as informing and changing clinical practice, building staff confidence, increasing engagement in
research-related activities and supporting career progression (https://doi.org/10.1186/s12909-
025-07982-2). Since completing the programme, which is delivered by staff at UHCW and
Coventry University, participants have been awarded research grants totalling £3.2million and
produced more than 230 publications.

Developing and Leading Research focussed on the needs of our patients

The Trust has been involved in 200 research grant applications submitted to funders.
Currently, 40 (20%) of these have been funded (with total funded bid value of over £18 million,
with over £7 million for UHCW), these figures are expected to rise as the outcome of
applications are announced in mid to late 2026.

We work in close partnership with Warwick Medical School to design develop and deliver
clinical research based on the needs of our patients. This year, our successful partnership with
Warwick University’s Clinical Trials Unit has led to three flagship National Institute for Health &
Care Research (NIHR) grants, a national health technology assessment on the use of synthetic
tape in Anterior Cruciate Ligament (ACL) reconstruction, an evaluation on the mechanisms and
efficacy of external knee bracing in ACL injury and a study testing the benefits of personalised
rehabilitation on patients with intestinal failure.

We have also secured two rounds of funding for a project to validate the potential to detect
wound infections earlier and with more certainty.

UHCW has successfully secured funding from the West Midlands Research Delivery Network
for three projects. The funding of these projects increases efficiency of our pharmacy research
delivery, the enablement of UHCW to perform research in more environments that better suit
patient’s needs, and the ability to demonstrate to funders that we understand and care about
health inequalities within our research.

We are leading a project funded by Kidney Research UK to explore the use of technologies to
reduce symptoms in patients receiving dialysis.

UHCW has won three extremely competitive national awards for the NIHR Senior Research
Leader Programme for Nurses, Midwives and Allied Health Professionals. This offers time for
three years to develop as research leader. Our staff that won these awards have successful
clinical and academic backgrounds for research within renal, cardiology and dietetics. These
researchers are already successful and well-connected. This protected time will deliver further
research opportunities, opportunities to inspire early career researchers and impact for patients.

We have supported 15 members of staff to have protected time for other research development.
Three people won NIHR Insight funding to do master's degrees and two won an NIHR
Internship for research leadership skill development. Two people won NIHR pre-application
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support funding to secure time for future bid development.

These studies and developmental opportunities are either led by, or involve researchers from
across the Institutes for Excellence. Growth in Institutes’ members and their funding successes
is also seeding the required networking and mentoring credibility to many of our funding
applications.

This year, UHCW secured its biggest ever NIHR Infrastructure Capital funding
(https://www.nihr.ac.uk/news/nearly-ps50-million-awarded-vital-nhs-research-equipment).
£1.38 million has been awarded to fund specialist equipment to support research in women’s
health, particularly gynaecological and metabolic disorders. Funding will support the Health on
the High Street Initiative in Rugby Town Centre, the Biomedical Research Unit in Reproductive
Health at University Hospital and enhance regional diagnostic capacity through equipment for
Coventry and Warwickshire Pathology Services.

Patient and Public Involvement, Engagement and Participation in Research Trials

Patient and Public Involvement and Engagement (PPIE) remain integral to research. We are
delivering our PPIE Strategic Plan for Research objectives, which is monitored by the PPIE
Steering Group, comprising members of the public and R&D staff.

To ensure the public voice is embedded in R&D leadership there are patient and public
representatives on our Committees and Boards, including the R&D Strategy Committee,
Arden Tissue Bank Management Committee and Institute Accelerator Boards.

Opportunities for patients and the public to be involved in research through Patient and Public
Involvement (PPI) continues to expand. Our Patient and Public Research Advisory Group
(PPRAG) now comprises over 100 patients, carers and members of the public who use their
own experiences and perspectives to advise researchers, ensuring the research conducted
at UHCW is relevant to our patients. In addition, our PPI groups in recurrent miscarriage,
polycystic ovary syndrome, and multiple sclerosis research enable researchers to benefit from
the valuable insights of people with lived experience of these conditions.

Our PPl members have advised on numerous research projects in the last year, undertaking
a variety of activities, including reviewing patient facing documents, attending focus groups,
being study co-applicants and Trial Steering Group members.

We continue to work towards ensuring that research at UHCW is more inclusive, and that our
research participants represent the wider patient population and includes those most in need.
This includes identifying which groups are not currently participating in research through robust
data collection, ensuring diverse PPI representation on studies, and enabling clinical delivery
staff to include people from diverse backgrounds, including the use of translated material and
interpreters.

Recently, the Institute for Health Equity and Social Care (IHESC) has launched the Health
Inequalities in Research Advisory Group (HIRAG). Comprising people with lived experience,
knowledge or interest in health inequalities, HIRAG aims to ensure that research at UHCW is
more inclusive and reflects what matters to our communities.

Our 10 Research Champions continue to support raising awareness of research from the patient
perspective, including contributing to Research in Your Area Events, presenting to Junior
Doctors, attending local and national events to raise awareness of research and the importance
of the patient voice.

We share stories from our research participants to raise awareness of research at UHCW,
including on the UHCW R&D website (Patient Stories) and in local media (Coventry patient's
prostate cancer trial was 'life-changing' - BBC News, Warwickshire NHS weight-loss patient
dreams up digital approach - BBC News).
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The R&D Team have attended several events and community meetings this year to engage
with members of the community, raising awareness of and confidence in research, including
the Rugby Rotary Club Spring Fayre, foodbanks and support group meetings.

To improve research participants experience we deliver the national NIHR Participant in
Research Experience Survey (PRES), which offers those who have participated or are currently
participating in research the opportunity to provide feedback on their experience. Results of
this survey provides the opportunity to identify areas of good practice and areas for
improvement.

By delivering on our research strategy, Research & Development contributes the delivery of
UHCW’S Organisational strategic priorities and improves outcomes for our patients.

Delivering the Second Year of Our Innovation Strategy 2024-2030

The 2025/2026 period marked the second year of delivering our Innovation Strategy, a key part
of our commitment to being "More than a hospital" and providing high-quality, patient-centred
care. Alongside research and education, innovation remains central to improving outcomes,
experience and services for patients and staff.

Guided by the priorities set out in the Strategy, we have continued to build a solid foundation for
innovation across the Trust, supporting staff-led ideas, strengthening partnerships and exploring
opportunities to improve care delivery and operational efficiency.

During 2025/2026, we:

» Assessed 20 staff-led innovation ideas and 15 challenges, maintaining a growing pipeline of
innovation activity.

» Secured over £134,000 in innovation funding, supporting collaborative projects and new
approaches to patient care and service improvement.

» Engaged over 100 colleagues through innovation masterclasses and e-learning, helping staff
develop the confidence and skills to innovate and lead change.

» Expanded our Innovation Champions Network, strengthening innovation capability across
clinical and non-clinical teams.

» Engaged with 22 companies and local entrepreneurs, and established new partnerships with
industry and academic organisations to support innovation and improvement.

» Hosted a successful annual Medici event that brought together colleagues and partners from
healthcare, academia and industry to share insight and strengthen collaboration on data, digital
and Al-enabled innovation.

» Continued to grow the use of our Innovation Hub and 3D printing capabilities, enabling rapid
prototyping, problem-solving and staff-led innovation.

Celebrating Success

* A study on telehealth-enabled care for advanced heart failure, co-authored with the Innovation
Team, received Heart Failure Association (HFA) Investigator Award, demonstrating
improvements in care planning and cost benefits.

« UHCW was shortlisted as a finalist in the national Innovation Thought Leader (Organisation)
category at the Innovation Awards 2025.

* The launch of the UHCW Innovation Awards recognised innovation, collaboration and
improvement across the organisation.

Looking Ahead

Having established strong engagement and a growing pipeline of innovation activity, our focus
now shifts towards embedding innovation as a capability and delivering impact.
We will focus on:
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» Strengthening our innovation pipeline, supporting ideas to progress efficiently from concept to
implementation with clear measurement of impact.

» Expanding staff capability and engagement, embedding a culture where all staff can innovate
and improve services.

» Growing and deepening partnerships with industry, academia and system partners to accelerate
adoption and spread of innovation.

Through this, we will continue to deliver meaningful improvements for patients, staff and the wider
health system.

2.3 Performance Exceptions and Risks

Continued system pressures, including workforce constraints and high demand across urgent,
elective, and cancer pathways, impacted performance delivery during 2025/26. These
challenges reflect a national picture across the NHS. The Trust continued to prioritise patients
with the greatest clinical need while maintaining a focus on recovery, productivity, and
improvement.

2.3.1 Tackling Health Inequalities

Introduction

Health inequalities are systemic, unfair and avoidable differences in health across the population,
and between different groups in society. Health inequalities are caused by a complex interplay of
socioeconomic, environmental, and structural factors including poverty, low educational
attainment, poor housing, unhealthy environments, lack of access to quality healthcare, and
systemic discrimination. Healthcare inequalities are differences in access to, experience and
outcomes from healthcare, some of these can be directly attributable to healthcare systems and
some to the wider determinants of health impacting on access, experience and outcomes.

Our More Than a Hospital strategy includes a commitment to tackle inequalities both through our
own services and by working with partners on the wider determinants of health. We continue to
be an active member of wider partnerships in Coventry and Warwickshire to improve the health
of the local population.

Understanding health needs

Information on the health of the local population can be found in the Joint Strategic Needs
assessment for Coventry Coventry Joint Strategic Needs Assessment (JSNA) — Coventry City
Council and for Warwickshire Joint Strategic Needs Assessment — Warwickshire County Council.
This section uses examples of the health needs of the Coventry population based on UHCW’s
role as lead provider for Coventry. UHCW is also a key partner for population health in
Warwickshire.

Coventry’s population is growing; it is the seventh fastest growing local authority in the West
Midlands region. Overall, Coventry has a relatively young population due to the 2 major
universities in the city. However, this headline can mask growth in our older populations. Between
2011 and 2021, Coventry's 55-59 age group experienced the greatest growth of any age group,
increasing by 27.5%. In a decade, Coventry’s population is likely to be older on average than
today as the large increase in 55-59-year-olds seen in the past decade continues to grow older
(JSNA 2023). This will have a big impact on demand for healthcare. In addition, Coventry is
becoming an increasingly diverse city. The latest census data shows that 45% of the population
of Coventry is from the global majority. This has increased from 33% in 2011 and is significantly
higher than England (26%).

From the latest Index of Multiple Deprivation (IMD) data 31% (62) of Lower Layer Super Output
Areas (LSOAs) in Coventry are scored in the most deprived 20% of the national population. This
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means that Coventry overall has 11% more than its share of deprivation at that level. This is an
increase from 2019 (26%) and a return to 2015 levels. Deprived areas in Coventry are
concentrated around the city centre and in the northeast of the city (Foleshill, Longford, St
Michael’s, Radford, Henley, Upper and Lower Stoke) the Tile Hill area in the west and Binley and
Willenhall in the east.

Life expectancy follows patterns of deprivation. At a ward level the lowest life expectancy for men
in Coventry is in Foleshill and St Michaels at 74.8y and for women it is 79.6y in Longford. Across
Coventry the gap in life expectancy between the most and least deprived IMD deciles is 11.5y for
men and 10y for women (2022-23 data). Coventry as a whole has a significantly lower life
expectancy at birth than England (men 77.5 compared with 79.3, women 82.0 compared with
83.2, 2023 data).

Healthy life expectancy for men and women in Coventry is reducing and is at its lowest point since
2011-13. Latest data (2022-24) show that healthy life expectancy for men in Coventry is 59.2y
and for women is 58.9y. Men and women in Coventry are spending an increasing proportion of
their life in poor health.

Premature mortality rates in Coventry are significantly worse than England: all-cause mortality
rates in under 75s are 431/100,000 compared to 329/100,000. This pattern is also seen for
specific diseases: premature mortality rates for cardiovascular disease (CVD), cancer, liver
disease, respiratory disease, communicable disease including influenza and serious mental
illness are all significantly worse than England. Infant mortality rate in Coventry is 6.1/1000 and
is significantly worse than England.

Recorded prevalence of Long-Term Conditions (LTCs) varies by LTC and by GP practice, there
is likely to be under-recording of some LTCs in some communities. For example, QOF prevalence
of hypertension in Coventry is 13% (2024-25), the estimated prevalence of undiagnosed
hypertension is 8% (2021 data). This increases the risk of a number of diseases, the need for
unplanned healthcare and poor health outcomes.

Modifiable health risk factors are prevalent in Coventry. Smoking rates in Coventry are estimated
to be 10.4%, a similar rate to England. 68% of adults in Coventry are estimated to be overweight
or obese, and 27% are obese. These figures are slightly higher than the England averages but
not significantly. 23% of children in reception are overweight or obese and 39% in year 6
(significantly higher than England). Coventry residents have significantly higher rates of alcohol-
related admissions and alcohol-related mortality than England.

Understanding healthcare access, experience and outcomes

Our health inequalities focus in 25/26 has been on understanding healthcare access, experience
and outcomes of the population who need community services, as part of our wider transformation
of community services and development of a Neighbourhood Health approach. Health inequalities
is a core theme throughout this work including the Core20+5 framework looking at those in our
most deprived areas and our local “plus” group which is people experiencing homelessness and
newly arrived populations.

Our population health management (PHM) approach has identified that 7% of the Coventry
population (27,000 people) are driving 76% of acute health and social care resource use. This
group is characterised by high levels of complexity of physical health needs including
multimorbidity, mental health needs and wider social needs. There is a big increase in numbers
in this group from age 50, demonstrating that health complexity in Coventry starts at a younger
age than frailty and service planning and design needs to take this into account (fig 1). This is
particularly relevant given the changing demographics of Coventry described above.
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Figure 1
Utilisation of UHCW
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Analysis of this frequent service user group by deprivation quintile demonstrated that younger
patients were much more likely to come from more deprived areas, reflecting patterns of health
needs and inequalities in Coventry (figure 2).

Figure 2 )
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Further analysis showed that the GP practice that serves people experiencing homelessness
had twice the rate of frequent service users than other practices in Coventry, demonstrating the
high level of need in this group.

Our PHM approach included in-depth clinical case reviews, and direct engagement with patients
on their experiences of healthcare. These qualitative data provided further insight on health
inequalities including:
- The impact of the wider determinants of health on access, experience and outcomes,
but the lack of individual data on these
- Many of our frequent service users are of working age but not able to work because of
their health
- Many of our frequent service users are also carers, for both older and younger
generations
- There were a number of modifiable risk factors identified where additional support could
be provided to improve health.
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- Patients reported low levels of personal activation and lack of advocacy, they felt
disempowered to manage their own health and improve outcomes.

Using our PHM approach we have described the challenges faced by our population that impact
on inequalities in access, experience and outcomes from healthcare (fig 3). This is being used
to drive a new model of care through Integrated Neighbourhood Teams and Neighbourhood
Health.

Figure 3

Our Coventry Cohort who require a new and improved model of care
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Improving data quality, collection and analysis

In order to understand and address health inequalities we need to have data that cover the 4
domains of health inequality: protected characteristics; wider determinants of health; geography
and inclusion health. We now have access to linked primary and secondary care data through
Health Data Intelligence (Oracle), and are currently onboarding community services data into this
platform. In 26/27 we will be looking at how we can enhance these data to capture and report on
health inequalities and the wider determinants of health.

We are developing a health inequalities dashboard for the Trust which will track our progress
against the National Oversight Framework metrics broken down by IMD, ethnicity, age and sex.
This will support further work within the Trust to identify inequalities in access, experience and
outcomes and drive further improvement. While this is in development, for 25/26 we have
continued to monitor the indicators set out in the previous NHS England’s Statement on
Information on Health Inequalities, shown below:
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18s by ethnic group

1400
1200
1000
800
600
400
200
Asianor  Blackor Mixed  Not known Not stated  Other White
Asian Black Ethnic
British British Group

m19/20 m24/25 m25/26

Data source: WMLDS Elective Recovery Dashboard

For adults, elective activity was lowest in those from the most deprived areas (Index of Multiple
Deprivation IMD deciles 1 and 2) and highest across deciles 3-8 before decreasing in deciles 9
and 10. In contrast, in children activity was higher in the most deprived deciles 1-3, reducing as
deprivation reduced. Activity in both adults and children was highest in the White ethnic group.

Data on ethnicity should be treated with some caution due to data quality issues with data capture
and recording practices, and the number of patients with not known / not stated ethnic group.
Activity in 25/26 was lower than in 19/20, but has increased since 24/25 with a similar pattern of
increase seen across all deprivation deciles and ethnic groups demonstrating that our elective
recovery programme is not increasing inequalities as measured by deprivation and ethnicity.
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Emergency admissions under 18s by ethnic
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Emergency admissions for under 18s were highest from the more deprived areas compared to
the least deprived areas and have increased since 24/25. The maijority of emergency admissions
for under 18s were from the White ethnic group, followed by Asian or Asian British.

Data on ethnicity should be treated with some caution due to data quality issues with data capture
and recording practices, and the number of patients with not known / not stated ethnic group. The
pattern in emergency admissions partly reflects our local population but also highlights
opportunities for improving health outcomes for children and young people. In 26/27 we are
working with the wider partnership on the Children’s Neighbourhood Health programme.

Delivery to reduce health inequalities

We have established a Health Inequalities and Population Health Programme Board, chaired by
our Chief Strategy and Transformation Officer and reporting to Trust Board. This programme
board is shaping and overseeing the health inequalities and population health agenda within the
Trust. Reducing health inequalities is a primary driver for delivery of our Trust strategy so we are
embedding action on health inequalities within our major transformation programmes.

On a practical level we are using the Health Equity and Assessment Tool (HEAT) within our major
transformation programmes to identify inequalities and actions to reduce these. We have
completed HEATSs for the transformation of community services and the development of the
Community Diagnostics Centre. In 26/27 we are planning and delivering actions based on the
findings of the HEATS.

UHCW NHS Trust has an in-patient and maternity smoking cessation offer, so that anyone
admitted to UHCW NHS Trust who smokes is offered pharmacological and behavioural support
to stop smoking while in hospital from a team of dedicated tobacco dependency advisors. Support
is continued after discharge through community-based services. The tobacco dependency
advisors are working with clinicians and ward staff to increase referrals to the service.

2.3.2 A&E 4 Hour Wait

The national four-hour A&E standard remains set at 78%. UHCW’s performance during 2025/26
was impacted by sustained demand, hospital occupancy, and patient flow challenges.
Performance for the year was reported as 76.34%. Actions continued to focus on capacity
optimisation, same-day emergency care, improved discharge planning, and system wide
collaboration, supported by improved real-time data visibility.
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The Trust have been working hard to deliver Getting It Right First Time (GIRFT) principles to
shorten the time between stages in each patient’s pathway, by conducting board/ward rounds twice
a day, aiming to order diagnostic tests promptly and arrange packages of care in advance for the
patients who will be discharged the next day.

The Trust is working with system partners across many strategic workstreams to avoid people
attending and/or being admitted to hospital, including access to Community care services.

2.3.3 Referral to Treatment (RTT)

The national RTT standard remains an average wait of 18 weeks. During 2025/26, the Trust
continued to operate within the national Elective Performance framework, with performance
impacted by ongoing demand and case complexity. The reported waiting list position at year-end
March 2026 was 71,049, with an RTT incomplete percentage of 59.22% against a national
standard of 60.4%.

The Trust continued to prioritise longest waiting patients and utilise patient level tracking,
validation, and scheduling, increasingly supported by standardised data and analytics capabilities
to support elective recovery

The Trusts ambition is to restore services to pre-pandemic levels and a considerable amount of
time and resource has been aligned to patient validation and scheduling which will continue to be
a daily routine for each of the clinical groups and clear performance targets will be monitored at
Board level and throughout our Performance Framework.

2.3.4 Cancer 62 Day Standard

The national 62-day cancer standard requires 75% of patients to receive first definitive treatment
within 62 days from the point they are referred for suspicion of cancer. UHCW’s reported
performance for 2025/26 was 71.43%.

Performance continued to be impacted by increasing referral demand and workforce constraints.
Daily patient tracking, pathway management, and close clinical and operational oversight remained
central to delivery.

Throughout the year, priority was given to patients referred on a cancer pathway to ensure that all
patients could receive their treatment within the standard.

In alignment to the Performance Framework, daily patient tracking is completed by administrative
teams across the Trust, to ensure there is a clear plan for all cancer referrals. Clinical Groups are
supported by Cancer Services team to ensure that the National Cancer Waiting Times Standards
are met and the delivery of operational priorities for cancer are monitored against NHS England
national guidelines.

2.3.5 Cancer 28 Day Faster Diagnostic Standard

The Faster Diagnosis Standard requires 80% of patients to receive a confirmed diagnostic outcome
(either cancer or not cancer) within 28 days. Performance for 2025/26 was reported as 85.4%.

Continued adoption of Best Practice Timed Pathways, straight-to-test models, and increased
diagnostic capacity supported the delivery of this standard. Working collaboratively with the West
Midlands Cancer Alliance, the Trust has increased diagnostic capacity and clinical workforce and
put in place a number of Straight to Test service models to support implementing rapid access
services for cancer.
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2.3.6 Diagnostic Waiters — 6 Weeks and Over

The national ambition is for no more than 5% of patients to wait over six weeks for diagnostic tests.
Performance for 2025/26 was reported at 6.98%.

2.3.7 Average Number of Long Length of Stay (21 days and over) Patients

The NHS has a national ambition to reduce the length of time patients stay in hospital. This is
supported by UHCW who monitor and report weekly on the number of days patients stay within
our care on our wards.

The Trust’s target for 2025/26 was to have no more than 190 patients staying over 21 days in ward
beds, and the Trust reported 212 patients within this cohort as of 31 March 2026.

Although performance did not meet the target, this reflects the complexity and acuity of patients
currently being admitted. As the Trust has prioritised the longest waiting and most clinically
complex patients, recovery times for this cohort are inevitably prolonged. This position also mirrors
the national context, with capacity and resource pressures across care homes, mental health
providers, and wider social care services continuing to constrain alternative care provision. As the
number of long waiting patients reduces, it is anticipated that long lengths of stay will
correspondingly improve.

Length of stay has a direct impact on hospital occupancy and the level of patient flow that can be
generated across the organisation, influencing the Trust’s ability to assess, treat, and admit all
patients presenting with care needs. The Trust's Integrated Care and Discharge Team meets
weekly with the Chief Executive Officer and Chief Nursing Officer to review all patients with a long
length of stay. The team also works collaboratively with system partners and external providers on
complex cases to agree appropriate onward packages of care outside the acute hospital setting.
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2.3.8 Scorecard as at 31 March 2026

Trust Board Scorecard
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RTT 104 Weeks Wait Incomplete (1 month in arrears) (National Target) 0 0| = 0 0 CO0
Last Minute Non-clinical Cancelled Operations - Elective 0.80% 0.59%| 1r 0.8% 08%| €00 |wmmw i |
Cancer
Cancer Faster Diagnosis Overall (1 month in arrears) 83.76% 85.40%)| | 79.74% 80% Ccoo
Cancer 31 Day - Combined (1 month in arrears) 96.05% 96.98%| I 96.05% 96.04% COo0
Cancer 62 Day - Combined (1 month in arrears) (Local Trajectory) 71.37% 71.43%| | 74.09% 75% CO0 |.-lm
Cancer 104+ days wait (treated combined) (1 month in arrears) 35.0 30.00 1 0 0 Ccoo FEEEEN
Valuing and Enabling Our People
Mandatory Training Compliance - Substantive Staff 94.01% 94.01%| = 95% 95% CPO FEEEEN
Appraisal - Non-Medical 88.08% 87.17%)| L 90% 90% CPO EEEEEE
Appraisal - Medical 89.37%|  89.50%)| 1 90% 90%| CMO }'l““—
Sickness Rate 5.78% 5.35%| | 5% 5% CPO |wmmmmm
Vacancy Rate Compared to Funded Establishment 7.44% 7.41%| 1r 10% 10% CPO
Sustainablity
Forecast Income & Expenditure £-11000k]  £-6019K < ~11000 -11000]  CFO m
WRP Delivery £69.990m| £76.619m| | 76100 76100 CFO
Research, Innovation and Teaching
Patients Recruited into NIHR Portfolio-Cumulative (2 months in arrears) 3982 4211 1 4483 5380 CMO
Commercial Income Invoiced - Cumulative (1 month in arrears) £1.842m| £2.135m| 1| 950 1250 CFO EE——
NIHR Research Capability Funding (3 months in arrears) £799K| £799k| =» 750 1000 CMO
Trial Recruitment Income (3 months in arrears) £5.282m|  £5.282m| =» 1593.75 2125 cvo |REEEEET
All Grant Income (3 months in arrears) £6.079m| £6.079m| =» 1500 2000 CcMO
UHCW Ambition
|Diagnostic Waiters - 6 Weeks and Over (Local Target) | 11.22%| 6.98%{ i | 1%| 1%| CO0 |mmmmEm

*Please note the RTT and Cancer Performance within the scorecard is to month end February
2026 due to national reporting being a month in arrears.
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2.4 Forward Look

UHCWi

The continued evolution of the UHCWi methodology will remain a central driver of productivity,
efficiency, and quality improvement across the Trust’s clinical pathways over the coming years. As
the Trust matures its use of data and insight, UHCWi will increasingly support consistent, evidence
based, decision making at specialty, group and Trust level.

Building on progress made to date, UHCWi methodology will be embedded more deeply across a
wider range of clinical services, supporting improved flow, reduced unwarranted variation, and
better utilisation of workforce and estate. The Trust will continue to use UHCWi insight to identify
opportunities for pathway redesign, demand management, and service transformation, working
collaboratively across Coventry and Warwickshire to optimise care delivery for local populations.

Looking ahead, the Trust will further align UHCWi outputs with operational planning, elective
recovery, and financial sustainability, ensuring productivity improvement is both clinically led and
operationally deliverable.

Cancer

Cancer services will continue to prioritise pathway optimisation, capacity utilisation, and system
collaboration to improve access, timeliness, and outcomes in the years ahead.

While cancer performance has remained under sustained pressure, reflecting rising demand
and national challenges, the Trust remains committed to delivering safe, high-quality cancer
care.

Year-on-year growth in referrals is expected to continue, requiring ongoing focus on diagnostic
capacity, workforce resilience, and pathway efficiency.

Over the forthcoming period, cancer services will continue to work closely with clinical,
operational, and system partners to deliver sustainable improvements, including:
e Further embedding National Best Practice Pathways across all tumour sites to reduce
diagnostic and treatment delays.
o Completion and optimisation of the Lung Cancer Screening Programme across Coventry
and Warwickshire, supporting earlier diagnosis and improved outcomes.
e Targeted use of system and regional investment, including workforce and capacity
support through the West Midlands Cancer Alliance.
o Continued expansion and refinement of tele-dermatology and other digital diagnostic
models to improve access and reduce outpatient demand.
e Ongoing development of the Non-Specific Symptoms Pathway to support timely access
to secondary care.
e Maximising the benefit of Community Diagnostic Centre capacity to support delivery of
the Faster Diagnosis Standard.
o Strengthening collaboration with Primary Care to improve referral quality, clinical triage,
and pathway appropriateness.

These actions will support improved resilience of cancer services while maintaining a strong
focus on patient experience and outcomes.

Managing Capacity

Managing capacity will remain a critical challenge as demand continues to grow across

emergency, elective, and outpatient services. The Trust will continue to invest in digital

enablement, operational efficiency, and system integration to support safe, timely, and effective
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patient flow.

Building on improvements delivered during 2024/25, the Trust will further strengthen its approach
to real time capacity management, supported by EPR optimisation and enhanced use of data.
Improved visibility of beds, demand, and discharge readiness will enable more proactive
decision-making and better alignment of clinical resources to patient need.

The Trust will continue to apply GIRFT principles and specialty productivity reviews to optimise
both inpatient and outpatient pathways. Intelligent workflows and advanced analytics will be used
to reduce unwarranted delays, improve clinic utilisation, and support elective recovery at scale.

Operational resilience will remain a priority, with continued focus on workforce flexibility,
escalation planning, and system collaboration. Expansion of community diagnostics, same-day
emergency care pathways, and virtual models of care will further support earlier intervention and
reduce pressure on acute beds.

Governance and escalation arrangements will continue to evolve, embedding a culture of daily
oversight, data-driven decision-making, and shared accountability across clinical and operational
teams. This will ensure that capacity pressures are identified early and managed safely, even
during periods of heightened demand.

Digital and Data Enablement

Over the coming years, the Trust will build on its digital foundations through continued EPR
optimisation, closer alignment with the Federated Data Platform, and expanded use of advanced
analytics and automation.

Digital and data capability will play an increasingly central role in supporting patient flow, elective
recovery, productivity improvement, and system integration. By strengthening data quality,
interoperability, and insight, the Trust will be better positioned to support population health
management, reduce unwarranted variation, and enable clinically led transformation at scale.

Summary

During 2025/26, University Hospitals Coventry and Warwickshire NHS Trust continued to operate
within a highly complex and demanding environment, balancing recovery, transformation, and
sustained growth in demand across urgent, elective, and cancer services. Against this backdrop,
the Trust remained focused on delivering safe, high-quality care while progressing its longer-term
ambitions for productivity, digital maturity, and system integration.

The operating context throughout the year was shaped by increasing clinical complexity, rising
demand, and the residual impacts of health system recovery and industrial action, reflecting a
broader national picture across the NHS. Despite these challenges, the Trust maintained a clear
strategic focus on performance improvement, clinical quality, and its vision of being a national
and international leader in healthcare, rooted in the communities it serves.

A key theme during the year was the continued evolution of the Trust’'s operating model in line
with its medium term plan and longer term ten year plan. This included a growing emphasis on
redesigning outpatient services and supporting neighbourhood health models, with the aim of
reducing avoidable demand into the acute setting and ensuring patients receive the right care, in
the right place, at the right time. This shift is pivotal in improving access, flow, and sustainability,
while strengthening partnership working across the Coventry and Warwickshire system.

The year saw a number of significant achievements, underpinned by strengthened governance,
a mature performance framework, and sustained investment in digital and data capability. The full
implementation and early optimisation of the Electronic Patient Record (EPR) system represented
a major milestone for the organisation, enabling improved access to real-time clinical information,
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more consistent documentation, and higher-quality data. This has provided a strong foundation
to support safer care, improved patient flow, and more informed clinical and operational
decision-making, both within the Trust and across system pathways.

In line with national priorities, the Trust focused on elective recovery, urgent care responsiveness,
and cancer pathway improvement. Through the expanded use of advanced analytics, intelligent
workflows, and real-time operational dashboards, UHCW delivered improvements in outpatient
productivity, diagnostic turnaround times, and reductions in long-waiting patients. Process mining
and pathway-level insight were increasingly embedded across services, supporting targeted
interventions and informing the ongoing redesign of outpatient and diagnostic models to better
manage demand and capacity.

UHCW’s approach to innovation and transformation continued to receive international
recognition. During the year, the Trust was named the winner 2025 Tech Innovation CUBE’d
Awards, securing the category for Top Internal Al Implementation recognising UHCW'’s pioneering
work using Al and process mining to transform its Outpatients pathway. This is testament to and
reflects sustained investment in data driven improvement, digitally enabled care models, and
patient-centred service design.

Despite periods of national industrial action, which impacted elective and outpatient activity, the
Trust maintained core service delivery and protected urgent and cancer care pathways. Proactive
planning, daily operational oversight, and close collaboration between clinical and operational
teams enabled the Trust to mitigate disruption and maintain continuity of care for its most
vulnerable patients.

The Trust also continued to play a leading role within the Coventry and Warwickshire Integrated
Care System, supporting system-wide collaboration, tackling health inequalities, and contributing
to shared priorities around neighbourhood health, prevention, and demand management.

Looking ahead, UHCW remains focused on strengthening clinical outcomes, improving access
and flow, and embedding a culture of continuous improvement. Continued optimisation of the
EPR, further roll-out of intelligent workflows, and the progressive redesign of outpatient and
neighbourhood-based models of care will support the Trust in managing future demand while
enhancing the quality, safety, and sustainability of services for patients.
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2.5 Financial Performance Overview 2025/26
Statement from Susan Rollason, Chief Finance Officer

As CFO, I reflect on the 2025/26 financial year with a sense of both pride and gratitude. We
entered the year facing a challenging position, which required us to maintain a higher level of
financial controls throughout the period. This approach was critical in helping us mitigate risks
associated with our financial performance.

Despite these challenges, we concluded the year with a £6 million adjusted deficit, following the
receipt of £4.9 million in redistributed deficit support. To accomplish this, we should be proud of
the fact that we achieved total savings of £76.6 million, including an outstanding £38.2 million in
recurrent savings. These results were made possible through the combined efforts of our teams
and the implementation of robust financial measures.

We also succeeded in delivering both bank and agency savings, a direct result of the Chief
Executive led, Trust-wide Kaizen event that utilised our UHCWi improvement methodology. In
addition, the Trust saw a notable increase in productivity metrics, which enabled us to exceed our
planned activity targets.

| would like to extend my sincere thanks to everyone across the Trust for their relentless
commitment to continual improvement and for their rigour in maintaining financial controls. These
collective efforts have been instrumental in delivering the results we have seen this year and set
a strong foundation for the challenges and opportunities ahead.

This section sets out the key features of the Trust’s financial performance in 2025/26.
A full set of accounts is attached including:

Statement of Comprehensive Income
Statement of Financial Position

Statement of Changes in Taxpayers’ Equity
Statement of Cash Flows

2.5.1 Key Financial Targets

It is important to understand how performance against the financial performance target is
calculated. In its Statement of Comprehensive Income, the Trust recorded a deficit for the year of
£16.501 million which the Department of Health requires to be adjusted for the following:

° The impact of the impairment (or reversals of impairments) of non-current assets is
excluded from the breakeven duty calculation;

. HM Treasury guidance on the interpretation of IFRS concerning accounting for donated
assets required the removal of the donated assets reserve in 2011/12. However, in order
to comply with HM Treasury Consolidated Budgeting Guidance, the impact of this
accounting change should also be excluded from the financial performance of NHS Trusts.
This can result in either a positive or negative adjustment;

o The impact of PFI revenue costs to the financial performance is adjusted from being
recorded on an IFRS16 basis to a UK GAAP basis. This was a change in approach
introduced in 2024/25 to the way NHS Trusts’ financial performance is calculated.
Previously, the adjustment to a UK GAAP basis was actioned in the overall NHS England
accounting position as opposed to at NHS Trust level.
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The table below reconciles the position reported in the Trust's Statement of Comprehensive
Income to its performance against its financial performance target:

Reconciliation of retained surplus to adjusted retained surplus £'000

Retained surplus/(deficit) for the year (16,501)
Remove Impairments charged to revenue 9,508
Remove impacts in respect of donated gov't grant asset reserve elimination 472
PFI revenue costs adjusted from IFRS 16 basis to UK GAAP basis 501

Adjusted retained surplus/(deficit)

The table below shows the adjusted retained surplus is equal to the breakeven duty in-year
financial performance reported by the Trust in the Annual Accounts:

Performance Measure £'000
Adjusted retained surplus/(deficit) (6,020)
Breakeven duty in-year financial performance (6,020)

The table below shows the Trust’s performance against each of its key financial targets:

D]114Y Target Performance Target Met ‘
Achievement of the
I;’:a’;f'a' performance | ¢4 000)k deficit | £(6,020)k deficit (after
(ongits Statement of (after allowable allowable
Comprehensive adjustments) adjustments)
Income)
£4,980k improvement
versus Target deficit

(This requires the Trust
to meet the target .
agreed with NI-?S Target achieved
England)
Remain within its
approved Capital £39,479k £39,479k
Resource Limit CRL)
(This requires the Trust (This required the Trust
to keep its net capital to_ spend no more th_an

: s this sum after adjusting
expenditure within the f di | d £0k overspend
limits set by the or asset_ isposals an
Department of Health) the receipt of donated

assets)
Target achieved

2.5.2 Capital Programme — External Financing Requirement

Whilst a significant proportion of the Trust’s annual capital investment requirement is covered by
the lifecycle replacement programme for equipment provided under the PFI contract, there remains
a material level of medical equipment, ICT hardware and software and the reconfiguration or
upgrading of hospital buildings that fall outside the PFI contract.

For 2025/26, the Trust’s non-PFI capital investment programme exceeded the amount of internally
generated funds available and therefore the Trust was reliant upon the receipt of external financing
to fund the programme. A system capital envelope was issued to release capital finance. The
Coventry and Warwickshire system worked to prioritise schemes within the available envelope.
The Trust therefore had an initial requirement for public dividend capital of £23.1 million. During
the year, however, the Trust actioned drawdowns of a lower value, £15.5 million. The reduction in
funding was due to three factors: £8.9 million of Community Diagnostic Centres funding transferred
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to NHS Property Services to develop the Coventry Paybody site; an increase in the operational
capital support required; and additional funding for Digital and Cyber Security awarded during the
year. The year’s public dividend final capital drawdown of £15.5million, consisted of, £10.6m to
finance the system capital envelope, £1.4m for Community Diagnostic Centres, £1.3m to support
the commitment to Return to Constitutional Standards, £1.6m for Estates Safety, £0.5m for Digital
and Cyber Security.

2.5.3 Trust’s Liquidity Position

The Trust’s liquidity position decreased by £4.5million in 2025/26, with cash balances decreasing
from £48.0million at the start of the year to a closing position of £43.5million.

The Trust has continued to maintain good performance against the better payments practice code
(98% of invoices by value were paid with 30 days of receipt of a valid invoice), met all of its debt
servicing commitments and maintained the agreed minimum monthly cash balance of £1 million.

The summary headline financial information for 2025/26 (compared with 2024/25) is shown in the
table below:

OIS 2025/26 2024/25
£000 £000

Revenue accounts
Operating income (turnover) 1,168,835 | 1,125,525
Retained surplus / (deficit) for the year (16,501) (17,684)
Breakeven performance (after technical adjustments for impairments, PFI and (6,020) (4,700)
donated assets)
Efficiencies achieved 76,619 62,659
Assets
Total assets 660,800 669,540
Cash and cash equivalents 43,494 47,950
Capital Investment - Capital resource limit 39,479 44,878
Borrowing
Long term borrowing — PFI liabilities 466,817 458,217
Long term borrowing — other 49,396 49,287
Short term borrowing — PFI liabilities 7,035 10,766
Short term borrowing - other 5,032 5,621

2.5.4 Where the Trust’s Income Comes From

During 2025/26 the Trust recorded total revenue of £1,168.8 million. This represents an increase
of 3.8% when compared with total revenue of £1.125.5 million in 2024/25.

This reflects funding for inflationary impacts and for increased activity associated with emergency
growth and the elective recovery programme.

The chart below shows the key sources of income for the Trust in 2025/26. The combined
proportion of income from Integrated care boards and NHS England for the provision of care and
treatment to patients is 91%.
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2.5.5 How Does the Trust Spend the Money it Earns?

The Trust’s operating expenditure for 2025/26 totalled £1,143.7 million and represents a 4.3%
increase over total operating expenses of £1,096.2 million in 2024/25. If impairments (and
impairment reversals) are excluded, operating expenses for 2025/26 would be £1,134.1 million
compared with £1,086.8 million in the prior year — an increase of 4.4%.

The largest cost element continues to relate to salaries and wages with the average number of
people employed during the year being 10,594 whole time equivalents at a total cost of £713.6
million, which equates to 62% of total operating expenditure. In the prior year 2024/25, the average
number of people employed was 10,339 whole time equivalents at a cost of £671.6 million.

Clinical and general supplies and services (including drugs and other medical/surgical
consumables) are also a significant cost element and amounted to £218.3 million which continues
to represent approximately 19% of day-to-day operating expenses. This compares with
expenditure of £205.5 million in 2024/25, an absolute increase of 6.2%.

The total charged in year to operating expenditure in respect of the service element of the private
finance initiative was £55.6 million and continues to represent around 5.0% of total operating
expenditure.

Charges relating to the depreciation, amortisation and impairment of property, plant and equipment
and intangible assets totalled £46.2million compared with £47.1million in the previous year. As
explained in the section on key financial targets, impairments are excluded from the assessment
of the Trust’s financial performance.

Other operating expenditure totalled £126.6million in 2025/26 and included the following key items
of expenditure:

o Premises £29.5 million

. Clinical negligence costs £28.0million

. Education, training, research and development £29.6million

o Healthcare purchased from non-NHS organisations £15.5million
o Establishment expenses £11.7million

o Other general supplies £12.5million

The chart below compares expenditure by category — the breakdown of costs remains broadly
similar to that in the previous year.
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2.5.6 Other Costs

The Trust earned £2.6million in interest on its cash balance in 2025/26, compared to £2.8million
of interest earned in the prior year. This is a result of marginally decreasing interest rates year on
year.

The Trust incurs significant financing costs each year, the majority of which relates to the financing
of the PFI contract. With the adoption of the IFRS16 accounting standard to the PFI liability from
1 April 2023, the Trust now assesses for a remeasurement of the PFI liability due to price
indexation every year. In 2025/26, the value of the indexation remeasurement recognised and
included in finance costs is £16.0million. With the inclusion of the remeasurement of the PFI
liability, total finance costs in 2025/26 equated to £44.4million. This reduced by £5.2million from
the total finance costs in 2024/25 of £49.5 million. It should be noted, the impact of the
remeasurement of the PFI liability is adjusted out of the financial performance of the Trust. The
Trust also paid interest on leases of £1.1million during the year.

In addition to the above costs, the Trust is also required to pay a dividend to the Department of
Health and Social Care equivalent to 3.5% of the average of its opening and closing net relevant
assets for the year. The impact of the adoption of IFRS16 to the PFI liability balance in 2023/24,
significantly increased the Trust’s PFI liability balance, resulting in net relevant assets becoming
negative. As a consequence, no dividend has been payable in 2024/25 or 2025/26.

2.5.7 Capital Expenditure

The Trust is required to contain capital expenditure within its annual Capital Resource Limit (CRL)
which is agreed with NHS England. This limit is based upon the net internally generated funds
after commitments for repayment of principal on all forms of capital borrowing (including loans and
the capital element of PFl and finance lease contracts) plus any additional approved capital
expenditure met from external sources (including public dividend capital, leases and
donations/grants).

The Trust’'s CRL for 2025/26 was £39.5million against which the Trust recorded an outturn of
£39.5million — expenditure on target. The Trust also benefited from £0.4 million of donated capital
assets, which in addition to the Trust's CRL amounted to total gross capital expenditure of
£39.9million.

Key capital investments during the year included the following:
o Equipment assets provided through the PFI lifecycle fund £8.5million
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. Building/engineering works provided under the PFI contract £10.2 million
. Return to Constitutional Standards £1.3million

. Community Diagnostic Centres £1.4million

° Estates Safety Funding £1.6million

° Medical and other equipment £4.3million

o IT hardware/software £4.5million

. Building/engineering works £2.9million

° Right of use property and equipment leases £2.7million

° Right of use leased asset remeasurements £2.1million

° Grants / donated asset equipment £0.4million

2.5.8 Paying Suppliers on Time

In addition to its key financial duties, the Trust is also required to comply with the better payment
practice code. This requires the Trust to pay all undisputed invoices by the due date or within 30
days of receipt of goods or a valid invoice, whichever is later. The Trust’s performance against
this target is summarised below:

2025/26

2024/25

Better payment practice code

Number

£000

Number

£000

Total NHS trade invoices paid in year

4,314

171,597

3,890

Total non-NHS trade invoices paid in year 109,215 641,395 | 112,079 | 600,873
Total non-NHS trade invoices paid within target 95,536 627,756 | 101,628 | 592,928
% of non-NHS trade invoices paid within target 87.5% 97.9% 90.7% 98.7%

156,890

Total NHS trade invoices paid within target 3,493 167,014 3,128 | 151,038
% of NHS trade invoices paid within target 81.0% 97.3% 80.4% 96.3%
% of all invoices paid within target 87.2% 97.8% 90.3% 98.2%

The Trust’s performance is consistent with the prior financial year when measured by the value of
invoices paid.

2.5.9 Financial Outlook

The 2026/27 financial year is expected to present significant challenges. We remain committed
to achieving a break-even outcome, supported by a £74.5 million productivity and efficiency
programme. The successful realisation of £38.2 million in recurrent savings during 2025/26
reinforces our credibility in delivering results, though it contributes to the overall cumulative target
and underscores the ambitious nature of the 2026/27 plan.

Further financial pressures arise from a demanding operating environment, including increased
patient acuity and complexity within the hospital, industrial action, and supply chain inflation
influenced by global conflicts. Our approach will emphasise robust mitigation strategies, strict
application of financial controls, and a concentrated effort on enhancing productivity and
efficiency.
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This sits within a changing NHS commissioning and performance management framework, to
which we will continue to adapt.

2.5.10 Conclusion

The financial projections for 2026/27 reflect a demanding landscape, as such it is essential to
uphold strict financial discipline.

Our quality improvement methodology, UHCWi, will be leveraged to achieve waste reduction
through enhanced productivity and value for money initiatives, whilst collaborating closely with
our partners across the system to effectively identify and manage additional opportunities.

2026/27 will be a transformative year for the Trust as we embed the three shifts set out in the
NHS plan: shifting care left, moving to digital, and strengthening prevention. We will use
population health insights to target investment behind these shifts, reducing health inequalities
and improving patient outcomes. Our long-term financial sustainability depends on delivering this
transformation.

In summary, our success in 2025/26 provides a strong foundation for our longer-term plans, but
2026/27 will remain a highly challenging year.

2.5.11 Financial Accounts

The full set of accounts is included within this report.

The accounts have been prepared on a going concern basis and in accordance with International
Financial Reporting Standards (IFRS) and the Trust’s accounting policies. Their preparation has
been guided by the Department for Health and Social Care Group Accounting Manual.

2.6 Accounting Policies

The Trust’s accounting policies are in accordance with directors provided by the Secretary of State
for Health and follow International Reporting Standards and HM Treasury’s Government Financial
Reporting Manual to the extent that they are meaningful and appropriate to the NHS.

2.6.1 Statement of the Chief Executive’s Responsibility as the Accountable
Officer

The Statement of the Chief Executive’s responsibility as the Accountable Officer of the Trust is
printed in full in the 2025/26 Annual Accounts.

2.6.2 Statement of Accounting Officer’s Responsibility

The Statement of the Accounting Officer’s responsibility is printed in full in the 2025/26 Annual
Report and Accounts.

2.6.3 Annual Governance Statement

The Annual Governance Statement is printed in full in the 2025/26 Annual Report and Accounts
and can be found at page 95.
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2.6.4 Disclosure of Information to Auditors

The directors confirm that as far as they are aware there is no relevant audit information of which
the NHS body’s auditors are unaware and they have taken all steps that they ought to have taken
as a director in order to make themselves aware of any relevant audit information and to establish
that the NHS body’s auditors are aware of that information.

2.6.5 External Auditor

Under the Local Audit and Accountability Act 2014, the Trust was required to appoint its own
external auditor for the financial year 2017/18 onwards. Accordingly, the Trust undertook a
competitive procurement exercise during 2021. In December 2021, the Trust Board approved the
re-appointment of KPMG LLP as the Trust's external auditor for a period of three years, from
financial year 2022/23 to 2024/25. An extension to the contract has been agreed, meaning the
appointment now continues until 31 March 2027.

The auditors perform their work in accordance with the National Audit Office Code of Audit Practice
and their work compromises two key elements:

o Providing an opinion on the Trust's financial statements. This considers whether the
financial statements give a true and fair view of the financial position of the audited body
and its expenditure and income for the period in question; and whether the financial
statements have been prepared properly in accordance with the relevant accounting and
reporting framework as set out in legislation, applicable accounting standards or other
direction; and

. To satisfy themselves that the Trust has made proper arrangements for securing economy,
efficiency, and effectiveness in its use of resources.

2.6.6 Auditors’ Opinion

Audit opinion is supplied by KPMG LLP and is included within the Financial Statements.

? i
Signed ..o et Chief Executive Officer, 18 June 2026
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2.7 Sustainability Report

2.7.1 Sustainability Leadership and Engagement

Introduction from the Senior Responsible Owner of Sustainability and Net Zero,
Justine Richards, Chief Strategy and Transformation Officer

This year, we were proud to launch our refreshed Green Plan, providing a clear strategic
framework and reaffirming our commitment to environmental sustainability and carbon reduction.
The plan is a cornerstone of our Organisational Strategy, ‘More than a hospital’ where
sustainability is one of five core purposes. It will be reviewed on an annual basis and monitor
actions for delivery from 2025 through to 2028.

All NHS Trusts are required to be Net Zero by 2045, therefore, we have strengthened our
governance and built highly accurate data sets, enabling carbon footprint calculations at 95%
accuracy for UHCW. This precision allows us to map our carbon reduction journey with
confidence.

Embedding sustainability remains a top priority. Organisational decisions are aligned to our green
agenda, guided by the Net Zero Delivery Group and supported by Green Champions. Teams
across departments are driving impactful changes that benefit the planet, improve efficiency, and
reduce costs.

As a major employer across Coventry and Warwickshire, investing in sustainable solutions is
essential for current and future generations. We are creating the right conditions to achieve our
Net Zero ambitions, using our UHCWi methodology to lead meaningful, lasting change toward a
more sustainable future. This methodology was used to support many projects including reduction
of single use plastics in our obstetric theatres. This project gained much interest from many
external organisations as we strive to support the first 1000 days of life by being toxic free.

The team have also supported staff in enrolling onto the Level 4 Corporate Responsibility and
Sustainability Apprenticeship, which includes the option to join the Institute of Sustainability and
Environmental Professionals as an Associate Member. Delivered through the NHS-tailored
Sustainability Academy, developed with the Centre for Sustainable Healthcare, the programme
equips staff with skills to embed sustainability in healthcare. Our first apprentice has enrolled, and
we look forward to supporting their continued progress.

The NIHR-funded DRAGON trial launched on 26 November 2025 and is now active across five
theatres for elective and emergency cases. Data collection is underway, compliance is monitored,
and the study aims to recruit 200 participants.

We are proud to have achieved our Silver Emergency Department (ED) accreditation in the
summer 2025, followed by Gold in  2025. Progressing from Bronze to Gold within a single year
is an exceptional accomplishment. Our ED team has worked tirelessly to uphold the highest
standards of patient care while simultaneously advancing our commitment to environmental
sustainability, protecting both our planet and the wellbeing of future patients.

Due to the enthusiasm, support and passion of the staff across the trust who support the Net Zero
team we have been recognised for the exemplar work that we do, and the Net Zero team have
been invited to talk at numerous national events in 2026 including the College of Operating
Department Practitioners inaugural annual conference.
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Justine Richards,
Chief Strategy and Transformation Officer
Executive Lead for Sustainability/Net Zero

Green Plan Update

Engagement and Co-Design

Following the release of NHS England’s refreshed guidance, we launched a comprehensive
engagement process with staff, partners, and the wider public. Through this collaborative
approach, we gathered valuable insights and suggestions from all stakeholders, ensuring the
Green Plan reflects a broad range of perspectives. Particular emphasis was placed on clinical
staff groups, whose expertise and commitment are essential to delivering the plan successfully.

The Green Plan was co-created with contributions from experts across the Trust and external
partners. A series of workshops at the Innovation Hub brought together sustainability and
innovation leaders to design a practical roadmap with clear, actionable goals. Feedback from staff
and stakeholders was instrumental in shaping priorities and identifying opportunities for collective
impact.

Our Pillars

We have streamlined the refreshed Green Plan by consolidating the original 14 supporting pillars
into 7. These revised pillars align with the priority areas set out in the NHS England Green Plan
Guidance and reflect insights gathered through our multidisciplinary workshops.

During the review, we identified duplication and overlap within the original pillars. To improve
clarity and reduce unnecessary reporting, these were merged into a more focused and coherent
structure. The following section outlines each of the seven pillars and the key actions that will
drive progress.

The Green Plan is derived from national targets and longer-term strategic actions. In essence, it
serves as the operational work plan for the Net Zero Delivery Team for the defined period.

Our Pillars

CARE

CHANGE JOURNEYS

OUR
PILLARS

PLACES WASTE

PROCUREMENT COMMUNITY
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Green Plan Progress Against Targets

Green Plan Progress
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The Green Plan for 2025-26 is monitored through the actions aligned to its seven strategic pillars.
In total, 139 actions are included, each classified as a metric, an enabler, or a value-driven
activity. These actions are reviewed and revised annually to ensure the Plan reflects new national
requirements and mandated targets. The Green Plan is publicly available and accessible to staff,
patients, visitors, and the wider community.

The purpose of the Green Plan is to prioritise sustainability within patient pathways, supporting
world-leading care while addressing climate change and broader environmental challenges. It
enables UHCW to make informed, sustainable investments, improve efficiencies, and deliver
value for money. Importantly, the Plan underpins the Trust's commitment to achieving Net Zero
carbon emissions.

With a national requirement to reach Net Zero by 2045, now just 20 years away, the Green Plan
provides a structured set of actions for the next three years, with progress reported annually. It
combines national targets with longer-term percentage-based commitments to guide delivery. In
simple terms, the Green Plan serves as the operational work plan for the Net Zero Delivery Team
for the defined period.

The Green Plan has been completed for 25/26 apart from some projects that need partnership
agreement to advance, but those will be tackled in the coming years as this Green Plan runs to
2028. The remaining outstanding actions sit within the procurement workstream and are
contingent on partners requiring suppliers to publicly report emissions data and carbon-reduction
activity. In addition, the Trust is currently unable to transition all vehicles to electric due to the
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absence of suitable electric charging infrastructure across our outreach locations.

Governance

The Trust reviewed its Net Zero governance arrangements during 2025/26 to improve oversight.
The Green Plan contains 139 tasks which is difficult to report with clarity, therefore the pillars are
shared across four domains, which form the basis of quarterly reporting through internal corporate
governance up to Trust Board. By the end of the year all pillars have been discussed in depth.

COMMUNITY

CARE

PROCUREMENT

JOURNEYS

CHANGE

WASTE

PLACES

Our Pillars and what they mean

Community: Our People
Workforce and Leadership
This demonstrates how we support our staff to action sustainable practices at work

Care: Net Zero Clinical Transformation

Medicines, Food
By fostering environmental responsibility, we will deliver sustainable care by embedding green
clinical pathways and evidence-based practice to reduce environmental impact while improving
patient outcomes.

Procurement:
We will procure goods and services in ways that minimise environmental and social
impact, following NHSE’s guidance and recommendations.

Journeys: Travel and Transport
The actions in this pillar demonstrate our commitment to reducing the environmental impact
of our logistics.

Change: Climate adaptation

Digital transformation

Capital projects
These actions demonstrate our use of green technologies and our commitment to supporting staff with
strong leadership throughout change.

Waste: Waste and Recycling

Water Efficiencies
We will improve water efficiency, cut waste, and reduce the environmental
impact of our care to support a sustainable future.

Places: Buildings

Estate

Energy

Biodiversity
We are actively working to create accessible green spaces, decarbonise our estate and
improve our energy efficiency.
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Net Zero Governance
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The chart above shows the internal and external Net Zero reporting pathways.

COMMUNITY

Community: Our People Workforce and Leadership

This pillar embodies bold leadership-empowering, inspiring, and equipping our workforce and
community to deliver meaningful carbon reduction initiatives and shape a sustainable future.

Driving Sustainability Through Collaboration and Innovation

This year has been an exciting and impactful one, marked by our active participation in both
regional and national initiatives. In April, we proudly joined the launch event of National AHP
Week, live from our Faith Centre garden, where we showcased the vital role of outdoor green
spaces in supporting staff and patient health and wellbeing. We remain the only Trust in the

country to deliver this unique contribution.

We also took part in the inaugural NHS Midlands Nursing and Midwifery Green Transformation
Challenge, a pioneering regional programme designed to empower nurses and midwives to lead
sustainability projects. These initiatives focus on reducing carbon emissions, improving patient
care, and delivering cost efficiencies. Our involvement not only strengthened collaboration but
also drove a significant increase in completion rates for the Building a Net Zero NHS e-learning
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module. Once again, we were the only Trust to live-link into the celebration event to share our
progress.

Through targeted sustainability training, we continue to enhance staff engagement and accelerate
the transition to low-carbon practices. By equipping healthcare professionals with the knowledge
and confidence to lead eco-friendly initiatives, we improve public health outcomes while reducing
the risks associated with environmentally driven diseases. This approach also promotes equity
by addressing environmental disparities and ensuring access to clean, safe, and sustainable
healthcare for all.

We have also observed sustainability training become part of many areas’ induction and
preceptorship programmes.

Education, Training and Awareness

During the reporting period, there was a small but positive increase in the number of staff
completing the E-Learning for Health: Building a Net Zero NHS module. This has strengthened
baseline knowledge and awareness of net zero principles across the workforce.

This progress enables a transition in the forthcoming year towards a more targeted and

proportionate training approach, with education tailored to staff roles, responsibilities and levels
of influence, thereby supporting more effective engagement and delivery of net zero objectives.

Number of staff who have completed Net Zero E-learning FY 25/26
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JOURNEYS

Journeys : Travel and Transport

This pillar underscores our dedication to reducing carbon emissions from travel and transport
across our Trust. We are championing smarter, greener mobility choices that contribute to a
healthier planet and a more sustainable future.

To achieve this, we are actively collaborating with strategic partners such as Dr Bike, Cycle to
Work, and Transport for West Midlands. Together, we are empowering our community to embrace
low-carbon travel options and build a culture of environmentally responsible mobility.

Graph below shows UHCW fleet activity for the financial years.

UHCW Fleet Vehicles Emission (tCO,e)
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In line with national NHS Net Zero targets, the Trust continues to transition its fleet from fossil fuel
vehicles to zero emission alternatives, supporting the Greener NHS ambition to eliminate
emissions from directly controlled transport. This programme represents a critical contribution to
the reduction of Scope 1 emissions associated with Trust owned and leased vehicles.

During the reporting period, the transition to electric vehicles (EVs) has delivered a reduction in
carbon emissions compared to the previous year, despite an overall increase in operational
mileage. This demonstrates the effectiveness of fleet electrification in decoupling service activity
and travel demand from carbon impact, ensuring that operational resilience and service delivery
are maintained while emissions are reduced.

The Trust has formally adopted the national NHS milestone that from 2027 all new vehicles owned
or leased by the NHS will be zero emission vehicles (ZEVs). This commitment is embedded within
fleet replacement planning, procurement decisions and lifecycle asset management, ensuring a
structured and affordable transition rather than reliance on short term or ad hoc changes.

The move to electric vehicles is supported by complementary work on charging infrastructure,
route planning and operational efficiency to maximise the environmental benefits of the transition.
This approach supports not only carbon reduction, but also improved air quality, reduced noise
pollution, and lower long-term operating costs, aligning with wider NHS objectives on public health
and sustainable placemaking.

Going forward, fleet decarbonisation will remain a priority workstream, with continued monitoring
of mileage, emissions and vehicle performance to ensure progress towards NHS Net Zero 2040
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for directly controlled emissions. The Trust’'s proactive adoption of national targets positions it
well to deliver long term reductions in transport emissions while supporting safe, efficient and
sustainable healthcare delivery.

Pool Vehicles Fuel Type 2025/26
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The graph below shows business travel carbon emissions from 2019/20 to 2025/26

UHCW Business Travel Emission (tCO2e)
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Business travel has increased during the reporting period, in line with expectations. This reflects
the first full 12-month impact of community services that were integrated part-way through the
previous year, resulting in a higher baseline of operational travel activity. The increase is therefore
considered structural rather than performance-driven, supporting service delivery and patient
access across a wider geographical footprint.

While the growth in business travel is understood and justified by service demand, it reinforces
the importance of managing travel emissions proactively and ensuring alignment with the Trust’s
wider sustainability and NHS Net Zero objectives. The Trust recognises the need to balance
operational effectiveness with environmental responsibility, particularly as services continue to
evolve.

To support continuous improvement, the Trust will focus on:

o strengthening travel data collection and analysis to better distinguish necessary clinical
travel from discretionary activity.
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increasing the use of digital and hybrid working solutions where clinically and operationally
appropriate.

promoting low-carbon travel options, including public transport, car sharing and electric
vehicles.

embedding carbon impact considerations into service planning and community delivery
models; and

aligning business travel management with fleet decarbonisation and wider transport
strategies.

These actions will ensure that future increases in travel associated with service expansion are
managed efficiently, emissions are mitigated wherever possible, and progress towards NHS Net
Zero targets is maintained.

Graph below shows sustainable modes of travel by UHCW staff members.

Staff Commute Travel Modes 2025/26
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The travel survey results indicate a clear and sustained increase in single-occupancy car use.
This trend closely correlates with the expansion of community-based sites, which are designed
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to improve accessibility for patients by locating services closer to the populations they serve.
While this model reduces travel distances for service users, it has a different impact on staff travel
behaviour. Staff are more likely to commute from a wider geographical area, where public
transport connections to dispersed community sites are often limited or less direct.

Despite sustained promotional efforts and the availability of discounted bus tickets for staff, bus
usage has declined. This suggests that incentives alone have not been sufficient to overcome
practical barriers such as journey time, service frequency, reliability, and the need for multi-leg
trips. Other travel modes, including cycling, walking, and car sharing, have shown no significant
change, indicating that travel behaviour has largely stabilised around private car use rather than
shifting towards more sustainable alternatives.

CARE

e Care: Net Zero Transformation Medicines Food

We are dedicated to providing sustainable care that promotes long-term well-being through a
strong commitment to environmental responsibility. This pillar sets out our approach to
embedding net zero principles within clinical services and transforming how care is delivered.
Working closely with our Integrated Care Board (ICB), we actively influence strategic decisions
and secure the resources needed to achieve these goals. Our commitment to sustainability drives
us to reimagine care in ways that protect both people and the planet.

Clinical Transformation

The NHS Long Term Plan continues to evolve with a strong focus on preventative care and
reducing health inequalities. We are embedding sustainability into everyday practice so that low-
carbon care becomes standard, improving health outcomes now and for future generations.

By integrating net zero principles into clinical decision-making, we place low-carbon care at the
heart of our approach-delivering the right care, to the right patient, at the right time and in the right
place.

We have worked with the Clinical Procurement Evaluation Group to remove single-use
tourniquets from cannulation packs. Further initiatives, such as reducing couch roll usage and
promoting education on sterile single-use scissors, amongst others and have delivered financial
savings and measurable carbon reductions, as shown in the dashboard below.

During the reporting period, there has been a slight increase in the procurement of single-use
tourniquets; however, overall usage remains very low compared with previous years. In parallel,
the Trust continues to increase its adoption of reusable alternatives as more clinically appropriate
products become available on the market.

Graph below shows single tourniquet use for the calendar years.
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Single Use Tourniquet
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Our use of couch roll has increased slightly compared to the previous year. Extensive work has
been undertaken at local level to understand the reasons for this increase, review current
practices, and consider alternative approaches where appropriate. In some clinical settings there
are no suitable alternatives, and increased service activity and capacity has therefore resulted in
higher usage in certain areas. In contrast, other services, including Nuclear Medicine and
Outpatients, have demonstrated a significant reduction in couch roll consumption.

The graph below shows reduction in couch rolls.

Couch Roll

90,000 40.00
80,000 35.00
70,000 30.00
28’888 25.00
40,000 20.00
30,000 15.00
20,000 10.00
10,000 I 5.00

- 0.00

19/20 20/21 21/22 22/23 23/24 24/25 25/26

N Quantity 29,641 19,341 24,193 25,017 33,736 33,586 34,484
B Spend, £ 34,824 28,173 33,700 57,281 77,396 63,025 62,148
—=@—kgCO2e 22.75 23.86 22.00 22.75 30.67 33.56 33.56

mmm Quantity @ Spend, £ ==@==kgCO2e

Greener Patient Pathways

We are continuing to ‘green’ our outpatient pathways through targeted, clinically led sustainability
initiatives that reduce waste, lower carbon emissions, and enhance patient safety. Following a
comprehensive and rigorous application process lead by Mr Prasad, the NIHR-funded DRAGON
trial was successfully launched on 26 November 2025 and is now active across all five designated
theatres, spanning both elective and emergency settings. Data collection is underway with close
monitoring of compliance, as the study aims to recruit 200 participants and generate high-quality
evidence on how reusable gowns and drapes compare to disposable alternatives in terms of
safety, environmental impact, and cost-effectiveness. As a major multicentre initiative coordinated
by the NIHR Global Surgery Unit, the DRAGON trial will deliver the first global evaluation of
whether reusable products can maintain infection-prevention standards while significantly
reducing carbon emissions and resource use, aligning directly with the NHS Net Zero agenda.
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We are proud to contribute to the associated meta-analysis, reinforcing our commitment to
evidence-based, sustainable perioperative care and embedding greener practice throughout the
patient pathway.

Throughout the reporting period, the anaesthetics team implemented a series of initiatives to
enhance medication safety, reduce waste, and advance UHCW NHS Trust’'s Green Plan and Net
Zero strategy. A full audit and optimisation of drug cupboard stock was completed, alongside the
introduction of pre-filled emergency syringes to reduce packaging waste and improve patient
safety. Drug concentrations were reviewed and streamlined—such as increasing Tranexamic
Acid from 500 mg to 1 g—to reduce ampoule use and associated glass waste. Innovative
approaches like “gownless spinals” were explored to cut single-use gown consumption, with
broader adoption pending national guidance. In collaboration with the Medical Gas Committee,
the team also progressed plans to decommission the nitrous oxide manifold, taking a cautious,
safety-first approach while supporting significant reductions in anaesthetic-related emissions.
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Safe Transition from Central Nitrous Oxide Pipeline to Cylinders

Throughout the year, significant work has been undertaken to safely switch off the Trust’s main
nitrous oxide (N,O) pipeline and manifold system and transition to cylinder-based supply. This
programme has been delivered in line with national guidance and best practice, working closely
with NHS England to share learning, agree safe standards, and secure appropriate funding.

This has been a highly intensive, multidisciplinary piece of work, underpinned by formal project
planning, Medical Gases Committee governance, and close collaboration between estates,
anaesthetics, theatres, clinical teams, and operational colleagues. Patient safety, continuity of
clinical services, and workforce readiness have been central throughout the programme.

The physical switchover to cylinders has been successfully achieved, with final decommissioning
works scheduled for June 2026. As part of safe system change management, it was necessary
for pipeline and cylinder systems to operate in parallel for a defined period. In addition, additional
cylinders were temporarily deployed across wards and clinical areas to support staff
familiarisation, resilience, and contingency planning during the transition phase.

As a direct consequence, a temporary and expected spike in nitrous oxide cylinder procurement
was observed immediately prior to switching off the pipeline manifold. This increase reflects
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overlapping supply sources rather than increased clinical use or waste. Such procurement
profiles are well recognised in medical gas transitions and represent good operational and
governance practice, ensuring uninterrupted availability during a critical safety period.

Following full decommissioning and stabilisation of the new arrangements, nitrous oxide usage
and procurement are expected to reduce and normalise under the cylinder-only model, supporting
both patient safety and the Trust’s wider net zero and sustainability objectives.

Entonox Gas Emission (tCO2e)
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As reported in last year's Annual Report, a leak was identified in the Entonox pipeline, which led
to higher-than-expected gas use. The leak was repaired in early autumn, resolving the immediate
issue. However, when comparing current usage with earlier baseline years, Entonox consumption
still appears increased. This is largely due to the impact of the leak earlier in the reporting period,
which continues to influence the overall annual figures.

During the same period, the Emergency Department made a planned change to its pain relief
practice. Entonox is no longer used in this setting and has been replaced with Penthrox. This
change has been made to support patient care and aligns with wider service improvements. As
a result, the figures below show a significant increase in Penthrox use, reflecting this transition
rather than an overall increase in pain relief demand.

Together, these factors explain the changes seen in usage trends during the year and provide
important context when reviewing the data presented.
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Penthrox Usage
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Use of Ethyl Chloride

Our use of ethyl chloride has increased during the past year. While this rise is disappointing in
the context of our long-term environmental ambitions, overall usage remains almost 50% lower
than the baseline year, reflecting sustained progress compared with historic levels.

The increase reflects changes in clinical activity rather than any reduction in commitment to
greener clinical practice. University Hospitals Coventry and Warwickshire (UHCW) continues to
experience significant growth in demand and complexity of care, particularly for children and
young people. Contributing factors include:

e Expansion of the Children’s Emergency Department, enabling us to treat a greater
number of paediatric patients safely and promptly

o Sustained high Emergency Department attendances, placing continued pressure on
urgent and emergency care services

e Growth in ambulatory care and same-day procedures, where short-acting topical
anaesthetics such as ethyl chloride are often clinically appropriate

e Increasing paediatric and neonatal acuity, reflecting UHCW’s role as a regional tertiary
referral centre for complex and specialist care

Despite these pressures, teams continue to review clinical pathways and alternatives where
appropriate, and to promote best practice in the use of anaesthetic gases and topical agents.
Reducing unnecessary use, supporting staff education, and evaluating lower-carbon alternatives
remain priorities within our Net Zero programme.
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We continue to work closely with clinicians to support the transition from intravenous to oral
Paracetamol and other drug therapies where clinically appropriate. This remains a complex area
of practice and is recognised as a national challenge. Over the past year, we have seen a slight
increase in the use of intravenous medications, with a corresponding reduction in oral therapies.
This trend highlights an important area of focus for the coming year as we continue to support
appropriate switching and optimise medicines use.
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Paracetamol IV KgCO2e
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Over the reporting period, we have achieved a sustained increase in the prescribing and
dispensing of Dry Powder Inhalers (DPIs), alongside a corresponding reduction in the use of
Metered Dose Inhalers (MDIs). This shift reflects the ongoing work of our respiratory
multidisciplinary teams, who have supported patients to transition where clinically appropriate.
Such changes require individual clinical assessment and comprehensive patient education and
training to ensure safe and effective use.

To further support environmental sustainability, all inhalers are now dispensed with clear safe
disposal information included on the packaging. Patients are advised to return used inhalers to
any community pharmacy for appropriate disposal. In parallel, we are working collaboratively with
our Waste Management team and Pharmacy Services provider to explore and implement
additional sustainable recycling solutions for inhalers.

These initiatives have been reviewed and approved through our Pharmacy Governance

processes, ensuring alignment with clinical safety, patient experience, and environmental
sustainability objectives
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Pressurised inhalation
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All inhalers are now dispensed with safe disposal information on the packaging. Patients are
advised to return them to any pharmacy, and we are working with our waste manager and our
Pharmacy Services provider to on further sustainable recycling solutions.

National Roll-Out of UHCW’s Arteriovenous Fistula Tray Rationalisation Project

Following on from last year’s highly successful Integrated Care Board (ICB) Green Teams
Competition, we are pleased to report significant progress in the wider adoption of
sustainability-focused innovation across our system. Building on the momentum generated
through that initiative, NHS England’s Blood and Transplant ESIT (Environmentally Sustainable
Interventional Therapies) Group has selected UHCW’s Rationalisation of Arteriovenous Fistula
(AVF) Surgical Trays SusQl Project for national implementation.

Originally developed and tested at University Hospitals Coventry and Warwickshire (UHCW), this
project applied the Sustainable Quality Improvement (SusQl) methodology to redesign,
streamline, and reduce the environmental footprint of AVF surgical trays. The initiative
demonstrated measurable benefits, including reductions in instrument processing waste,
sterilisation demand, resource use, and unwarranted variation—all while maintaining clinical
safety and high-quality patient care.

Based on the proven outcomes and scalability of the model, NHSE Blood and Transplant ESIT
will now roll out this approach across NHS organisations nationally. This marks a significant
milestone in embedding greener clinical practices and reflects the growing recognition of UHCW’s
leadership in the Net Zero healthcare agenda.

The national adoption of this project not only showcases the impact of frontline innovation but
also demonstrates the power of collaborative working across the NHS to deliver environmentally
responsible, clinically effective solutions.

Green Emergency Department

We are immensely proud, as a Trust, to have achieved Gold GreenED accreditation, marking a
significant milestone in our organisation’s sustainability journey. This award represents the
culmination of three years of sustained, trust-wide environmental improvement, during which we
successfully progressed from Bronze to Silver and now to Gold within just twelve months, a
testament to the dedication and innovation of our teams.

We are only the second organisation in the country to achieve gold level accreditation and the
first Major Trauma Centre to do so.
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Key Achievements in the Emergency Department

Our Emergency Department has played a central role in this success, delivering measurable and
impactful environmental benefits, including:
e A 93% reduction in Entonox use, achieved through targeted interventions to minimise

unnecessary nitrous oxide-related emissions.

e A 50% reduction in unnecessary coagulation screen testing, supporting both sustainability
and improved clinical value.

e The introduction of reusable suture sets, which prevent approximately 10,000 surgical
instruments from entering the waste stream each year.

These efforts not only reduce our carbon footprint but also support smarter resource use, cost
savings, and enhanced patient care.

Gold-Level Initiatives Across the Trust

Achieving Gold accreditation also required widening our sustainability focus beyond clinical
practice. As part of the Gold-level criteria, we undertook several cross-trust initiatives, including:

e Expanding plant-based catering options, ensuring that staff and patients have access to
healthier, lower-carbon food choices.

¢ Introducing social prescribing in the Emergency Department, supporting holistic patient
wellbeing and connecting individuals to community and lifestyle interventions that address
underlying social or health needs.

e Promoting and enhancing the use of green spaces across the hospital estate, recognising
the importance of natural environments for recovery, staff wellbeing, and community
engagement.

Green Endoscopy

Professor Ramesh Arasaradnam, Gastroenterology Consultant, and our Research Department
have been involved in a National Institute for Health Research (NIHR) study on single use versus
multiple use endoscopes.

The SUMU-Endo study (NIHR 152311) examined how single-use (SU) vs multiple-use (MU)
lower Gl endoscopes compare in terms of infection risk, costs, environmental impact, and user
experiences, to inform NHS decision-making. Researchers from UHCW and the universities of
Warwick and Birmingham carried out four work packages examining existing literature and doing
new systematic reviews, analyses, and interviews.

Performance & infection risk: SU scopes were slightly less accurate than MU scopes. Infection
risk from MU scopes appears very low, though true SU infection risk is unclear. Costs: SU scopes
and accessories generally cost more per procedure, and evidence on cost-effectiveness is
limited.

Environmental impact: SU scopes have a much higher carbon footprint than MU ones, particularly
when scaled to the volume of procedures occurring annually at UHCW.

Views of patients & staff: Both groups are comfortable with either type of scope as long as safety
and quality are maintained, trusting the NHS to decide appropriately.

In summary: MU scopes tend to perform better, cost less, and have lower environmental impact,
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while safety perceptions are similar for both.

Central Sterile Services Department (CSSD)

Over the past year, CSSD have delivered substantial progress in advancing sustainability within
surgical services.

Through their partnership with British Medical Auctions, they successfully recycled end-of-life
surgical instrumentation, generating funds that enabled tray refurbishments totalling £25.3k over
the 16 months to October 2025.

In addition, the introduction of reusable containers on high-use surgical trays, such as Caesarean
sets, resulted in savings of 1,119 kg of wrap and £6,857 within the last 12 months.

They have implemented a central detergent dosing system, eliminating 350 plastic barrels from
landfill annually, mitigating manual handling risks, and reducing consumable costs. Furthermore,
the adoption of the BICARmed pre-wash system, which operates without chemicals, has
decreased sink chemical usage by 900 litres per year and reduced consumable brush
requirements by 4,500 units, delivering annual savings of £12.5k.

Their transition from single-use plastic polyware to reusable stainless steel polyware for
Caesarean sets has prevented 8,000 disposable items from entering the waste stream each year.
Looking ahead, they are preparing for steriliser replacements that will deliver significant
reductions in energy and water consumption. They also plan to expand the deployment of
BICARmed technology to further reduce chemical usage and consumable brushes. In parallel,
they will progress a tray rationalisation programme to complement these initiatives and enhance
operational efficiency.

The graph below shows tray wrap savings for financial year 2024/25 vs 2025/26

Tonnage, £ Savings and Emissions m— 2024/25
. 2025/26
4.80 £27,538.3 42.56
Tonnage £ Savings Emission (tCO2e)

Reducing Food and Nutrition Waste: Driving Sustainability and Enhancing Patient Choice

Our partner organisation, ISS continues to advance its commitment to Net Zero, exceptional
patient experience, and social responsibility by collaborating closely with Apetito on a range of
innovative initiatives. These joint efforts are helping to reduce waste, improve environmental
performance, and broaden the choice available to patients, all while supporting better health
outcomes and more sustainable operations.

A key development this year has been the Boomerang Project, a circular-economy approach that
enables the return and recycling of meal trays used for specialist diet dishes. Trays are collected
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by Apetito on subsequent deliveries, creating a closed-loop system that significantly reduces
plastic waste. Originally designed for plated-service units, the system has now been successfully
adapted for bulk service. By September, 29% of trays were being returned for recycling, helping
to cut landfill use, lower carbon emissions, and demonstrate the impact of strong supplier
partnerships in delivering meaningful environmental gains.

To further reduce food waste and offer greater flexibility for patients, ISS has introduced
single-portion meal options within its bulk catering model. Twenty-one main courses are now
available across the two-week menu cycle, providing the opportunity for patients to choose
smaller servings that better meet their needs. This approach reduces overproduction, minimises
food waste, and supports the Trust’s wider Net Zero ambitions while improving patient satisfaction
and choice.

Together, these initiatives showcase a holistic commitment to sustainability and quality. They
place patients at the centre of care, reduce environmental impact through smarter resource use,
and strengthen the social value delivered through responsible supply chains. These efforts
contribute to a healthier planet and a more resilient, future-focused healthcare system.

(For wider food waste performance, see the Waste section.)

Change: Climate adaptation Digital transformation Capital projects
This pillar outlines our proactive strategy to mitigate the risks of extreme weather, harness the

power of existing digital technologies, and embed net zero principles into every aspect of our
business planning—ensuring resilience, innovation, and sustainability are at the heart of our
operations.

Adaptation

Climate change presents significant risks to the Trust, arising from both physical impacts—such
as extreme weather events—and transitional challenges associated with moving toward a
low-carbon future. To proactively manage these risks, the Trust has developed a dedicated
Climate Adaptation Plan, which sits alongside and aligns methodologically with the Green Plan,
ensuring a coherent and integrated approach to resilience and sustainability.

To ensure UHCW is prepared for future climate events, a climate adaptation strategy that aligns
with the existing emergency plans has been developed. This deals with physical risks from
extreme weather events such as floods, cold, heatwaves etc. and transitional risk as we move
away from fossil fuels to a low carbon economy with a potential for increased costs and enforced
timescales.

The UHCW Climate Adaptation Strategy is in three parts:

The Risk Register The Adaptation Plan The Action Plan
Identifies the climate Shows how the Trust Sets the priority for
Impacts and risks and is impacted by climate climate adaptation
opportunities change actions
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The Trust considers climate change a material business risk. The most significant impacts in the
short, medium, and long term are expected to arise from extreme heat events and both fluvial
and pluvial flooding.

To strengthen climate resilience, the Trust has installed flood sensors across University Hospital,
providing early-warning capability and capturing valuable data, including satellite-derived
insights. This enhanced dataset will support more accurate analysis of rainfall events, which
predominantly impact the hospital’s car parks.

Heatwaves create challenging working conditions for staff and increase risks to patients. To better
manage these impacts, the Trust is heat-mapping its acute hospitals to accurately identify areas
most vulnerable during periods of extreme heat. Mitigation strategies include improving ventilation
and cooling in identified hotspots, enhancing shading and solar-control measures, implementing
heat-response protocols for clinical areas, and providing targeted support for staff during extreme
temperatures. These actions will help maintain safe patient care and more comfortable working
environments as heatwave frequency and intensity increase.

Annual Climate-Related Financial Disclosure Report (TCFD-Aligned)

Introduction

This Annual Climate-Related Financial Disclosure Section of the Annual Sustainability Report has
been prepared in alignment with the recommendations of the Task Force on Climate-related
Financial Disclosures (TCFD). It outlines how UHCW identifies, assesses, manages, and
discloses climate-related risks and opportunities, and how these factors influence our
governance, strategy, risk management, and performance metrics.

Key highlights from the reporting period include:

o Board oversight strengthened through a dedicated Net Zero Delivery Group supported by
subject specific groups such as the Climate Adaptation Group.

o Strategic developments and transformation programmes consider climate scenario
analysis as part of decision making and programme development

e Progress toward the Trust’'s emissions-reduction targets, detailed within the Green Plan
Delivery Report, is reported and overseen by both the Net Zero Delivery Group and the
Finance and Performance Committee up to Trust Board.

Compliance Statement

The Department of Health and Social Care (DHSC) Group Accounting Manual (GAM) 2025-
2026 introduces a phased approach to implementing the Taskforce on Climate-related
Financial Disclosures (TCFD) recommendations within the sustainability reporting requirements
for NHS bodies. This approach aligns with HM Treasury’s TCFD-aligned disclosure guidance
for public sector annual reports.

At UHCW, we prepare our climate-related financial disclosures in accordance with HM Treasury’s
guidance, which interprets and adapts the TCFD framework for consistent application across the
UK public sector.

The Board’s critical risks are captured across five Board Assurance Framework risk-focused
areas, each overseen at every meeting by the relevant committee and considered at every Board
meeting. These risks include infrastructure, which is underpinned by several lines of assurance.
Among these are the Sustainable Development Update, received by the Finance and
Performance Committee bi-annually and upwardly reported to Trust Board, which sets out the
Trust’s activity in relation to climate change. There are a multitude of key challenges and risks
facing the organisation, but this ensures that climate change and the aspiration to become carbon
neutral remain prominent within our governance despite other competing priorities and is
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prioritising compliance with the following TCFD recommendations:

e Governance - (a)

¢ Risk Management - recommended disclosures (a), (b)
o Strategy (a)

o Metrics and Targets — (a), (b), (c)

The Trust is compliant with Metrics and Targets but has further work to comply with the TCFD
recommendations and disclosures around:

Governance (b)

Risk Management (c)

Strategy (b), (c)

UHCW plans to provide recommended disclosures for Governance (b), Risk Management (c),
Strategy (b), () in future reporting periods.

Governance

Board Oversight of Climate-Related Risks and Opportunities

The Board holds ultimate responsibility for oversight of climate-related risks and opportunities.
During the reporting period, the Board:

o Reviewed climate-related risks and opportunities every ;6 monthly.

e Considered climate impacts when approving strategy, capital expenditure, and major
projects. (Requires a further developmental step to include a more formalised mechanism
for consideration of climate performance)

e Received regular updates on climate performance, targets, and regulatory developments.

Committees Involved:

¢ Risk Committee — oversight of climate risk integration into enterprise risk management.
(work in progress ensure risk is on the risk register)

e Finance and Performance Committee receives climate update in the Net Zero report;
climate is then included in the Finance and performance report to Trust Board.

e Net Zero Delivery Group — monitoring climate strategy, targets, and disclosures, receiving
reports from the Climate Adaptation Group.

o Climate Adaptation Group — Identification of risk and assessment of climate risk, reporting
to the Net Zero Delivery Group.

Management’s Role

Senior management is responsible for the day-to-day assessment and management of climate-
related risks and opportunities. Responsibilities include:
e Implementing Board-approved climate strategies.

e Monitoring climate-related KPIs and targets.

e Ensuring cross-functional coordination across finance, operations, estates, procurement,
and risk. (Recommend this is strengthened through STB)

Climate Related Responsibilities
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The Chief Strategy and Transformation Officer is the Senior Responsible Owner (SRO) for Net
Zero including Climate related risk.

The Director of Estates and Facilities is the chair of the Net Zero Strategy Group. (In
development)

The Head of Estates and Facilities is the chair of the Net Zero Delivery Group.
The Head of Estates and Facilities is the chair of Climate Adaptation Group.

The nominated lead for Climate Adaptation is the Chief Strategy and Transformation Officer

Strategy

Climate-Related Risks and Opportunities

By acknowledging a wide variety of transition and physical risks, UHCW demonstrates an
awareness of the many ways climate change can affect an organisation.

UHCW has identified the following material climate-related risks and opportunities across short-,
medium-, and long-term horizons:

Climate-Related Risks
Physical Risks

Healthcare organisations face acute and chronic physical risks that can disrupt patient care and
damage critical infrastructure:

e Acute events such as flooding, storms, and extreme heat can damage hospital
buildings, disrupt energy and water supply, and reduce access to urgent and emergency
care. These disruptions have already been observed within the NHS, where extreme heat
events led to cancellations of elective procedures and reduced operational capacity.

e Chronic changes, including rising temperatures and altered precipitation, can strain
estate performance, increase cooling loads, and elevate the risk of overheating in wards
and surgical theatres—directly affecting patient safety and clinical outcomes.

These risks may increase operating costs, accelerate estates degradation, and require
investment in resilience measures such as heat-mitigation, improved ventilation, or flood
defences.

Transition Risks

The healthcare sector also faces transition risks as the system shifts toward low-carbon,
sustainable models of care:

e Policy and regulatory risks, including NHS Net Zero requirements and stricter
environmental standards, require healthcare organisations to decarbonise energy, travel,
procurement, and clinical practices. These expectations are embedded in NHS climate
and sustainability frameworks.

o Market and supply chain risks, as suppliers are required to comply with carbon reporting
and low-emission standards, may impact secure access to medicines, consumables, and
equipment.
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o Reputational risks may arise if health organisations fail to meet public and regulatory
expectations for climate leadership, particularly given the NHS’s position as a major
national emitter and anchor institution.

Transition risks may influence capital planning for estate upgrades, procurement strategies, and
the financial sustainability of clinical services.

Risks and opportunities are detailed in the back of the document.

Impact on Strategy and Financial Planning
Climate-related risks and opportunities to be incorporated 26/27 into:

¢ Long-term strategic planning and investment decisions.
o Asset management and maintenance strategies. (work in progress, to be formalised)
o Capital allocation and life-cycle costing.

« Financial forecasts were material.

Scenario Analysis

The organisation has undertaken climate scenario analysis to assess resilience under different
climate futures, including:

¢ 1.5-2°C Transition Scenario (e.g., rapid decarbonisation).
e >3°C Scenario (limited mitigation, higher physical risks).

Findings from this analysis will go to inform in 26/27:
e Risk prioritisation.

e Adaptation and mitigation planning.

e Review of strategic assumptions.

Risk Management

Identification and Assessment

Climate-related risks are identified through:
o Enterprise Risk Management (ERM) processes.

¢ Asset-level climate risk assessments.
e Regulatory and policy horizon scanning.

Risks are assessed based on likelihood, severity, time horizon, and potential financial impact.
Risk Management Processes

Climate-related risks are managed through:
o Adaptation measures for physical risks.

o Decarbonisation and efficiency programmes for transition risks.

» Integration into existing risk mitigation and assurance processes.

Integration into Overall Risk Management

Climate-related risks are embedded into the organisation’s broader risk framework and are
escalated to senior management and the Board were material. (risks to be added to the risk
register)
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Identification of Risk

Climate-related risks are first identified and assessed by the Climate Adaptation Group. These
risks are then presented to the Net Zero Delivery Group for review, before being approved by the
Net Zero Strategy Group. Final oversight and reporting are provided through the Finance and
Performance Committee. (risks to be added to risk register)

The Trust manages climate-related risk through a structured, system-wide approach that
integrates risk identification, governance, infrastructure resilience, workforce readiness, and
long-term planning.

UHCW is using the NHS Climate Change Risk Assessment (CCRA) tool to identify operational,
clinical, estate and supply chain vulnerabilities, and to evaluate their potential impact on service
delivery. This structured approach enables targeted adaptation planning and supports service
continuity. (work in progress)

Going forward the Trust is using the Climate Adaptation Framework to provide a corporate model
for embedding climate resilience, focusing on four organisational capabilities:

e understanding climate risks,
¢ aligning adaptation with organisational culture and strategy,
e developing and implementing adaptation plans, and

¢ collaborating with partners across the system.
This ensures climate risk becomes embedded into business-as-usual processes.

UHCW has undertaken climate-based estate assessments at the Hospital of St Cross investing
in resilience upgrades—such as improved insulation, ventilation, heat resilience, and glazing—to
protect critical healthcare facilities and maintain operational continuity.

Climate risk is embedded into corporate governance by incorporating climate impacts into risk
registers, capital planning, and strategic decision-making. NHS tools and frameworks support
alignment with Net Zero objectives while ensuring resilience remains central to long-term
organisational planning. (Requires further work to strengthen this)

UHCW ensures workforce readiness through training on climate-related health risks, emergency
response protocols, and operational continuity planning. National guidance emphasises
preparing staff for extreme weather impacts and climate-related health pressures.

Collaboration with local authorities, UKHSA, emergency services, and community partners helps
strengthen healthcare resilience, supporting effective heatwave, flood and air-quality response
planning. (NHS PS CDC)

Climate adaptation is treated as an ongoing process, using scenario-based planning and iterative
improvement to respond to evolving climate risks. The NHS Adaptation Framework reinforces the
need for sustained organisational capability and continuous review. (ongoing work)

Metrics and Targets

Metrics Used

The organisation monitors the following climate-related metrics:
e Greenhouse Gas (GHG) Emissions: Scope 1, Scope 2, and relevant Scope 3
categories. (The main report splits scope 3 into 3 and 3+ in line with NHS requirements,
the combined figure is used in this section)

e Energy Consumption and Intensity. Energy based metrics gCO2e/kWh to show the
cleanliness of electricity generation

e Carbon Intensity Metrics: Energy based metrics gCO2e/kWh
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Physical based metrics tCO2e/per physical unit

Metrics to be introduced in 26/27
o Climate Risk Indicators: exposure of assets to physical climate risks.

Emissions Performance

climate change as a Health Threat Multiplier

Intensifies existing health, social, and economic
inequalities

Increases extreme weather events

Drives higher temperatures

Shifts disease patterns

Directly impacts patient health and community
well-being

Detailed emissions data is in the Net Zero section of this Annual Report.

Metric FY2024/25| FY2025/26 | Change
Scope 1 (tCO,e)| 21,438 23,976 11%
Scope 2 (tCO,e)| 7,358 6,938 6%
Scope 3 (tCO,e) 3,702 3,540 5%

Targets

The organisation has set the following climate-related targets:

e Net zero by 2040 Covers emissions directly controlled by UHCW (Scope 1, 2, and a

subset of Scope 3). The target is an 80% reduction by 2028-2032.

e NHS Carbon Footprint Plus (Net Zero by 2045): Encompasses all emissions, including
the wider supply chain and patient/visitor travel (Scope 3+). The target is an 80% reduction

by 2036-2039.

The Trust intends to introduce these metrics in 2026/2027 reporting:

e Carbon Intensity per £1m of Trust Spend: Used to benchmark efficiency within the NHS
estate.

e Carbon Intensity per Bed-Day: A specific metric for acute care, used to measure the

carbon footprint of hospital inpatient stays.

e Carbon Intensity per Appointment: used for outpatient visits.

Progress against targets is reviewed annually and disclosed publicly within the Annual report.

Outlook and Future Actions

Over the next reporting period, the organisation plans to:
e Enhance scenario analysis and financial quantification.

e Improve Scope 3+ data quality.

o Strengthen integration of climate considerations into capital planning.

e Continue alignment with evolving national government and NHS Standards.
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Statement of Alignment

This report section has been prepared considering the four core pillars of the TCFD framework:
Governance, Strategy, Risk Management, and Metrics & Targets and represents the
organisation’s current level of maturity in climate-related financial disclosure.

Climate Risk Management Structure
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Net Zero
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Committee Delivery
Group
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TCFD Materiality Tables

Physical
Risk

Extreme heat
impacting
patient areas &
critical
equipment

Flooding
(surface, river,
drainage failure)

Severe weather
events (storms,
power
disruption)

Transition Risk

Tightening NHS
Net Zero
compliance

Energy price
volatility

Supply chain
decarbonisation
impacts

Opportunity

Energy
efficiency &
estate
decarbonisation

Low-carbon
clinical
interventions

Description

Overheating in

wards/theatres and
high cooling demand;

Materiality

: Example Financial Metrics
Rationale

* Annual cooling-related
energy cost increase (£) *
Capex required for HVAC
upgrades (£) * Downtime cost

High operational
impact on patient
safety and service

risk of equipment
failure.

Flooding of car parks,
basements, plant
rooms, clinical
departments;
infrastructure damage.

and

continuity.

High-cost exposure

potential

service shutdown.

Medium-high

Storms disrupting
utilities, access routes,
and staff availability.

impact on
continuity of care
and emergency

per affected clinical area
(£/hour)

* Flood damage repair cost
(£) » Value of assets at risk
(£) » Cost of emergency
decanting or lost activity
income (£)

* Cost of backup generator
fuel per event (£) * Business
interruption cost (£/day) °
Additional staffing/agency

services. expenditure during events (£)
Description Mat?"a"ty Financial Metrics
Rationale
Requirements Maior
for heat I J . Required ital i
decarbonisation ong-term equired capital investment to meet
anaesthetic as’ capex standards (£) « Cost of non-compliance
reductions z?nd demands penalties or corrective action (£) «
ener ’ and Operational savings from decarbonisation
efficig}r/\cy compliance (£/year)
upgrades. risk.
Move_t_o : High impact Annual energy spend (£) « Price variance
electrification on s
. . sensitivity (+/-%) « Cost per kWh by energy
and changing  operational
e source (£/kWh)
grid prices. budgets.
Sgraplllizrnce with Potential * Increase in procurement costs linked to
NHSp procurement supplier compliance (%) * Spend at risk due
requirements for disruption  to non-compliant suppliers (£) * Scope 3
ca?bon and cost upstream emissions intensity (tCO,e/£
reporting increases.  spend)
Description LR Example Financial Metrics
Rationale
LEDs, f?rt\?:cgal » Annual energy cost reduction (£) ¢
insulation, heat , Payback period for capital projects (years) °
pumps, smart savings and Emissions reduction per £ invested
’ resilience .
controls. . (tCO.e/£) . Reduction in UKETS.
benefits.
Reduced Supports Net ¢ Financial savings from reduced
anaesthetic Zero goals  anaesthetic gas use (£) * Cost per tonne

gases, efficient and clinical
care pathways. co-benefits.

CO.e avoided (£/tCO,e) « Waste
disposal/consumable reduction savings (£)
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Reduces

Flco)?gction long-term * Avoided cost of disruption (£/year) ¢
Resilience b ’ risk Cost-benefit ratio of resilience measures *
. improved L .
investment - , exposure Reduction in risk-adjusted asset-loss
building fabric, .
and service exposure (£)
redundancy. . :
interruption.
Digital

When procuring new IT equipment and devices, prioritize vendors who prioritize sustainability as
part of procurement frameworks and tenders. Use energy-efficient products with eco-label
certifications and consider the entire lifecycle of the equipment, including extending life and
disposal or recycling. Address the supplier and supply chain sustainability as part of ongoing
contract management to encourage improvements across the entire digital.

Reducing environmental impacts from ICT and Digital

Digital solutions play an increasingly vital role at UHCW NHS Trust. However, it is essential to
acknowledge and address the environmental impacts associated with these technologies. By
adopting sustainable practices, the UHCW NHS Trust can contribute to improved sustainability
while still delivering high-quality healthcare services.

1. Energy Efficiency: Implement energy-efficient practices across IT infrastructure. This
includes optimizing server rooms (PFI dependent), consolidating equipment, and utilizing
power management settings on devices. Transitioning to energy-efficient hardware over
time will significantly reduce energy consumption and associated carbon emissions.

2. Virtualization and Cloud Computing: The Trust is approximately 90% virtual with 5% cloud
and 5% physical servers. The Trust can achieve greater efficiency, reduce the need for
additional hardware, and minimize energy consumption by migrating further to the Cloud.

3. Green Procurement: When procuring new IT equipment and devices, prioritize vendors
who prioritize sustainability. Use energy-efficient products with eco-label certifications and
consider the entire lifecycle of the equipment, including extending life and disposal or
recycling.

4. Going Paper-Lite: The implementation of EPR plus the patient portal and other
technologies such as voice recognition will help reduce the volume of paper and postage
for the Trust.

5. Remote Working and Video Calling: Promote remote work options for appropriate roles,
reducing the need for commuting and associated carbon emissions. Encourage the use
of video conferencing (Teams) for staff and remote consultation\telemedicine to minimize
travel requirements for patients and healthcare professionals.

By implementing these strategies, UHCW can significantly reduce its environmental impacts from
ICT and Digital.

Green Innovation

At UHCW, the convergence of innovation and sustainability initiatives is spearheading
transformative projects aimed at meeting these targets while enhancing patient care and
operational efficiency.
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Tracking Waste with Precision

One of our projects that is in collaboration with an external partner, involves the development of
a sophisticated digital tool to track segregated waste within the hospital premises. Initially focusing
on sharps bins, this tool offers real-time insights into waste generation, disposal patterns, and
destination points. By ensuring compliance with waste management regulations, the hospital will
not only uphold its environmental responsibility but will also gain a comprehensive understanding
of its waste footprint. With an initial prototype made and tested, the platform is ready to be further
developed, expanding its waste tracking capabilities to other forms of medical waste, further
enhancing sustainability practices.

PLACES

Places: Buildings, Estate, Enerqy and Biodiversity

The key focus is the decarbonation of the estate, removing gas a primary energy source for
heating and hot water. The Hospital of St Cross has had a HYSOPT survey which led to Air
Source Heat Pump (ASHP), District Heating System (DHS), Pipe insulation and Solar PV funded
by SALIX through the PSDS scheme. The second stage is to introduce a second larger ASHP
and solar canopies over the main car parks as an extension to the existing system. There is an
ongoing programme of window replacement moving towards double glazing which has been
completed across 50% of the site. The site is now 100% LED and the Building Management
System (BMS) has been upgraded; all new plant is added to the BMS where appropriate. The
Site has opened a new Endoscopy unit which is BREEAM excellent, complete with solar panels
and air source heat pump.

University Hospital is in the middle of LED replacement which will take several years to complete
but will reduce electricity usage by 14%. The Trust is looking at decarbonisation solutions for the
site, including solar panels, ASHP, and connecting to district heating systems to reduce the
dependency on gas as an energy source. Other solutions under consideration are electrification
of the autoclaves to allow decommissioning of steam boilers. The site is completely double glazed
and has a Sustainable Urban Drainage System (SuDs) across the site, the SuDs system
manages surface water on the site, through semi permeable car park surfaces through petrol
interceptors into storage tanks. Surface water is slowly released to the SWALES manmade reed
bed ponds that remove hydrocarbons prior to releasing the water into the river Sowe, reducing
flooding. The acute Hospital has a green roof that reduces the speed of water flow and provides
a habitat for insects and birds.
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UHCW Gas Usage Emission (tCO2e)
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2019/20 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26

Cost £1,005,302 £1,174,248 £3,288,384 £5,377,270 £3,377,391 £4,728,643 £4,666,772
I Consumption kWh 37,999,443 38,523,853 74,857,011 98,055,647 107,387,60 107,712,46 104,385,212
e Emission tCO2e 6,954 7,050 13,699 17,944 19,652 19,662 19,102

Decarbonisation of the healthcare estate remains a core strategic priority, aligned with wider NHS
net zero commitments and the organisation’s long-term sustainability objectives. Across both
principal hospital sites, targeted investment and operational improvements are progressively
reducing reliance on natural gas as the primary energy source for heating and domestic hot water.

At the Hospital of St Cross, a major step change has been delivered through the implementation
of a District Heating System served by an electrically powered Air Source Heat Pump (ASHP).
This intervention has materially reduced on-site gas consumption, improved energy resilience,
and supports the transition to low-carbon heat, particularly as the national electricity grid
continues to decarbonise. The scheme also establishes a scalable low-carbon heat network that
can support future estate development and further energy optimisation.

At University Hospital, a complementary approach has been taken, focusing on maximising the
efficiency of existing assets while reducing unnecessary boiler demand. The replacement of
legacy boiler burners with modern high-efficiency units has significantly improved combustion
performance and reduced gas usage. In parallel, enhanced utilisation of Low Temperature Hot
Water (LTHW) generated by the Combined Heat and Power (CHP) plant has increased heat
recovery, displacing boiler load and ensuring that energy already generated on site is used more
effectively. This optimisation reduces carbon emissions while protecting energy security during
the transition period.

The ongoing reduction of gas consumption and the movement towards low-carbon heating
solutions remain standing agenda items for the Energy Efficiency Group, which provides
oversight of energy performance and carbon reduction initiatives across the estate. The Group
continues to assess further opportunities for gas displacement, integration of renewable
technologies, and system optimisation, ensuring that decarbonisation is delivered in a planned,
resilient and financially sustainable manner.

Biodiversity

Our staff Green Space Group has continued to grow from strength to strength, becoming a shining
example of what passion, collaboration, and a shared commitment to sustainability can achieve.
Through close partnership with our PFI colleagues—and plenty of hands-on gardening from our
own staff—we have now transformed three key areas across the Trust, creating greener, more
welcoming environments for everyone who uses our sites.

To support this work, we have also established a dedicated governance group, offering oversight,
guidance, and expert advice to ensure our efforts remain purposeful, safe, and impactful.
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Our Seed Library has flourished beyond all expectations. Demand during the growing season has
been so high that we've expanded to include seedlings kindly donated by staff who had grown
more than they needed. This simple act of sharing has fostered a wonderful sense of connection
and generosity across teams.

One of our proudest achievements this year has been the successful application for 60 trees from
the NHS Forest, of which we are an active member. These trees have now been planted around
the onsite nursery, where they will one day provide natural shade for the children and play a vital
role in improving local air quality by helping to filter pollutants.

The most inspiring outcome of all is the community spirit that has blossomed among the group.
What began as a gardening initiative has become a supportive, joyful network—nhighlighted
beautifully when poor weather in December 2025 brought gardening to a pause and the group
came together instead for a festive Christmas singsong.

This work, alongside qualitative feedback from staff, has already reached national audiences. It
was presented at the Green AHP national meeting, hosted by the Office of the Chief Allied Health
Professions Officer, where it was enthusiastically received and recognised as a model of
grassroots environmental leadership within the NHS.

WASTE

Waste: Waste and Recycling and Water Efficiencies

This pillar focuses on our commitment to reducing carbon emissions from waste and enhancing
water efficiency, driving smarter resource management and supporting our journey toward a more
sustainable and environmentally responsible future.

Offensive Waste Tracker 2024/25 - 2025/26
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The recommended clinical waste disposal split is 60% offensive waste (tiger stripe), 20%
high-temperature incineration (yellow), and 20% alternative treatment (orange). Performance
data from the waste tracker demonstrates a sustained improvement in waste segregation
practices, with offensive waste consistently accounting for 60% or more of total clinical waste
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month-on-month.

This achievement indicates strong compliance with best-practice guidance and reflects effective
staff engagement, segregation training, and operational controls. Maintaining this balance
reduces reliance on high-temperature incineration, delivers both carbon and cost savings, and
positions the organisation well against NHS waste reduction and sustainability objectives. The
focus going forward should be on sustaining this performance while targeting further reductions
in yellow and orange stream volumes through continued education, audit, and service
optimisation.

Waste Streams Chart 2025/26 data

Waste Stream Emission

Clinical Wastes Incin 154.26
General Waste 975.68
Clinical Wastes AT 237.01
Offensive Waste 977.02
Mixed Sharps (Y) 137.80
Mixed Sharps (0) 5.25
Cardboard  176.44
Chemicals 0.73
Mixed Recyclables 45.87
Infectious Anatomical 18.21
Food Waste  165.08
Confidential Paper 90.88
Domestic Waste  7.65
Medicines 1.56
Scrap Metal 9.46
WEEE Waste 5.47

The graph above illustrates waste stream segregation performance across the Trust. UHCW
continues to prioritise effective segregation to ensure that each waste stream is treated using the
Best Available Technique, in line with regulatory and sustainability expectations. The data
demonstrates a clear downward trend in both high-temperature incineration and alternative
treatment waste streams, alongside a corresponding increase in offensive waste. This shift
reflects improved segregation practices and aligns with national guidance to minimise the
environmental and financial impacts associated with higher-intensity treatment routes.

In parallel, the Trust has maintained a long-standing 0% waste-to-landfill position, as evidenced
by the graph below. This achievement reinforces UHCW’s commitment to sustainable waste
management and circular economy principles, ensuring that waste is managed responsibly while
reducing carbon emissions, controlling costs, and supporting wider NHS environmental
objectives.
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UHCW Waste Segregation by Disposal
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Over the past year, significant progress has been made in improving waste segregation and
diverting materials away from residual waste streams, as outlined further in the reuse commentary
below. This has been supported by strong engagement across departments, with many
implementing measures to reduce waste at source, including consolidation of deliveries and
coordinated ordering to minimise packaging and transport impacts.

During the reporting period, offensive waste volumes increased by approximately 200 tonnes,
while reliance on Alternative Treatment (AT) and High Temperature Incineration (HTI) decreased,
in line with national policy and regulatory requirements. Recycling volumes have also increased,
reflecting improved segregation practices and continued progress towards national recycling
targets.

Recycling Scheme Emissions 2025/26

1,473.86

Waste Cooking Oil Waste Recycling Reusable Sharps
Containers

B Weight (Tonnes) m Total Emission

The graph highlights the Trust’s strategic shift towards improved recycling and reuse across
multiple waste streams. Rather than disposing of old surgical instruments, these are now cleaned
and sent for recycling, reducing clinical waste and maximising material recovery. The Trust has
also used reusable sharps containers for many years, delivering significant carbon savings by
avoiding incineration associated with single-use sharps bins. This long-standing approach has
driven a continued increase in reusable solutions, particularly within pharmaceutical and metal
waste streams. In addition, the amount of recycled cooking oil has risen following the introduction
of improved collection and management systems, further demonstrating the Trust’s commitment
to reducing waste, cutting carbon emissions, and embedding sustainable practices across
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operations.

Reuse Scheme Tonnage 2025/26

Walking Aids l 0.582

Medical Equipments - 1.44

0.00 2.00 4.00 6.00 8.00 10.00 12.00 14.00

Tonnage

The graph above illustrates the impact of the UHCW reuse scheme, which plays a key role in
reducing waste, associated costs, and carbon emissions. ICT equipment is managed through a
secure reuse process, with all hard drives destroyed in accordance with information governance
requirements before devices are redeployed. Walking aids are systematically returned, inspected,
tested, and cleaned before being reissued, extending asset life and reducing procurement
demand. In addition, surplus and decommissioned medical equipment is redirected to auction,
delivering financial savings while avoiding unnecessary disposal and associated CO, emissions.

Food Waste

Food Waste

7.6
- 7.68 .

Patient Retail Patient Retail

2024/25 2024/25 2025/26 2025/26

ETonnage M Emission

In partnership with soft services provider ISS, the Trust has strengthened its approach to
capturing and monitoring food waste data over the last year. Improvements to data collection now
enable consistent monthly reporting, supporting greater visibility, awareness, and targeted action
to reduce food waste moving forward.

Food waste volumes increased by 157 tonnes during the reporting period, reflecting improved
segregation practices across both sites, including patient and staff areas, in line with the Trust’s
waste hierarchy aspirations. Food waste is now collected as a dedicated waste stream, and this
represents the first full year of reliable data capture.
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The focus for the coming year will shift from establishment and measurement to prevention, with
targeted initiatives aimed at reducing the volume of food waste generated at source while
maintaining high standards of segregation and compliance.

Total Waste Carbon Footprint 2025/26

Total Waste Carbon Footprint (tCO,e)
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UHCW has removed single use plastics from its catering services, cuttlery, stirrers, straws, cups,
food containers etc have been replaced by environmentaly friendly options that are as functional
and reduce environmental impact. The graph above shows the Trust no longer uses single use
plastics saving approximately £23,000 per annum.

Graph below shows reductions in paper usage and the shift from new paper to recycled.
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Recycled and Non-Recycled Paper 2019/20 - 2025/26
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Graph below shows reduction in carbon emissions from paper usage

UHCW Paper Usage & Environmental Impact
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Paper consumption increased during 2025/26, reflecting the first full year of service delivery
across the expanded community services portfolio. Importantly, most of the paper used is
recycled, with only 10% sourced as virgin material. The Trust remains committed to reducing
reliance on new paper and continues to progress towards a target of 100% recycled content,
alongside wider initiatives to minimise paper use through digitalisation and demand management.

Water Usage

The Graph below shows the costs, CO2e emissions and water consumption.
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UHCW Water Usage (tCO2e)
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Reducing water consumption across the estate is a key enabler of the organisation’s contribution
to the NHS Net Zero ambition, supporting the Greener NHS objective to reduce emissions
associated with the use of natural resources, utilities, and supply chains. Water efficiency directly
contributes to the reduction of carbon emissions from both Scope 1, 2 and Scope 3 sources, by
lowering the energy demand associated with water abstraction, treatment, pumping, storage and
heating.

Across the two primary hospital sites, sustained improvements in water management, data
visibility and asset condition have delivered demonstrable reductions in water usage, carbon
impact and operating costs. These improvements align with the NHS Net Zero Carbon Building
Standard and the Greener NHS principle of “measuring, monitoring and reducing” resource
consumption.

At both sites, the rollout and use of Automatic Meter Readers (AMR) has strengthened
governance and control of water consumption, enabling near real-time monitoring and rapid
identification of abnormal usage. This enhanced data capability supports proactive leak detection,
improves bill validation, and underpins evidence-based decision-making, establishing best
practice in line with Greener NHS guidance on intelligent estates management.

At University Hospital, water consumption has reduced by approximately 11,000 cubic metres,
driven through improved operational practices and strong partnership working with the Hard FM
provider, MITIE. Targeted interventions informed by AMR data have enabled quicker response
to leaks, optimisation of plant performance, and continuous improvement in water efficiency
across clinical and non-clinical areas. This approach demonstrates collaborative delivery of
sustainability outcomes in line with NHS expectations for integrated supply chain and estates
management.

At the Hospital of St Cross, water usage has reduced by 3,679 cubic metres, achieved through
a combination of enhanced AMR monitoring and a proactive programme of maintenance and
infrastructure upgrades. Improvements to supply pipework quality and resilience have reduced
distribution losses and supported long-term sustainability of the site, aligning with Greener NHS
priorities on asset optimisation and prevention over reactive maintenance.

Collectively, these reductions have delivered a measurable decrease in carbon emissions
associated with water use, while improving resilience and affordability of essential services. The
adoption of a data-led approach, supported by strong contractor partnerships and targeted
investment in infrastructure, provides a scalable platform for further improvements. These actions
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support the organisation’s longer-term trajectory towards NHS Net Zero, reinforcing water
stewardship as an integral component of sustainable healthcare delivery.

e

PROCUREMENT

Supply Chain and Procurement

This pillar demonstrates our unwavering commitment to collaborating with our
suppliers, driving forward sustainable procurement practices that support our shared
vision for a greener, more responsible future.

Procurement: Procuring Sustainable Products and Services

The procurement department has supported the move to sustainable goods and services for a
number of years. The introduction of Procurement Policy Notice (PPN) PPN06/20 and PPN06/21
has changed the evaluation process to implement a minimum 10% Social Value weighting when
goods and services are competed. NHS Supply Chain is working with the Trust to evaluate and
select suppliers that are at the forefront of reducing carbon in our and their supply chain.

PPN 06/20 supports the implementation of Social Value. Social Value supports people, local
economy and environment in a sustainable way. Social Value has a minimum weighting of 10%
for all competed tender exercises and UHCW works with several contracting providers and
requests the social value status of the awarded supplier(s).

PPN 06/21 requires suppliers to develop, submit and maintain Carbon Reduction Plans (CRP) to
provide information to contracting authorities on their current and future carbon performance.

PPN 003: The Public Services (Social Value) Act 2012

PPN 06 taking account of Carbon Reduction Plans in the procurement of major government
contracts

The Procurement Act 2023 came into effect February 2025 will further develop the
implementation of the PPNs and supplier performance reporting to support contracting authorities
to choose suppliers that are investing and innovating their goods and services to deliver a net
zero NHS.
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Carbon Footprint
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are calculated using a cost-based methodology. This reinforces the importance of interpreting
year-on-year movements alongside organisational change and external economic factors, and
provides a stronger evidence base to inform future targeting, prioritisation, and decarbonisation
planning.

UHCW Carbon Footprint (FY2019/20 - FY2025/26)
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Scope 1 Emissions (tCO2e)
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Scope 1 emissions increased by 2,538 tonnes CO,e in 2025/26 compared with the previous year.
This increase principally reflects the transition from a piped nitrous oxide network to cylinder-
based supply. During the implementation phase, this change has temporarily increased the
number of cylinders procured and reported; however, once the transition is fully embedded, a
marked reduction in overall nitrous oxide usage is expected, delivering longer-term emissions
benefits and improved control.

In contrast, fossil fuel emissions recorded the most significant reductions over the reporting
period. These reductions were achieved through decreased gas consumption for heating and hot
water, driven by targeted equipment upgrades, enhanced building management controls, and the
continued electrification of site plant, demonstrating the effectiveness of the Trust's heat
decarbonisation strategy.

Medical gas emissions performance also improved, supported by enhanced leak detection
programmes and system optimisation, which resulted in measurable efficiency gains, particularly
in Entonox usage.

Fleet-related emissions showed a modest reduction during the year, indicating early benefits from

efficiency initiatives and reinforcing the strategic case for accelerated fleet transition and further
optimisation in future reporting periods.
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Scope 2 Emissions (tCO2e)

UHCW Scope 2 Emission
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As anticipated, Scope 2 emissions decreased by 420 tonnes CO2e during the reporting period,
reflecting targeted energy-efficiency improvements, including system optimisation and the
continued rollout of the LED lighting programme across the University Hospital site.

Scope 2 emissions relate to purchased electricity and, while short-term increases are expected
during this transition, electricity represents the primary long-term replacement for fossil fuel-based
heat across the healthcare estate. This strategic shift supports the Greener NHS ambition to
eliminate emissions from directly controlled sources by maximising electrification, particularly
where it enables the deployment of heat pumps and other low-carbon technologies.

A key challenge and opportunity moving forward is to mitigate growth in Scope 2 emissions
through on-site renewable generation and increased self-consumption of low-carbon electricity.
Generating power at source enhances carbon performance, improves resilience, and reduces
exposure to grid volatility and long-term energy cost pressures.

At the Hospital of St Cross, this approach is already well established through a 509 kWp rooftop
solar photovoltaic (PV) array, which provides a significant proportion of on-site electricity demand
from a zero-carbon source. This installation directly offsets grid electricity, reducing Scope 2
emissions while supporting the electrification of heating systems and wider estate
decarbonisation.

At University Hospital, work is progressing in partnership with MITIE and specialist energy
providers to assess and develop opportunities for solar PV installations across the estate. This
programme is focused on maximising viable roof and land assets, integrating renewable
generation with existing infrastructure, and enabling future expansion as electrical demand
increases. These developments form a critical component of the site’s long-term decarbonisation
roadmap.

Collectively, this approach reflects a strategic shift from fossil fuel dependency to electrification,
underpinned by renewable generation. While Scope 2 emissions are expected to rise in the short
term, this is a necessary step on the path to absolute carbon reduction, with future performance
increasingly driven by on-site generation, energy efficiency, and the continuing decarbonisation
of the national electricity grid. This positions the Trust to deliver sustained progress against NHS
Net Zero targets while maintaining safe, resilient and affordable energy supplies.

The graphs below show the split of electricity imported and generated by site.
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UHCW (Electricity Grid & CHP) Rugby (Electricity Grid & Solar)
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Scope 3 Emissions (tCO2e)

The graph below shows the carbon within the control of UHCW
UHCW Scope 3 Emission
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Scope 3 emissions decreased by 162 tonnes CO,e over the past year, demonstrating the
impact of targeted demand-reduction and pathway-shift interventions.

The principal driver of this reduction was a sustained decrease in the use of pressurised
metered-dose inhalers, reflecting successful clinical engagement and the transition toward
lower-carbon alternatives where clinically appropriate.

Carbon emissions associated with water consumption also fell, largely due to strengthened
monitoring, early leak detection, and preventative maintenance practices, reinforcing the value of
data-led resource management.

In addition, well-to-tank emissions declined in line with the continued transition towards electric

vehicles, highlighting progress in upstream decarbonisation beyond direct operational control.

The graph below shows scope 3 (plus) not under the control of the Trust.
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Scope 3 Plus Emission
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Scope 3+ emissions increased marginally by 114 tonnes CO,e, a change that is not
considered indicative of increased activity or consumption.

The rise is primarily attributable to inflationary effects within the cost-based carbon
accounting methodology used for supply-chain emissions, where higher procurement costs
translate into higher reported emissions despite stable or reducing physical demand.

This highlights a known limitation of spend-based Scope 3 modelling and reinforces the
importance of progressing toward supplier-specific and activity-based emissions data to
better reflect actual decarbonisation performance over time.

Emissions Glide Path to Net Zero by 2040
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The chart above illustrates the Trust's projected emissions reduction pathway. A significant
decrease from 2027 reflects the planned conversion to electric vehicles, which currently account
for approximately 13% of total Scope 1, 2, and 3 emissions. A further step-change reduction is
forecast in 2029, driven by the delivery of heat decarbonisation measures and the elimination of
nitrous oxide. Beyond these transformational interventions, emissions are projected to reduce on
a steady, linear trajectory, supporting delivery of the Trust’'s Net Zero ambition by 2040.
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Scope 3 Plus Emissions Path: From 143,370 tonnes to 5,000 tonnes by 2045
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From the above chart, our Starting Point (2024) 173,403 tonnes is our current carbon footprint,
to reach the Target (2045) 5,000 tonnes COZ2e, we will need a stable 97% reduction from today.
This plan shows how we will reduce our carbon emissions over time. We will make steady
progress each year, with the biggest changes happening between 2030-2040, to reach our
target of 5,000 tonnes by 2045.
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3 ACCOUNTABILITY REPORT

3.1 Corporate Governance Report

It is the responsibility of the Directors of the Trust to prepare the Annual Report and Accounts.
The Trust Board considers that the Annual Report and Accounts taken as a whole are fair,
balanced and understandable and provide the information necessary for patients, regulators
and other stakeholders to assess the Trust's performance, business model and strategy.

3.1.1 Directors’ Report

Disclosure of Information to Auditors

The Directors confirm that as far as they are aware there is no relevant audit information of
which the NHS body’s auditors are unaware and they have taken all the steps that they ought
to have taken as a Director in order to make themselves aware of any relevant audit

information and to establish that the NHS body’s auditors are aware of that information.

Members of the Trust Board

In accordance with our NHS Establishment Order, as of 31 March 2026, the Board

comprised;
Name Role Voting
status
Sue Noyes Chair (non-executive) Voting
Janet Williamson Vice-Chair (non-executive) Voting
Zulfigar Darr* Non-Executive Director Voting
Afzal Ismail Non-Executive Director Voting
Jenny Mawby-Groom* | Non-Executive Director Voting
Carole Mills Senior Independent Director (Non-Executive Director) | Voting
Gavin Perkins Non-Executive Director Voting
Craig Wilcockson* Non-Executive Director Voting
Douglas Howat Associate Non-Executive Director Non-voting
Jaiye Olaleye Associate Non-Executive Director Non-voting
Jamil Shah-Foridi* Associate Non-Executive Director Non-Voting
Andy Hardy Chief Executive Officer Voting
Su Rollason Deputy Chief Executive Officer / Chief Finance Officer | Voting
Tracey Brigstock Chief Nursing Officer Voting
Donna Griffiths Chief People Officer Voting
Jonathan Young Chief Medical Officer Voting
Gaby Harris* Chief Operating Officer Non-voting
Justine Richards Chief Strategy and Transformation Officer Non-voting
Natasha Chare Chief Digital and Data Officer Non-Voting
David Walsh Executive Director of Governance and Assurance Non-Voting
Kara Maitra* Chief Operating Officer Non-Voting

Zulfigar Darr joined the Board on 15t April 2025. Jenny Mawby-Groom left the Trust on 30 June
2025 at the end of her tenure after which Craig Wilcockson commenced in post on 15t July
2025. Jamil Shah-Foridi commenced in post on 15t June 2025.

Kara Maitra joined the Board as interim Chief Operating Officer from September 2025 to
February 2026 in the absence of Gaby Harris.
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Each individual director’s individual performance was appraised in line with the national
framework prior to the required Fit and Proper Person submission to NHS England.

Board Committees

During 2025/26, five Board committees supported the work of the Trust Board. The
committees and their memberships are described below:

Audit and Risk Assurance Committee

Chair: Afzal Ismail
Members: Zulfigar Darr, Douglas Howat, Gavin Perkins.

Finance and Performance Committee

Chair: Zulfigar Darr

Members: Jenny Mawby-Groom (until 30 June 2025), Janet Williamson, Craig Wilcockson
(effective 15t July 2025), Su Rollason, Gaby Harris.

People Committee
Chair: Jenny-Mawby Groom (until 30 June 2025)
Craig Wilcockson (effective 15t July 2026)

Members: Afzal Ismail, Jaiye Olaleye, Gavin Perkins (from 19 December 2024) Carole Mills,
Donna Giriffiths, Justine Richards

Quality and Safety Committee
Chair: Carole Mills

Members: Douglas Howat, Jaiye Olaleye (31 July 2025), Janet Williamson, Tracey Brigstock,
Jonathan Young

Remuneration Committee

Chair: Sue Noyes
Members: Jenny Mawby-Groom, Gavin Perkins, Craig Wilcockson, Janet Williamson

The allocation of non-executive membership to Board committees was reviewed during
2024/25, in particular given consideration of two long-serving non-executive retirements and
three new appointments early in 2025/26. Changes were agreed to be implemented in 2025/26
to ensure appropriate rotation and allocation of skills.

All the board committees reviewed their effectiveness during 2024/25, including consideration
of an annual report on how each committee had met its terms of reference and a survey of
members to assess how the committee had performed. The outcome of these reviews were
considered by the Trust Board which then made a number of recommendations to deliver
improvements against gaps that had been identified.

Company directorships and other significant interests held by Board members

A register of Trust Board member interests is held and has been reported to every public Board
meeting with effect from 1 February 2024. This is available to view within the meeting papers on
the public website at the following URL: https://www.uhcw.nhs.uk/our-organisation/trust-board-

meetings/

External Auditor Remuneration
KPMG LLP is the Trust’s appointed external auditor.

The total external audit fees/remuneration recorded in the accounts for 2025/26 is £200,000

excluding VAT, in comparison to £152,250 in 2024/25 excluding VAT.
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Disclosures

Equality and Diversity

Relevant disclosures regarding disabled employees and equal opportunities and also in
relation to how we inform and engage with our staff are included within the Staff Report
section of this document.

Sickness Absence Data
Information on sickness absence is included within the Staff Report.

Cost of Information

We comply with HM Treasury Guidance on setting charges for information. We do not
generally make any charge for information requested under the Freedom of Information Act
and will generally provide information in hard copy or media e.g. a CD without cost. There is
however, provision within the legislation for us to refuse a request if the cost of providing the
information is in excess of £450 or the equivalent in staff time that would be needed to retrieve
and collate it. For further information please see our website:

http://www.uhcw.nhs.uk/about-us/freedom-of-information-act

3.1.2 Emergency Preparedness, Resilience and Response

The work carried out by the EPRR team focuses on ensuring that the Trust is compliant with
the duties placed upon it as a Category 1 responder by the Civil Contingencies Act (CCA)
(2004), the NHS Act 2006 as amended by the Health and Social Care Act (2012), the Health
and Care Act 2022 and the NHS Standard Contract, along with the associated guidelines;
Emergency Preparedness, Response and Resilience Framework (2022) and the NHS
Emergency Planning Guidance. The EPRR team carry out their activity under the direction
of the Deputy COO and guided by the COO and AEO in line with the statutory requirements.

The Emergency Planning Steering Committee oversees and coordinates the EPRR activity
across the Trust and is responsible with signing off emergency plans. Performance is
monitored through the Emergency Planning Steering Committee and shared upstream
through the agreed governance route as set out in the EPRR policy.

The EPRR team have progressed the redevelopment of the Trust’s approach to Emergency
Planning and are working towards embedding the new practice in the organisation. The
updated EPRR policy sets the groundwork upon which the new approach will be developed.
The focus being set on strengthening our resilience though the application of the Integrated
Emergency Management Cycle.

The trust has achieved a Substantially Compliant position with the NHSE EPRR Core
Standards Self-Assessment for the 2024/25 period. Comprehensive plans are in place to
ensure the Trust can respond to a range of incidents and emergencies.

A robust workplan has been developed to bring the Trust’s overall compliance closer to
becoming ‘Fully Compliant’ with the Core Standards. The workplan is informed by updated
guidance, risk assessment, lessons learnt from incidents, events and exercises as well as
observations made by NHSE and the ICB through the assurance process. The focus of the
workplan is to address the maintenance of plans, staff training and the upkeep of the
Business Continuity Management System.

The Trust Incident Response Plan defines the categories of incidents and level of risk under
the EPRR Policy. The business continuity incidents are further categorised into low, medium
and high-risk incidents. Through the 2024/25 period, 3 Business continuity incidents have
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been formally declared as they met the medium/high risk threshold, however, UHCW have
had approximately 70 instances of disruption to services that were categorised as low risk.
These have all been successfully mitigated through robust plans and control measures
following learning from previous incidents, therefore not meeting the threshold for
declaration.

The EPRR team continue to embed Emergency Planning across the organisation
though collaborative planning, timely debriefing following incidents, and further
development of our capabilities through the implementation of lessons learnt.

3.1.3 Care Quality Commission (CQC) Registration

Under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the
Care Quality Commission (Registration) Regulations 2009, University Hospitals Coventry and
Warwickshire NHS Trust (UHCW) is required to be registered with the CQC in order to carry
out its statutory duties.

The Trust is registered with the CQC to provide nine regulated activities across our three sites,
with no conditions placed on the Trust’s registration throughout 2025/2026.Regulated activities
are defined as ‘an activity involving, or connected with, the provision of health and social care.

The Chief Medical Officer is the CQC Nominated Individual (NI) and is responsible for
supervising the management of the carrying on of the regulated activity.

To maintain registration, the Trust is required to demonstrate compliance with the CQC’s
Fundamental Standards of Quality and Safety. Throughout 2025 and into 2026 the CQC
continued to carry out inspection activity where they have concerns about quality or safety,
thematic reviews to evaluate the quality of a care pathway, or a specific area of service provision.

In August 2025, the CQC published the reports and ratings following the inspection of Trust
services in 2024. Services across University Hospital, Coventry and St Cross Hospital, Rugby
were inspected covering four of the CQCs core services: Urgent and Emergency Medicine,
Medical Care, Surgery Services and Children and Young People.

The ratings for the Trust locations inspected in 2024 are provided below.

mm
University :
. Requires
r EEEE Improvement
Coventry
Hospital of
St Cross

RKB University Hospitals Coventry and Warwickshire NHS Trust
Ratings for the trust locations inspected in 2024 - last rated 15 August 2025

CQC assessments of NHS Trusts now focus on leadership with an overall well-led rating being
given. Following the inspection in 2024 the Trust was rated as Good for well-led.
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University Hospital Coventry and Warwickshire NHS Trust m

Rating for the Trust (Well-led) - last rated 15 August 2025

The reports contained action plan requests relating to where a regulation was not being met.
Ther were a total of 12 action plan requests relating to breaches of six regulations across both
locations. All action plan requests relate to the regulated activity of treatment of disease,
disorder or injury and the following regulations:

Regulation 9: Person-centred care

Regulation 10: Dignity and respect

Regulation 12: Safe care and treatment

Regulation 13: Safeguarding service users from abuse and improper treatment
Regulation 15: Premises and equipment

Regulation 18: Staffing.

Action plans have been developed to address the areas for improvement and are being
implemented by services. Examples of the action taken in response are, expansion of the
waiting room in the Emergency Department, provision of a private room for conversations with
patients or taking simple interventions, development of a children in crisis care plan, improved
compliance with staff training, identification of patients with a learning disability allowing staff
to meet their individual needs.

In December 2025, the gynaecology service was inspected and the report following this
inspection had not been published at the time of writing this statement.

Following an inspection of Maternity Services against the safe and well-led domains in
November 2022 the service remains rated as good for safe and outstanding for well-led.

The Trust continues to engage with the CQC through regular provider engagement, including
meetings with the CQC relationship owner for the Trust.

Further detail is available in the Quality Account.

3.1.4 NHS Litigation Authority

NHS Resolution (NHSR) is the operating name of the NHS Litigation Authority (NHSLA) which
operates risk pooling schemes to which the Trust pays an annual contribution. In return the
NHSLA pays the costs of all clinical negligence claims from the NHS annual budget. We are a
member of the following NHSLA schemes:

¢ Clinical Negligence Scheme for Trusts (CNST)
e Liabilities to Third Parties Scheme (LTPS)
e Property Expenses Scheme (PES)

The Trust reported 111 clinical negligence claims to NHSR in the financial year 2025/26. During
the year there have been 18 new personal injury claims that have been opened in the year to
date.
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The Trust is committed to minimising the opportunity for harm to patients and staff. In keeping
with our open and honest culture staff are encouraged to report adverse events in a timely
manner so that they can be investigated to identify opportunities for future learning and
improvement. Action plans are implemented, seeking to avoid similar incidents occurring again.
The Trust’s Legal Department works closely with the Complaints and Patient Safety departments
to identify learning opportunities and mitigate risk.

3.1.5 Principles for Remedy

Improving the experience of each individual patient is at the centre of the NHS Constitution.
Obtaining feedback from patients and taking account of their views and priorities are vital for
the delivery of high quality services and for driving real service improvements.

The Patient Advice and Liaison Service (PALS) is a core service that provides timely
and appropriate access to help, advice and information. PALS also facilitate self-
advocacy and will assist with discussions and negotiations between service users
and representatives of the Trust.

Formal complaints are escalated to and managed by the Trust’'s Complaints Team in
accordance with the NHS Complaint Handling Regulations. Complaint Officers meet
group representatives regularly and themes and escalations or concerns are shared.
Organisational trends and themes are reported to Trust Groups via monthly reports as
well as quarterly and annual reporting to the Trust Board. The Patient Experience Team
also provides ad-hoc reports to various Committees within the organisation. Learning
actions from PALS and Complaints are captured to enable the Trust to be responsive
and remedy focussed.

3.1.6 Patient feedback

The Patient Insight and Involvement Team continue to collect patient feedback through the
Friends and Family Test Survey, National Survey Programme, local Departmental surveys and
through the Patient Story Programme where patient stories are shared with Trust Board. It is
imperative we continue to understand our patients’ views as services are reinstated and
changes are made.

The NHS National Patient Survey Programme is part of the Government's commitment to
ensure hospital patient feedback informs continued development and improvement. CQC
publishes patient experience surveys in secondary care under their National Patient Survey
Programme. This includes surveys for Inpatients, Urgent and Emergency Care, Maternity and
Children & Young People. In addition, NHS England publishes the Cancer Patient Experience
Survey. NHS England will be introducing a new survey on neonatal care in 2026, dates to be
confirmed. Improvement action plans from the surveys are created and monitored by the Patient
Experience and Engagement Committee.

Patient Led Assessment of the Care Environment (PLACE)

Every NHS patient should be cared for with compassion and dignity in a clean, safe
environment. Where standards fall short, they should be able to draw it to the attention of
managers and hold the service to account. PLACE assessments provide motivation for
improvement by providing a clear message, directly from patients, about how the environment
or services might be enhanced. The assessments take place every year, and results are
published to help drive improvements in the care environment. The results show how hospitals
are performing both nationally and in relation to other hospitals providing similar services.
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These annual assessments were undertaken in October 2025. Areas which were included in this
assessment were areas which have featured in Complaints, PALS, patient feedback and previous
PLACE assessments. Results will be published by NHS Digital in March 2026 and these results will
be actioned by the PLACE Delivery Group and monitored by the Patient Experience and Engagement
Committee to ensure improvements are made. A PLACE lite assessment is planned for
February/March 2025, which is a smaller scale assessment, this will focus on areas where concerns
were raised in the October.

Patient Partners

This year the Patient Insight and Involvement Co-Ordinator has focused on making the Patient
Partner Forum more inclusive and accessible. Recruitment has taken place at community
engagement events and Forum meetings are being trialled at different times and venues to
help the Team understand what and how is best to recruit and retain new members.
Discussions are underway to set up a Children and Young People’s Forum in 2025 who would
work alongside and complement the Patient Partner Forum.

During the past year member’s of the Patient Partner Forum have been involved in a number
of committees including, Compassionate Communities, Hospital of St Cross Governance
Group, the Research Committee and the Patient Experience and Engagement Committee.
Members have also been instrumental in many projects and work streams including, surveying
patients for departments, participation in Place Delivery Group meetings, Chief Nursing Officer
interviews, the state of care in Rugby — Healthwatch Warwickshire and Caring Together
Warwickshire event and undertaking a Mystery Shopper Exercise — Noise at Night at UHCW to
name a few.

For more information about work being undertaken by the Patient Experience Team please
read the Trust’s Quality Account 2025-26.

Signed ... —....-Chief Executive Officer, 18 June 2026
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3.1.7 Statement of the Chief Executive’s responsibilities as the Accountable
Officer of the Trust

The Chief Executive of NHS England has designated that the Chief Executive should be the
Accountable Officer of the Trust. The relevant responsibilities of Accountable Officers are set
out in the NHS Trust Accountable Officer Memorandum. These include ensuring that:

3.1.71 there are effective management systems in place to safeguard
public funds and assets and assist in the implementation of corporate
governance

3.1.7.2 value for money is achieved from the resources available to the Trust

3.1.7.3 the expenditure and income of the Trust has been applied to the
purposes intended by Parliament and conform to the authorities which govern
them

3.1.7.4 effective and sound financial management systems are in place and

3.1.7.5 annual statutory accounts are prepared in a format directed by the
Secretary of State to give a true and fair view of the state of affairs as at the end
of the financial year and the income and expenditure, other items of
comprehensive income and cash flows for the year.

As far as | am aware, there is no relevant audit information of which the Trust’'s auditors are
unaware, and | have taken all the steps that | ought to have taken to make myself aware of
any relevant audit information and to establish that the entity’s auditors are aware of that
information.

To the best of my knowledge and belief, | have properly discharged the responsibilities set
out in my letter of appointment as an Accountable Officer.

? il
Signed ... R Chief Executive Officer, 18 June 2026
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3.1.8 Statement of Directors’ Responsibilities in respect of the Accounts

The Directors are required under the National Health Service Act 2006 to prepare accounts for
each financial year. The Secretary of State, with the approval of HM Treasury, directs that these
accounts give a true and fair view of the state of affairs of the Trust and of the income and
expenditure, other items of comprehensive income and cash flows for the year. In preparing
those accounts, the Directors are required to:

e apply on a consistent basis accounting policies laid down by the Secretary of State
with the approval of the Treasury
o make judgements and estimates which are reasonable and prudent

o state whether applicable accounting standards have been followed, subject to any
material departures disclosed and explained in the accounts and

e prepare the financial statements on a going concern basis and disclose any material
uncertainties over going concern.

The Directors are responsible for keeping proper accounting records which disclose with
reasonable accuracy at any time the financial position of the trust and to enable them to ensure
that the accounts comply with requirements outlined in the above mentioned direction of the
Secretary of State. They are also responsible for safeguarding the assets of the trust and hence
for taking reasonable steps for the prevention and detection of fraud and other irregularities.

The Directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the accounts.

The Directors confirm that the annual report and accounts, taken as a whole, is fair, balanced
and understandable and provides the information necessary for patients, regulators and
stakeholders to assess the NHS Trust’s performance, business model and strategy.

By order of the Board

Signed rrrereeeeee et Chief Executive Officer, 18 June 2026

? Chief Finance Officer, 18 June 2026

Signed
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3.1.9 The Annual Governance Statement

Scope of responsibility

As Accountable Officer, | have responsibility for maintaining a sound system of internal control
that supports the achievement of the NHS Trust's policies, aims and objectives, whilst
safeguarding the public funds and departmental assets for which | am personally responsible,
in accordance with the responsibilities assigned to me. | am also responsible for ensuring that
the NHS Trust is administered prudently and economically and that resources are applied
efficiently and effectively. | also acknowledge my responsibilities as set out in the NHS Trust
Accountable Officer Memorandum.

The purpose of the system of internal control

The system of internal control is designed to manage risk to a reasonable level rather than to
eliminate all risk of failure to achieve policies, aims and objectives; it can therefore only provide
reasonable and not absolute assurance of effectiveness. The system of internal control is based
on an ongoing process designed to identify and prioritise the risks to the achievement of the
policies, aims and objectives of University Hospitals Coventry and Warwickshire NHS Trust, to
evaluate the likelihood of those risks being realised and the impact should they be realised, and
to manage them efficiently, effectively and economically. The system of internal control has
been in place in University Hospitals Coventry and Warwickshire NHS Trust for the year ended
31 March 2026 and up to the date of approval of the Annual Report and Accounts.

Capacity to handle risk

| am accountable for risk management across all activities within the Trust and during 2025/26
delegated this responsibility to the Chief Medical Officer, who has overall responsibility at Board
level. The Trust has a systematic approach to the identification and management of risks in
order to ensure that risk assessment is an integral part of clinical, managerial and financial
decision making. The Board and its standing committees collectively review the most
significant risks, each of which has a named operational and chief officer lead.

The Trust's Risk Management Policy is in place and this provides on operational risk
management. Training is provided to all managers to ensure they are aware of their roles and
responsibilities within the framework. Managers review and discuss risks relevant to their
area and practice using the risk management software. All staff are informed of the risk
management practices in the Trust during their induction.

The risk and control framework

Effective risk management requires the involvement of all staff who are expected to identify and
manage risk. The risk management team within the Quality Department is responsible for
providing risk management training to help managers assess and evaluate risk. Staff are also
provided with training in incident investigation, with changes now adopted following the
implementation of the Patient Safety Incident Response Framework (PSIRF).

The risk management process starts with risk assessments that are carried out at all levels of
the organisation using a 5x5 matrix using a combination of consequence and likelihood; these
risks are then documented on the risk register. A risk register is in place and is utilised across
the organisation to capture risks at clinical group and corporate level. The risk register is split
into the local risk registers (group and speciality level), the corporate risk register and the Board
Assurance Framework for reporting and monitoring purposes.
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Low scoring risks are managed within the area in which they arise, whilst higher scoring risks
are managed at either clinical group level or through the corporate meeting structure
commensurate with their score.

The Risk Committee, which | chair, considers whether any individual risk should be escalated
to the corporate risk register. Group leadership teams attend meetings of the Risk Committee
on a rotational basis to provide details of the risks in their areas, together with assurance in
relation to their management and mitigation. Chief Officers also present the risks relating to
their portfolios at the Committee in order that the same assurances can be given.

Risks are discussed at Clinical Group level as part of the Quality Improvement and Patient
Safety (QIPS) meetings that take place each month and are also an area of focus in the Trust’s
performance framework. Information obtained from the QIPS meetings is collated centrally by
the Quality Department.

During 2024/25, the Risk Management Strategy was reviewed and revised and during 2025/26
the Risk Appetite Statement was reviewed by the Trust Board. There was a comprehensive
review of all risks throughout these two years, including consideration of the consistent
application of the principles for escalating risks to the Corporate Risk Register.

The Board is responsible for the identification and management of risks to the achievement of
the objectives that it has agreed and has a Board Assurance Framework (BAF) that is
monitored at every Board and committee meeting. The BAF was reviewed in February and
March 2022 and a new BAF was implemented with effect from 1 April 2022 to take account of
the critical risks facing the organisation alongside the development of a refreshed
organisational strategy. This has been subject to annual refreshes ever since following recent
of the internal audit review of the BAF and in consideration of advice provided within it.

From the start of 2025/26, the BAF monitored the following critical risks against the delivery of
strategic objectives:

e Quality of Care and Patient Experience (monitored by the Quality and Safety
Committee)

Service Stability (monitored by the Quality and Safety Committee)

Financial Stability (monitored by the Finance and Performance Committee)
Operational Performance (monitored by the Finance and Performance Committee)
Staff Wellbeing and Morale (monitored by the People Committee)

Workforce Supply (monitored by the People Committee)

Cyber Security (monitored by the Audit and Risk Committee)

During 2025/26, the Cyber Security BAF critical risk was replaced by a broader Infrastructure
critical risk, capturing Cyber Security as well as other areas relating to digital and data, as
well as estates matters. This has been monitored through the Finance and Performance
Committee since July 2025.

The BAF considers first, second and third lines of assurance alongside associated corporate
risks. At the conclusion of every committee meeting, the assurances received during that
meeting are considered in the context of the traffic light ‘RAG’ ratings previously given, and any
changes are agreed. This ensures the BAF remains a dynamic document which reflects the
assurances that are received and is owned by the committee. The BAF is reported to every
Board meeting, for assurance and overview as a whole, and BAF ratings may be changed by
the Board based on assurances it also receives.

In advance of the CQC undertaking a Well-Led inspection of UHCW in November 2024, a self-
assessment exercise was undertaken where evidence was gathered against each of the CQC’s
eight Quality Statements. The Trust was able to gather evidence to provide a good level of
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confidence and inform preparedness for the inspection. The outcome was received in August
2025, with the Trust being rated as ‘Good’ both overall and for Well-Led.

Quality governance is managed through a variety of management and assurance committees
and processes. These oversee performance and provide assurances to the accountable chief
officers who report these to the Quality and Safety Committee (QSC) in order to ensure the
Trust fulfils its obligations for CQC registration.

During 2025/26, the Trust managed the following significant risks (scoring 15 or more) which
were subsequently closed, reduced to a lower score but retained on the corporate risk register for
oversight or downgraded to local registers:

2025/26 Recurrent Waste Reduction Delivery
2025/26 Waste Reduction Delivery

2025/26 Elective Recovery Overperformance
2025/26 Clinical Coding volume and depth of activity
Plastics surgery breast reconstruction

Inability to meet a regional aortic dissection rota
Care in unconventional areas

Ophthalmology follow-ups

Endovascular provision

Bleep system failure

Violence and aggression against staff

The following significant risks were managed during 2025/26 and remained on the Corporate
Risk Register at the end of the year:

Emergency medicine overcrowding and patient flow
Unmet demand in histology resulting in delays
Hybrid operating theatre

Delayed ambulance handover

Breast imaging staff gaps impacting 28-day FDS
Post-admission follow-ups

Inability to meet demand for breast imaging/screening
Discharge process affecting flow

Backlog of glaucoma ophthalmology patients
lonising radiation exposure in vascular theatre
Unexpected significant finding escalations

Results endorsement checks

Patient deterioration while waiting in ED

National shortage of enteral tube feeds

Patients awaiting mental health beds

Children in crisis

ICT back-up and restore processes

Cyber security threats and vulnerabilities

Mobile device vulnerabilities

26/27 Clinical Coding volume and depth

The Trust complies with the ‘Developing Workforce Safeguards’, recommendations and
regularly assesses its short, medium and long term workforce strategies in order to assure the
Board that staffing processes are safe, sustainable and effective. The ways that it does this,
include:

e Reports to the Trust’s Nursing and Midwifery Committee and Trust Board on safe
staffing
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¢ Services specified in alignment with Royal College of Physician recommendations for
safe staffing, European Working Time regulations and deanery requirements

¢ The integrated performance report to Trust Board includes workforce information such
as, mandatory training, vacancies, agency usage etc.

¢ Silver command assesses staffing levels on a daily basis to ensure staffing levels are
safe, escalating to chief officers as necessary

¢ The Guardian for Safe Working reports to the Board to provide assurance about the
working hours and staffing levels for junior doctors in training

¢ Business continuity plans are in place to mitigate risks to staffing levels.

The Counter Fraud Specialist undertakes a programme of work for the Trust which includes
awareness and deterrence training; fraud detection and prevention; and investigations. The
Audit and Risk Assurance Committee receives regular reports relating to the Counter Fraud
Annual plan and the Trust actively seeks redress and legal sanctions where appropriate.

The Trust is fully compliant with the registration requirements of the Care Quality Commission.

We aspire to the highest standards in corporate governance and our corporate governance
framework is set out in our Standing Orders, Standing Financial Instructions and Scheme of
Reservation and Delegation, which was last reviewed and changes ratified by the Board on 6
February 2025.

The Trust has a Code of Business Conduct policy which includes the requirement for interests to
be declared in line with national guidance. The policy applies to all staff but requires ‘decision
making staff’ to make a declaration at least once a year, even if that is a ‘nil’ declaration. The
policy was reviewed in June 2025 and approved by the Board.

Decision-making staff are defined as being the following:

Board members

Clinical Directors

Group Directors of Operations

Group Directors of Nursing and Allied Health Professionals
Corporate directors

Medical consultants

Other senior managers of band 8d and above.

The Trust has published on its website an up-to-date register of interests, including gifts and
hospitality, for decision-making staff (as defined by the Trust with reference to the guidance)
within the past twelve months, as required by the ‘Managing Conflicts of Interest in the NHS’
guidance, and has arrangements in place for the annual publication for 2025/26 early in the
2026/27 year.

As an employer with staff entitled to membership of the NHS Pension Scheme, control
measures are in place to ensure all employer obligations contained within the Scheme
regulations are complied with. This includes ensuring that deductions from salary, employer’s
contributions and payments into the Scheme are in accordance with the Scheme rules, and
that member Pension Scheme records are accurately updated in accordance with the
timescales detailed in the Regulations.

Control measures are in place to ensure that all the organisation’s obligations under equality,
diversity and human rights legislation are complied with.

The Trust has undertaken risk assessments on the effects of climate change and severe weather
and has developed a Green Plan following the guidance of the Greener NHS programme. The
Trust ensures that its obligations under the Climate Change Act and the Adaptation Reporting
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requirements are complied with.
Review of economy, efficiency and effectiveness of the use of resources

In 2025/26, the majority of the Trust's NHS income came from NHS commissioners under the
NHS Payment Scheme (NHSPS), with the main payment mechanism being aligned payment and
incentive contracts (API). In the financial landscape for 2026/27, the Trust will operate with income
being driven via the 2026/27 NHS Payment Scheme (NHSPS) which builds on the 2025/26 API
(Aligned Payment and Incentive) fixed and variable model with notable changes being new
approaches for blended (fixed and variable) payments for Urgent/Emergency care, and
radiotherapy.

The financial performance achieved in 2025/26 was an adjusted financial performance (control
total) of £(6.0)m deficit, an improvement from the target of the initial £(11.0)m deficit plan.

For efficiency in year, the Trust transacted £76.6m, with recurrent savings of £38.2m included.

The Trust’s closing cash balance for 2025/26 decreased slightly, the balance on the 31 March
2026 being £43.5m, compared to £48.0m in 2024/25. The cash balance is expected to fall
significantly in early 2026/27 with disbursement of significant capital and non-capital creditors.

The Trust will continue to be a very active participant in the the Care Collaboratives for Coventry
and Warwickshire, with a key focus on the Coventry and Rugby Places. Our primary focus for the
year ahead will be to optimise opportunities to ensure financial sustainability for the future.

Information governance

The Trust will submit the assessment of the Data Security and Protection Toolkit (DSPT) to
NHS England/NHS Digital by 30th June 2026. It is anticipated that the Trust’s performance
will be at ‘Standards Met’ this year.

The Executive Director of Governance and Assurance is the Senior Information Risk Owner
(SIRO), supported by the Trust Data Protection Officer. The Chief Medical Officer is the
Caldicott Guardian, supported by two Deputy Chief Medical Officers.

Annual Report 2025-26 — |G Serious Incidents

June 2025 | Confidentiality A staff member 1 All staff have been
inappropriately accessed reminded about
a colleague’s health the implications of
records. unauthorised
access to health
records.
August Confidentiality A subject access request | 1 The process for
2025 was disclosed which checking subjects
contained a document access requests
belonging to another has been updated
person. to ensure records
are re-checked
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before disclosure.

September
2025

Confidentiality

A staff member
inappropriately accessed
a colleague’s health
record and raised a
referral for the patient

All staff have been
reminded about
the implications of
unauthorised
access to health

(colleague). records.

September | Confidentiality A staff member was an 25 All staff have been

2025 inpatient and visited by reminded about
another member of staff. the implications of
An audit revealed that unauthorised
other patients’ records access to health
had been accessed were records.
there was no direct care
involvement.

Nov 2025 | Security A patients’ dashboard 916 Access controls
was created on an have been
intranet page within the implemented, and
Trust without any access staff have been
controls. reminded of the

governance and
approvals required
for creating
systems containing
patient information.

Dec 2025 | Confidentiality An email containing a 1 Guidance has
document of the response been updated
to a complaint was sent to about checking
the wrong patient.

Dec 2025 | Confidentiality A complaint was received | 2 The investigation
from a patient about into the complaint
inappropriate access of has not concluded.
their health record and
their late relative’s health
record.

Mar 2026 | Confidentiality Unauthorised access of 1 Staff guidance has
an electronic staff record been updated.
(ESR) by a colleague
where address details
were shared.

Mar 2026 | Confidentiality A staff member 6 The investigation

inappropriately accessed
the health records of
family and colleagues.

into the complaint
has not concluded.

The Information Commissioner’s Officer (ICO) did not take any formal action as a result of

any of these breaches.
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Data Quality and Governance

A number of the requirements of the Data Security and Protection Toolkit encompass data
quality. To ensure that we meet the required standards, the Data Quality Team provides training
and advice to users of the Patient Administration System. This system is used to record
information about patients to support the provision of patient care and data submissions.

A suite of data quality reports for data reported both internally and externally are routinely
produced. These are reviewed, with areas of concern highlighted and appropriate actions taken
to put right any issues. The Trust submitted records from 2025-26 to the Secondary Uses
Service, (SUS), for inclusion in the Hospital Episode Statistics which are included in the latest
published data.

The percentage of records in the published data between April 2025 to Feb 2026, which included
the patient’s valid NHS number was:

99.7% for admitted patient care
99.9% for outpatient care
98.9% for accident and emergency care.

The percentage of records in the published data between April 2025 to Feb 2026 which included
the patient’s valid General Medical Practice Code was:

100.0% for admitted patient care
100.0% for outpatient care
100.0% for accident and emergency care.

Data quality is high on the Trust’'s agenda to improve patient safety and experience. To further
support this agenda and improve data quality the following work streams are embedded:

Following EPR implementation there are many data quality forums held on a recurring basis
to provide assurance that there is a consistent approach to reviewing and monitoring compliance
of the Data Quality Policy across the Trust.

Published Data Quality Policy and Data Quality Framework.

Standard Operational Procedures for administrative duties supported with Quick reference
guides

Review of Effectiveness

As Accountable Officer, | have responsibility for reviewing the effectiveness of the system of
internal control. My review of the effectiveness of the system of internal control is informed by
the work of the internal auditors, clinical audit and the executive managers and clinical leads
within the Trust who have responsibility for the development and maintenance of the internal
control framework. | have drawn on the information provided in this annual report and other
performance information available to me. My review is also informed by comments made by
the external auditors in their management letter and other reports, including the Head of
Internal Audit opinion.

| have been advised on the implications of the result of my review of the effectiveness of the
system of internal control by the board, the Audit and Risk Assurance Committee and other
groups, including the Risk Committee and a plan to address weaknesses and ensure
continuous improvement of the system is in place.

The following key processes have been applied to test the effectiveness of the system of
internal control on which | base my review.

e The Board Assurance Framework (BAF) provides evidence of the effectiveness
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of controls to manage risks to the organisation achieving its key objectives. This
is reviewed regularly by the Board and its committees

e Internal auditors have a risk-based plan of reviews to test the major control
systems across the Trust in order to provide assurance about the rest of the
internal control system

e External auditors have reviewed the annual accounts and annual report

¢ Audit and Risk Assurance Committee scrutinises the financial and other controls
in place as part of their work programme

e Quality and Safety Committee reviews clinical governance processes, including
the management of serious incidents and clinical effectiveness

| have also taken account of the Trust Board’s own submission and considerations in preparation
and submission of the Provider Capability Self-Assessment.

Internal Audits

A number of internal audits were undertaken by 360 Assurance during 2025/26 and a summary
of the findings were as follows:

¢ Significant assurance was given in relation to Corporate Governance — Committee
Actions; Accounts Payable; Safeguarding Children in Crisis, Board Assurance
Framework; Short-term Sickness Absence Management — Compliance with Policy

e Moderate assurance was not given in relation to any items
¢ Limited assurance was given in relation to Business Cases Improvement Actions

Audits not attracting formal assurance levels were also undertaken in relation to DSPT (Low
risk/high confidence — NHSE Opinion Level); Martha’s Rule (advisory); Benchmarking Report
— Salary Overpayments.

All audit reports were considered in the first instance by the Audit and Risk Assurance
Committee, with those requiring further actions or attracting limited assurance being
timetabled for consideration by the relevant Board Committee for monitoring of actions.

The Head of Internal Audit Opinion was of significant assurance, that there was a generally
sound framework of governance, risk management and control designed to meet the
organisation’s objectives, and controls were generally being applied consistently. In reaching
the opinion, significant assurance was provided in relation to Strategic Risk Management and
Board Assurance Framework, with recommendations arising relating to the Risk Management
Strategy and arrangements for the Risk Committee. Significant assurance was also provided
around the internal audit outturn and implementation of audit actions.

External Audit

Our external auditors, KPMG, did not identify any inconsistencies between this annual report
and their knowledge of the Trust, and further confirmed that this Annual Governance Statement
had been prepared in line with national requirements. In relation to the Trust’s arrangements for
achieving value for money KPMG identified one significant risk relating to financial sustainability
but have not identified any significant weaknesses in the Trust’s arrangements. An unqualified
opinion was issued stating that the auditor believed the accounts gave a true and fair view of the
Trust’s financial performance and risks. As part of audit planning, KPMG’s risk assessment
identified two significant risks in relation to management override of controls and fraudulent
expenditure recognition and one further risk regarding the valuation of land and buildings.

Conclusion
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The challenges for meeting performance targets and service demand remain significant for all
NHS providers, with ongoing focus on specific targets set out nationally for delivery during
2026/27. There remain challenges in meeting these targets and these have been highlighted
through the organisation’s performance against the National Oversight Framework.

Nonetheless, the risks have been effectively managed during the year. During 2025/26, UHCW
has undergone significant change and challenges, including recovery from a poor set of results
in the initial National Oversight Framework and the noteworthy recovery in the subsequent
reporting and stablisation alongside relative improvement thereafter including the period of
winter challenges. The organisation’s governance mechanisms have played a key role in
monitoring this delivery, and also delivery of financial challenges as waste targets were
successfully met.

Our systems of internal control have operated effectively to ensure risks were appropriately
managed. There have been no significant control issues that have been identified during
2025/26.

Signed RSN B e Chief Executive Officer, ...... 18 June 2026
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3.2 Remuneration and Staff Report

3.2.1 Remuneration Report

The Chief Executive Officer (as the Trust’s accountable officer) has confirmed that those chief
officers and non-executive directors who regularly attend Trust Board meetings should be
regarded as the Trust's senior managers for the purpose of disclosing remuneration and
pensions in the annual report.

The senior managers’ remuneration disclosures for 2025/26 (and 2024/25) and pension
disclosures are included on the next few pages of this report.

3.2.2 Remuneration Policy

The Remuneration Committee, whose membership comprises exclusively of non-executive
directors, gave consideration to chief officer pay during the year. The pay award recommended
nationally was approved by the committee in October 2025 and enacted thereafter.

There is no intention to change the remuneration policy, subject to any national guidance or
instruction on Chair, Non-Executive Director and Very Senior Manager (VSM) pay.
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Senior Managers’ Remuneration 2025/26

University Hospitals Coventry and Warwickshire NHS Trust

Senior Managers' Remuneration 2025/26

2025/26
Salary Expense Performance  Longterm  All pension-related TOTAL (bands
(bands of £5,000) payments pay and performance benefits (bands of (o] i 30 [0]0))]
£'000 (taxable) bonuses pay and £2,500) £'000

and benefits (bands of bonuses £'000
in kind (to £5,000) (bands of
nearest £'000 £5,000)

£100)
£

£'000

Andrew Hardy Chief Executive Officer 280 - 285 1,600 0 0 342.5-345.0 625 - 630
Justine Richards Chief Strategy Officer 155 - 160 2,100 0 0 92.5-95.0 250 - 255
Susan Rollason Chief Finance Officer and Deputy Chief Executive Officer 185 -190 4,600 0 0 70.0-72.5 260 - 265
Donna Griffiths Chief People Officer 170-175 3,100 0 0 117.5-120.0 290 - 295
Tracey Brigstock Chief Nursing Officer 170-175 0 0 0 42.5-45.0 210- 215
Gabrielle Harris Chief Operating Officer (Excluding from 01/09/25 to 105 - 110 1,300 0 0 117.5-120.0 225 - 230
21/01/26)

Kara Maitra gz;%fl(/);gating Officer (Acting Up) (from 01/09/25 to 50-55 600 0 0 22.5-250 75-80
Jonathan Young Chief Medical Officer 205 -210 2,000 0 0 40.0-42.5 250 - 255
Natasha Chare Chief Digital & Data Officer 150 - 155 5,000 0 0 40.0-42.5 200 - 205
David Walsh Executive Director of Governance & Assurance 115-120 3,300 0 0 30.0-32.5 150 - 155
Sue Noyes Chair 55-60 0 0 0 0 55-60
Jeremy Gould Non-Executive Director (Vice Chair) 0 200 0 0 0 0-5
Afzal Ismail Non-Executive Director 10-15 0 0 0 0 10-15
Carole Mills Non-Executive Director 10-15 700 0 0 0 15-20
Jenny Mawby-Groom Non-Executive Director (to 30/06/25) 0-5 0 0 0 0 0-5
Janet Williamson Non-Executive Director 15-20 400 0 0 0 15-20
Gavin Perkins Non-Executive Director 15-20 0 0 0 0 15-20
Douglas Howat Associate Non-Executive Director 10-15 0 0 0 0 10-15
Jaiye Olaleye Associate Non-Executive Director 10-15 0 0 0 0 10-15
Zulfigar Darr Non-Executive Director 10-15 0 0 0 0 10-15
Jamil Shah Foridi Non-Executive Director (from 01/06/25) 10-15 300 0 0 0 10-15
Craig Wilcockson Non-Executive Director (from 01/07/25 5-10 0 0 0 0 5-10

N.B. Information in the above table is subject to audit

Remuneration Category Explanation:

Expense Payments & Benefits In Kind: The majority of the ‘expense payments(taxable) and benefits in kind” incurred by Executive Directors in the Remuneration table is related to non-cash
benefits received in relation to the Trust’s car lease salary sacrifice scheme and childcare voucher scheme.

Pension related benefits: The value of pension benefits accrued during the year is calculated at the real increase in pension multiplied by 20, plus the real increase in lump sum (if applicable), less

the contributions made by the individual during the financial year. The increase excludes increases due to inflation or any increase or decrease due to a transfer of pension rights. This value does not
represent an amount that will be received by the individual. It is a calculation that is intended to convey to the reader of this report an estimation of the benefit that being a member of the pension
scheme could provide. The pension table disclosure provides further breakdown of the benefits accrued. This will fluctuate significantly in years where members re-enter the NHS pension scheme.
In certain circumstances pension related benefits may be negative in which case they are recorded above as nil.

Notes to 2025/26 Remuneration Table
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1. Jonathan Young's remuneration includes sums payable in respect of clinical duties in addition to his duties as a director of the Trust.
2. Gavin Perkins is on the payroll of Warwick University and his salary recorded above is either invoiced or accrued sums which are payable to Warwick University for their services.
3. Jeremy Gould left the organisation on 31 March 2025, the expenses paid in 2025/26 relate to the prior year but information was not available to include them in 2024/25 figures.

Senior Managers’ Remuneration 2024/25

2024/25
Salary Expense Performance Long term All pension- TOTAL (bands of £5,000)
(bands of payments pay and performance related £'000
£5,000) (taxable) and bonuses pay and benefits
benefits in kind (bands of bonuses (bands of
(to nearest £100) £5,000) (bands of £2,500)
£'000 £5,000)
Andrew Hardy Chief Executive Officer 290 - 295 1,100 0 0 0 290 - 295
Justine Richards Chief Strategy Officer 145 - 150 1,400 0 0 15.0-17.5 165-170
Susan Rollason Chief Finance Officer and Deputy Chief 175 - 180 3,100 0 0 102.5 - 105.0 285 - 290
Executive Officer
Donna Griffiths Chief People Officer 150 - 155 2,800 0 0 30.0-32.5 185 -190
Tracey Brigstock Chief Nursing Officer 165-170 0 0 0 40.0-42.5 205 -210
Gabrielle Harris Chief Operating Officer 150 - 155 1,500 0 0 25.0-27.5 180 - 185
Jonathan Young Chief Medical Officer 205 - 210 1,200 0 0 135.0-137.5 340 - 345
Natasha Chare Chief Digital & Data Officer (from 04/11/24) 60 - 65 0 0 0 15.0-17.5 80 - 85
. Executive Director of Governance &

David Walsh Assurance (from 01/11/24) 45 -50 2,200 0 0 10.0-12.5 55-60
Sue Noyes Chair 55-60 0 0 0 0 55-60
Jeremy Gould Non-Executive Director (Vice Chair) 15-20 900 0 0 0 15-20
Afzal Ismail Non-Executive Director 10-15 0 0 0 0 10-15
Carole Mills Non-Executive Director 10-15 1,200 0 0 0 15-20
Jenny Mawby-Groom | Non-Executive Director 10-15 100 0 0 0 10-15
Janet Williamson Non-Executive Director 10-15 500 0 0 0 10-15
Gavin Perkins Non-Executive Director 10-15 0 0 0 0 10-15
Douglas Howat Associate Non-Executive Director 10-15 0 0 0 0 10-15
Jaiye Olaleye Associate Non-Executive Director 10-15 0 0 0 0 10-15

N.B. Information in the above table is subject to audit

Notes to Senior Managers’ Remuneration 2024/25 Table
1. Jonathan Young's appointment was on an interim basis until 04 November 2024 when it was made substantive. His remuneration includes sums payable in respect of clinical duties in addition to his
duties as a director of the Trust.

2. Gavin Perkins is on the payroll of Warwick University and his salary recorded above is either invoiced or accrued sums which are payable to Warwick University for their services.
3. In certain circumstances pension related benefits may be negative in which case they are recorded above as nil.

4. The value of pension benefits accrued during the year is calculated at the real increase in pension multiplied by 20, less the contributions made by the individual. The increase excludes increases
due to inflation or any increase or decrease due to a transfer of pension rights. This value does not represent an amount that will be received by the individual. It is a calculation that is intended to
convey to the reader of this report an estimation of the benefit that being a member of the pension scheme could provide.

5. The value recorded for all pension related benefits states the individuals total pension benefits for the financial year 2024/25 and is apportioned for their period in post as a senior manager.
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6. The majority of the ‘expense payments(taxable) and benefits in kind’ incurred by Executive Directors in the Remuneration table is related to non-cash benefits received in relation to the Trust’s car
lease salary sacrifice scheme and childcare voucher scheme.

7. Certain Senior Managers have opted out of the NHS pension scheme and have received payments equivalent to the employer pension contributions that would have been paid
under the pension scheme. These payments are included within the salary figures.

Senior Managers’ Pensions 2025/26

University Hospitals Coventry and Warwickshire NHS Trust

Directors' Pensions Disclosure 2025/26

2025/26
Real Real Total Lump sum Cash Real Cash Employers
increase in  increase in accrued at pension equivalent increasein equivalent contribution
pension at pension pension at age transfer cash transfer to
pension lump sum pension relatedto valueat1l equivalent value at stakeholder
age (bands at pension ageat31 accrued April 2025 transfer 31 March pension

of £2,500) age (bands March pension at £'000 value 2026 £'000
£'000 of £2,500) 2026 31 March £'000 £'000
(bands of 2026
£5,000) (bands of

£5,000)
Andrew Hardy Chief Executive Officer 15.0-17.5 | 35.0-37.5 100 - 105 285-290 2,021 376 2,467 0
Justine Richards Chief Strategy Officer 5.0-7.5 5.0-7.5 55-60 140 - 145 1,210 104 1,355 0
Donna Griffiths Chief People Officer 50-75 7.5-10.0 45 -50 95-100 689 95 818 0
Tracey Brigstock Chief Nursing Officer 2.5-5.0 0 5-10 0 103 35 162 0
Susan Rollason Chief Finance Officer and Deputy Chief Executive Officer 2.5-5.0 2.5-5.0 60 - 65 150 - 155 1,182 68 1,291 0
Gabrielle Harris Chief Operating Officer (Excluding from 01/09/25 to 21/01/26) 5.0-7.5 10.0-12.5 60 - 65 150 - 155 1,092 114 1,315 0
Natasha Chare Chief Digital & Data Officer 2.5-5.0 0 15-20 0 132 15 168 0
David Walsh Executive Director of Governance & Assurance 0.0-25 0 10-15 0 143 20 179 0
Jonathan Young Chief Medical Officer 25-5.0 0 60 - 65 140 - 145 1,162 41 1,245 0
Kara Maitra Chief Operating Officer (Acting Up) (from 01/09/25 to 21/01/26) 0.0-2.5 0 25-30 0 302 14 355 0

N.B. Information in the above table is subject to audit.

1. Non-executive directors are not in pensionable employment and therefore are excluded from the above disclosure. Similarly, executive directors not in pensionable employment during their term as a director during the year are also
excluded.

2. A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time. The benefits valued are the member’s accrued benefits and any
contingent spouse’s (or other allowable beneficiary’s) pension payable from the scheme. CETVs are calculated in accordance with the Occupational Pension Schemes (Transfer Values) Regulations 1996 as subsequently amended.
The calculation of CETV figures in this report are made using a Superannuation Contributions Adjusted for Past Experience (SCAPE) discount rate which is currently CPI plus 1.7%.

3. The real increase in CETV reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to inflation, contributions paid by the employee (including the value of any benefits

transferred from another scheme or arrangement) and uses common market valuation factors for the start and end of the period.

4. NHS Pensions are using pension and lump sum data from their systems without any adjustment for a potential future legal remedy required as a result of the McCloud Judgement.
As a result, the benefits and related CETVs do not allow for a potential future adjustment arising from the McCloud judgment, though some senior managers may have amended their penion entitlement due to a retrospective change in
pension scheme.

5. Cash equivalent transfer value (CETV) figures are calculated using the guidance on discount rates for calculating unfunded public service contribution rates published on 27 April 2023.
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Senior Managers’ Pensions 2024/25

Real increase Real Total accrued Lump sum at pension Cash Real increase in Cash equivalent transfer Employers contribution to
in pension at increase in  pension at pension  age related to accrued equivalent cash equivalent value at 31 March 2025 stakeholder pension
pension age pension age at 31 March pension at 31 March transfer value transfer value £'000 £'000
(bands of lump sum at 2025 (bands of 2025 (bands of £5,000) at 1 April £'000
£2,500) pension age £5,000) £'000 2024
£'000 (bands of £'000 £'000
£2,500)
£'000
Justine Richards | Chief Strategy Officer 0.0-2.5 0 50-55 130-135 1,098 21 1,210 0
Chief Finance Officer and
Susan Rollason Deputy Chief Executive 5.0-7.5 7.5-10.0 55-60 140 - 145 993 100 1,182 0
Officer
Donna Griffiths | Chief People Officer 2.5-5.0 0 35-40 85-90 610 19 689 0
Tracey Chief Nursing Officer 25-5.0 0 5-10 0 48 31 103 0
Brigstock
Gabrielle Harris | Chief Operating Officer 0.0-2.5 0 50-55 130-135 980 28 1,092 0
Jonathan Young | Chief Medical Officer 5.0-7.5 10.0-12.5 55-60 140 - 145 951 125 1,162 0
Chief Digital & Data Officer
Natasha Chare (from 04/11/24) 0.0-25 0 10-15 0 93 5 132 0
Executive Director of
David Walsh Governance & Assurance 0.0-2.5 0 10-15 0 106 6 143 0
(from 01/11/24)

N.B. Information in the above table is subject to audit.

1. Non-Executive directors are not in pensionable employment and therefore are excluded from the above disclosure. Similarly, executive directors not in pensionable employment during their term as a director during the year are also excluded.

2. A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time. The benefits valued are the member’s accrued benefits and any contingent spouse’s (or
other allowable beneficiary’s) pension payable from the scheme. CETVs are calculated in accordance with the Occupational Pension Schemes (Transfer Values) Regulations 2008. The calculation of CETV figures in this report are made using a Superannuation
Contributions Adjusted for Past Experience (SCAPE) discount rate which is currently CPI plus 1.7%.

3. The real increase in CETV reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to inflation, contributions paid by the employee (including the value of any benefits transferred from another
scheme or arrangement) and uses common market valuation factors for the start and end of the period.

4. NHS Pensions are using pension and lump sum data from their systems without any adjustment for a potential future legal remedy required as a result of the McCloud Judgement.
As a result, the benefits and related CETVs do not allow for a potential future adjustment arising from the McCloud judgment, though some senior managers may have amended their pension entitlement due to a retrospective change in pension scheme.

5. Cash equivalent transfer value (CETV) figures are calculated using the guidance on discount rates for calculating unfunded public service contribution rates published on 27 April 2023.
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Fair Pay Multiples

Reporting bodies are required to disclose the relationship between the total remuneration of the
highest-paid director / member in their organisation against the 25th percentile, median and 75th
percentile of remuneration of the organisation’s workforce. Total remuneration of the employee at the
25 percentile, median and 75™ percentile is further broken down to disclose the salary component.

The banded remuneration of the highest paid director / member in University Hospitals Coventry and
Warwickshire NHS Trust in the financial year 2025-26 was £282,500 (2024-25, £292,500). The
relationship to the remuneration of the organisation's workforce is disclosed in the below table.

2025-26 25th percentile Median 75th percentile
(T£o)tal remuneration 30,162 40,673 54,383
Salary component of

total remuneration 30,162 40,514 53,719
(£)

Pay ratio information 9.4:1 6.9:1 5.2:1
2024-25

'(rg)tal remuneration 29114 38,590 52307
Salary component of

total remuneration 29,114 38,584 52,299
(£)

Pay ratio information 10:1 7.6:1 5.6:1

In 2025-26 the remuneration of the highest paid director decreased by 3.4% (2024-25, increased by 5.4%)
due to a change in pension status. Average pay increased by 4.8% (2024-25, 3.3%).

In 2025-26, 5 (2024-25, 1) employees received remuneration in excess of the highest-paid director /
member. Remuneration ranged from £19,554 to £305,194 (2024-25 £14,378 - £309,470).

Total remuneration includes salary, non-consolidated performance-related pay, benefits-in-kind, but not
severance payments. It does not include employer pension contributions and the cash equivalent
transfer value of pensions.

The median annualised remuneration increased by £1,859 from £38,590 to £40,673.

The pay multiples ratios have decreased slightly in 2025-26 from 2024-25. This is because of the decrease
in the remuneration of the highest paid director.
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3.2.3 Staffreport

Exit Packages

2025/26 Exit Packages Disclosure

2025/26 Exit Packages Disclosure

Exit package cost band (including
any special payment element)

Number of
compulsory
redundancies

Cost of compulsory
redundancies

Number of other
departures agreed

Cost of other
departures agreed

Total number of
exit packages

Total cost of exit
packages

Number of
departures where
special payments
have been made

Cost of special
payment element
included in exit
packages

Whole numbers £'s Whole numbers £'s Whole numbers £'s Whole numbers £'s
Less than £10,000 - - 47 178,966 47 178,966 - -
£10,000 - £25,000 - - 3 43,535 3 43,535 - -
£25,001 - £50,000 - - 1 35,344 1 35,344 - -
Totals - - 51 257,845 51 | 257,845 - -

Redundancy and other departure costs have been paid in accordance with the provisions of the NHS Terms and Conditions of Service Handbook. Exit costs in this note are the full costs of departures agreed in the year.
Where University Hospitals Coventry & Warwickshire NHS Trust has agreed early retirements, the additional costs are met by the Trust and not by the NHS Pensions Scheme. Ill-health retirement costs are met by the
NHS Pensions Scheme and are not included in the table.

Type of other departures Agreements Total value of
agreements

Number £'000s

Contractual payments in lieu of

notice* 50 256

Exit payments following Employment

Tribunals or court orders 1 2

Non-contractual payments requiring

HMT approval** - -

Total 51 | 258

As a single exit package can be made up of several components each of which will be counted separately in this Note, the total number above will not necessarily match the total numbers in Note xx which will be the

number of individuals.

* any non-contractual payments in lieu of notice are disclosed under “non-contractual payments requiring HMT approval” below.

**includes one non-contractual severance payment made following judicial mediation.

No non-contractual payments were made to individuals where the payment value was more than 12 months’ of their annual salary.
No exit payments were made to senior managers included with the Remuneration Report tables regarding senior manager remuneration and pension benefits.
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2024/25 Exit Packages Disclosure (Prior Year

Comparatives)

Exit package cost band (including
any special payment element)

Number of
compulsory
redundancies

Cost of compulsory | Number of other
redundancies

departures agreed

Cost of other
departures agreed

Total number of
exit packages

Total cost of exit
packages

Number of
departures where
special payments

Cost of special
payment element
included in exit

have been made

packages

Whole numbers f's Whole numbers £'s Whole numbers £'s Whole numbers £'s
Less than £10,000 - - 36 121,208 36 121,208 - -
£10,000 - £25,000 - - 5 85,699 5 85,699 1 17,500
£25,001 - £50,000 1 33,793 3 93,395 4 127,188 - -
Totals 1 33,793 44 300,302 45 | 334,095 17,500

Redundancy and other departure costs have been paid in accordance with the provisions of the NHS Terms and Conditions of Service Handbook. Exit costs in this note are the full costs of departures agreed in the year.
Where University Hospitals Coventry & Warwickshire NHS Trust has agreed early retirements, the additional costs are met by the Trust and not by the NHS Pensions Scheme. Ill-health retirement costs are met by the
NHS Pensions Scheme and are not included in the table.

Type of other departures Agreements Total value of
agreements

Number £'000s

Contractual payments in lieu of

notice* 41 266

Exit payments following Employment

Tribunals or court orders 3 17

Non-contractual payments requiring

HMT approval** 1 17

Total 45 300

As a single exit package can be made up of several components each of which will be counted separately in this Note, the total number above will not necessarily match the total numbers in Note xx which will be the

number of individuals.

* any non-contractual payments in lieu of notice are disclosed under “non-contractual payments requiring HMT approval” below.

**includes one non-contractual severance payment made following judicial mediation.

No non-contractual payments were made to individuals where the payment value was more than 12 months’ of their annual salary.
No exit payments were made to senior managers included with the Remuneration Report tables regarding senior manager remuneration and pension benefits.
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Off Payroll Engagements

In common with most other NHS bodies the Trust engages staff on an “off-payroll” basis. The
main reasons for this are as follows:
. Recharges from other bodies (mainly other NHS organisations or universities) for staff
who hold joint appointments; and
° Temporary workers to cover vacant positions or staff absences.

With effect from 6™ April 2017, the Government introduced new rules for off-payroll working in
the public sector which placed the responsibility with the public sector engager rather than the
worker to determine whether or not the engagement was captured by the intermediaries
regulations (often known as IR35). With the implementation of these new rules, the Trust
changed its approach to the engagement of off-payroll workers and ceased contracting directly
with personal service companies (PSCs) and set up an outsourced payroll function to pay such
workers.

The Trust is required to disclose certain information in connection with such arrangements as
set out in the three tables below. The information provided in these tables is not subject to audit
and specifically excludes (with the exception of the board members table) those staff recharged
from other bodies captured by the Government’s rules for off-payroll working in the public sector.

Table 1: Length of all highly paid off-payroll engagements
For all off-payroll engagements as of 31 March 2026, for more than £245 per day:-

o

Number of existing engagements as of 31 March 2026
Of which the number that have existed:

for less than one year at time of reporting

for between one and two years at time of reporting

for between two and three years at time of reporting
for between three and four years at time of reporting
for four or more years at time of reporting

oO|0o|0o|O|Oo

Table 2: Off-payroll engagements engaged at any point during the financial year
For all off-payroll engagements between 1 April 2025 and 31 March 2026, for more than £245
per day:

No. of temporary off-payroll workers engaged between 1 April 0
2025 and 31 March 2026

Of which...

No. not subject to off-payroll legislation

No. subject to off-payroll legislation and determined as in-scope of

IR35

No. subject to off-payroll legislation and determined as out of 0
scope of IR35

the number of engagements reassessed for compliance or 0
assurance purposes during the year

Of which: no. of engagements that saw a change to IR35 status 0

following review

The table below provides information on board members who have been engaged under an
off-payroll arrangement:
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Table 3: Off-payroll board member/senior official engagements

For any off-payroll engagements of board members, and/or, senior officials with
significant financial responsibility, between 1 April 2025 and 31 March 2026:

Number

Number of off-payroll engagements of board members, and/or,
senior officials with significant financial responsibility, during 1
the financial year

Total no. of individuals on payroll and off-payroll that have
been deemed “board members, and/or, senior officials with
significant financial responsibility”, during the financial year. 22
This figure should include both on payroll and off-payroll
engagements

The one “off-payroll” engagement of board members and/or senior officers with significant
financial responsibility during the year related to one of the Trust’s non-executive directors -
assurance has been received that the individual concerned is employed on the payroll of
Warwick University and is subject to PAYE. The arrangement has been reviewed and approved
by the Trust’s Chief Executive Officer (note this individual is excluded from tables 1 and 2 above
on the basis that the University is subject to the public sector off-payroll rules).

Consultancy Services

NHS Improvement operates strict controls over expenditure on consultancy services by NHS
Bodies, including the requirement to seek approval before signing contracts for consultancy
projects over £50,000.

The Trust did not incur any expenditure on external consultancy during 2025/26 (£48,000 in
2024/25).

Staff Costs

Our pay bill represents the highest proportion of our expenditure and amounted to £714m in
2025/26 (£672m in 2024/25). Staffing costs are therefore a key consideration for the Trust Board
and each Group management team. Our workforce is categorised into those that we
substantively employ and those that work flexibly through our internal Temporary Staffing Service
(TSS) or engaged through external staffing agencies.

The figures below do not include staff employed by ISS under the PFI contract e.g. porters,
domestics, security.

Permanently

Average Staff Numbers 2025/26 Employed WTE Sl 12 el
1,640
Ambulance staff 8 - 8
Administration and estates 872 39 911
Healthcare assistants and other support staff 2,965 182 3,147
Nursing, midwifery and health visiting staff 3,227 273 3,500

Nursing, midwifery and health visiting learners - - -
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Scientific, therapeutic and technical staff 1,082 55 1,137

Healthcare science staff 428 1 429
Social care staff = - -
Other - - -
Total average numbers 9,999 773 10,772

Permanently

Staff costs 2025/26 ——

£000
Salaries and wages 486,226 49,460 535,686
Social security costs 60,900 5,190 66,090
Apprenticeship levy 3,105 0 3,105
Employer's contributions to NHS pension scheme 56,807 4,754 61,561
Pension costs paid by NHSE on the Trust's behalf 37,857 3,226 41,083
Pension cost - other - 87 87

Other post employment benefits - - -
Other employment benefits - - -
Termination benefits - - -
Temporary staff - 6,706 6,706
Total gross staff costs - - -
Recoveries in respect of seconded staff - - -
Total staff costs 644,895 69,423 714,318

Staff Sickness

NHS bodies are required to report upon sickness absence figures using measures specified by
the Cabinet Office on a calendar year basis.

The relevant sickness absence data for the Trust for 2025 calendar year is provided below.

Total days lost (adjusted to the Cabinet Office

measure) 130,531 | 120,942
Average full time equivalent 9,937 9,341
Average days lost per staff full time equivalent 13.1 12.9

Sickness Absence Data
Sickness Absence — 2025/26
Sickness: Rolling position averaged 5.87% across late 2025/26 with improvement trajectory to

4.0% by March 2029.
Sickness Absence — Rolling Trend (lllustrative Months)
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Aug 5.55% | 5.84%
Sep 5.56% 5.85%
Oct 5.59% | 5.86%
Nov 5.65% | 5.87%
Dec 5.76% | 5.85%
Jan 5.82% | 5.85%
Feb 5.87% | 5.87%
Mar 5.85% | 5.88%
Average (Jan 26- Mar 26) 5.85% |5.87%

During 2025/26 we have continued embedding the revised, person-centred supporting
attendance policy and continue to review our approach by increasing the visibility of absence
data trends to support the effective use of Group-led production boards for leadership teams to
work in partnership with People Business Partners and the People Operations team to maintain
oversight on case management and prioritise where in-reach advice and guidance may be
needed most to be most impactful in reducing both the number and the duration of absence

cases.

To further support this a range of other interventions are being progressed to continue this work
and include:

Launch of a Trust-wide value stream with a range of stakeholders across the business to
review process and scope for improvement and reduce waste through transactional
process steps that may not be adding value to the process or staff experience.

Launch of a Kaizen event to streamline the pathway for management referrals into
occupational health and ensure appropriate triage to alternative people support
pathways.

Increase specialist capacity to access advice and guidance from qualified HR
practitioners to support building management capability on holding effective wellbeing
conversations, how to handle complex cases in line with good employment policy and
practise.

Continue to develop wellbeing and fast track support pathways to enable self-care,
healthy lifestyle choice, and early diagnostic support to inform timely treatment.

Further work will be explored to advance the approach to moving from sickness
management to ill health prevention.

This work has also been complemented by expanded flexible working options, including
pilots of compressed hours, which are aimed at improving wellbeing and reducing
short-term absence.

Future Sickness Reduction Targets:

Standard Sickness Reduction Targets 2026/27 | 2027/28 | 2028/29
Sickness Absence Trajectory to 4% by March 5.50% | 4.50% 4.00%
(12-month rolling) 2029

Staff Turnover

Our Workforce Information Team report each month the ‘in month’ and ‘rolling 12 month’ turnover
figures by staff group to the Trust Board. This forms part of the Integrated Quality Performance
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Finance People and Culture Report. Board reports can be found on our Trust’s website Trust
Board Meetings - University Hospitals Coventry & Warwickshire

Turnover — 2025/26 Update

| Metric - 2026/27 - 2027/28 - 2028/29 |
Turnover % 10% 10% 10%
(12-month)

Turnover is currently at 6.72% and it is anticipated that the Trust will remain at 6-7% across
26/27-28/29; with a vacancy position stabilising around 7% across the next 3-5 years this has
been supported by strong recruitment outcomes across nursing, midwifery and Healthcare
Support Workers. These improvements reflect enhancements to candidate experience,
onboarding, recruitment efficiency and the launch of an inclusive recruitment action plan.

Valuing and Enabling our People — Our People Strategy
Employment Relations & People Assist — 2025/26 Update

With the launch of the Trust’'s Living the values Programme, and the move to an accredited
UHCW leadership Programme there is improved leadership capability which helps to
strengthen the employment relations environment.

In January 2026 the Early Resolution procedure was launched, this process was launched to
support staff, and managers, to resolve concerns early and mitigate escalation to formal
grievances with improved relations and case management outcomes. Staff Survey results show
improvements in line manager relationships, compassionate leadership and teamworking,
supporting more consistent early resolution of concerns.

People Assist

With the introduction of People Assist, our digital Al-enabled virtual assistant supporting
enquiries across the people directorate this has been a major development in improving the
quality, speed and consistency of employment relations advice and guidance on routine
enquiries about HR, recruitment, payroll, pensions, learning and development and general
advice and guidance queries.

Phase 1 was launched in April 2024 and has continued to support staff and managers with
instant access to accurate, up-to-date information on a wide range of people processes—
including attendance, conduct, performance, and employment policies.

People Assist is already helping to reduce delays in accessing advice, improve consistency of
decision-making, increase line manager confidence, and free up HR capacity by reducing basic
enquiries. As capability expands through future phases, People Assist will play an increasingly
central role in creating a more efficient, support as well as simplifying transactional process
steps within the starters, leavers and amendment to contract processes to reduce the time
taken to access multiple systems to transact information. The tool provides increased
opportunities to streamline other transactional processes across the function to improve
efficiency.

Impact to date: faster case handling, improved policy consistency, higher line-manager
confidence, and reduced low-complexity demand on HR, enabling focus on complex casework
and proactive culture and capability building.

Next steps include expanding content coverage and integrating with wider digital workforce
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tools to support predictive insights and process automation.

In 2022/2023 we developed and launched our first dedicated People Strategy. In 2025/2026
we moved into our 3" year of delivery against the strategy. The People Strategy links directly
to the Trust strategy as an enabling strategy and expands on the Trust’s strategic purpose of
‘valuing and enabling our people’. We believe that focusing our attention and effort on the pillars
of this strategy enables all our strategic purposes. The three pillars are ‘living the values,
‘building on the basics’ and ‘supporting our people’. The strategy sets out how we will achieve
this vision in several ways and celebrates our wonderful staff and the impact they have had on
our success and the outcomes our patients receive.

In 2025/2026 we celebrated progress against the Strategy and marked several achievements
to date. These included:

. Expanding the launch and use of our Learning management system, aimed at improving
staff experience and access to training and development and bringing together processes such
as training and appraisals into a more accessible system for staff. This included simplifying the
appraisal process to be Values based and improve our focus on wellbeing for individuals

. Focusing on developing cross functional programmes of work with teams in the people
directorate looking at supporting attendance and reducing absence to achieve safer, more
effective care across our organisation, continuing opportunities to embed our Living the Values
programme into practice and behaviour at UHCW and looking to improve communications
channels in the organisation.

. Developing and revising our policies in line with our refreshed living the values
programme, ensuring our policies are values driven and supportive of the culture we seek to
achieve at UCHW.

. Launching a Trauma Risk Management (TRiM) approach to staff support across UHCW,
a peer-delivered, evidence-based system designed to provide a rapid, structured response to
staff exposed to traumatic incidents at work.

. Continuing to evolve and develop high quality leadership development for leaders at all
levels ranging for aspirant leaders to senior leaders, giving staff access to externally recognised
recognition for completing the UHCW leadership course through the Institute of leadership (I0L)

National Staff Survey

The NHS Staff Survey provides a consistent mechanism for understanding staff experience
across the organisation. The survey is aligned nationally to the NHS People Promise, which
sets out how the NHS commits to working together to improve the daily experience of staff.
The People Promise themes are informed by national conversations about what matters most
to NHS colleagues and where improvements will have the greatest impact.

The survey is conducted annually and remains the largest workforce survey in the world. In
2025, the Trust achieved a response rate of 57.5%, with 6,334 colleagues completing the
survey. Whilst we saw a decline from our response rate from 24/25 we still achieved a higher
response rate than comparable organisations and the results provide a strong and
representative insight into staff experience across the organisation.

Overall, the Trust’s results show stability in our staff experience, Performance across the
People Promise themes and associated measures shown movement but remains a consistent
picture, with three themes above the benchmark average, three at the average, and three
below, highlighting both areas of strength and opportunity. The full report is publicly available,
highlights from the survey include:

e A statistically significant improvement in the We are Safe and Healthy theme
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o We are Safe and Healthy, We are Always Learning, and Morale are all above our
benchmark average

e We have a Voice that Counts, We are a Team and Staff Engagement are equal to the
benchmark average

o We are Compassionate and Inclusive; We are Recognised and Rewarded and We
Work Flexibly are below the benchmark average -

e We Sustained strengths in teamworking, inclusion and morale, with morale remaining
above the national average.

¢ We Continued multi-year improvement across Workforce Race Equality Standard
(WRES) and Workforce Disability Equality Standard (WDES) indicators, particularly in
reducing experiences of harassment, bullying and discrimination from colleagues

The Trusts focus for 26/27 will be around ensuring we turn listening into action to support staff
engagement, looking at how teams connect to each other and the organisation and are
involved and able to effectively impact the care they deliver for our community, Staff feel
confident in Speaking Up but we are always seeking opportunities to improve engagement
and confidence that concerns are addressed effectively.

We again shared data earlier in the reporting cycle with local teams to enable timely review
and planning. This included Insight sessions across Groups and Improvements are being
progressed through aligned People Strategy programmes supporting each People Promise
theme. To support this the organisation is engaging in a Trust-wide improvement event
focused on Improving Staff Experience Together, taking the opportunity to bring staff together
at all levels of the organisation to co-design practical improvements focused on the key drivers
of engagement at a team level.

Alongside this, ongoing work through the Inclusion Delivery Plan, Speak Up Development
Actions, wellbeing and flexible working programmes, leadership development, and
strengthened recognition and reward arrangements continues to support improvements
towards future staff surveys.

Together, these actions demonstrate the Trust's ongoing commitment to listening to
colleagues, addressing areas of challenge, and building on areas of strength.

Progress will continue to be monitored through the People and Culture Committee, with the
overarching ambition of improving engagement and moving towards a position where a clear
majority of staff would recommend the Trust as a place to work and to receive care.

UHCWi

UHCWi continues to underpin how we lead, improve and deliver care across the Trust.
Developed through our longstanding partnership with the Virginia Mason Institute (VMI) in
Seattle, UHCWi is our management system for continuous improvement, supporting patient-first
decision-making and the creation of safer, more efficient systems of care.

Over the past year, our partnership with VMI has further strengthened, reflecting the maturity
and impact of UHCWi in practice. This has included UHCW being recognised as a Gold Partner,
alongside the sponsorship and presentation of a UHCWi OSCA award by Virginia Mason Institute
executive leaders, reinforcing the national and international credibility of our improvement
approach and the progress made by our teams.

Our relationship with VMI remains a key enabler of this work. While the Trust continues to benefit
from expert coaching, UHCWi has also developed the capability to co-deliver transformation
programmes with organisations across the NHS, private healthcare providers and international
healthcare systems. This reciprocal partnership helps ensure we remain true to UHCWi
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principles while supporting our ambition to be a recognised national and international leader in
healthcare improvement, rooted in our local communities.

This year in particular we have co-delivered transformation contracts in Perth, Australia, in
Ireland’s largest Acute academic teaching hospital, in one of the largest UK private care home
providers, as well as supporting improvement contracts in other UK acute Trusts and nationwide
in Mental Health Trusts.

At the heart of UHCWi is a commitment to culture change, empowering staff at all levels to
improve care incrementally and continuously. This approach is fundamental to both our Trust
strategy and People strategy, with senior leaders expected to develop advanced improvement
and Lean capability to support teams in reducing waste, improving flow and enhancing patient
experience. This year the UHCWi approach has been used Trust-wide to reduce spend on
variable pay (Agency, Bank, in-reach, out-reach and waiting list initiatives) and will be used to
respond to how staff experience working at the Trust — recognising that motivated, valued and
engaged staff deliver better care for our patients.

Alongside this, leaders have continued to be upskilled to run improvement events within their
own areas and are required to do so to maintain their certification in Advanced Lean Training.
The Kaizen Promotion Office has also supported delivery against key organisational priorities,
including work within Theatres and Outpatients to support productivity improvement whilst at the
same time revisiting some of the principles of the Patient Safety Value Stream (one of the initial
Value Streams in the Partnership) recognising that how we respond to incidents had altered
following Covid.

During the year, there has been a particular focus on building practical, sustainable improvement
capability at scale, with increased emphasis on training teams across the organisation in 5S, a
core component of the UHCWi methodology. This has enabled teams to create safer, more
efficient and more visual working environments, supporting reliability, standardisation and daily
management, and providing strong foundations for further improvement. Aligned to our focus
on 55, we have trained 93 percent of staff in the foundational level of UHCWi: Value & Waste.

Valuing & Recognising Our Staff

Throughout 2025, we have continued to strengthen and expand our approach to staff
recognition, with a clear focus on increasing visibility, accessibility and alignment to Trust Values.
In January 2025, the corporate recognition programme transitioned from the previous World
Class Colleagues scheme to the new Making a Difference (MaD) awards. This refreshed
approach places Trust Values at the centre of recognition, with up to seven winners each month,
each representing a different value. Over the course of 2025 to March 2026, 937 nominations
were received through the MaD programme, demonstrating strong engagement from colleagues
across the organisation and the public.

Winners are celebrated monthly through Trust-wide communications and local presentations
delivered by Board members.

Recognising the importance of day-to-day appreciation, thank-you cards and informal
peer-to-peer recognition continued to be actively promoted throughout.

Building on learning from the NHS Staff Survey, the Trust will continue to develop its recognition
framework into 2026, with a greater emphasis on everyday recognition, strengthened manager
engagement and consistent visibility across all areas. This work remains a key priority within the
People Strategy, supporting staff engagement, morale and a culture in which colleagues feel
valued for the difference they make every day

Service recognition was also significantly expanded in 2025, enabling the Trust to formally thank
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a much larger number of colleagues for their commitment and service. In total, 2,736 staff were
recognised during the year for reaching service milestones ranging from one year of UHCW
service to 55 years of NHS service. This has been developed and from January 2026 colleagues
reaching 30 and 40 years of NHS service will now be recognised in addition. Meaning service
milestones are recognised monthly via their local manager for 1-year UHCW service, quarterly
for 5,10,15,20,30 and 40 years NHS service, with a presentation from Chief Executive or Chair
and on-site event for those celebrating 25, 35 and 45 years service.

Recognition now includes local celebrations led by managers, quarterly Trust-wide events for 5,
10, 15 and 20 years of service, and formal ceremonies attended by Board members for
long-service milestones. This expanded approach has enabled thousands more colleagues to
be thanked each year for their sustained public service to the NHS and our local community.

Alongside corporate recognition, teams and departments continue to celebrate excellence
through local award schemes and established external programmes such as the DAISY Awards.
This has been built on with staff profession recognition launching in April for Admin & Clerical,
AHP, Healthcare Support Worker and Medics Making a Difference schemes launching.

In October 2025, our annual Trust-wide recognition was also delivered through the Outstanding
Service and Care Awards (OSCAs), which continue to attract a high volume of nominations and
celebrate outstanding individual and team achievement across the organisation. Over 2360
nominations received, We continue to hold ourselves to the ambition of increasing nominations
and expanding this event to as many staff as possible with our 2026 event aiming to see us
celebrate this success with 600 colleagues.

In combination, these recognition routes provide multiple ways for staff and the public to
acknowledge colleagues who go above and beyond in delivering compassionate, high-quality
care.

Equality Diversity and Inclusion

The Inclusion Delivery Plan can currently be accessed via link — here.

We recognise at University Hospitals Coventry and Warwickshire NHS Trust that creating an
inclusive and equitable environment is a journey that requires honest reflection, meaningful and
prioritised action, and continuous improvement. We know that protected characteristics do not
exist in isolation, as experiences of inequality are shaped by multiple, intersecting factors that
influence both staff and patient outcomes.

Our Inclusion aim is to foster an environment of learning and belonging, where all staff feel valued
and supported, in line with our People Strategy 2023-2030, and directly supporting the NHS EDI
Improvement Plan and PSED. By acting on our Five Inclusion Principles, we will look to:

e Address workforce inequalities (WRES/WDES/Pay Gap/EDS)
o Promote compassionate, inclusive leadership for improved care outcomes
e Enhance psychological safety and staff well-being

While we have made progress, particularly thanks to the foundations laid by the initial Inclusion
Delivery Plan, we know there is much more work to be done to address key challenges:

e Candidates from Global Majority Backgrounds are almost twice less likely to be
appointed from shortlisting than white candidates (WRES 2025)

e Over 22% of staff had not shared their status around disability/long-term conditions
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(WDES 2025)

o Staff from Global Majority backgrounds experience discrimination from managers,
team leaders or other colleagues more than double than white staff (15.3% compared to
7.4% - WRES 2025)

Our Inclusion Delivery Plan 2025-2028 guided by five core principles, combined with the
intersecting elements of our Wellbeing and Engagement delivery plans, represents our
commitment to move away from transactional actions that do have an impact, but are difficult to
measure, to more transformational, data driven change.

Our aim is to impact our culture, systems, and processes, moving beyond compliance to deliver
lasting improvements for staff and patients.

By acting on insights and data, setting clear goals, and embedding equity at all levels, we are
determined to foster a culture where every individual feels they truly belong.

Principles and Approach

Our Inclusion Delivery Plan 2025-2028 focuses on five key principles:

Empowering Our People
Transforming Experiences
Data-Driven Accountability
Leadership Development
Meaningful Self-Assessment

Our Priority Actions for 26-27 are:

Staff Wide Passports — Implementing a clear adjustments process into annual appraisals, with a
second phase adopted into onboarding processes to capture those who don’t identify as
disabled, as having a long-term health condition or as a carer — to ensure adjustments are made
proactively and compassionately.

e Strengthening and promoting our Staff Networks — Working to recruit
executive sponsorship for all seven networks and assessing all against a maturity matrix
to identify next steps to move from emerging through to thriving.

e Refreshing our Inclusive Mentoring Programme — Our first cohort is underway with 10
partnerships and we continue to identify improvements for our next cohorts.

¢ Implementing the next steps of our Inclusive Recruitment Action Plan — Common themes
of questions have been launched trust wide in January 2026, with continued actions to
support reducing bias throughout our recruitment process. We are also
developing Inclusive Recruitment sessions with partners in the local system.

o EDI Report -UHCW Research & Development Department leading as a pilot team
for EDI reporting, with our Inclusion Delivery Plan driven into local action plans.

e EDI e-learning pathways have being launched for feedback with wider launch for
individuals in the organisation from April 2026.

e Progressing our No Excuse for Abuse campaign into Phase Two — Aligning internal
processes for Managing Violence and Aggression with a campaign marketing refresh.

e UHCW is engaging in rolling out Active bystander training to support staff calling out
discrimination or unacceptable behaviour. The organisation has 5 staff qualified to train
the trainers and 120 champions trained system wide. The EDI pathway includes active
bystander as a core tool in improving experience for those staff facing discrimination or
bias and we are begun delivering this into leadership forums ahead of wider UHCW wide
launch.

e Our Veteran Aware status reaccreditation is in process and we are looking at bringing
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together working groups from across the trust to formalise action plans around our
Employer Recognition Scheme Gold and Veteran Aware accreditations. We are also
offering Armed Forces training throughout the trust as well as supporting staff who are
active service members, veterans and their families through our Armed Forces Network.
o We are looking to build upon utilising our learning management system to relaunch and
refresh our equality impact assessment process, for improved tracking and monitoring.
The Inclusion Delivery Plan can currently be accessed via link — here.

Workforce Race Equality Standard (WRES) & Workforce Disability Equality Standard
(WDES)

Whilst nationally our WRES and WDES are reported on annually, we are currently identifying the
benefit of quarterly data sets to help re-prioritise and course correct actions relevant to the lived
experience of ethnically and culturally diverse candidates and colleagues, and disabled
candidates and colleagues. are currently working through this years WRES and WDES data in
terms of what it tells us, and where our priorities lie. Once this years data is ready by the end of
March, we will work closely with UMEN (UHCW Multicultural Employee Network) and DAWN
(Disability and Wellbeing Network) to discuss results and prioritise network aims, and strengthen
the actions of our Inclusion Delivery Plan.

Equality Impact Assessments (EIA)

The Trust has legal duties under the Equality Act 2010 to eliminate unlawful discrimination, adv
ance equality of opportunity and foster good relations on the basis of Protected Characteristics
(age, disability, race/ethnicity/nationality, religion/belief, marriage/civil partnership, sexual orient
ation, gender, gender reassignment/transgender and pregnancy/maternity).

The EIA process is continuing to be reviewed and revised so that it encourages meaningful con
sideration of the needs of the diverse communities and workforce we serve and work with. It
will be launched on our learning management system to provide additional support in monitoring
and tracking, as well as identifying priority groups for training around process,
and its importance.

Interpreter on Wheels Service

An on-demand Interpreter on wheels video service continues to be delivered. There are almost
100 devices across the Trust, and more devices are being supplied to enable improved access
to healthcare. The devices are connected to Language Line (our interpreting and translation
provider) and enable contact with over 270 languages.

Developing our People

Our people are diverse, professionally and culturally, and they bring unique perspectives and
approaches to their work. This is fundamental to our success. We employ almost 11,000 people
from over 80+ different countries, in over 350 different careers alongside trainees, students,
apprentices and volunteers who all work together to provide care for the residents of Coventry
and Warwickshire and beyond. 80%+ of our staff live in Coventry and Warwickshire and we know
that by providing effective careers in an environment where people feel cared and can find
fulfilment ultimately benefits the patients and communities we serve. This is why developing our
people is an important part of our approach as an employer adding social value to Coventry and
Warwickshire.

Through our collaborative efforts within the People Directorate we have facilitated attracting,
recruiting, developing and retaining staff to address key gaps in our workforce.

The Trust is committed to widening participation and increasing access to employment
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opportunities within the NHS, supporting the delivery of a diverse, inclusive and representative
workforce. This work directly contributes to our People Strategy and supports system wide
priorities to improve social mobility, reduce health inequalities and strengthen workforce supply.

During 2025/26, the Trust continued to work collaboratively with partners across the Coventry
and Warwickshire Integrated Care System to increase access to employment, education and
training opportunities for local communities and underrepresented groups.

The Trust worked in partnership with Coventry and Warwickshire Partnership Trust, George Eliot
Hospital NHS Trust and South Warwickshire University NHS Foundation Trust to deliver the
Health and Social Care Employability Academy project. The Academy provides meaningful
education, employment and volunteering pathways into health and social care, with a particular
focus on supporting care leavers, people with refugee status, people with disabilities and other
groups who face barriers to employment.

In addition, the Trust continued its partnership with St Francis, delivering role showcasing
sessions, information on routes into NHS employment, targeted application support and
departmental tours to improve awareness of opportunities and accessibility.

The Trust also expanded its use of the apprenticeship levy to support workforce development
and progression, ensuring opportunities are available across clinical and nonclinical roles and at
all career stages:

e 328 individuals were supported into employment or volunteering opportunities through
the Health and Social Care Employability Academy project across the Integrated Care
System

o Approximately 200 staff were undertaking apprenticeships at Levels 2to 7

¢ 60 individuals were recruited into entry-level apprenticeship roles

9 young people with an Education, Health and Care Plan (EHCP) commenced a supported
internship.

Growing our team

The Trust’'s overall vacancy rate in March 2026 was 7.41% against our target of 10%. This
reflects the significant work that has been undertaken to improve our recruitment processes,
candidate and manager experience and efficiency. Our key recruitment focus has been on:

Nursing Recruitment and Workforce Development

In 2025/2026, we successfully recruited 212 UK-based nurses (201.77 WTE) which includes 165
newly qualified nurses (159.38 WTE). Of these, 137 (132.06 WTE) trained at Coventry
University, demonstrating the continued strength of our partnership and our commitment to
growing our local talent pipeline.

Our Newly Qualified Nurse Programme remains a cornerstone of our workforce strategy.
Through this programme, we continue to attract, develop, and retain graduates from Coventry
University and beyond, supporting them to begin and build their careers within Coventry and
Warwickshire.

In addition, we supported 28 overseas-qualified nurses through our B2-B5 Prep for Practice
programme, enabling them to successfully achieve their NMC registration and transition
confidently into Band 5 roles.

Our current Band 5 nursing vacancy rate on 315t March 2026 is 1.16%.

Project 1000: Collaborative Recruitment Success

Building on the foundations of Project 1000 (a collaborative system-wide approach to growing

123



our nursing workforce), our approach to Newly Qualified Nurse (NQN) recruitment has now
become fully embedded as business-as-usual at UHCW. In alignment with the NHS England
(NHSE) Graduate Guarantee Scheme introduced in 2025, we are committed to continue to offer
nursing students qualifying from Coventry University a supported transition into permanent
employment. This national initiative aims to strengthen early-career retention, reduce reliance
on temporary staffing, and enhance long-term workforce stability by ensuring that all NQNs have
access to a guaranteed first post with structured support.

Working in close partnership with Coventry University, we have operationalised this model at
scale. All student nurses qualifying in both September 2025 and January 2026 were invited to
express their preference to take up a Band 5 nursing role at UHCW. This seamless pathway
from education into employment has reinforced our reputation as a Trust that values, invests in,
and retains its future workforce.

During these 2025/26 recruitment events, UHCW has made 137 job offers to NQN from Coventry
University, alongside 26 offers to NQNs from other universities and regions. This strong pipeline
has made a material contribution to stabilising our nursing workforce and reducing vacancy
levels across key clinical areas. The impact of this coordinated approach has been a positive
shift in our Band 5 vacancy rate, now standing at 1.16%.

Beyond the immediate recruitment benefits, this work has also fostered stronger collaboration
between education partners, clinical leaders, and workforce teams. By engaging early with
students, and issuing job offers that align with individual preferences, we have created an
attractive and supportive environment for newly qualified practitioners entering the profession.

Healthcare Support Workers — Recruitment Achievements

Throughout 2025/26, we have continued to strengthen our frontline workforce through focused
and sustained recruitment activity. This year, we welcomed 211 Healthcare Support Workers
(194.4WTE) and 32 Trainee Healthcare Support Workers (30.61 WTE) to UHCW, significantly
boosting our capacity to deliver high-quality patient care.

Our rolling programme of assessment days has been central to this success. By continuously
refining our approach and creating an efficient, candidate-centred experience, we have driven
our HCSW vacancy rate down to 2.59% in 2026. This proactive model ensures we maintain a
resilient, capable support workforce across our hospital services.

Looking ahead, we will continue to adopt innovative recruitment methods and invest in
comprehensive training, development and pastoral support for all Healthcare Support Workers.
Our priority is to build and sustain a confident, skilled workforce that contributes directly to
exceptional patient care for our community.

Midwives

Throughout 2025/26, we have welcomed 18 registered midwives into our service, including 16
newly qualified colleagues stepping into their first roles. Their arrival has brought new energy
and fresh perspectives to our teams, reinforcing our commitment to safe, compassionate and
high-quality maternity care.

Although recruitment has naturally steadied in line with our reduced vacancy levels (current
vacancy rate 2 WTE), our focus remains firmly on nurturing the talented workforce we have. In
the year ahead we will continue exploring creative approaches to attract midwives when
opportunities arise, while prioritising strong support, development, and career progression for
those already with us. By investing in our people, we aim to sustain a skilled, confident and
resilient midwifery team equipped to meet the needs of our women, families and wider
community.
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Continuous Improvement

We have focused on improving the health and wellbeing of our teams and have implemented a
new person-centred approach to supporting attendance along with the introduction of a range
flexible working options including a pilot approach to compressed working hours across a
number of areas. We have also implemented “People Assist”, a digital virtual assistant to support
staff in finding information and support for all People related issues.

Continuous Improvement in Resourcing

Over the past year, the Resourcing Team has continued to demonstrate innovation, pace and a
strong commitment to continuous improvement. Our work has centred on making the recruitment
journey faster, more transparent and more responsive for candidates, managers and the wider
organisation. This year’s progress reflects not only operational improvements but also the
maturing of a genuinely collaborative, data-driven approach to workforce resourcing.
Driving Efficiency Through Smarter Processes
Our new recruitment KPIs are outcomes-focused performance standards and show the impact
of sustained improvement efforts:

o Employment checks completed: 16.47 days (average)

e Vacancy to unconditional offer: 41.51 days (average)

e Advert to start date (time to hire): 67.09 days (average)

These results demonstrate meaningful efficiencies across the full recruitment lifecycle. A major
contributor has been the introduction of our risk-assessment—based approach, allowing
Resourcing to issue an unconditional offer at the point of verbal offer and agree a start date
immediately. By setting start dates a minimum of four weeks ahead, employment checks can be
completed in parallel rather than sequentially, significantly reducing unnecessary delays.

This shift has strengthened the recruitment pipeline, helped retain high-quality candidates, and
provided hiring managers with greater certainty — all while maintaining rigorous safety and
compliance standards.

Transforming the Employee Retire and Return Experience

A standout achievement this year has been the full automation of the Retire and Return process.
What was once a manual, time-consuming process is now a streamlined, user-friendly digital
workflow that provides complete visibility from start to finish.

Employees and managers can now track progress at every step, reducing frustration, improving
timeliness and enhancing the overall experience for colleagues transitioning back into the
workforce. This development was co-designed with stakeholders across all touchpoints,
ensuring it is practical, intuitive and aligned with operational needs. It also marks a significant
step in our broader ambition to embrace technology that genuinely improves working lives.

A Team Committed to Better Ways of Working

Behind every improvement is a team that continues to test ideas, learn from experience and look
for ways to make things easier and more effective. We use the Plan-Do-Study-Act (PDSA)
method to help us trial changes, understand what works and build those improvements into our
everyday processes.

By involving staff and partners across the organisation, we are creating a culture where
continuous improvement is part of how we work—not an occasional project.

Looking Ahead
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As we move into the next year, the Resourcing Team will continue to build on this momentum.
Our focus will remain on:

Harnessing technology to simplify workflows,

Enhancing the candidate and manager experience,

Maintaining efficiency gains while safeguarding quality,

Ensuring that improvement is continuous, not occasional.

Gender Pay Gap

The gender pay gap report has been published based on snapshot data from March 2025 which
was published in March 2026 in line with the national requirements. A summary of the key results
is detailed in the table below but, it is important that the results are viewed in the context of the
wider report. The full report is available on our website.

Areas of Analysis 2024 2025 Comparison

Results Results
Pay Gap — Mean (Average) | 25.8% 25.54% Positive decrease in pay gap
Pay Gap — Medium (Middle) | 19.3% 17.38% Positive decrease in pay gap
Bonus — Mean (Average) 5.07% 4.74% Positive decrease in pay gap
Bonus — Medium (Middle) 0% 0% Positive decrease in pay gap

Overall, the data is encouraging as the gender pay gap has reduced in all areas positively.

- UHCW continues to have positive increases in female staff within the higher pay quartile
roles which will have an impact on future pay gap reports as these staff progress through
pay scales

- Agenda for Change (Band 8 above) female staff in senior/managerial posts increased by
15.38% to 83.68%

- Agenda for Change (Band 9) there is an improvement in the split between the % of male
(41.18%) and female (58.82%) staff employed in this group

- Medical & Dental — positive increase from 43% female staff in post in 2024/5 to 44.47%
in 2025//6 which will have a direct and positive impact on the pay gap.

- Executive Team — higher proportion of female staff up from 55.56% to 66.67%

To support the continued reduction in the pay gap a number of actions are being developed to
focus on ensuring there is clarity regarding understanding hotspot areas and that positive support
is provided to women through flexible working, development, coaching and an awareness that
we need to review processes could disadvantage women in the workplace.

Internal Communications

Different approaches and platforms are used to ensure our staff are kept well informed about
what is happening within the Trust and the wider NHS.

Our internal communications approach needs to reach more than 11,000 UHCW employees and
a large number of support staff from partners such as ISS, Mitie and our volunteers.

We also have staff who are based at hospital sites other than our main sites in Coventry and
Rugby, such as Warwick and Nuneaton, as well as more than 500 colleagues who work across
seven community sites providing nursing support, therapy services and palliative care to promote
independence and assist people to live and age well.

We provide information through a weekly e-newsletter, This Week@UHCW, available to all staff
from any digital device (e.g. PC, mobile, tablet) which supports colleagues wherever they happen
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to be based. We also operate a staff intranet portal, TrustNav, that provides links to useful
operational information, as well as events and noticeboards to help raise awareness of key
campaigns and projects.

A monthly corporate team brief ensures there are effective two-way messages reaching the
whole Trust with valuable feedback reaching our leadership teams.

Our Team UHCW Staff Facebook Page provides a private community for employees and
partners to share ideas, comments, questions and suggestions and stay connected to colleagues
out of hours or when traditional internal communications channels can’t be accessed.

Professional bulletins from our clinical leads ensure we maintain strong clinical engagement,
with monthly updates from our Chief Medical Officer, Chief Nursing Officer and Associate
Director of Allied Health Professions. These updates provide a helpful summary of policies,
regulation and training affecting particular professional groups.

Opportunities for staff to meet with the leadership team and Trust Board have continued
throughout the year. This includes a monthly Chief Officers’ Forum involving more than 100
senior leaders in UHCW receiving regular information updates.

A monthly series of question and answer sessions, Ask Andy, takes place with our Chief
Executive Officer to enable staff to ask questions, make suggestions and raise potential focus
areas.

Our staff recognition and awards schemes continue to celebrate the efforts of employees across
the Trust. The ‘Making a Difference Awards’ scheme celebrates the efforts and expertise of up
to seven colleagues (clinical and non-clinical) every month, with nominations open to staff and
members of the public.

We have also expanded the normal NHS Long Service Awards to recognise service milestones
from year one onwards, right through to 55 years - a change that’s proved very popular with staff.

The DAISY Awards scheme offers staff and members of the public an opportunity to say thank
you to Nurses or Midwives going the extra mile. The awards are presented by our Chief Nursing
Officer and funded by University Hospitals Coventry and Warwickshire Charity.

We are also continuing to recognise our employees, partners and volunteers at our annual
Outstanding Service and Care Awards (OSCAs). In its 18th year, the OSCAs reached new
heights with more than 2,300 nominations submitted, with teams and individuals honoured for
positively impacting the lives of our patients throughout the year.

We continually review and update our internal communications to ensure our staff are kept
informed and can contribute to continuous improvements across UHCW.

Signed ... R Chief Executive Officer, 18 June 2026
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INDEPENDENT AUDITOR’S REPORT TO THE BOARD OF DIRECTORS OF
UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT ON THE AUDIT OF THE FINANCIAL STATEMENTS
Opinion

We have audited the financial statements of University Hospitals Coventry and Warwickshire
NHS Trust (“the Trust’) for the year ended 31 March 2026 which comprise the
Statement of Comprehensive Income, Statement of Financial Position, Statement of
Changes in Taxpayers’ Equity and Statement of Cash Flows, and the related notes, including
the accounting policies in note 1.

In our opinion the financial statements:

e give a true and fair view of the financial position of the Trust as at 31 March 2026 and of its
income and expenditure for the year then ended; and

e have been properly prepared in accordance with the accounting policies directed by the
Secretary of State for Health and Social Care with the consent of HM Treasury on 23 June
2022 as being relevant to NHS Trusts in England and included in the Department of Health
and Social Care Group Accounting Manual 2025/26; and

e have been prepared in accordance with the requirements of the National Health Service
Act 2006 (as amended).

Basis for opinion

We conducted our audit in accordance with International Standards on Auditing (UK) (“ISAs
(UK)") and applicable law. Our responsibilities are described below. We have fulfilled our
ethical responsibilities under, and are independent of the Trust in accordance with, UK ethical
requirements including the FRC Ethical Standard. We believe that the audit evidence we have
obtained is a sufficient and appropriate basis for our opinion.

Going concern

The directors have prepared the financial statements on the going concern basis as they have
not been informed by the relevant national body of the intention to either cease the Trust’s
services or dissolve the Trust without the transfer of its services to another public sector entity.
They have also concluded that there are no material uncertainties that could have cast
significant doubt over its ability to continue as a going concern for at least a year from the date
of approval of the financial statements (“the going concern period”).

In our evaluation of the directors’ conclusions, we considered the inherent risks associated with
the continuity of services provided by the Trust over the going concern period.

Our conclusions based on this work:

e we consider that the directors’ use of the going concern basis of accounting in the
preparation of the financial statements is appropriate; and

e we have not identified, and concur with the directors’ assessment that there is not, a
material uncertainty related to events or conditions that, individually or collectively, may
cast significant doubt on the Trust’s ability to continue as a going concern for the going
concern period.

However, as we cannot predict all future events or conditions and as subsequent events may
result in outcomes that are inconsistent with judgements that were reasonable at the time they
were made, the above conclusions are not a guarantee that the Trust will continue in operation.

Fraud and breaches of laws and regulations — ability to detect
Identifying and responding to risks of material misstatement due to fraud

To identify risks of material misstatement due to fraud (“fraud risks”) we assessed events or
conditions that could indicate an incentive or pressure to commit fraud or provide an



opportunity to commit fraud. Our risk assessment procedures included:

e Enquiring of management, the Audit and Risk Assurance Committee and internal audit and
inspection of policy documentation as to the Trust’s high-level policies and procedures to
prevent and detect fraud ,including the internal audit function, and the Trust’s channel for
“whistleblowing”, as well as whether they have knowledge of any actual, suspected, or
alleged fraud.

e Assessing the incentives for management to manipulate reported financial performance as
a result of the need to achieve financial performance targets delegated to the Trust by NHS
England.

¢ Reading Board and Audit and Risk Assurance Committee minutes.

e Using analytical procedures to identify any unusual or unexpected relationships.

e Reading the Trust’s accounting policies.

We communicated identified fraud risks throughout the audit team and remained alert to any
indications of fraud throughout the audit.

As required by auditing standards, and taking into account possible pressures to meet
delegated targets, we performed procedures to address the risk of management override of
controls in particular the risk that Trust management may be in a position to make inappropriate
accounting entries. On this audit we did not identify a fraud risk related to revenue recognition
due to the block nature of the funding provided to the Trust during the year. We therefore
assessed that there was limited opportunity for the Trust to manipulate the income that was
reported.

We also identified a fraud risk related to expenditure recognition, particularly in relation to
completeness of year-end expenditure and accruals in response to an incentive to meet the
planned position submitted by the Trust.

We performed procedures including:

Identifying journal entries to test based on risk criteria and comparing the identified entries
to supporting documentation. These included unexpected postings which reduced accruals
near the year end and journal entries with unusual characteristics compared to the total
journal population.

e Assessing whether the judgements made in making accounting estimates are indicative of
a potential bias.

¢ Inspecting a sample of transactions in the period post 31 March 2026 to verify expenditure
had been recognised in the correct accounting period

¢ Inspecting a sample of payments from the bank statement in the period post 31 March 2026
to verify payments relating to 2025/26 but paid in 2026/27 were appropriately accrued for.

e Inspecting a sample of year end accrual transactions to ensure they were accurately
recorded within 2025/26.

Identifying and responding to risks of material misstatement related to compliance with
laws and regulations

We identified areas of laws and regulations that could reasonably be expected to have a
material effect on the financial statements from our general sector experience and through
discussion with the directors and other management (as required by auditing standards),and
discussed with the directors and other management the policies and procedures regarding
compliance with laws and regulations.

We communicated identified laws and regulations throughout our team and remained alert to
any indications of non-compliance throughout the audit.

The potential effect of these laws and regulations on the financial statements varies
considerably.



Firstly, the Trust is subject to laws and regulations that directly affect the financial statements,
including the financial reporting aspects of NHS legislation. We assessed the extent of
compliance with these laws and regulations as part of our procedures on the related financial
statement items.

As outlined in the section of this report dealing with other legal and regulatory matters, we made
a referral under Section 30(1)(b) of the Local Audit and Accountability Act 2014 to the Secretary
of State on 11 June 2026 on the basis that the Trust had failed to meet its statutory breakeven
duty for the year ended 31 March 2026.

Secondly, the Trust is subject to many other laws and regulations where the consequences of
non-compliance could have a material effect on amounts or disclosures in the financial
statements, for instance through the imposition of fines or litigation. We identified the following
areas as those most likely to have such an effect: health and safety, data protection laws, anti-
bribery, employment law, recognising the nature of the Trust's activities. Auditing standards
limit the required audit procedures to identify non-compliance with these laws and regulations
to enquiry of the directors [and other management] and inspection of regulatory and legal
correspondence, if any. Therefore if a breach of operational regulations is not disclosed to us
or evident from relevant correspondence, an audit will not detect that breach.

Context of the ability of the audit to detect fraud or breaches of law or regulation

Owing to the inherent limitations of an audit, there is an unavoidable risk that we may not have
detected some material misstatements in the financial statements, even though we have
properly planned and performed our audit in accordance with auditing standards. For example,
the further removed non-compliance with laws and regulations is from the events and
transactions reflected in the financial statements, the less likely the inherently limited
procedures required by auditing standards would identify it.

In addition, as with any audit, there remained a higher risk of non-detection of fraud, as fraud
may involve collusion, forgery, intentional omissions, misrepresentations, or the override of
internal controls. Our audit procedures are designed to detect material misstatement. We are
not responsible for preventing non-compliance or fraud and cannot be expected to detect non-
compliance with all laws and regulations.

Other information in the Annual Report

The directors are responsible for the other information, which comprises the information
included in the Annual Report, other than the financial statements and our auditor’s report
thereon. Our opinion on the financial statements does not cover the other information and,
accordingly, we do not express an audit opinion or, except as explicitly stated below, any form
of assurance conclusion thereon.

Our responsibility is to read the other information and, in doing so, consider whether, based on
our financial statements audit work, the information therein is materially misstated or
inconsistent with the financial statements or our audit knowledge. Based solely on that work:

¢ we have not identified material misstatements in the other information; and

e in our opinion the other information included in the Annual Report for the financial year is
consistent with the financial statements.

Remuneration and Staff Reports

In our opinion the parts of the Remuneration and Staff Reports subject to audit have been
properly prepared in all material respects, in accordance with the Department of Health and
Social Care Group Accounting Manual 2025/26.

Directors’ and Accountable Officer’s responsibilities

As explained more fully in the statement set out on page 93, the directors are responsible for
the preparation of financial statements that give a true and fair view. They are also responsible
for: such internal control as they determine is necessary to enable the preparation of financial
statements that are free from material misstatement, whether due to fraud or error; assessing



the Trust’s ability to continue as a going concern, disclosing, as applicable, matters related to
going concern; and using the going concern basis of accounting unless they have been
informed by the relevant national body of the intention to either cease the services provided by
the Trust or dissolve the Trust without the transfer of its services to another public sector entity.
As explained more fully in the statement of the Chief Executive's responsibilities, as the
Accountable Officer of the Trust, on Page 93 the Accountable Officer is responsible for ensuring
that annual statutory accounts are prepared in a format directed by the Secretary of State.

Auditor’s responsibilities

Our objectives are to obtain reasonable assurance about whether the financial statements as
a whole are free from material misstatement, whether due to fraud or error, and to issue our
opinion in an auditor’s report. Reasonable assurance is a high level of assurance, but does not
guarantee that an audit conducted in accordance with ISAs (UK) will always detect a material
misstatement when it exists. Misstatements can arise from fraud or error and are considered
material if, individually or in aggregate, they could reasonably be expected to influence the
economic decisions of users taken on the basis of the financial statements.

A fuller description of our responsibilities is provided on the FRC’s website at
www.frc.org.uk/auditorsresponsibilities.

REPORT ON OTHER LEGAL AND REGULATORY MATTERS

Report on the Trust’s arrangements for securing economy, efficiency and effectiveness
in its use of resources

Under the Code of Audit Practice, we are required to report if we identify any significant
weaknesses in the arrangements that have been made by the Trust to secure economy,
efficiency and effectiveness in its use of resources.

We have nothing to report in this respect.

Respective responsibilities in respect of our review of arrangements for securing
economy, efficiency and effectiveness in the use of resources

As explained in the statement set out on page 93, the Chief Executive, as the Accountable
Officer, is responsible for ensuring that value for money is achieved from the resources
available to the Trust. We are required under section 21(2A) of the Local Audit and
Accountability Act 2014 to be satisfied that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in its use of resources.

We are not required to consider, nor have we considered, whether all aspects of the Trust’s
arrangements for securing economy, efficiency and effectiveness in its use of resources are
operating effectively. We are also not required to satisfy ourselves that the Trust has achieved
value for money during the year.

We planned our work and undertook our review in accordance with the Code of Audit Practice
and related statutory guidance, having regard to whether the Trust had proper arrangements
in place to ensure financial sustainability, proper governance and to use information about costs
and performance to improve the way it manages and delivers its services. Based on our risk
assessment, we undertook such work as we considered necessary.

Statutory reporting matters
We are required by Schedule 2 to the Code of Audit Practice to report to you if:

e we issue a report in the public interest under section 24 and Schedule 7 of the Local
Audit and Accountability Act 2014; or
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¢ we make written recommendations to the Trust under Section 24 and Schedule 7 of
the Local Audit and Accountability Act 2014;

We have nothing to report in these respects.

We are required by Schedule 2 to the Code of Audit Practice to report to you if we refer a matter
to the Secretary of State under section 30 of the Local Audit and Accountability Act 2014
because we have reason to believe that the Trust, or an officer of the Trust, is about to make,
or has made, a decision which involves or would involve the body incurring unlawful
expenditure, or is about to take, or has begun to take a course of action which, if followed to its
conclusion, would be unlawful and likely to cause a loss or deficiency.

On the 11 of June 2026 we made a referral under section 30(1)(b) to the Secretary of State,
and notified NHS England of the matter, on the basis that the Trust’s draft financial statements
indicated that, taking into account the Department of Health and Social Care’s breakeven duty
guidance for NHS trusts issued in April 2018, the Trust would be in breach of its ‘breakeven
duty’ as set out in paragraph 2(1) of Schedule 5 of the National Health Service Act 2006 for the
financial year ending 31 March 2026.

THE PURPOSE OF OUR AUDIT WORK AND TO WHOM WE OWE OUR
RESPONSIBILITIES

This report is made solely to the Board of Directors of University Hospitals Coventry and
Warwickshire NHS Trust, as a body, in accordance with Part 5 of the Local Audit and
Accountability Act 2014. Our audit work has been undertaken so that we might state to the
Board of Directors of the Trust, as a body, those matters we are required to state to them in an
auditor’s report and for no other purpose. To the fullest extent permitted by law, we do not
accept or assume responsibility to anyone other than the [Board of Directors of the Trust, as a
body, for our audit work, for this report or for the opinions we have formed.

DELAY IN CERTIFICATION OF COMPLETION OF THE AUDIT

As at the date of this audit report, we are unable to confirm that we have completed our work
in respect of the trust accounts consolidation pack of the Trust for the year ended 31 March
2026 because we have not received confirmation from the NAO that the NAQO’s audit of the
Department of Health and Social Care accounts is complete.

Until we have completed this work, we are unable to certify that we have completed the audit
of University Hospitals Coventry and Warwickshire NHS Trust for the year ended 31 March
2026 in accordance with the requirements of the Local Audit and Accountability Act 2014 and
the NAO Code of Audit Practice.

Q)W%?/Cl A

Sarah Brown

for and on behalf of KPMG LLP
Chartered Accountants

One Snow Hill

Queensway

Birmingham

B4 6GH

23 June 2026
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Statement of Comprehensive Income

Note
Operating income from patient care activities 3
Other operating income 4
Operating expenses 7,9
Operating surplus/(deficit) from continuing operations
Finance income 11
Finance expenses 12
Net finance costs
Other gains / (losses) 13
Gains arising from transfers by absorption 33
(Deficit) / surplus for the year from continuing operations
(Deficit) / surplus for the year
Other comprehensive income
Will not be reclassified to income and expenditure:
Impairments 8
Revaluations 17

Total other comprehensive income for the period

Total comprehensive (expense) / income for the period

Page2

2025/26 2024/25
£000 £000
1,089,003 1,050,310
79,832 75,215
(1,143,654) (1,096,212)
25,181 29,313
2,587 2,833
(44,459) (49,535)
(41,872) (46,702)
190 (730)

- 435

(16,501) (17,684)
(16,501) (17,684)
(2,588) (1,423)
1,819 2,532
(769) 1,109
(17,270) (16,575)




Statement of Financial Position

Non-current assets
Intangible assets
Property, plant and equipment
Right of use assets
Investment property
Receivables
Total non-current assets
Current assets
Inventories
Receivables
Cash and cash equivalents
Total current assets
Current liabilities
Trade and other payables
Borrowings
Provisions
Other liabilities
Total current liabilities
Total assets less current liabilities
Non-current liabilities
Borrowings
Provisions
Total non-current liabilities
Total assets employed

Financed by
Public dividend capital
Revaluation reserve
Income and expenditure reserve
Total taxpayers' equity

The notes on pages 8 to 64 form part of these accounts.

Name Professor Andrew Hardy
Position Chief Executive Officer
Date 18 June 2026
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Note

14
15
18
19
21

20
21
22

23
25
26
24

25
26

31 March 31 March
2026 2025
£000 £000

30,119 32,189
410,819 415,963
35,456 35,329
10,310 10,120
50,361 47,100
537,065 540,701
16,224 15,593
64,017 65,296
43,494 47,950
123,735 128,839
(99,481) (108,262)
(12,067) (16,387)
(8,957) (14,580)
(12,474) (9,304)
(132,979) (148,533)
527,821 521,007
(516,213) (507,504)
(2,603) (2,688)
(518,816) (510,192)
9,005 10,815
302,993 287,533
96,604 97,378
(390,592) (374,096)
9,005 10,815




Statement of Changes in Taxpayers' Equity for the year ended 31 March 2026

Public Income and

dividend Revaluation expenditure
capital reserve reserve Total
£000 £000 £000 £000
Taxpayers' equity at 1 April 2025 - brought forward 287,533 97,378 (374,096) 10,815
Surplus/(deficit) for the year - - (16,501) (16,501)
Impairments - (2,588) - (2,588)
Revaluations - 1,819 - 1,819
Transfer to retained earnings on disposal of assets - (5) 5 -
Public dividend capital received 15,460 - - 15,460
Taxpayers' equity at 31 March 2026 302,993 96,604 (390,592) 9,005
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Statement of Changes in Taxpayers' Equity for the year ended 31 March 2025

Public Income and

dividend Revaluation expenditure
capital reserve reserve Total
£000 £000 £000 £000
Taxpayers' equity at 1 April 2024 - brought forward 273,999 96,277 (356,420) 13,856
Surplus/(deficit) for the year - - (17,684) (17,684)
Impairments - (1,423) - (1,423)
Revaluations - 2,532 - 2,532
Transfer to retained earnings on disposal of assets - (8) 8 -
Public dividend capital received 13,534 - - 13,534
Taxpayers' equity at 31 March 2025 287,533 97,378 (374,096) 10,815
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Information on reserves

Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at
the time of establishment of the predecessor NHS organisation. Additional PDC may also be issued to trusts by the
Department of Health and Social Care. A charge, reflecting the cost of capital utilised by the trust, is payable to the
Department of Health as the public dividend capital dividend.

Revaluation reserve

Increases in asset values arising from revaluations are recognised in the revaluation reserve, except where, and to the
extent that, they reverse impairments previously recognised in operating expenses, in which case they are recognised
in operating income. Subsequent downward movements in asset valuations are charged to the revaluation reserve to
the extent that a previous gain was recognised unless the downward movement represents a clear consumption of
economic benefit or a reduction in service potential.

Financial assets reserve

This reserve comprises changes in the fair value of financial assets measured at fair value through other
comprehensive income. When these instruments are derecognised, cumulative gains or losses previously recognised
as other comprehensive income or expenditure are recycled to income or expenditure, unless the assets are equity
instruments measured at fair value through other comprehensive income as a result of irrevocable election at
recognition.

Income and expenditure reserve
The balance of this reserve is the accumulated surpluses and deficits of the trust.
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Statement of Cash Flows

Cash flows from operating activities
Operating surplus / (deficit)
Non-cash income and expense:
Depreciation and amortisation
Net impairments
Income recognised in respect of capital donations
Decrease / (increase) in receivables and other assets
(Increase) / decrease in inventories
(Decrease) / increase in payables and other liabilities
(Decrease) / increase in provisions

Net cash flows from / (used in) operating activities

Cash flows from investing activities
Interest received

Purchase of intangible assets

Purchase of PPE and investment property

Receipt of cash donations to purchase assets
Net cash flows (used in) / from investing activities
Cash flows from financing activities

Public dividend capital received

Movement on loans from DHSC

Capital element of lease rental payments

Capital element of PFI, LIFT and other service concession payments

Interest on loans
Other interest
Interest paid on lease liability repayments

Interest paid on PFI, LIFT and other service concession obligations

Net cash flows (used in) / from financing activities
(Decrease) / increase in cash and cash equivalents

Cash and cash equivalents at 1 April - brought forward

Cash and cash equivalents at 31 March
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Note

71

221

2025/26 2024/25
£000 £000
25,181 29,313
36,685 37,627
9,508 9,450
(396) (1,766)
2,176 (27,008)
(631) 1,664
(6,143) 19,779
(5,757) 3,920
60,623 72,979
2,650 2,556
(2,035) (5,773)
(36,234) (29,936)
396 1,766
(35,223) (31,387)
15,460 13,534
- (890)
(5,561) (3,787)
(11,133) (18,822)
- (10)

(1) -
(1,361) (740)
(27,261) (27,314)
(29,857) (38,029)
(4,457) 3,563
47,950 44,387
43,494 47,950




Notes to the Accounts
Note 1 Accounting policies and other information

Note 1.1 Basis of preparation

The Department of Health and Social Care has directed that the financial statements of the Trust shall meet the
accounting requirements of the Department of Health and Social Care Group Accounting Manual (GAM), which shall be
agreed with HM Treasury. Consequently, the following financial statements have been prepared in accordance with the
GAM 2025/26 issued by the Department of Health and Social Care. The accounting policies contained in the GAM follow
International Financial Reporting Standards to the extent that they are meaningful and appropriate to the NHS, as
determined by HM Treasury, which is advised by the Financial Reporting Advisory Board. Where the GAM permits a
choice of accounting policy, the accounting policy that is judged to be most appropriate to the particular circumstances of
the Trust for the purpose of giving a true and fair view has been selected. The particular policies adopted are described
below. These have been applied consistently in dealing with items considered material in relation to the accounts.

Accounting convention

These accounts have been prepared under the historical cost convention modified to account for the revaluation of
property, plant and equipment, intangible assets, inventories and certain financial assets and financial liabilities.

Note 1.2 Going concern

These accounts have been prepared on a going concern basis. The financial reporting framework applicable to NHS
bodies, derived from the HM Treasury Financial Reporting Manual, defines that the anticipated continued provision of the
entity’s services in the public sector is normally sufficient evidence of going concern. The directors have a reasonable
expectation that this will continue to be the case.

The Board of Directors has carefully considered the principle of ‘Going Concern in the context of the Trust continuing to
operate under the guidelines within HM Treasury’s Financial Reporting Manual (FReM). For the year ending 31 March
2026, the Trust is reporting an adjusted financial performance (control total) of £6.0m deficit, improving from the target of
a £11.0m deficit in the initial plan.

It is also worth noting that the NHS approach to historical debt has changed since 2020/21. This has resulted in historic
loan debt being written off and converted to public dividend capital (PDC). Any future revenue support will be allocated
as public dividend capital (PDC).

The Trust maintains a high cash balance at the end of 2025/26, the balance being £43.5m (2024/25 £48.0m), on 31
March 2026. The high cash balance is expected to fall significantly in early 2026/27 with disbursement of significant
capital and non-capital creditors.

Historically the Trust has had very low levels of internally generated funds and therefore due to the high levels of PFI
payments (principal repayments and contractual lifecycle contributions), this means that the Trust’s capital programme is
underpinned by public dividend capital.

A new approach to capital funding was introduced in 2020/21, the main purpose of which is the allocation of a capital
envelope for each ICS. This provides greater clarity and confidence on the level of capital resource available, support
system working and discussion on capital priorities, and enables faster access to national capital funding for critical
safety issues. This is in line with the reforms set out in the Health Infrastructure Plan, to provide clearer and more
transparent links between local spending plans and national spending limits. Each provider within the ICS received a
2025/26 capital spending envelope derived from the system-level allocation. This Trust received a total system envelope
in 2025/26 (excluding IFRS16 allocations) of £15.9m (2024/25: £18.8m).

In the financial landscape for 2026/27, the Trust will operate with income being driven via the 2026/27 NHS Payment
Scheme (NHSPS) which builds on the 2025/26 API (Aligned Payment and Incentive) fixed and variable model with
notable changes being new approaches for blended (fixed and variable) payments for Urgent/Emergency care, and
radiotherapy.

The Directors have concluded that whilst the financial position for 2026/27 is very challenging, based upon enquiries with
NHS England and the Department of Health and Social Care, they have a reasonable expectation that the Trust will have
access to adequate resources (as in previous years) to continue in operational existence for the foreseeable future and
continue to provide services to its patients. Based on this expected continuation of services, the Trust continues to adopt
the going concern basis in preparing the financial statements.

Note 1.3 Interests in other entities
The Trust has no interests in any other entities, associates or joint ventures.
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Note 1.4 Revenue from contracts with customers

Where income is derived from contracts with customers, it is accounted for under IFRS 15. The GAM expands the
definition of a contract to include legislation and regulations which enable an entity to receive cash or another financial
asset that is not classified as a tax by the Office of National Statistics (ONS).

Revenue in respect of goods/services provided is recognised when (or as) performance obligations are satisfied by
transferring promised goods/services to the customer and is measured at the amount of the transaction price allocated
to those performance obligations. At the year end, the Trust accrues income relating to performance obligations
satisfied in that year. Where the Trust’s entitlement to consideration for those goods or services is unconditional a
contract receivable will be recognised. Where entitlement to consideration is conditional on a further factor other than
the passage of time, a contract asset will be recognised. Where consideration received or receivable relates to a
performance obligation that is to be satisfied in a future period, the income is deferred and recognised as a contract
liability.

In the application of IFRS 15 a number of practical expedients offered in the Standard have been employed. These are
as follows:

Per paragraph 121 of the Standard the Trust does not disclose information regarding performance obligations that
comprise part of a contract that has an original expected duration of one year or less. The Trust similarly does not
disclose information where revenue is recognised in line with the practical expedient offered in paragraph B16 of the
Standard where the right to consideration corresponds directly with value of the performance completed to date.

The GAM has mandated the exercise of the practical expedient offered in C7A of the Standard that requires the Trust to
reflect the aggregate effect of all contracts modified before the date of initial application.

Revenue from NHS contracts

The main source of income for the Trust is contracts with commissioners for health care services. Funding envelopes
are set at an Integrated Care System (ICS) level. The majority of the Trust's NHS income is earned from NHS
commissioners under the NHS Payment Scheme (NHSPS). The NHSPS sets out rules to establish the amount payable
to trusts for NHS-funded secondary healthcare.

Aligned payment and incentive contracts form the main payment mechanism under the NHSPS. API contracts contain
both a fixed and variable element. Under the variable element, providers earn income for elective activity (both ordinary
and day case), out-patient procedures, out-patient first attendances, diagnostic imaging and nuclear medicine, and
chemotherapy delivery activity. The precise definition of these activities is given in the NHSPS. Income is earned at
NHSPS prices based on actual activity, which is validated by commissioners prior to payment. The fixed element
includes income for all other services covered by the NHSPS assuming an agreed level of activity, with ‘fixed’ in this
context meaning not varying based on units of activity. Elements within this are accounted for as variable consideration
under IFRS 15 as explained below. High costs drugs and devices excluded from the calculation of national prices are
reimbursed by NHS England based on actual usage or at a fixed baseline in addition to the price of the related service.
The Trust also receives income from commissioners under the Best Practice Tariff (BPT) scheme. Delivery under the
scheme is part of how care is provided to patients. As such BPT payments are not considered distinct performance
obligations in their own right; instead they form part of the transaction price for performance obligations under the
overall contract with the commissioner and are accounted for as variable consideration under IFRS 15. Payment for
BPT on non-elective services is included in the fixed element of API contracts with adjustments for actual achievement
being made at the end of the year. BPT income earned on elective activity is included in the variable element of API
contracts and paid in line with actual activity performed. Additional payments for specialised services reflecting patient
complexity are included within the fixed element of API contracts. This is accounted for as variable consideration under
IFRS 15.

Where the relationship with a particular integrated care board is expected to be a low volume of activity (annual value
below £0.5m), an annual fixed payment is received by the provider as determined in the NHSPS documentation. Such
income is classified as ‘other clinical income’ in these accounts.

Elective recovery funding provides additional funding to integrated care boards to fund the commissioning of elective
services within their systems. Trusts do not directly earn elective recovery funding, instead earning income for actual
activity performed under API contract arrangements as explained above. The level of activity delivered by the trust
contributes to system performance and therefore the availability of funding to the trust's commissioners.

Page9



Revenue from research contracts

Where research contracts fall under IFRS 15, revenue is recognised as and when performance obligations are
satisfied. For some contracts, it is assessed that the revenue project constitutes one performance obligation over the
course of the multi-year contract. In these cases it is assessed that the Trust’s interim performance does not create an
asset with alternative use for the Trust, and the Trust has an enforceable right to payment for the performance
completed to date. It is therefore considered that the performance obligation is satisfied over time, and the Trust
recognises revenue each year over the course of the contract. Some research income alternatively falls within the
provisions of IAS 20 for government grants.

NHS injury cost recovery scheme

The Trust receives income under the NHS injury cost recovery scheme, designed to reclaim the cost of treating injured
individuals to whom personal injury compensation has subsequently been paid, for instance by an insurer. The Trust
recognises the income when performance obligations are satisfied. In practical terms this means that treatment has
been given, it receives notification from the Department of Work and Pension's Compensation Recovery Unit, has
completed the NHS2 form and confirmed there are no discrepancies with the treatment. The income is measured at the
agreed tariff for the treatments provided to the injured individual, less an allowance for unsuccessful compensation
claims and doubtful debts in line with IFRS 9 requirements of measuring expected credit losses over the lifetime of the
asset.

Note 1.5 Other forms of income

Grants and donations

Government grants are grants from government bodies other than income from commissioners or trusts for the
provision of services. Where a grant is used to fund revenue expenditure it is taken to the Statement of Comprehensive
Income to match that expenditure. Where the grants is used to fund capital expenditure, it is credited to the Statement
of Comprehensive Income once conditions attached to the grant have been met. Donations are treated in the same
way as government grants.

Apprenticeship service income

The value of the benefit received when accessing funds from the Government's apprenticeship service is recognised as
income at the point of receipt of the training service. Where these funds are paid directly to an accredited training
provider from the Trust's apprenticeship service account held by the Department for Education, the corresponding
notional expense is also recognised at the point of recognition for the benefit.

Note 1.6 Expenditure on employee benefits

Short-term employee benefits

Salaries, wages and employment-related payments such as social security costs and the apprenticeship levy are
recognised in the period in which the service is received from employees. The cost of annual leave entitlement earned
but not taken by employees at the end of the period is recognised in the financial statements to the extent that
employees are permitted to carry-forward leave into the following period.

Pension costs
NHS Pension Scheme

Past and present employees are covered by the provisions of the two NHS Pension Schemes. Both schemes are
unfunded, defined benefit schemes that cover NHS employers, general practices and other bodies, allowed under the
direction of Secretary of State for Health and Social Care in England and Wales. The scheme is not designed in a way
that would enable employers to identify their share of the underlying scheme assets and liabilities. Therefore, the
scheme is accounted for as though it is a defined contribution scheme: the cost to the trust is taken as equal to the
employer's pension contributions payable to the scheme for the accounting period. The contributions are charged to
operating expenses as and when they become due.

Additional pension liabilities arising from early retirements are not funded by the scheme except where the retirement is

due to ill-health. The full amount of the liability for the additional costs is charged to the operating expenses at the time
the trust commits itself to the retirement, regardless of the method of payment.
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Note 1.7 Expenditure on other goods and services

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is
measured at the fair value of those goods and services. Expenditure is recognised in operating expenses except where
it results in the creation of a non-current asset such as property, plant and equipment.

Note 1.8 Discontinued operations

Discontinued operations occur where activities either cease without transfer to another entity, or transfer to an entity
outside of the boundary of the Whole of Government Accounts, such as private or voluntary sectors. Such activities are
accounted for in accordance with IFRS 5. Activities that are transferred to other bodies within the boundary of the
Whole of Government Accounts are ‘machinery of government changes’ and treated as continuing operations.
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Note 1.9 Property, plant and equipment
Recognition

Property, plant and equipment is capitalised where:

« it is held for use in delivering services or for administrative purposes

« it is probable that future economic benefits will flow to, or service potential be provided to, the trust

« it is expected to be used for more than one financial year

« the cost of the item can be measured reliably

« the item has a cost of at least £5,000, or

« collectively, a number of items have a cost of at least £5,000 and individually have a cost of more than £250, where
the assets are functionally interdependent, had broadly simultaneous purchase dates, are anticipated to have similar
disposal dates and are under single managerial control.

Where a large asset, for example a building, includes a number of components with significantly different asset lives,
e.g. plant and equipment, then these components are treated as separate assets and depreciated over their own useful
lives.

Subsequent expenditure

Subsequent expenditure relating to an item of property, plant and equipment is recognised as an increase in the
carrying amount of the asset when it is probable that additional future economic benefits or service potential deriving
from the cost incurred to replace a component of such item will flow to the enterprise and the cost of the item can be
determined reliably. Where a component of an asset is replaced, the cost of the replacement is capitalised if it meets
the criteria for recognition above. The carrying amount of the part replaced is de-recognised. Other expenditure that
does not generate additional future economic benefits or service potential, such as repairs and maintenance, is
charged to the Statement of Comprehensive Income in the period in which it is incurred.

Measurement
Valuation

All property, plant and equipment assets are measured initially at cost, representing the costs directly attributable to
acquiring or constructing the asset and bringing it to the location and condition necessary for it to be capable of
operating in the manner intended by management.

Assets are measured subsequently at valuation. Assets which are held for their service potential and are in use (i.e.
operational assets used to deliver either front line services or back office functions) are measured at their current value
in existing use. Assets that were most recently held for their service potential but are surplus with no plan to bring them
back into use are measured at fair value where there are no restrictions on sale at the reporting date and where they do
not meet the definitions of investment properties or assets held for sale.

Revaluations of property, plant and equipment are performed with sufficient regularity to ensure that carrying values are
not materially different from those that would be determined at the end of the reporting period. Current value in existing
use is defined as market value except where a building is so specialised in nature no active market exists from which to
draw satisfactory transactional evidence. In this case a valuer will adopt a depreciated replacement cost (DRC) model
on a modern equivalent asset (MEA) basis.

A DRC model estimates current value in existing use as the present value of the asset's remaining service potential,
which is assumed to be at least equal to the cost of replacing that service potential. An MEA basis assumes that the
asset will be replaced with a modern asset of equivalent capacity and meeting the location requirements of the services
being provided. Assets held at depreciated replacement cost have been valued on an alternative site basis where this
would meet the location requirements.

Valuation guidance issued by the Royal Institute of Chartered Surveyors states that valuations are performed net of
VAT where the VAT is recoverable by the entity. This basis has been applied to the trust’s Private Finance Initiative
(PFI1) scheme where the construction is completed by a special purpose vehicle and the costs have recoverable VAT for
the trust.

Pagel2



The Trust engaged Avison Young, a professional property valuer to undertake a desktop revaluation of its owned land,
buildings, residences and investment properties as at 31st March 2026 in order to reflect current valuations of those
assets. The valuer used national BCIS cost and tender price indices. This resulted in a net overall decrease in asset
values. The impact of the revaluation is reflected as appropriate in the Statement of Comprehensive Income including
losses on investment assets, asset impairments (in excess of balances held in the revaluation reserve) and reversals of
previous impairments charged to the Statement of Comprehensive Income. The balance of the revaluation movement
increased the revaluation reserve. Upon the adoption of the accounting standard for leases, IFRS16, on the 1st April
2022, the Trust also elected to apply the revaluation model under IAS16, to specific 'right of use' assets. This was
because the normal choice of cost as a proxy for fair value was not appropriate. The Trust again engaged the
professional property valuer, Avison Young, to undertake a revaluation of these specific property 'right of use' assets.
The impact of the revaluation being an impairment charged to the Statement of Comprehensive Income with a small
reversal of previous impairments incurred.

Properties in the course of construction for service or administration purposes are carried at cost, less any impairment
loss. Cost includes professional fees and, where capitalised in accordance with IAS 23, borrowings costs. Assets are
revalued and depreciation commences when the assets are brought into use.

IT equipment, transport equipment, furniture and fittings, and plant and machinery that are held for operational use are
valued at depreciated historic cost where these assets have short useful lives or low values or both, as this is not
considered to be materially different from current value in existing use.

Depreciation

ltems of property, plant and equipment are depreciated over their remaining useful lives in a manner consistent with the
consumption of economic or service delivery benefits. Freehold land is considered to have an infinite life and is not
depreciated.

Property, plant and equipment which has been reclassified as ‘held for sale’ cease to be depreciated upon the
reclassification. Assets in the course of construction and residual interests in off-Statement of Financial Position PFI
contract assets are not depreciated until the asset is brought into use or reverts to the trust, respectively.

Revaluation gains and losses

Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that, they reverse a
revaluation decrease that has previously been recognised in operating expenses, in which case they are recognised in
operating expenditure.

Revaluation losses are charged to the revaluation reserve to the extent that there is an available balance for the asset
concerned, and thereafter are charged to operating expenses.

Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income as an
item of ‘other comprehensive income’.

Impairments

In accordance with the GAM, impairments that arise from a clear consumption of economic benefits or of service
potential in the asset are charged to operating expenses. A compensating transfer is made from the revaluation reserve
to the income and expenditure reserve of an amount equal to the lower of (i) the impairment charged to operating
expenses; and (ii) the balance in the revaluation reserve attributable to that asset before the impairment.

An impairment that arises from a clear consumption of economic benefit or of service potential is reversed when, and to
the extent that, the circumstances that gave rise to the loss is reversed. Reversals are recognised in operating
expenditure to the extent that the asset is restored to the carrying amount it would have had if the impairment had never
been recognised. Any remaining reversal is recognised in the revaluation reserve. Where, at the time of the original
impairment, a transfer was made from the revaluation reserve to the income and expenditure reserve, an amount is
transferred back to the revaluation reserve when the impairment reversal is recognised. Other impairments are treated
as revaluation losses. Reversals of ‘other impairments’ are treated as revaluation gains.
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De-recognition
Assets intended for disposal are reclassified as ‘held for sale’ once the criteria in IFRS 5 are met. The sale must be
highly probable and the asset available for immediate sale in its present condition.

Following reclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair value
less costs to sell’. Depreciation ceases to be charged and the assets are not revalued, except where the 'fair value less
costs to sell' falls below the carrying amount. Assets are de-recognised when all material sale contract conditions have
been met.

Property, plant and equipment which is to be scrapped or demolished does not qualify for recognition as ‘held for sale’
and instead is retained as an operational asset and the asset’s useful life is adjusted. The asset is de-recognised when
scrapping or demolition occurs.

Donated and grant funded assets

Donated and grant funded property, plant and equipment assets are capitalised at their fair value on receipt. The
donation/grant is credited to income at the same time, unless the donor has imposed a condition that the future
economic benefits embodied in the grant are to be consumed in a manner specified by the donor, in which case, the
donation/grant is deferred within liabilities and is carried forward to future financial years to the extent that the condition
has not yet been met.

The donated and grant funded assets are subsequently accounted for in the same manner as other items of property,
plant and equipment.

This includes assets donated to the trust by the Department of Health and Social Care or NHS England as part of the
response to the coronavirus pandemic. As defined in the GAM, the trust applies the principle of donated asset
accounting to assets that the trust controls and is obtaining economic benefits from at the year end.
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Private Finance Initiative (PFl) and Local Improvement Finance Trust (LIFT) transactions

PFI transactions which meet the IFRIC 12 definition of a service concession, as interpreted in HM Treasury’s FReM,
are accounted for as ‘on-Statement of Financial Position’ by the trust. Annual contract payments to the operator (the
unitary charge) are apportioned between the repayment of the liability including the finance cost, the charges for
services and lifecycle replacement of components of the asset.

Initial recognition

In accordance with HM Treasury’s FReM, the underlying assets are recognised as property, plant and equipment,
together with an equivalent liability. Initial measurement of the asset and liability are in accordance with the initial
measurement principles of IFRS 16 (see leases accounting policy).

Subsequent measurement
Assets are subsequently accounted for as property, plant and equipment and/or intangible assets as appropriate.

The liability is subsequently reduced by the portion of the unitary charge allocated as payment for the asset and
increased by the annual finance cost. The finance cost is calculated by applying the implicit interest rate to the opening
liability and is charged to finance costs in the Statement of Comprehensive Income. The element of the unitary charge
allocated as payment for the asset is split between payment of the finance cost and repayment of the net liability.

Where there are changes in future payments for the asset resulting from indexation of the unitary charge, the Trust
remeasures the PFI liability by determining the revised payments for the remainder of the contract once the change in
cash flows takes effect. The remeasurement adjustment is charged to finance costs in the Statement of Comprehensive
Income.

The service charge is recognised in operating expenses in the Statement of Comprehensive Income.

The contributions to the lifecycle replacement of components of the asset are initially recorded as a prepayment.
Subsequently, as components of the asset are replaced, the cost is transferred from prepayments and recognised in
property, plant and equipment.

Useful lives of property, plant and equipment

Useful lives reflect the total life of an asset and not the remaining life of an asset. The range of useful lives are shown in
the table below:

Min life Max life

Years Years

Land - -
Buildings, excluding dwellings 36 75
Dwellings 65 65
Plant & machinery 4 35
Transport equipment 6 7
Information technology 4 10
Furniture & fittings 7 25

Note 1.10 Intangible assets

Recognition

Intangible assets are non-monetary assets without physical substance controlled by the Trust. They are capable of
being sold separately from the rest of the trust’s business or arise from contractual or other legal rights. Intangible
assets are recognised only where it is probable that future economic benefits will flow to, or service potential be
provided to, the trust and where the cost of the asset can be measured reliably.
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Internally generated intangible assets

Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items are not capitalised
as intangible assets.

Expenditure on research is not capitalised. Expenditure on development is capitalised where it meets the requirements
set out in IAS 38.

Software

Software which is integral to the operation of hardware, e.g. an operating system, is capitalised as part of the relevant
item of property, plant and equipment. Software which is not integral to the operation of hardware, e.g. application
software, is capitalised as an intangible asset where it meets recognition criteria.

Cloud Computing

When the Trust incurs costs relating to a cloud computing arrangement there must be a consideration on the treatment
of the costs, expensed as a service or capitalised as an asset. The decision is made based on whether management
considers that the Trust obtains control of a software intangible asset such that there is a right of possession which
would allow the Trust to run the software if desired, a lack of transferability possible to other customers and a right to
direct the design of the system.

Measurement

Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and
prepare the asset to the point that it is capable of operating in the manner intended by management. From 1 April 2025,
subsequent measurement of intangible assets is at cost less amortisation.

Prior to 1 April 2025, intangible assets were held under a revaluation approach reflecting current value in existing use.
Revaluation gains and losses and impairments were treated in the same manner as for property, plant and equipment.
On 1 April 2025, the carrying value of these assets was carried forward as ‘deemed cost’ and any related revaluation
surpluses in the revaluation reserve were transferred to the I&E reserve. The Trust had no revaluation reserve for
intangibles assets on 1 April 2025.

Intangible assets held for sale are measured at the lower of their carrying amount or fair value less costs to sell.

Impairments

Where indicators of impairment exist, the recoverable amount is assessed as the higher of its fair value and the cost to
replace the service capacity. Where this is lower than the carrying value an impairment is recognised in expenditure.
The recoverable amount of intangible assets under construction is assessed annually, irrespective of indicators of
impairment.

Amortisation

Intangible assets are amortised over their expected useful lives in a manner consistent with the consumption of
economic or service delivery benefits.

Useful lives of intangible assets

Useful lives reflect the total life of an asset and not the remaining life of an asset. The range of useful lives is shown in
the table below:

Min life Max life
Years Years
Software licences 5 15
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Note 1.11 Inventories

Inventories are valued at the lower of cost and net realisable value. The cost of inventories is measured using the first
in, first out (FIFO) method.

Note 1.12 Investment properties

Investment properties are measured at fair value. Changes in fair value are recognised as gains or losses in
income/expenditure.

Only those assets which are held solely to generate a commercial return are considered to be investment properties.
Where an asset is held, in part, for support service delivery objectives, then it is considered to be an item of property,
plant and equipment. Properties occupied by employees, whether or not they pay rent at market rates, are not classified
as investment properties.

Note 1.13 Cash and cash equivalents

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24
hours. Cash equivalents are investments that mature in 3 months or less from the date of acquisition and that are
readily convertible to known amounts of cash with insignificant risk of change in value.

In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that are repayable on
demand and that form an integral part of the Trust’s cash management. Cash, bank and overdraft balances are
recorded at current values.

Note 1.14 Financial assets and financial liabilities
Recognition

Financial assets and financial liabilities arise where the Trust is party to the contractual provisions of a financial
instrument, and as a result has a legal right to receive or a legal obligation to pay cash or another financial instrument.
The GAM expands the definition of a contract to include legislation and regulations which give rise to arrangements that
in all other respects would be a financial instrument and do not give rise to transactions classified as a tax by ONS.

This includes the purchase or sale of non-financial items (such as goods or services), which are entered into in
accordance with the Trust’s normal purchase, sale or usage requirements and are recognised when, and to the extent
which, performance occurs, i.e. when receipt or delivery of the goods or services is made.

Classification and measurement
Financial assets and financial liabilities are initially measured at fair value plus or minus directly attributable transaction

costs except where the asset or liability is not measured at fair value through income and expenditure. Fair value is
taken as the transaction price, or otherwise determined by reference to quoted market prices or valuation techniques.

Financial assets or financial liabilities in respect of assets acquired or disposed of through leasing arrangements are
recognised and measured in accordance with the accounting policy for leases described below.

Financial assets are classified as subsequently measured at amortised cost.

Financial liabilities are classified as subsequently measured at amortised cost.

Financial assets and financial liabilities at amortised cost

Financial assets and financial liabilities at amortised cost are those held with the objective of collecting contractual cash
flows and where cash flows are solely payments of principal and interest. This includes cash equivalents, contract and

other receivables, trade and other payables, rights and obligations under lease arrangements and loans receivable and
payable.

After initial recognition, these financial assets and financial liabilities are measured at amortised cost using the effective
interest method less any impairment (for financial assets). The effective interest rate is the rate that exactly discounts
estimated future cash payments or receipts through the expected life of the financial asset or financial liability, to the
gross carrying amount of a financial asset or to the amortised cost of a financial liability.
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Interest revenue or expense is calculated by applying the effective interest rate to the gross carrying amount of a
financial asset or amortised cost of a financial liability and recognised in the Statement of Comprehensive Income and a
financing income or expense. In the case of loans held from the Department of Health and Social Care, the effective
interest rate is the nominal rate of interest charged on the loan.

Impairment of financial assets

For all financial assets measured at amortised cost including lease receivables, contract receivables and contract
assets or assets measured at fair value through other comprehensive income, the Trust recognises an allowance for
expected credit losses.

The Trust adopts the simplified approach to impairment for contract and other receivables, contract assets and lease
receivables, measuring expected losses as at an amount equal to lifetime expected losses. For other financial assets,
the loss allowance is initially measured at an amount equal to 12-month expected credit losses (stage 1) and
subsequently at an amount equal to lifetime expected credit losses if the credit risk assessed for the financial asset
significantly increases (stage 2).

Further information on the basis for calculation of credit losses is provided at Note 21.3.
For financial assets that have become credit impaired since initial recognition (stage 3), expected credit losses at the
reporting date are measured as the difference between the asset’s gross carrying amount and the present value of

estimated future cash flows discounted at the financial asset’s original effective interest rate.

Expected losses are charged to operating expenditure within the Statement of Comprehensive Income and reduce the
net carrying value of the financial asset in the Statement of Financial Position.

Derecognition

Financial assets are de-recognised when the contractual rights to receive cash flows from the assets have expired or
the Trust has transferred substantially all the risks and rewards of ownership.

Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires.
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Note 1.15 Leases

A lease is a contract or part of a contract that conveys the right to use an asset for a period of time in exchange for
consideration. An adaptation of the relevant accounting standard by HM Treasury for the public sector means that for
NHS bodies, this includes lease-like arrangements with other public sector entities that do not take the legal form of a
contract. It also includes peppercorn leases where consideration paid is nil or nominal (significantly below market value)
but in all other respects meet the definition of a lease. The trust does not apply lease accounting to new contracts for
the use of intangible assets.

The Trust determines the term of the lease term with reference to the non-cancellable period and any options to extend
or terminate the lease which the Trust is reasonably certain to exercise.

The Trust as a lessee

Recognition and initial measurement

At the commencement date of the lease, being when the asset is made available for use, the Trust recognises a right of
use asset and a lease liability.

The right of use asset is recognised at cost comprising the lease liability, any lease payments made before or at
commencement, any direct costs incurred by the lessee, less any cash lease incentives received. It also includes any
estimate of costs to be incurred restoring the site or underlying asset on completion of the lease term.

The lease liability is initially measured at the present value of future lease payments discounted at the interest rate
implicit in the lease. Lease payment includes fixed lease payments, variable lease payments dependent on an index or
rate and amounts payable under residual value guarantees. It also includes amounts payable for purchase options and
termination penalties where these options are reasonably certain to be exercised.

Where an implicit rate cannot be readily determined, the Trust’s incremental borrowing rate is applied. This rate is
determined by HM Treasury annually for each calendar year. A nominal rate of 4.81% applied to new leases
commencing in 2025 and 5.32% to new leases commencing in 2026.

The Trust does not apply the above recognition requirements to leases with a term of 12 months or less or to leases
where the value of the underlying asset is below £5,000, excluding any irrecoverable VAT. Lease payments associated
with these leases are expensed on a straight-line basis over the lease term or other systematic basis. Irrecoverable
VAT on lease payments is expensed as it falls due.

Subsequent measurement

As required by a HM Treasury interpretation of the accounting standard for the public sector, the Trust employs a
revaluation model for subsequent measurement of right of use assets, unless the cost model is considered to be an
appropriate proxy for current value in existing use or fair value, in line with the accounting policy for owned assets.
Where consideration exchanged is identified as significantly below market value, the cost model is not considered to be
an appropriate proxy for the value of the right of use asset.

The Trust subsequently measures the lease liability by increasing the carrying amount for interest arising which is also
charged to expenditure as a finance cost and reducing the carrying amount for lease payments made. The liability is
also remeasured for changes in assessments impacting the lease term, lease modifications or to reflect actual changes
in lease payments. Such remeasurements are also reflected in the cost of the right of use asset. Where there is a
change in the lease term or option to purchase the underlying asset, an updated discount rate is applied to the
remaining lease payments.

The Trust as a lessor

The Trust assesses each of its leases and classifies them as either a finance lease or an operating lease. Leases are
classified as finance leases when substantially all the risks and rewards of ownership are transferred to the lessee. All
other leases are classified as operating leases.

Where the Trust is an intermediate lessor, classification of the sublease is determined with reference to the right of use
asset arising from the headlease.

Finance leases

Pagel9



Amounts due from lessees under finance leases are recorded as receivables at the amount of the Trust’s net
investment in the leases. Finance lease income is allocated to accounting periods to reflect a constant periodic rate of
return on the Trust’s net investment outstanding in respect of the leases.

Operating leases

Income from operating leases is recognised on a straight-line basis or another systematic basis over the term of the
lease. Initial direct costs incurred in negotiating and arranging an operating lease are added to the carrying amount of
the leased asset and recognised as an expense on a straight-line basis over the lease term.
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Note 1.16 Provisions

The Trust recognises a provision where it has a present legal or constructive obligation of uncertain timing or amount;
for which it is probable that there will be a future outflow of cash or other resources; and a reliable estimate can be
made of the amount. The amount recognised in the Statement of Financial Position is the best estimate of the
resources required to settle the obligation. Where the effect of the time value of money is significant, the estimated risk-
adjusted cash flows are discounted using HM Treasury's discount rates effective from 31 March 2026:

Nominal rate Prior year rate
Short-term Up to 5 years 3.64% 4.03%
Medium-term After 5 years up to 10 years 4.22% 4.07%
Long-term After 10 years up to 40 years 5.32% 4.81%
Very long-term Exceeding 40 years 5.07% 4.55%

HM Treasury provides discount rates for general provisions on a nominal rate basis. Expected future cash flows are
therefore adjusted for the impact of inflation before discounting using nominal rates. The following inflation rates are set
by HM Treasury, effective from 31 March 2026:

Inflation rate Prior year rate
Year 1 2.5% 2.60%
Year 2 2.0% 2.30%
Into perpetuity 2.0% 2.00%

Early retirement provisions and injury benefit provisions both use the HM Treasury's post-employment benefits
discount rate of 2.95% in real terms (prior year: 2.40%).

Clinical negligence costs

NHS Resolution operates a risk pooling scheme under which the trust pays an annual contribution to NHS Resolution,
which, in return, settles all clinical negligence claims. Although NHS Resolution is administratively responsible for all
clinical negligence cases, the legal liability remains with the Trust. The total value of clinical negligence provisions
carried by NHS Resolution on behalf of the trust is disclosed at Note 26.2 but is not recognised in the Trust’s accounts.

Non-clinical risk pooling

The trust participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk
pooling schemes under which the trust pays an annual contribution to NHS Resolution and in return receives
assistance with the costs of claims arising. The annual membership contributions, and any excesses payable in
respect of particular claims are charged to operating expenses when the liability arises.

Note 1.17 Contingencies
Contingent assets (that is, assets arising from past events whose existence will only be confirmed by one or more

future events not wholly within the entity’s control) are not recognised as assets, but are disclosed in Note 27 where an
inflow of economic benefits is probable.

Contingent liabilities are not recognised, but are disclosed in Note 27.
Contingent liabilities are defined as:

* possible obligations arising from past events whose existence will be confirmed only by the occurrence of one or
more uncertain future events not wholly within the entity’s control; or

« present obligations arising from past events but for which it is not probable that a transfer of economic benefits will
arise or for which the amount of the obligation cannot be measured with sufficient reliability.
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Note 1.18 Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at
the time of establishment of the predecessor NHS organisation. HM Treasury has determined that PDC is not a
financial instrument within the meaning of IAS 32.

The Secretary of State can issue new PDC to, and require repayments of PDC from, the trust. PDC is recorded at the
value received.

A charge, reflecting the cost of capital utilised by the trust, is payable as public dividend capital dividend. The charge is
calculated at the rate set by HM Treasury (currently 3.5%) on the average relevant net assets of the trust during the
financial year. Relevant net assets are calculated as the value of all assets less the value of all liabilities, with certain
additions and deductions as defined by the Department of Health and Social Care.

This policy is available at https://www.gov.uk/government/publications/guidance-on-financing-available-to-nhs-trusts-
and-foundation-trusts.

In accordance with the requirements laid down by the Department of Health and Social Care (as the issuer of PDC),
the dividend for the year is calculated on the actual average relevant net assets as set out in the “pre-audit” version of
the annual accounts. The dividend calculated is not revised should any adjustment to net assets occur as a result of
the audit of the annual accounts.

Note 1.19 Value added tax

Most of the activities of the trust are outside the scope of VAT and, in general, output tax does not apply and input tax
on purchases is not recoverable. Irrecoverable VAT is charged to the relevant expenditure category or included in the
capitalised purchase cost of fixed assets. Where output tax is charged or input VAT is recoverable, the amounts are
stated net of VAT.

Note 1.20 Corporation tax

The Trust has determined that it is has no corporation tax liability on the basis that it is an exempt health service body
as provided for by sections 985 and 986 of the Corporation Tax Act 2010.

Note 1.21 Climate change levy

Expenditure on the climate change levy is recognised in the Statement of Comprehensive Income as incurred, based
on the prevailing chargeable rates for energy consumption.

Note 1.22 Foreign exchange

The functional and presentational currency of the trust is sterling.

A transaction which is denominated in a foreign currency is translated into the functional currency at the spot exchange
rate on the date of the transaction.

Where the trust has assets or liabilities denominated in a foreign currency at the Statement of Financial Position date:

* monetary items are translated at the spot exchange rate on 31 March

* non-monetary assets and liabilities measured at historical cost are translated using the spot exchange rate at the date
of the transaction and

* non-monetary assets and liabilities measured at fair value are translated using the spot exchange rate at the date the
fair value was determined.

Exchange gains or losses on monetary items (arising on settlement of the transaction or on re-translation at the
Statement of Financial Position date) are recognised in income or expense in the period in which they arise.

Exchange gains or losses on hon-monetary assets and liabilities are recognised in the same manner as other gains
and losses on these items.
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Note 1.23 Third party assets

Assets belonging to third parties in which the Trust has no beneficial interest (such as money held on behalf of
patients) are not recognised in the accounts. However, they are disclosed in a separate note to the accounts in
accordance with the requirements of HM Treasury’s FReM .

Note 1.24 Losses and special payments

Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the
health service or passed legislation. By their nature they are items that ideally should not arise. They are therefore
subject to special control procedures compared with the generality of payments. They are divided into different
categories, which govern the way that individual cases are handled. Losses and special payments are charged to the
relevant functional headings in expenditure on an accruals basis.

The losses and special payments note is compiled directly from the losses and compensations register which reports
on an accrual basis with the exception of provisions for future losses.

Note 1.25 Gifts

Gifts are items that are voluntarily donated, with no preconditions and without the expectation of any return. Gifts
include all transactions economically equivalent to free and unremunerated transfers, such as the loan of an asset for
its expected useful life, and the sale or lease of assets at below market value.

Note 1.26 Transfers of functions from other NHS bodies

For functions that have been transferred to the trust from another NHS / local government body, the transaction is
accounted for as a transfer by absorption. The assets and liabilities transferred are recognised in the accounts using
the book value as at the date of transfer. The assets and liabilities are not adjusted to fair value prior to recognition.
The net gain or loss corresponding to the net value of assets and/or liabilities transferred is recognised within the
Statement of Comprehensive Income, but not within operating activities.

For property, plant and equipment assets and intangible assets, the cost and accumulated depreciation or amortisation
balances from the transferring entity’s accounts are preserved on recognition in the trust’'s accounts. Where the
transferring body recognised revaluation reserve balances attributable to the assets, the trust makes a transfer from its
income and expenditure reserve to its revaluation reserve to maintain transparency within public sector accounts.

No transfer of assets and liabilities occured in 2025/26. In 2024/25, the Adult Community Health Services function for
Coventry and Warwickshire transferred from the Coventry and Warwickshire Partnership NHS Trust to the Trust. A net
gain of £435k from the transfer by absorption was recognised in the Statement of Comprehensive Income in 2024/25
as a result.
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Note 1.27 Early adoption of standards, amendments and interpretations

No new accounting standards or revisions to existing standards have been early adopted in 2025/26.
Note 1.28 Standards, amendments and interpretations in issue but not yet effective or adopted

The DHSC GAM does not require the following IFRS Standards to be applied in 2025/26:

IFRS 18 Presentation and Disclosure in Financial Statements - The Standard has been adopted by the UK Endorsement
Board to be effective for accounting periods beginning on or after 1 January 2027. The Standard has not yet been adopted
by the FReM and early adoption is not permitted. The expected impact of applying the standard in future periods has not
yet been assessed.

IFRS 19 Subsidiaries without Public Accountability: Disclosures - The Standard is effective for accounting periods
beginning on or after 1 January 2027. The Standard is not yet UK endorsed and not yet adopted by the FReM. Early
adoption is not permitted. The expected impact of applying the standard in future periods has not yet been assessed.

The following future changes to adaptations and interpretations of IAS 16 for the public sector are also not yet adopted:

Changes to valuation of property, plant and equipment (PPE) assets — The DHSC GAM for 2026/27 and associated
consultation response document confirms future changes which will impact on the financial statements.

From 2026/27 NHS bodies’ valuation methodology will be a mandated quinquennial revaluation frequency (or rolling
programme) supplemented by annual indexation in the intervening years. The requirement in IAS 16 to revalue an asset
when its fair value differs materially from its carrying value is being withdrawn for the public sector. Given the variation in
PPE valuations in any given year, and future changes in indices, it is not possible to quantify the impact of applying these
changes in future periods. PPE and right of use assets currently subject to revaluation have a total book value of £325m
as at 31 March 2026.

The current accounting policy for property assets measures the cost of replacing the service potential using a ‘modern
equivalent asset’. This policy is not changing. In deriving the modern equivalent asset, the Trust and its valuers currently
adopt an ‘alternative site’ assumption for all of its specialised buildings, meaning the replaced service potential may be in a
different location. The option of using this assumption is being withdrawn for NHS bodies from 1 April 2028. Therefore, the
hypothetical modern equivalent asset will change to be located on current sites in asset valuations from 2028/29. Assets
valued on an alternative site basis have a total book value of £320m at 31 March 2026. The impact of the revised
valuation assumption has not yet been assessed so the trust is not able to quantify the impact at this time.

Note 1.29 Critical judgements in applying accounting policies
The following are the judgements, apart from those involving estimations (see below) that management has made in the

process of applying the trust accounting policies and that have the most significant effect on the amounts recognised in
the financial statements:

The most significant judgement around accounting policies has been the decision to account for the Trust’'s PFI hospital in
the Statement of Financial Position. The key accounting standards used in assessing this were IFRIC 12, IFRIC 4, IAS16
and IAS 17. From the 1st April 2023, the measurement principles of IFRS16 will be applied to the Trust’s PF liabilities,
replacing IAS17.

Note 1.30 Sources of estimation uncertainty

The following are assumptions about the future and other major sources of estimation uncertainty that have a significant
risk of resulting in a material adjustment to the carrying amounts of assets and liabilities within the next financial year:
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*Valuation of property, plant and equipment (see Notes 15.1 and 18.1) is based upon an assessment undertaken by
professional property valuers which by its nature includes an element of subjectivity. It is impracticable to disclose the
extent of the possible effects of an assumption or another source of estimation uncertainty at the end of the reporting
period however to indicate the key judgemental assumptions applied within the valuation process, the table below
summarises the percentages applied to various elements of property with the property portfolio in the valuation:-

Coventry UHCW

Rugby St Cross

Build Cost Index

2.2% —2.6%

2.2% —2.6%

Obsolescence Factor

0.0% —15.0%

0.0% —42.5%

The varying obsolescence percentages applied reflect the varying age and conditions of the properties existing on the two
sites, with older elements of the Hospital of St Cross site having a high obsolescence factor applied. The valuer makes
adjustments to reflect the physical, functional and economic obsolescence of the buildings. From 2022/23, a judgemental
2.5% of the functional obsolescence applied across applicable areas of the portfolio has been attributed to Environmental,
Social and Governance (ESG) factors, reflecting that the MEA would need to reflect increased insulation, thermal

efficiency, renewable heat sources etc.
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Note 2 Operating Segments

The Trust Board is considered to be the chief operating decision maker of the organisation. The Trust Board is of
the view that whilst it receives limited financial information broken down by division, the information received
does not show the full trading position of that division. Furthermore the activities undertaken by these divisions
have a high degree of interdependence and therefore the Trust Board has determined that is appropriate to
aggregate these divisions for segmental reporting purposes.

The rationale for determining the chief operating decision maker and for aggregating segments is as follows:

Chief operating decision maker

International Financial Reporting Standard 8: Operating Segments; states that the chief operating decision maker
will have responsibility for allocating resources and assessing the performance of the entity’s operating
segments.

For the University Hospitals Coventry and Warwickshire NHS Trust, responsibility for these functions is set out in
the Trust's Scheme of Reservation and Delegation. This document includes (amongst others) the following key
decisions which are reserved to the Trust Board:

e The approval of strategies, plans and budgets;

e The agreement of the organisational structures, processes and procedures to facilitate the discharge of
business by the Trust; and

e The monitoring and review of financial performance.

Consequently it has been determined that the Trust Board is the chief operating decision maker.

Operating segments

IFRS 8 sets out the criteria for identifying operating segments and for reporting individual or aggregated
segmental data. The Trust Board has considered the requirements of IFRS 8 and whilst it does receive budgetary
performance information at a specialty group level based upon groups of services (including for example medical
specialties, surgical specialties etc.), this information is limited in that:

e Income is not currently regularly reported by specialty;

e Costs associated with any one specialty or service provided by the Trust are split across several specialty
groups;

e Cross charging for services between specialty groups is not widely undertaken; and

e Many services provided by the Trust are not operationally independent.

In addition to the above key factors, consideration has also been given to the principles around aggregation of
operating segments set out in IFRS 8 which concludes that segments may be aggregated if the segments have
similar economic characteristics, and the segments are similar in each of the following respects:

(a) The nature of the products and services:

The services provided are very similar in that they represent the provision of healthcare to ill/vulnerable people.
Furthermore many of the services are interconnected with care for an individual being shared across different
specialties and departments.

(b) The nature of the production processes:

Services are provided in very similar ways (albeit to differing extents) to the majority of patients including
outpatient consultations, inpatient care, diagnostic tests, medical and surgical interventions.
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(c) The type or class of customer for their products and services:

The Trust’s customers are similar across all services in that they are ill/vulnerable people — whilst certain patient
groups may be more susceptible to different healthcare needs, most services are provided to customers of all
ages, gender etc.

(d) The methods used to distribute their products or provide their services:
The majority of services are delivered to customers through attendance at hospital as outpatients, day cases or
inpatients.

(e) If applicable, the nature of the regulatory environment:
The regulatory environment in which the Trust’s services are provided is NHS healthcare.

The Trust Board has therefore concluded that further segmental analysis is not appropriate and that the specialty
financial information should be aggregated for the purpose of segmental reporting.

Financial Performance Reporting

The Trust Board receives reports on the Trust's financial performance based upon the Statement of
Comprehensive Income (or Net Expenditure) which is adjusted in accordance with HM Treasury rules on
measuring financial performance. These adjustments are set out in Note 35, relating to breakeven performance.

Income Sources

The Trust’'s main sources of income continue to be from:-

e Integrated Care Boards from which £898.1million (2024/25: £869.9million); and
o NHS England from which £160.4million (2024/25: £152.3million) was received.

There are no other sources of income which exceed 10% of the Trust's total revenue.
All income derives from services provided in England, although the source of a small part of this income will

come from NHS bodies in other parts of the United Kingdom, the Isle of Man or from overseas visitors who are
treated in the Trust’s hospitals. However, income from such sources is not material.
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Note 3 Operating income from patient care activities

All income from patient care activities relates to contract income recognised in line with accounting policy 1.4

Note 3.1 Income from patient care activities (by nature) 2025/26 2024/25
£000 £000
Acute services
Income from commissioners under API contracts - variable element* 233,289 171,134
Income from commissioners under API contracts - fixed element* 623,454 676,302
High cost drugs income from commissioners 97,072 86,024
Other NHS clinical income 33,247 28,854
Community services
Income from commissioners under API contracts* 36,208 26,658
All services
Private patient income 1,857 1,673
National pay award central funding*** - 2,216
Additional pension contribution central funding** 41,083 37,709
Other clinical income 22,792 19,739
Total income from activities 1,089,003 1,050,310

*Aligned payment and incentive contracts are the main form of contracting between NHS providers and their
commissioners. More information can be found in the 2025/26 NHS Payment Scheme documentation.

https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/

**Increases to the employer contribution rate for NHS pensions since 1 April 2019 have been funded by NHS England.
NHS providers continue to pay at the former rate of 14.38% with the additional amount being paid over by NHS England
on providers' behalf. The full cost of employer contributions (23.7%) and related NHS England funding (9.4%) have been
recognised in these accounts.

***Additional funding was made available directly to providers by NHS England in 2024/25 for

implementing the backdated element of pay awards where government offers were finalised after the end of the 2023/24
financial year. NHS Payment Scheme prices and API contracts are updated for the weighted uplift in in-year pay costs
when awards are finalised.

Note 3.2 Income from patient care activities (by source)

2025/26 2024/25
Income from patient care activities received from: £000 £000
NHS England 160,427 152,294
Integrated care boards 898,102 869,920
Department of Health and Social Care 40 89
Other NHS providers 17,896 16,557
Local authorities 129 104
Non-NHS: private patients 1,857 1,673
Non-NHS: overseas patients (chargeable to patient) 4,195 2,988
Injury cost recovery scheme 5,062 4,195
Non NHS: other 1,296 2,489
Total income from activities 1,089,003 1,050,310
Of which:
Related to continuing operations 1,089,003 1,050,310

Related to discontinued operations - -

Page28



Note 3.3 Overseas visitors (relating to patients charged directly by the provider)

2025/26 2024/25
£000 £000
Income recognised this year 4,195 2,988
Cash payments received in-year 620 657
Amounts added to provision for impairment of receivables 5,631 4,134
Amounts written off in-year 3,075 2,471
Note 4 Other operating income 2025/26 2024/25
Contract Non-contract Contract Non-contract
income income Total income income Total
£000 £000 £000 £000 £000 £000
Research and development 16,949 - 16,949 11,401 - 11,401
Education and training 36,127 1,437 37,564 34,812 1,341 36,152
Non-patient care services to other bodies 13,016 13,016 11,629 11,629
Income in respect of employee benefits accounted on a gross basis 2,469 2,469 4,518 4,518
Receipt of capital grants and donations and peppercorn leases 396 396 1,766 1,766
Charitable and other contributions to expenditure 275 275 302 302
Revenue from operating leases 1,767 1,767 1,696 1,696
Other income 7,397 - 7,397 7,749 - 7,749
Total other operating income 75,957 3,875 79,832 70,109 5,106 75,215
Of which:
Related to continuing operations 79,832 75,215

Related to discontinued operations - -
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Note 5.1 Additional information on contract revenue (IFRS 15) recognised in the period
This note regarding contract revenue (IFRS15) has been deemed not material for reporting.
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Trust as lessor

This note discloses income generated in operating lease agreements where University Hospitals Coventry And
Warwickshire NHS Trust is the lessor. These lease agreements are with the University of Warwick and Circle Health
Group Limited in relation to their occupation of Trust's assets on the Coventry site. The risk of the residual value of the
asset being worth less than initially expected at the end of the lease is mitigated by the inclusion of the relevant assets in
the revaluation land and buildings exercise the Trust undertakes on an annual basis. There no known credit risk to the
Trust of unpaid lease receipts from these lease arrangements.

The Trust has applied IFRS 16 to account for lease arrangements from 1 April 2022 without restatement of
comparatives. Comparative disclosures in this note are presented on an IAS 17 basis. This includes a different maturity
analysis of future minimum lease receipts under IAS 17 compared to IFRS 16.

Note 6.1 Operating lease income

2025/26 2024/25
£000 £000
Lease receipts recognised as income in year:

Minimum lease receipts 1,767 1,696
Total in-year operating lease income 1,767 1,696
Note 6.2 Future lease receipts

31 March 31 March
2026 2025
£000 £000
Future minimum lease receipts due in:

- not later than one year 1,836 1,754

- later than one year and not later than two years 1,851 1,768

- later than two years and not later than three years 520 503

- later than three years and not later than four years 520 503

- later than four years and not later than five years 520 503

- later than five years 51,853 50,644
Total 57,100 55,675
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Note 7.1 Operating expenses

2025/26 2024/25
£000 £000
Purchase of healthcare from NHS and DHSC bodies 2,952 1,416
Purchase of healthcare from non-NHS and non-DHSC bodies 15,548 16,736
Staff and executive directors costs 696,958 657,392
Remuneration of non-executive directors 205 180
Supplies and services - clinical (excluding drugs costs) 117,157 112,293
Supplies and services - general 6,545 5,796
Drug costs (drugs inventory consumed and purchase of non-inventory drugs) 94,624 87,380
Inventories written down 569 612
Consultancy costs - 48
Establishment 11,713 12,019
Premises 29,325 37,711
Transport (including patient travel) 2,603 2,340
Depreciation on property, plant and equipment 32,544 34,113
Amortisation on intangible assets 4,141 3,514
Net impairments 9,508 9,450
Movement in credit loss allowance: contract receivables / contract assets 4,936 3,207
Increase/(decrease) in other provisions (4,996) 4,122
Change in provisions discount rate(s) (75) 8
Fees payable to the external auditor
audit services- statutory audit 240 183
Internal audit costs 125 138
Clinical negligence 27,966 25,160
Legal fees 1,257 989
Insurance (as a policy holder) 528 522
Research and development 16,658 14,037
Education and training 12,899 11,469
Variable lease payments not included in the liability - 199
Redundancy - 34
Charges to operating expenditure for on-SoFP IFRIC 12 schemes (e.g. PFI / LIFT) 55,603 53,223
Hospitality 77 154
Losses, ex gratia & special payments 142 155
Other 3,902 1,614
Total 1,143,654 1,096,212
Of which:
Related to continuing operations 1,143,654 1,096,212

* Auditor remuneration for the statutory audit in 2025/26 was £200,000, excluding VAT (£152,250 in 2024/25). The sums
disclosed above include irrecoverable VAT.
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Note 7.2 Limitation on auditor's liability

There is no limitation on auditor's liability for external audit work carried out for the financial years 2025/26 (2024/25:
£1,000k)

Note 8 Impairment of assets

2025/26 2024/25
£000 £000

Net impairments charged to operating surplus / deficit resulting from:
Unforeseen obsolescence 202 557
Changes in market price 9,306 8,893
Total net impairments charged to operating surplus / deficit 9,508 9,450
Impairments charged to the revaluation reserve 2,588 1,423
Total net impairments 12,096 10,873

* Unforeseen obsolescence 2025/26: This unforeseen obsolescence relates to pricing gains earned by the PFI
contractor and owned equipment assets removed from operational use. This is similar in nature to 2024/25.

** Changes in market prices : The Trust engaged a professional property valuer to undertake a revaluation of owned
land, buildings, residences and investment properties and specific property 'right of use' assets as at 31st March 2026,
in order to reflect current valuations of those assets.

- For land, buildings and dwellings, a net impairment of £7,912k was charged to operating expenses, with a net £794k
charged to the revaluation reserve . The property valuer's valuation resulted in a net decrease in values from the
previous year.

-For specific property 'right of use' assets, a net impairment charge of £1,393k was charged to operating expenses. A

significant element of these charges, £727k, related to new leases entered into for additional property space in
2025/26.
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Note 9 Employee benefits

2025/26 2024/25

Total Total

£000 £000

Salaries and wages 535,686 509,547
Social security costs 66,090 50,801
Apprenticeship levy 3,105 2,505
Employer's contributions to NHS pensions 102,644 94,211
Pension cost - other 87 112
Termination benefits - 34
Temporary staff (including agency) 6,706 15,395
Total gross staff costs 714,318 672,605
Recoveries in respect of seconded staff (768) (986)
Total staff costs 713,550 671,619

Of which

Costs capitalised as part of assets 420 196

Note 9.1 Retirements due to ill-health

During 2025/26 there were 13 early retirements from the trust agreed on the grounds of ill-health (10 in the year ended 31
March 2025). The estimated additional pension liabilities of these ill-health retirements is £855k (£495k in 2024/25).

These estimated costs are calculated on an average basis and will be borne by the NHS Pension Scheme.
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Note 10 Pension costs

Past and present employees are covered by the provisions of the NHS Pension Schemes. Details of the benefits
payable and rules of the schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both
the 1995/2008 and 2015 schemes are accounted for, and the scheme liability valued, as a single combined scheme.
Both are unfunded defined benefit schemes that cover NHS employers, GP practices and other bodies, allowed under
the direction of the Secretary of State for Health and Social Care in England and Wales. They are not designed to be
run in a way that would enable NHS bodies to identify their share of the underlying scheme assets and liabilities.
Therefore, each scheme is accounted for as if it were a defined contribution scheme: the cost to the NHS body of
participating in each scheme is taken as equal to the contributions payable to that scheme for the accounting period.

In order that the defined benefit obligations recognised in the financial statements do not differ materially from those
that would be determined at the reporting date by a formal actuarial valuation, the FReM requires that “the period
between formal valuations shall be four years, with approximate assessments in intervening years”. An outline of these
follows:

a) Accounting valuation

A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government Actuary’s
Department) as at the end of the reporting period. This utilises an actuarial assessment for the previous accounting
period in conjunction with updated membership and financial data for the current reporting period, and is accepted as
providing suitably robust figures for financial reporting purposes. The valuation of the scheme liability as at 31 March
2026, is based on valuation data as at 31 March 2024, updated to 31 March 2026 with summary global member and
accounting data. In undertaking this actuarial assessment, the methodology prescribed in IAS 19, relevant FReM
interpretations, and the discount rate prescribed by HM Treasury have also been used.

The latest assessment of the liabilities of the scheme is contained in the Statement by the Actuary, which forms part of
the annual NHS Pension Scheme Annual Report and Accounts. These accounts can be viewed on the NHS Pensions
website and are published annually. Copies can also be obtained from The Stationery Office.

b) Full actuarial (funding) valuation

The purpose of this valuation is to assess the level of liability in respect of the benefits due under the schemes
(considering recent demographic experience), and to recommend the contribution rate payable by employers.

The latest actuarial valuation undertaken for the NHS Pension Scheme was completed as at 31 March 2020. The
results of this valuation set the employer contribution rate payable from 1 April 2024 at 23.7% of pensionable pay. The
core cost cap cost of the scheme was calculated to be outside of the 3% cost cap corridor as at 31 March 2020.
However, when the wider economic situation was taken into account through the economic cost cap cost of the
scheme, the cost cap corridor was not similarly breached. As a result, there was no impact on the member benefit
structure or contribution rates.

The 2024 actuarial valuation is currently being prepared and will be published before new contribution rates are
implemented from April 2027

National Employment Savings Scheme (NEST)
The Trust has joined the government operated National Employment Savings Scheme (NEST) pension scheme to offer
pensions to those staff who are not eligible to join the NHS pension scheme.

NEST is a defined contribution scheme and as such, the cost to the Trust of participating in the NEST scheme is equal
to the contributions payable into the scheme in the relevant accounting period (see Note 9 Employee benefits).
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Note 11 Finance income
Finance income represents interest received on assets and investments in the period.

2025/26 2024/25
£000 £000
Interest on bank accounts 2,587 2,833
Total finance income 2,587 2,833
Note 12.1 Finance expenditure
Finance expenditure represents interest and other charges involved in the borrowing of money or asset financing.
2025/26 2024/25
£000 £000
Interest expense:
Interest on loans from the Department of Health and Social Care - 5
Interest on lease obligations 1,146 1,027
Finance costs on PFI, LIFT and other service concession arrangements:
Main finance costs 27,261 27,314
Remeasurement of the liability resulting from change in index or rate 16,002 21,127
Total interest expense 44,410 49,473
Unwinding of discount on provisions 49 62
Total finance costs 44,459 49,535
Note 12.2 The late payment of commercial debts (interest) Act 1998
2025/26 2024/25
£000 £000
Amounts included within interest payable arising from claims made under this
legislation 1 -
Note 13 Other gains / (losses)
2025/26 2024/25
£000 £000
Fair value gains / (losses) on investment properties 190 (730)
Total other gains / (losses) 190 (730)

The gains and losses on investment properties are as a result of the revaluation of investment properties undertaken by

a professional property valuer as at 31 March in each year.
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Note 14.1 Intangible assets - 2025/26

Cost at 1 April 2025 - brought forward *
Additions
Disposals / derecognition

Cost at 31 March 2026

Amortisation at 1 April 2025 - brought forward
Provided during the year
Disposals / derecognition

Amortisation at 31 March 2026

Net book value at 31 March 2026
Net book value at 1 April 2025

Intangible

Software assets under

licences construction Total
£000 £000 £000
43,207 - 43,207
- 2,071 2,071
(559) - (559)
42,648 2,071 44,719
11,018 - 11,018
4,141 - 4,141
(559) - (559)
14,600 - 14,600
28,048 2,071 30,119
32,189 - 32,189

* From 1 April 2025, the option to apply the revaluation model in IAS 38 to intangible assets has been
withdrawn prospectively. Where assets were previously revalued, the carrying value at the transition date

was carried forward as 'deemed cost'.
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Note 14.2 Intangible assets - 2024/25

Valuation / gross cost at 1 April 2024 - as previously
stated

Additions
Reclassifications
Disposals / derecognition
Valuation / gross cost at 31 March 2025

Amortisation at 1 April 2024 - as previously stated
Provided during the year
Disposals / derecognition

Amortisation at 31 March 2025

Net book value at 31 March 2025
Net book value at 1 April 2024

Page38

Intangible

Software assets under
licences construction Total
£000 £000 £000
14,867 25,277 40,144
6,766 - 6,766
25,867 (25,277) 590
(4,293) - (4,293)
43,207 - 43,207
11,797 - 11,797
3,514 - 3,514
(4,293) - (4,293)
11,018 - 11,018
32,189 - 32,189
3,070 25,277 28,347



Note 15.1 Property, plant and equipment - 2025/26

Valuation/gross cost at 1 April 2025 - brought
forward

Additions

Impairments

Reversals of impairments

Revaluations

Reclassifications

Disposals / derecognition
Valuation/gross cost at 31 March 2026

Accumulated depreciation at 1 April 2025 - brought
forward

Provided during the year
Impairments
Revaluations

Disposals / derecognition
Accumulated depreciation at 31 March 2026

Net book value at 31 March 2026
Net book value at 1 April 2025

Buildings
excluding Assets under Plant & Transport Information Furniture &

Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
22,453 305,853 349 10,233 176,836 243 39,532 155 555,654
- 14,124 - 11,461 5,619 - 1,304 - 32,508

- (10,892) - - - - - - (10,892)

- 391 - - - - - - 391

- (10,681) (8) - - - - - (10,689)

- 401 - (5,897) 5,485 - 11 - -

- - - - (21,603) - (3,573) - (25,176)
22,453 299,196 341 15,797 166,337 243 37,274 155 541,796
- - - - 118,697 145 20,708 141 139,691

- 12,475 33 - 12,037 7 4,216 - 28,768

- - - - 202 - - - 202
- (12,475) (33) - - - - - (12,508)
- - - - (21,603) - (3,573) - (25,176)

- - - - 109,333 152 21,351 141 130,977
22,453 299,196 341 15,797 57,004 91 15,923 14 410,819
22,453 305,853 349 10,233 58,139 98 18,824 14 415,963
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Note 15.2 Property, plant and equipment - 2024/25

Valuation / gross cost at 1 April 2024 - as previously
stated

Transfers by absorption

Additions

Impairments

Reversals of impairments

Revaluations

Reclassifications

Disposals / derecognition
Valuation/gross cost at 31 March 2025

Accumulated depreciation at 1 April 2024 - as
previously stated

Transfers by absorption
Provided during the year
Impairments
Revaluations

Disposals / derecognition
Accumulated depreciation at 31 March 2025

Net book value at 31 March 2025
Net book value at 1 April 2024

Buildings
excluding Assets under Plant & Transport Information Furniture &

Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
22,453 309,844 401 11,330 171,615 197 37,431 160 553,431
- - - - 214 46 153 - 413

- 10,533 - 5,869 13,619 - 4,891 - 34,912
- (5,700) (31) - - - - - (5,731)

- 774 - - - - - - 774
- (9,664) (21) - - - - - (9,685)
- 66 - (6,966) 1,882 - 4,428 - (590)
- - - - (10,494) - (7,371) (5) (17,870)
22,453 305,853 349 10,233 176,836 243 39,532 155 555,654
- - - - 114,449 66 23,979 146 138,640

- - - - 59 8 60 - 127

- 12,186 31 - 14,126 71 4,040 - 30,454

- - - - 557 - - - 557
- (12,186) (31) - - - - - (12,217)
- - - - (10,494) - (7,371) (5) (17,870)

- - - - 118,697 145 20,708 141 139,691
22,453 305,853 349 10,233 58,139 98 18,824 14 415,963
22,453 309,844 401 11,330 57,166 131 13,452 14 414,791
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Note 15.3 Property, plant and equipment financing - 31 March 2026

Buildings
excluding Assets under Plant & Transport Information Furniture &
Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
Owned - purchased 22,453 50,650 341 10,851 24,127 91 15,888 14 124,415
On-SoFP PFI contracts and other service concession
arrangements - 244,749 - 4,930 29,060 - - - 278,739
Owned - donated/granted - 3,797 - 16 3,817 - 35 - 7,665
Total net book value at 31 March 2026 22,453 299,196 341 15,797 57,004 91 15,923 14 410,819
Note 15.4 Property, plant and equipment financing - 31 March 2025
Buildings
excluding Assets under Plant & Transport Information Furniture &
Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
Owned - purchased 22,453 50,650 349 10,207 21,988 98 18,779 14 124,538
On-SoFP PFI contracts and other service concession
arrangements - 250,905 - - 32,017 - - - 282,922
Owned - donated/granted - 4,298 - 26 4,134 - 45 - 8,503
Total net book value at 31 March 2025 22,453 305,853 349 10,233 58,139 98 18,824 14 415,963
Note 15.5 Property plant and equipment assets subject to an operating lease (Trust as a lessor) - 31 March 2026
Buildings
excluding Assets under Plant & Transport Information Furniture &
Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
Subject to an operating lease 5,585 5,585
Not subject to an operating lease 22,453 293,611 341 15,797 57,004 91 15,923 14 405,234
Total net book value at 31 March 2026 22,453 299,196 341 15,797 57,004 91 15,923 14 410,819
Note 15.6 Property plant and equipment assets subject to an operating lease (Trust as a lessor) - 31 March 2025
Buildings
excluding Assets under Plant & Transport Information Furniture &
Land dwellings Dwellings construction machinery equipment technology fittings Total
£000 £000 £000 £000 £000 £000 £000 £000 £000
Subject to an operating lease 5,748 5,748
Not subject to an operating lease 22,453 300,105 349 10,233 58,139 98 18,824 14 410,215
Total net book value at 31 March 2025 22,453 305,853 349 10,233 58,139 98 18,824 14 415,963
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Note 16 Donations of property, plant and equipment

The Trust receives grants from Charities for the purchase of donated capital assets - mainly medical and surgical
equipment.

Note 17 Revaluations of property, plant and equipment

The Trust engaged Avison Young, a professional property valuer to undertake a desktop revaluation of its owned land,
buildings, residences and investment properties as at 31st March 2025 in order to reflect current valuations of those
assets. The valuer used national BCIS cost and tender price indices which resulted in a net overall decrease in asset
values. The impact of the revaluation is reflected as appropriate in the Statement of Comprehensive Income including
losses on investment assets, asset impairments (in excess of balances held in the revaluation reserve) and reversals of
previous impairments charged to the Statement of Comprehensive income. The balance of the revaluation was recorded
to the revaluation reserve.

Upon the adoption of the accounting standard for leases, IFRS16, on the 1st April 2022, the Trust also elected to apply
the revaluation model under IAS16, to specific 'right of use' assets. This was because the normal choice of cost as a
proxy for fair value was not appropriate. The Trust engaged the professional property valuer, Avison Young, to undertake
a revaluation of these specific property 'right of use' assets at the transition date of 1st April 2022, and each year since,
including 31st March 2025. The impact of the revaluations being a net impairment, charged to the Statement of
Comprehensive Income.

Note 18 Leases - University Hospitals Coventry And Warwickshire NHS Trust as a lessee

The Trust has leases for the non-residential properties, land for car parks/dialysis unit, plant and machinery assets such
as the heat and power plant at the Coventry site, some medical equipment assets, IT equipment and specialised
transport leases. With the exception of short-term leases and leases of low-value underlying assets, each lease is
reflected in the consolidated statement of financial position as a right-of-use asset and a lease liability.

The Trust classifies its right-of-use assets in a consistent manner to its property, plant and equipment (see Note15).
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Note 18.1 Right of use assets - 2025/26

Valuation / gross cost at 1 April 2025 - brought forward
Additions
Remeasurements of the lease liability
Impairments
Reversal of impairments

Revaluations
Valuation/gross cost at 31 March 2026

Accumulated depreciation at 1 April 2025 - brought forward
Provided during the year

Revaluations
Accumulated depreciation at 31 March 2026

Net book value at 31 March 2026
Net book value at 1 April 2025

Net book value of right of use assets leased from other NHS providers
Net book value of right of use assets leased from other DHSC group bodies

Of which:
Property leased from
(land and Plant & Transport Information DHSC group
buildings) machinery  equipment technology Total bodies
£000 £000 £000 £000 £000 £000
31,563 12,192 43 1,348 45,146 12,335
1,473 475 - 1,214 3,162 1,141
1,615 338 - 181 2134 1,020
(1,630) - - - (1,630) (1,630)
237 - - - 237 237
(1,119) - - - (1,119) (1,119)
32,139 13,005 43 2,743 47,930 11,984
4,790 3,926 10 1,091 9,817 2,527
1,949 1,447 8 372 3,776 1,131
(1,119) - - - (1,119) (1,119)
5,620 5,373 18 1,463 12,474 2,539
26,519 7,632 25 1,280 35,456 9,445
26,773 8,266 33 257 35,329 9,808
146
9,299
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Note 18.2 Right of use assets - 2024/25

Valuation / gross cost at 1 April 2024 - brought forward
Transfers by absorption
Additions
Remeasurements of the lease liability
Impairments
Reversal of impairments
Revaluations

Disposals / derecognition
Valuation/gross cost at 31 March 2025

Accumulated depreciation at 1 April 2024 - brought forward
Transfers by absorption
Provided during the year
Revaluations

Disposals / derecognition
Accumulated depreciation at 31 March 2025

Net book value at 31 March 2025
Net book value at 1 April 2024

Net book value of right of use assets leased from other NHS providers
Net book value of right of use assets leased from other DHSC group bodies

Of which:
Property leased from
(land and Plant & Transport Information DHSC group
buildings) machinery  equipment technology Total bodies
£000 £000 £000 £000 £000 £000
26,374 11,258 51 1,287 38,970 7,742
7,776 - - - 7,776 7,776
1,056 - - 61 1,117 1,056
2,923 934 (8) - 3,849 2,327
(5,427) - - - (5,427) (5,427)
68 - - - 68 68
(1,193) - - - (1,193) (1,193)
(14) - - - (14) (14)
31,563 12,192 43 1,348 45,146 12,335
1,831 2,648 2 726 5,207 370
2,158 - - - 2,158 2,158
2,008 1,278 8 365 3,659 1,206
(1,193) - - - (1,193) (1,193)
(14) - - - (14) (14)
4,790 3,926 10 1,091 9,817 2,527
26,773 8,266 33 257 35,329 9,808
24,543 8,610 49 561 33,763 7,372
291

9,517
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Note 18.3 Revaluations of right of use assets

The Trust has elected to revalue specific property 'right of use' assets, Note17 can be referred to for details of process

undertaken and outcome of the revaluation.

Note 18.4 Reconciliation of the carrying value of lease liabilities

Lease liabilities are included within borrowings in the statement of financial position. A breakdown of borrowings is

disclosed in note 25.1.

Carrying value at 1 April
Transfers by absorption
Lease additions
Lease liability remeasurements
Interest charge arising in year
Lease payments (cash outflows)
Carrying value at 31 March

2025/26 2024/25
£000 £000
54,908 47,814
- 5,628

3,162 1,117
2,134 3,849
1,146 1,027
(6,922) (4,527)
54,428 54,908

Lease payments for short term leases, leases of low value underlying assets and variable lease payments not
dependent on an index or rate are recognised in operating expenditure.
These payments are disclosed in Note 7.1. Cash outflows in respect of leases recognised on-SoFP are disclosed in the

reconciliation above.

In 2024/25, assets categorised as Transfers by absorption are right of use property assets transferred at 1st Jul 2024

as part of Adult Community Health transfer.

Note 18.5 Maturity analysis of future lease payments

Undiscounted future lease payments payable in:

- not later than one year;
- later than one year and not later than five years;
- later than five years.
Total gross future lease payments
Finance charges allocated to future periods
Net lease liabilities at 31 March 2026
Of which:
Leased from other NHS providers
Leased from other DHSC group bodies

Of which Of which

leased from leased from

DHSC group DHSC group

Total bodies: Total bodies:
31 March 31 March 31 March 31 March
2026 2026 2025 2025
£000 £000 £000 £000
6,161 3,327 6,950 4,326
20,719 11,719 18,936 11,295
35,799 17,822 37,751 19,015
62,679 32,868 63,637 34,636
(8,251) (5,115) (8,729) (5,564)
54,428 27,753 54,908 29,072
142 292

27,611 28,780
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Note 19 Investment Property

Carrying value at 1 April - brought forward
Movement in fair value
Carrying value at 31 March

Note 19.1 Investment property income and expenses

Direct operating expense arising from investment property which generated rental
income in the period

Direct operating expense arising from investment property which did not generate
rental income in the period

Total investment property expenses
Investment property income

Page4d6

2025/26 2024/25
£000 £000
10,120 10,850
190 (730)
10,310 10,120
2025/26 2024/25
£000 £000
(349) (360)
(9) ()
(358) (367)
503 486



Note 20 Inventories

31 March 31 March

2026 2025

£000 £000

Drugs 5,331 4,904
Consumables 10,894 10,690
Total inventories 16,224 15,593

of which:
Held at fair value less costs to sell - -

Inventories recognised in expenses for the year were £172,521k (2024/25: £167,184k). Write-down of inventories
recognised as expenses for the year were £569k (2024/25: £612k).
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Note 21.1 Receivables

Current
Contract receivables
Capital receivables
Allowance for impaired contract receivables / assets
Prepayments (non-PFl)
PFI lifecycle prepayments
Interest receivable
VAT receivable
Other receivables
Total current receivables

Non-current
Contract receivables
PFI lifecycle prepayments

Other receivables
Total non-current receivables

Of which receivable from NHS and DHSC group bodies:

Current
Non-current
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31 March 31 March
2026 2025
£000 £000

50,582 53,161
- 1,036
(8,034) (6,941)
12,181 9,529
8,881 7,236
214 277

- 833

193 165
64,017 65,296
8,471 7,793
41,019 38,442
871 865
50,361 47,100
38,196 41,626
871 865



Note 21.2 Allowances for credit losses
2025/26 2024/25

Contract Contract
receivables receivables
and contract and contract

assets assets

£000 £000

Allowances as at 1 April - brought forward 6,941 6,845
New allowances arising 7,518 5,549

Reversals of allowances (2,582) (2,342)

Utilisation of allowances (write offs) (3,843) (3,111)
Allowances as at 31 Mar 2026 8,034 6,941

Note 21.3 Exposure to credit risk

The Trust charges significant sums to overseas patients who have received care, however, the income from such
patients is in effect partly underwritten by the local Integrated care board. In 2025/26, this value has been fixed and is
included within the contractual blocks received from UHCW commissioners based on inflated 2019/20 values. There is
a range of debt risk exposure and provision for this risk is applied according to the individual debt circumstances,
ranging between 0% on overseas patients actively making payments, to 95% on debtors who have not made any
payments. The overall result being a high proportion are provided for at close to 92%.

Injury cost recovery income is subject to a provision for impairment of receivables of 24.62% as per DHSC guidance.

For other receivables, future credit losses are estimated by calculating historic one year recovery rates for specific
categories of receivables by age profile. The level of provisions for receivables as at 31 March 2026 are based on the
following average percentages for outstanding invoices by age category:

Outstanding invoices aged 0 - 30 days: 9%
Outstanding invoices aged 31 - 60 days: 18%
Outstanding invoices aged 61 - 90 days: 14%
Outstanding invoices aged 91 - 180 days: 16%
Outstanding invoices aged over 180 days: 42%
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Note 22.1 Cash and cash equivalents movements

Cash and cash equivalents comprise cash at bank, in hand and cash equivalents. Cash equivalents are readily
convertible investments of known value which are subject to an insignificant risk of change in value.

2025/26 2024/25

£000 £000

At 1 April 47,950 44,387
Net change in year (4,456) 3,563
At 31 March 43,494 47,950

Broken down into:

Cash at commercial banks and in hand 25 21
Cash with the Government Banking Service 43,469 47,929
Total cash and cash equivalents as in SoFP 43,494 47,950
Total cash and cash equivalents as in SoCF 43,494 47,950

Note 22.2 Third party assets held by the trust

University Hospitals Coventry And Warwickshire NHS Trust held cash and cash equivalents which relate to monies held
by the Trust on behalf of patients or other parties and in which the trust has no beneficial interest. This has been
excluded from the cash and cash equivalents figure reported in the accounts.

31 March 31 March

2026 2025

£000 £000

Bank balances 33 32
Total third party assets 33 32
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Note 23 Trade and other payables

31 March 31 March
2026 2025
£000 £000
Current

Trade payables 23,903 24,382
Capital payables 8,427 7,895
Accruals 41,284 65,764
Social security costs 7,546 384
VAT payables 990 149
Other taxes payable 8,407 1,171
Pension contributions payable 8,386 7,902
Other payables 538 615
Total current trade and other payables 99,481 108,262

Of which payables from NHS and DHSC group bodies:

Current 19,381 14,359
Non-current - -
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Note 24 Other liabilities

Current
Deferred income: contract liabilities
Total other current liabilities

Note 25.1 Borrowings

Current

Lease liabilities

Obligations under PFI, LIFT or other service concession contracts
Total current borrowings

Non-current

Lease liabilities

Obligations under PFI, LIFT or other service concession contracts
Total non-current borrowings
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31 March 31 March
2026 2025
£000 £000
12,474 9,304
12,474 9,304
31 March 31 March
2026 2025
£000 £000
5,032 5,621
7,035 10,766
12,067 16,387
49,396 49,287
466,817 458,217

516,213 507,504




Note 25.2 Reconciliation of liabilities arising from financing activities

Loans PFl and
from Lease LIFT

DHSC Liabilities schemes Total
£000 £000 £000 £000

Carrying value at 1 April 2025

54,908 468,983 523,891
Cash movements:

Financing cash flows - payments and receipts of principal (5,561) (11,133)  (16,694)

Financing cash flows - payments of interest (1,361) (27,261)  (28,622)

Non-cash movements:
Additions
Lease liability remeasurements
Remeasurement of PFI / other service concession liability
resulting from change in index or rate 16,002 16,002
1,146 27,261 28,407
54,428 473,852 528,280

3,162 - 3,162
2,134 - 2,134

Application of effective interest rate
Carrying value at 31 March 2026

Loans PFl and
from Lease LIFT
DHSC Liabilities schemes Total
£000 £000 £000 £000
Carrying value at 1 April 2024 895 47,814 466,678 515,387
Cash movements:
Financing cash flows - payments and receipts of principal (890) (3,787) (18,822)  (23,499)
Financing cash flows - payments of interest (10) (740) (27,314)  (28,064)
Non-cash movements:
Transfers by absorption - 5,628 - 5,628
Additions - 1,117 - 1,117
Lease liability remeasurements - 3,849 - 3,849

Remeasurement of PFI / other service concession liability
resulting from change in index or rate

Application of effective interest rate 5 1,027 27,314 28,346
Carrying value at 31 March 2025 - 54,908 468,983 523,891

21,127 21,127

Page53



Note 26.1 Provisions for liabilities and charges analysis

Pensions: 2019/20

early Pensions: clinicians'

departure injury pension
costs benefits Legal claims Re-structuring reimbursement Other Total
£000 £000 £000 £000 £000 £000 £000
At 1 April 2025 535 1,492 130 1,445 904 12,762 17,268
Change in the discount rate (6) (69) - - (69) - (144)
Arising during the year 47 97 107 - 25 4,196 4,472
Utilised during the year (100) (102) (19) (331) (23) (124) (699)
Reversed unused - - (49) - - (9,394) (9,443)
Unwinding of discount 13 36 - - 57 - 106
At 31 March 2026 489 1,454 169 1,114 894 7,440 11,560

Expected timing of cash flows:

- not later than one year; 104 107 169 1,114 23 7,440 8,957
- later than one year and not later than five years; 331 396 - - 140 - 867
- later than five years. 54 951 - - 731 - 1,736
Total 489 1,454 169 1,114 894 7,440 11,560

e Early departure costs are pensions relating to former staff are based upon actuarial estimates and are reviewed annually. Payments are made quarterly to the NHS
Pensions Agency in respect of the Trust's liability.

e Injury benefits are payable by the NHS Pensions Agency and recharged to the Trust.
e L egal claims relate to employers'/third party liability claims. Cost estimates and timings are provided by the NHS Litigation Authority.

e Other provisions include: other employee related claims, contractual disputes and to reflect the uncertain timing or retention of income received.
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Note 26.2 Clinical negligence liabilities

At 31 March 2026, £195,798k was included in provisions of NHS Resolution in respect of clinical negligence liabilities of
University Hospitals Coventry And Warwickshire NHS Trust (31 March 2025: £161,916k).

Note 27 Contingent assets and liabilities

31 March 31 March
2026 2025
£000 £000
Value of contingent liabilities
NHS Resolution legal claims 47 38
Gross value of contingent liabilities 47 38
Amounts recoverable against liabilities - -
Net value of contingent liabilities 47 38
Net value of contingent assets - -
Note 28 Contractual capital commitments
31 March 31 March
2026 2025
£000 £000
Property, plant and equipment 623 1,874
Intangible assets 59 -
Total 682 1,874
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Note 29 On-SoFP PFI, LIFT or other service concession arrangements

The Trust has entered into a PFI contract for the construction, operation and maintenance of a major acute hospital
along with the provision of a significant proportion of medical and other equipment required for use in the hospital. The
PFI contractor is also responsible for the provision of a number of services including estate maintenance, certain
equipment maintenance and the provision of hotel / soft services to a required Trust specification. These services
include catering, domestic, laundry / linen, portering, transport, switchboard, help desk, car parking and security. In
addition as part of the PFI contract these services are also provided to the existing Hospital of St Cross.

The PFI consortium includes:

1. Principal contract party with the Trust, is Coventry & Rugby Hospital Company (CRHC)

2. Coventry & Rugby Hospital Company have contracts with:
a. Hard FM — Mitie (previously Vinci Facilities);
b. Soft FM — ISS Mediclean, the current contract is market tested under the PFI contract every seven years;
c. Equipment — GE Medical Systems.

The PFI contract terminates on 31st December 2042, at which point ownership of the buildings and equipment provided
under the contract passes to the Trust for no additional consideration.

The PFI contract is a tripartite contract involving the provision of a University Hospital for UHCW NHS Trust, and also
incorporates a Mental Health facility for Coventry and Warwickshire Partnership NHS Trust, all of which are on the same
NHS PFI site and jointly contracted with CRHC.

Inflation on the PFI Unitary Payment is twofold. All costs except Soft FM pay are based upon the movement in the Retail
Prices Index (RPI) over the previous 12 months on a February to February basis. Soft FM pay uplift is based mainly on
Agenda for Change as a result of the Retention of Employment model being used, where the majority of staff are in
effect seconded by the Trust to the soft services provider but remain on NHS conditions of service.

IFRS 16 liability measurement principles have been applied to PFI, LIFT and other service concession arrangement
liabilities from 1 April 2023. At any point when payments for the service concession assets are uplifted for inflation, the
outstanding liability for those assets is recalculated to reflect the inflationary increase in all future payments. Before
IFRS16 accounting principles were applied to such liabilities, the inflationary increase in payments for the current
accounting year was recognised as contingent rent and treated as a finance charge in expenditure with no impact on
the carrying value of the liability on the SoFP.

The change in accounting treatment for inflationary uplifts has been applied retrospectively without restatement of prior
year comparative figures, with the cumulative liability remeasurement from the commencement of the Trust's PFI
contract up to 31 March 2023 being treated as an opening balance adjustment to both the PFI liability and the income
and expenditure reserve. The remeasurement of the adjusted opening liability balance, triggered by the inflationary uplift
of the 2025/26 PFI| unitary payment, has been accounted for as a financing charge in the 2025/26 SoCl, as similarly
transacted since 1 April 2023.

It should be noted that PFI and other service concession arrangements do not fall within the definition of a lease as
defined within IFRS 16 and while the liability remeasurement principles contained within this standard are now applied
to such arrangements, the assets remain subject to the measurement regime contained within IAS16.

Note 29.1 On-SoFP PFI, LIFT or other service concession arrangement obligations

The following obligations in respect of the PFI, LIFT or other service concession arrangements are recognised in the
statement of financial position:

31 March 31 March
2026 2025
£000 £000

Gross PFl, LIFT or other service concession liabilities 748,751 761,174

Of which liabilities are due

- not later than one year; 33,724 37,128

- later than one year and not later than five years; 175,791 160,675

- later than five years. 539,236 563,371
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Finance charges allocated to future periods (274,899) (292,191)
Net PFI, LIFT or other service concession arrangement obligation 473,852 468,983
- not later than one year; 7,035 10,766
- later than one year and not later than five years; 77,927 62,336
- later than five years. 388,890 395,881
Note 29.2 Total on-SoFP PFI, LIFT and other service concession arrangement commitments
Total future commitments under these on-SoFP schemes are as follows:
31 March 31 March
2026 2025
£000 £000
Total future payments committed in respect of the PFI, LIFT or other service
concession arrangements 2,003,401 2,041,303
Of which payments are due:
- not later than one year; 119,606 115,003
- later than one year and not later than five years; 478,424 460,012
- later than five years. 1,405,371 1,466,288
Note 29.3 Analysis of amounts payable to service concession operator
This note provides an analysis of the unitary payments made to the service concession operator:
2025/26 2024/25
£000 £000
Unitary payment payable to service concession operator 117,005 113,041
Consisting of:
- Interest charge 27,261 27,314
- Repayment of balance sheet obligation 11,133 18,822
- Service element and other charges to operating expenditure 55,603 53,223
- Capital lifecycle maintenance 18,589 13,682
- Addition to lifecycle prepayment * 4,419 -
Total amount paid to service concession operator 117,005 113,041

* There were additions of £4,419k to the lifecycle prepayment in 2025/26 (2024/25:£0k) , together with the capital

lifecycle contribution of £18,589k capitalised in year.
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Note 30 Financial instruments

Note 30.1 Financial risk management

Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during
the period in creating or changing the risks a body faces in undertaking its activities. Because of the
continuing service provider relationship that the NHS organisation has with commissioners and the way those
commissioners are financed, the NHS organisation is not exposed to the degree of financial risk faced by
business entities. Also financial instruments play a much more limited role in creating or changing risk than
would be typical of listed companies, to which the financial reporting standards mainly apply. The NHS
organisation has limited powers to borrow or invest surplus funds and financial assets and liabilities are
generated by day-to-day operational activities rather than being held to change the risks facing University
Hospitals Coventry And Warwickshire NHS Trust in undertaking its activities.

The Trust’s treasury management operations are carried out by the finance department, within parameters
defined formally within the Trust’s standing financial instructions and policies agreed by the board of directors.
Trust treasury activity is subject to review by the Trust’s internal auditors, rather than being held to change the
risks facing University Hospitals Coventry And Warwickshire NHS Trust in undertaking its activities.

Currency risk

The Trust is principally a domestic organisation with the great majority of transactions, assets and liabilities
being in the UK and sterling based. The Trust has no overseas operations. The Trust therefore has low
exposure to currency rate fluctuations.

Interest rate risk

The Trust therefore has low exposure to interest rate fluctuations. The Trust's last historical government loan
for capital expenditure, was finally repaid in totality in November 2024. The Trust continues to receive interest
on its cash balances, so is still exposed to a small element of interest rate risk.

Credit risk

Because the majority of the Trust's revenue comes from contracts with other public sector bodies, the Trust
has low exposure to credit risk. The maximum exposures as at 31 March 2026 are in receivables from
customers, as disclosed in the trade and other receivables note.

Liquidity risk

The Trust's operating costs are incurred under contracts with integrated care boards and NHS England, which
are financed from resources voted annually by Parliament. The Trust funds its capital expenditure from funds
obtained within its prudential borrowing limit. The Trust is not, therefore, exposed to significant liquidity risks.
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Note 30.2 Carrying values of financial assets

Carrying values of financial assets as at 31 March 2026

Trade and other receivables excluding non financial assets

Cash and cash equivalents
Total at 31 March 2026

Carrying values of financial assets as at 31 March 2025

Trade and other receivables excluding non financial assets
Cash and cash equivalents
Total at 31 March 2025

Note 30.3 Carrying values of financial liabilities

Carrying values of financial liabilities as at 31 March 2026

Obligations under leases
Obligations under PFI, LIFT and other service concession contracts
Trade and other payables excluding non financial liabilities
Provisions under contract

Total at 31 March 2026

Carrying values of financial liabilities as at 31 March 2025

Obligations under leases

Obligations under PFI, LIFT and other service concession contracts
Trade and other payables excluding non financial liabilities
Provisions under contract

Total at 31 March 2025

Held at
amortised Total
cost book value
£000 £000
51,400 51,400
43,494 43,494
94,894 94,894
Held at
amortised Total
cost book value
£000 £000
53,118 53,118
47,950 47,950
101,068 101,068
Held at
amortised Total
cost book value
£000 £000
54,428 54,428
473,852 473,852
71,127 71,127
9,617 9,617
609,024 609,024
Held at
amortised Total
cost book value
£000 £000
54,908 54,908
468,983 468,983
92,513 92,513
15,241 15,241
631,645 631,645
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Note 30.4 Maturity of financial liabilities

The following maturity profile of financial liabilities is based on the contractual undiscounted cash flows. This differs to
the amounts recognised in the statement of financial position which are discounted to present value.

31 March 31 March

2026 2025

£000 £000

In one year or less 119,757 150,967
In more than one year but not more than five years 196,650 179,710
In more than five years 575,766 601,888
Total 892,173 932,565
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Note 31 Losses and special payments

Losses
Cash losses
Bad debts and claims abandoned *
Stores losses and damage to property
Total losses
Special payments
Compensation under court order or legally binding
arbitration award

Extra-contractual payments

Ex-gratia payments

Special severance payments

Extra-statutory and extra-regulatory payments
Total special payments
Total losses and special payments
Compensation payments received

2025/26 2024/25
Total Total

number of Total value number of Total value
cases of cases cases of cases
Number £000 Number £000
14 6 17 22

718 3,228 652 2,537

6 569 7 612

738 3,803 676 3,171

1 2 - -

45 21 28 11

- - 1 18

2 2 - -

48 25 29 29

786 3,828 705 3,200

* The bad debts recorded above mainly relate to the provision of urgent/emergency care to overseas visitors and cases
range from £34 to £113,414 and is a net position in year including subsequent write-off reversals. These write-off
reversals can be where the patient subsequently gains residency or subsequently pays the debt in year. The overseas
losses recorded in Note 3.3 are the net position of, overseas losses written off in year less any subsequent reversal of

the write-offs in year.

Reversals of write-offs relating to debt written off in previous years totals £466k have also been transacted in year but
are not recorded in this note, in order to present the net position for the current year in this note.

The losses and special payments above are presented net of utilisation of credit loss allowances in the Operating

Expenses note.
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Note 32 Related parties

The Department of Health and Social Care is regarded as a the Trust's parent department. During the year
University Hospitals Coventry and Warwickshire NHS Trust has had a significant number of material
transactions with the Department, and with other entities for which the Department is regarded as the
parent Department.

South Warwickshire University NHS Foundation Trust
George Eliot Hospital NHS Trust
The Royal Wolverhampton NHS Trust

NHS Birmingham and Solihull ICB

NHS Coventry and Warwickshire ICB

NHS Herefordshire and Worcestershire ICB
NHS Leicester, Leicestershire and Rutland ICB
NHS Northamptonshire ICB

NHS England

NHS Resolution

Community Health Partnerships

In addition, the Trust also undertakes transactions with other government/public sector bodies and those
with material transactions are listed below:

HM Revenue and Customs
National Health Service Pension Scheme
NHS Blood & Transplant

Professor Gavin Perkins was appointed as a Non-Executive Director of the Trust from 1 July 2022 and
holds the position of Dean of Warwick Medical School, part of the University of Warwick.

Dr Douglas Howat became a Non-Executive Director of the Trust from 1 September 2022 and holds the
position of Dean of Students at Coventry University.

Two directors of the Trust and two senior managers of the Trust were also trustees of University Hospitals
Coventry and Warwickshire Charity during 2025/26. The charity is independent from the Trust which has
the right to appoint four of the ten trustees of the charity. During the course of 2025/26, Trust appointed
trustees of the charity have remained in the minority of the charity’s trustees.

Revenue and expenditure with other bodies outside Whole Government Accounts (WGA) includes the
University of Warwick and the University Hospitals Coventry and Warwickshire Charity, are as follows:

Revenue Expenditure

£000s £000s

University of Warwick 2,310 2,885
University Hospitals Coventry and Warwickshire Charity 590 -
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Note 33 Better Payment Practice code

2025/26 2025/26 2024/25 2024/25
Non-NHS Payables Number £000 Number £000
Total non-NHS trade invoices paid in the year 109,215 641,395 112,079 600,873
Total non-NHS trade invoices paid within target 95,536 627,756 101,628 592,928
Percentage of non-NHS trade invoices paid within target 87.5% 97.9% 90.7% 98.7%
NHS Payables
Total NHS trade invoices paid in the year 4,314 171,597 3,890 156,890
Total NHS trade invoices paid within target 3,493 167,014 3,128 151,038
Percentage of NHS trade invoices paid within target 81.0% 97.3% 80.4% 96.3%

The Better Payment Practice code requires the NHS body to aim to pay all valid invoices by the due date or within 30
calendar days of receipt of goods or a valid invoice (whichever is later) unless other payment terms have been agreed.

Note 34 Capital Resource Limit

Gross capital expenditure
Less: Donated and granted capital additions
Charge against Capital Resource Limit

Capital Resource Limit
Under / (over) spend against CRL

Note 35 Adjusted financial performance

(Deficit) / surplus for the period per SOCI

Remove net impairments not scoring to the departmental expenditure limit
Remove (gains) / losses on transfers by absorption

Remove I&E impact of capital grants and donations

Remove I&E impact of IFRIC 12 schemes on an IFRS 16 basis

Add back I&E impact of IFRIC 12 schemes on former UK GAAP basis
Adjusted financial performance (deficit) / surplus

Note 36 Breakeven duty financial performance

Adjusted financial performance surplus / (deficit)
Breakeven duty financial performance surplus / (deficit)
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2025/26 2024/25
£000 £000
39,875 46,644
(396) (1,766)
39,479 44,878
39,479 44,878
2025/26 2024/25
£000 £000
(16,501) (17,684)
9,508 9,450

- (435)

472 (1,094)
111,779 112,500
(111,278) (107,437)
(6,020) (4,700)
2025/26

£000

(6,020)

~ (6,020)



Note 37 Breakeven duty rolling assessment

1997/98 to
2008/09 2009/10 2010/11 201112 2012/13 2013/14 2014/15 2015/16 2016/17
£000 £000 £000 £000 £000 £000 £000 £000 £000
Breakeven duty in-year financial performance 10,234 4,162 1,465 1,916 214 (16,900) (9,129) 703
Breakeven duty cumulative position 2,558 12,792 16,954 18,419 20,335 20,549 3,649 (5,481) (4,778)
Operating income 465,211 472,923 484,816 509,163 528,881 550,196 585,157 608,790
Cumulative breakeven position as a percentage
of operating income 2.7% 3.6% 3.8% 4.0% 3.9% 0.7% (0.9%) (0.8%)
2017/18 2018/19 2019/20 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000 £000 £000 £000 £000 £000 £000 £000 £000
Breakeven duty in-year financial performance (15,713) (25,011) 9,175 3,110 2,889 (13,882) (2,985) (4,700) (6,020)
Breakeven duty cumulative position (20,491) (45,502) (36,327) (33,217) (30,328) (44,209) (47,194) (51,894) (57,914)
Operating income 630,651 668,046 727,084 806,313 877,683 918,215 986,083 1,125,525 1,168,835
Cumulative breakeven position as a percentage
of operating income (3.2%) (6.8%) (5.0%) (4.1%) (3.5%) (4.8%) (4.8%) (4.6%) (5.0%)

The Trust has breached its 5 year break even duty at 31 March 2026. The value of cumulative deficit for the period of 2020/21 to 2024/25 is £24.7M. The Trust plans to recover this
will be linked to the control total mechanism and future development of system plans.
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