Supplementary guidance for completing the Lancashire & South Cumbria ICB Integrated Impact Assessment
1. Purpose and operating principle
This supplementary guidance should sit alongside the uploaded Integrated Impact Assessment.  The template requires a scheme overview, stakeholder involvement, impact classification as positive / neutral / negative, initial and revised risk scoring, evidence, mitigations and review dates across Quality, Equality, Diversity & Inclusion, Inclusion Health, Human Rights and Sustainability domains. 
It should apply to all change proposals, including service redesign, commissioning or decommissioning, financial recovery schemes, pathway changes, procurement, policy creation/review and digital/estates changes, with the depth of analysis proportionate to scale, risk and affected populations. 
The aim is not to “complete a form”; it is to create a defensible record showing that decision-makers have understood likely impacts, used evidence, engaged affected groups, identified mitigations, and set monitoring arrangements before implementation. 
NHS England’s 2025 Quality Impact Assessment framework says QIAs should be used for any proposed service change, not just financial efficiencies, and should remain live and iterative as proposals develop. GOV.UK PSED guidance also stresses that decision-makers should consider positive, negative and neutral impacts, fill evidence gaps proportionately, record their thinking, and monitor actual outcomes after implementation. 

2. Recommended assessment methodology
Use a single consistent method for every IIA, while allowing proportionate completion. The assessment should move through proposal definition; affected stakeholders; full-domain screening; evidence triangulation; impact classification; risk scoring for negatives; SMART mitigations; governance sign-off; and post-implementation review. 
This reflects the ICB process flow already drafted, which includes identifying the need for assessment, conducting the assessment, cross-functional scrutiny, approval, and monitoring/managing mitigating actions. It also aligns with NHS England’s principles of board oversight, multidisciplinary review, dynamic reassessment, standardised tools and monitoring. 

Figure 1: A proportionate IIA workflow showing how every change proposal moves from proposal definition through domain assessment, evidence triangulation, mitigation, governance sign-off and post-implementation review.
[image: ]

3. Completion standards
An IIA should not be accepted as complete unless it contains:
	Completion test
	Minimum expectation

	Clear proposal
	Current state, future state, rationale, affected services, start/go-live dates and decision required.

	All domains screened
	Every Quality, EDI, Inclusion Health, Human Rights and Sustainability sub-domain considered; “neutral” must be justified, not left blank.

	Evidence-based judgement
	Quantitative data, qualitative insight, professional judgement and lived-experience evidence triangulated where possible. NHS England expects QIAs to use quantitative and qualitative data, highlight data gaps, and document actions to address them. [england.nhs.uk]

	Engagement
	Stakeholders affected by the proposal identified, with completed or planned engagement linked to the domains it informs; NHS England highlights engagement with people using services, staff, local authorities and wider stakeholders as part of QIA processes. [england.nhs.uk]

	Mitigations
	Every negative impact has a named mitigation, owner, timescale, revised risk score and KPI; NHS England recommends SMART mitigations with named leads, deadlines and linked KPIs. [england.nhs.uk]

	Governance and review
	Sign-off route documented; review frequency agreed; monitoring arrangements linked to ICB risk governance.





4. Cross-domain guidance
A. Quality domain guidance
The ICB template separates Quality into Patient Safety, Clinical Effectiveness, Patient Experience, Staff Experience, and Targets / Performance. NHS England’s model QIA tool uses comparable quality domains and expects impact, evidence, mitigations, revised risk scoring and KPIs to be recorded.
	Domain
	Description and why it matters
	Prompts assessors must answer
	Impact examples
	Evidence, KPIs and mitigations

	Patient Safety
	Whether the proposal could increase or reduce avoidable harm. Safety must be considered before approval because QIAs place quality and patient safety alongside financial/operational factors. 
	Could harm, incidents, infection risk, safeguarding, medicines safety, clinical handover or continuity of care change? Are high-risk patients affected?
	Positive: fewer handoffs. 

Neutral: admin-only change with no clinical contact. 

Negative: reduced capacity causing unsafe waits.
	Evidence: incidents, PSIRF themes, safeguarding alerts, medicines incidents, infection data, mortality reviews. 

KPIs: incident rate, serious incidents, avoidable harm, waiting-related harm. 

Mitigations: safety SOPs, escalation triggers, phased go-live, clinical review, safety huddles.

	Clinical Effectiveness
	Whether care remains evidence-based, timely and likely to achieve intended outcomes.
	Does the proposal affect access to NICE-guided care, outcomes, readmissions, continuity, diagnostics, referral thresholds or clinical variation?
	Positive: pathway aligns with best practice. 

Neutral: back-office change. 

Negative: patients wait longer than recommended timeframe.
	Evidence: clinical audit, outcome measures, GIRFT, Model Health System, readmission data, NICE standards. 

KPIs: outcomes, readmissions, time to treatment, compliance with pathway standards. 

Mitigations: clinical criteria, audit, exception routes, capacity modelling.

	Patient Experience
	Whether people find care accessible, understandable, respectful and person centred.
	Will access, choice, communication, travel, digital access, complaints, continuity or confidence change? Have patients/carers been asked?
	Positive: care closer to home. 

Neutral: no patient-facing change. 

Negative: digital-only access excludes some groups.
	Evidence: FFT, complaints, PALS, Healthwatch, surveys, focus groups. 

KPIs: complaints, DNAs, access times, satisfaction, digital uptake by group. 

Mitigations: non-digital routes, accessible comms, patient navigation, transport support.

	Staff Experience
	Whether staff wellbeing, workload, capability, morale or retention are affected.
	Will staffing levels, skill mix, workload, supervision, training, rota patterns, travel or psychological safety change?
	Positive: clearer roles, reduced duplication. 

Neutral: no workforce effect. 

Negative: workload shift without training/capacity.
	Evidence: staff survey, sickness, turnover, ESR, FTSU themes, consultation feedback. 

KPIs: vacancy, turnover, sickness, agency use, training completion. 

Mitigations: workforce plan, training, supervision, phased transition, workload review.

	Targets / Performance
	Whether the proposal affects statutory, national, local or contractual standards.
	Does it affect RTT, cancer, urgent care, diagnostics, mental health, primary care, finance, contract quality schedules or local recovery targets?
	Positive: improves throughput. 

Neutral: no pathway impact. 

Negative: temporary breach while service moves.
	Evidence: performance dashboard, contract KPIs, demand/capacity modelling. 

KPIs: relevant access standards, backlog, productivity, cancellations. 

Mitigations: trajectory, recovery plan, escalation thresholds, interim capacity.



External sources for further insights / guidance -[england.nhs.uk]


B. Equality, Diversity & Inclusion guidance
The ICB template covers the nine Equality Act protected characteristics and asks assessors to identify positive, neutral and negative impacts, evidence and mitigations. The Equality Act public sector equality duty requires due regard to eliminating discrimination, advancing equality of opportunity and fostering good relations; section 149 lists the relevant protected characteristics for PSED purposes, while marriage and civil partnership has a more limited application. NHS England’s legal duties reference document also emphasizes that equality and health inequalities duties should be embedded early and not treated as a tick-box exercise. 
	Group
	Description and why it matters
	Key assessment prompts
	Barriers / inequalities to consider
	Evidence and mitigations

	Age
	This can refer to people of a specific age (e.g. 50 years old) or belonging to a particular age range (e.g. 18- to 30-year-olds or the general working age population). Age discrimination includes treating someone less favorably for reasons relating to their age (whether young or old).
	Which age groups gain or lose? Are children, young people, working-age adults or older adults differently affected?
	Digital access, frailty, safeguarding, transition points, age-based eligibility.
	Local population data, service activity by age, JSNA. Mitigate with age-specific pathways, transition plans, reasonable alternatives.

	Disability
	A person has a disability if they have a physical, mental impairment, learning disability or sensory impairment which has a substantial and long-term adverse effect on their ability to carry out normal day-to-day activities. People with a past disability which falls under the definition remain protected.
	Are physical, sensory, learning disability, autism, mental health or long-term condition needs affected?
	Reasonable adjustments, accessible information, transport, appointments, digital exclusion. NHS Accessible Information Standard requires NHS and adult social care organisations to identify, record, flag, share, meet and review information/communication support needs. 
	AIS flags, Reasonable Adjustment Flag, complaints, LD/autism data. Mitigate with accessible formats, interpreters/BSL, longer appointments, step-free access.

	Gender reassignment
	This refers to a person proposing to undergo, who is undergoing (at any stage of the process) or has undergone the process of reassigning their sex by changing physiological or other attributes of sex. A person does not need to have undergone any specific clinical treatment or surgery to change from birth sex to preferred gender in order to be protected under this characteristic. The term ‘transgender’ is also protected under this characteristic
	Could access, dignity, privacy, records or communications affect trans people?
	Misgendering, privacy, inappropriate single-sex assumptions, fear of discrimination.
	Engagement with relevant groups, complaints, policy review. Mitigate with respectful records, staff training, privacy safeguards.

	Marriage / civil partnership
	Protection under this characteristic is given to people that are legally married or in a legal civil partnership. Marriage is defined as a union between a man and a woman, or between same-sex couples. This characteristic only recognises people in formally recognised unions and, therefore, does not include people that are not married, cohabiting couples, widows, divorcees and fiancées. Same-sex couples can also have their relationships recognised as civil partnerships. Civil partners must not be treated less favourably than married couples
	Does the proposal affect staff terms, benefits or next-of-kin processes?
	Usually employment-focused; do not overstate service impact unless relevant. GOV.UK notes marriage/civil partnership is protected but not a “relevant” PSED characteristic except for the first aim in employment-related contexts.
	HR policy checks, staff consultation. Mitigate with consistent partner/next-of-kin processes.

	Pregnancy / maternity
	The Equality Act protects people that are discriminated against due to their pregnancy or maternity status – which includes breastfeeding. This protection may relate to current or previous pregnancy. Maternity protection extends for 26 weeks from the date of the birth. Protection also includes where a baby was stillborn in cases where the pregnancy progressed for at least 24 weeks prior to birth.
	Are pregnant people, new parents, breastfeeding parents or maternity pathways affected?
	Appointment timing, access to maternity advice, breastfeeding facilities, clinical risk.
	Maternity data, perinatal outcomes, complaints, safety incidents. Mitigate with priority access, continuity, safe clinical criteria.

	Race
	Race includes skin colour, nationality, and/or ethnic or national origins. Nationality is determined 
by citizenship. This can include specific inclusion health groups such as Gypsy, Roma and Traveller communities, or Asylum Seekers and Refugees. NHS organisations have adopted the term ‘ethnically diverse’ to describe groups that are not White British. If your proposal is likely to have a disproportionate impact on people from specific backgrounds, you should explore each one separately in your assessment.
	Are ethnic groups, migrants, Gypsy/ Roma/Traveller communities or language needs differently affected?
	Language, trust, racism, cultural safety, registration barriers, differential outcomes.
	Ethnicity-coded activity/outcome data, JSNA, Healthwatch, VCSE insight. Mitigate with interpreting, outreach, culturally competent engagement.

	Religion / belief
	The Equality Act does not provide an explicit definition of religion or belief. It includes the main world religions such as Christianity, Islam, Judaism, Hinduism, Sikhism, Humanism, Secularism and Paganism. The Equality Act protects any religion, religious or philosophical belief – this also 
includes a lack of religion / belief such as Atheism.
If your proposal is likely to have a disproportionate impact on people who hold a specific religion or belief, you should explore each one separately in your assessment
	Does the change affect worship, dietary needs, modesty, chaplaincy, appointment timing or end-of-life preferences?
	Religious observance, fasting, gender of clinician, spiritual care.
	Patient feedback, chaplaincy, community groups. Mitigate with flexible appointments, choice, culturally appropriate care.

	Sex
	Sex refers to individual male and female people, but also includes males and females as groups. Sex discrimination involves treating a male or female, or males and females, less 
favourably for reasons relating to their sex. People describing themselves as non-binary are not currently recognised within the Act
	Are women or men differently affected in access, outcomes, safety, privacy or workforce impact?
	Sex-specific disease prevalence, caring roles, domestic abuse, single-sex privacy.
	Data by sex, safeguarding data, pathway outcomes. Mitigate with sex-sensitive pathway design and privacy arrangements.

	Sexual orientation
	A person’s sexual attraction towards their own sex, the opposite sex or more than one sex. This includes people who are lesbian, gay, bisexual, or heterosexual.  If your proposal is likely to have a disproportionate impact on people with a specific sexual orientation, you should explore each one separately in your assessment
	Could LGBTQ+ people experience different access, disclosure, dignity or partner recognition?
	Fear of discrimination, assumptions about relationships, confidentiality.
	Patient/staff feedback, complaints, local VCSE insight. Mitigate with inclusive language, partner recognition, staff training.


External sources for further insights / guidance - [legislation.gov.uk]

C. Inclusion Health guidance
The template includes carers, military veterans, looked after children, rural communities, refugees, people with poor literacy, people with addiction, people in contact with the justice system and sex workers. NHS England defines inclusion health as groups who experience social exclusion and multiple interacting risks such as stigma, discrimination, poverty, violence and complex trauma; it identifies groups including homelessness, drug/alcohol dependence, vulnerable migrants/refugees, Gypsy/Roma/Traveller communities, people in contact with justice, victims of modern slavery and sex workers 
	Group
	Description and why it matters
	Prompts, barriers and evidence expectations
	Potential mitigations

	Carers
	A carer is anyone, including children and adults, who looks after a family member, partner or friend who needs help because of their illness, frailty, disability, a mental health problem or an addiction and cannot cope without their support. The care that they give is unpaid. Under the Equality Act, it is illegal to discriminate against a carer because of their responsibilities as a carer, or because of the individual(s) they care for.
	Will unpaid carers’ ability to access services, appointments, information or respite be affected? NHS England notes public involvement duties were extended to secure involvement of carers and representatives as well as service users. 
	Carer-aware comms, appointment flexibility, carer engagement, signposting to support, carer impact monitoring.

	Military veterans
	Veterans are defined as anyone who has served for at least one day in Her Majesty’s Armed Forces (Regular or Reserve) or Merchant Mariners who have seen duty on legally defined military operations.  The Armed Forces Covenant is a promise by the Nation that those who serve, or have served, and their families are treated fairly. The Armed Forces Covenant is part of the NHS Constitution. In relation to healthcare, the Covenant states that the Armed Forces Community should enjoy the same standard of, and access to, healthcare as that received by any other UK citizen in the area they live and that Veterans should receive priority treatment where it relates to a condition that results from their service in the Armed Forces, subject to clinical need.
	Could veterans or armed forces families be disadvantaged? NHS England states ICBs are responsible for commissioning and delivery of health services for veterans and reservists when not mobilised, and the Armed Forces Covenant requires fair treatment and no disadvantage. 
	Ask about veteran status, link to Op COURAGE/armed forces leads, avoid disadvantage from service history, monitor access.

	Looked after children
	A child or young person who has been in the care of a local authority for more than 24 hours is known as a ‘looked after child’. Looked after children are sometimes referred to as ‘children in care’, a term which many children and young people may prefer. In general, looked after 
children are living with foster parents, living in a residential children’s home, or living in residential settings like schools or secure units.
Looked after children and young people often have physical and mental health and wellbeing needs that are different from many other children and young people. For example, they may have a higher likelihood of having been subjected to trauma or severe neglect; have experienced high levels of social disadvantage; have multi-layered, unmet and complex needs; not be accessing services in a timely manner in the first place (despite their elevated levels of need)
	Are children in care/care leavers affected in access, safeguarding, transition or continuity? NICE says services should work together to deliver high-quality care, stable placements and nurturing relationships for looked-after children and young people.
	Safeguarding review, designated professional input, transition planning, trauma-informed engagement.

	Rural communities
	Nearly 10 million people in England live in areas defined as rural. This number is increasing, and the population is growing older. Rural and remote communities are often very diverse environments which are difficult to understand.as a whole. Although many rural areas are 
affluent in general, there can be pockets of high deprivation, ill health and inequalities. While poverty, deprivation and the ill health that accompanies them look much the same everywhere that they exist in England, they can be more difficult to identify in rural areas than 
they are in urban area due to a lack of statistics.  Overall, health outcomes are more favorable in rural areas, but this often masks small pockets of significant deprivation and poor health outcomes. There is an absence of detailed statistical information on health outcomes in rural areas, as national statistics often do not reveal differences within small areas.
	Does the change increase travel, reduce local access, assume digital connectivity, or hide small-area deprivation? NHS England notes people in remote, rural, coastal or island locations can face access barriers and higher service delivery costs. 
	Rural proofing, transport analysis, hybrid access, outreach, digital alternatives, travel reimbursement.

	Refugees / asylum seekers
	A refugee is a person who owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular social group or political opinion, is outside the 
country of his nationality and is unable or, owing to such fear, is unwilling to avail himself of the protection of that country; or who, not having a nationality and being outside the country of his former habitual residence as a result of such events, is unable or, owing to such fear, is 
unwilling to return to it.
An asylum seeker is someone who has applied for asylum and is waiting for a decision. In other words, in the UK an asylum seeker is someone who has asked the Government for refugee status and is waiting to hear the outcome of their application. Someone who seeks asylum in the UK is asking for protection under well-established international law. If they are accepted, they are granted refugee status.
Asylum Seekers and Refugees (including those applying for asylum, humanitarian protection or temporary protection whose claims, including appeals, have not yet been determined) are entitled to free and full access to primary and secondary care services.
	Are language, trauma, registration, entitlement, digital or trust barriers addressed? Inclusion Health guidance identifies vulnerable migrants/refugees as inclusion health groups and highlights translation barriers. 
	Interpreting, translated materials, safe registration, trauma-informed care, VCSE partners.

	Poor literacy / health literacy
	Poor literacy can be a main contributor to a life of hardship and/or disadvantage, and to an intergenerational cycle of poverty. As many as 15% of adults in England read at or below a basic level (proficient only at or below what is known as Level 1 in literacy), struggling with basic 
reading skills that most of us take for granted. In other words, significant numbers of adults do not possess the basic information-processing skills considered necessary to succeed in today’s world.
Those with poor literacy skills are more than twice as likely to be unemployed than those who can read beyond the most basic of levels. Research shows that the median hourly wage of workers scoring higher on literacy scales is more than 60% higher than for workers scoring at 
lower levels. ‘Health literacy’ is defined as the personal characteristics and social resources needed for individuals and communities to access, understand, appraise and use information and services to make decisions about health. People with limited financial and social resources are more 
likely to have limited health literacy.
	Can people understand, appraise and use information? NHS England says low health literacy risks widening inequalities when information/services do not meet needs. 
	Plain English, Easy Read, Teach Back, pictures, phone/face-to-face options, user testing.

	People with addiction
	Substance misuse develops when you continue to take substances which change the way you feel and think, such as alcohol, drugs, or food, even though they may cause problems with your body, your mind and the way you behave. The most misused substances are alcohol, tobacco, opiates, stimulants, and food. The links between substance misuse and economic inequalities are well documented. This is particularly true of drug use which shows significantly positive correlations with areas of high levels of deprivation.
	Could drug/alcohol dependence, stigma or service fragmentation reduce access? Inclusion Health framework includes people with drug and alcohol dependence and highlights stigma and service design barriers. 
	Joint working with substance misuse services, non-judgmental access, outreach, flexible appointments.

	Justice system
	Children, young people, and adults in contact with the Justice System, or those in detained settings, are more likely to smoke, misuse drugs or alcohol, have mental and physical health problems, report having a disability, self-harm or attempt suicide. Their lives are often further 
complicated by complex social and personal issues such as unemployment, low educational attainment, homelessness, and social marginalisation. Consequently, people in contact with the Justice System often have lower life expectancy and experience poorer health outcomes. 
NHS organisations should aim to improve health and care outcomes for people in contact with the Justice System, support safer communities and improve social cohesion.
	Are people in prison, on release, under probation or with prior justice contact affected? Inclusion Health guidance identifies people in contact with the justice system and notes distrust from previous negative experiences can deter NHS contact. 
	RECONNECT/probation links, continuity of medication, registration support, care navigation.

	Sex workers
	Sex work is a term used to describe a range of activities relating to the exchange of money (or its equivalent) for the provision of sexual services. In the UK, whilst sex work is not illegal, many associated acts are, such as ‘soliciting’, ‘kerb-crawling’ or running a ‘brothel’. Sex work is therefore, in practice, effectively criminalized which leads to the marginalisation and 
stigmatization of sex worker in society.  The position of sex workers in society generally results in unmet needs and health inequalities. 
Sex workers are at higher risk of experiencing violence, social exclusion, substance misuse, poor mental health, and poorer health in general.
	Could stigma, confidentiality concerns, opening hours or service location deter access? NHS England’s framework cites stigma, fear of discrimination and service location/opening hours as barriers for this group. 
	Confidential access, outreach/VCSE partners, flexible hours, trauma-informed care, safeguarding routes.



External sources for further insights / guidance - [england.nhs.uk], [legislation.gov.uk] , [nice.org.uk]



D. Human Rights Act guidance
The template asks assessors to consider Articles 2, 3, 5, 6, 8, 9, 10 and 14 and whether systems, processes and monitoring could fail to protect rights. The Human Rights Act incorporates ECHR rights into UK law and requires public bodies, including hospitals and publicly funded services, to respect and protect rights. CQC states that care that does not respect and promote human rights is neither safe nor high-quality, and links health and care regulations to relevant human rights articles. 
	Article
	Health and care relevance
	Assessor questions

	Article 2 – Right to life
	Linked by CQC to safe care and treatment; examples include failure to provide appropriate safe care or access to hydration/food
	Could the change increase mortality, emergency risk, unsafe delay or failure to rescue?

	Article 3 – Inhuman or degrading treatment
	CQC links this to safeguarding, dignity/respect and governance, including systemic abuse or failures to safeguard.
	Could people experience neglect, abuse, humiliation, unsafe restraint, or loss of dignity?

	Article 5 – Liberty and security
	Relevant where restrictive practice, detention, seclusion or deprivation of liberty may occur.
	Are restrictions lawful, necessary, proportionate, reviewed and least restrictive?

	Article 6 – Fair hearing
	EHRC states Article 6 applies where a public authority makes a decision affecting civil rights/obligations and requires fair, timely, impartial process, relevant information and reasons.
	Are complaints, eligibility decisions, panels or reviews fair, accessible, timely and reasoned?

	Article 8 – Private/family life
	CQC links this to person-centred care, dignity, visitors, consent and blanket DNACPR risks.
	Does the proposal affect privacy, family contact, confidentiality, autonomy, consent or relationships?

	Article 9 – Thought, conscience, religion
	CQC links this to person-centred and culturally appropriate care.
	Are religious/spiritual practices, diet, modesty, worship or end-of-life needs affected?

	Article 10 – Expression
	Article 10 protects holding opinions and expressing views; it is qualified and may be restricted only in certain circumstances.
	Can people and staff speak up, complain, give feedback and receive information without inappropriate restriction?

	Article 14 – Non-discrimination
	CQC links this to failing to provide services that meet protected groups’ needs so outcomes are equal despite equality characteristics.
	Are any rights protected differently because of who people are? Are inequalities mitigated?



External sources for further insights / guidance - [england.nhs.uk] [equalityhu...rights.com], [cqc.org.uk]

E. Sustainability guidance
The template covers Adaptation to climate change, Procurement, Travel and transport, and Infrastructure, and removes community engagement/workforce from Sustainability to avoid duplication with Quality and EDI domains. NHS England’s Green Plan guidance expects ICBs and trusts to have board-approved green plans, consider statutory emissions and environmental targets, set SMART actions and KPIs, and align system green plans with joint forward plans, infrastructure strategy and capital plans. 
	Sustainability domain
	Description and prompts
	Evidence, metrics and mitigations

	Adaptation to climate change
	Will the service remain safe and resilient during heatwaves, flooding, storms, air pollution, supply disruption or digital/utility outages? NHS England’s adaptation framework says effective adaptation needs evidence on climate risks, governance, inclusive planning and collaboration. 
	Evidence: local climate risk, EPRR risks, estates overheating/flood incidents. Metrics: overheating/flood occurrences, business continuity incidents. Mitigate via climate risk assessment, passive cooling, contingency plans, mutual aid, weather alerts.

	Procurement
	Does procurement reduce carbon, waste, modern slavery risk and improve social value? NHS England sustainable procurement requires all NHS procurements to include a minimum 10% net zero/social value weighting from April 2022 and extends Carbon Reduction Plan requirements across new procurements. 
	Evidence: procurement strategy, CRP, Evergreen, social value KPIs. Mitigate via supplier CRP clauses, reusable/remanufactured options, modern slavery checks, lifecycle costing.

	Travel and transport
	Does the proposal increase or reduce patient, staff, fleet or supplier travel? NHS travel strategy says sustainable travel strategies should be incorporated into ICB/trust green plans by 2026 and sets milestones for zero-emission vehicles. 
	Evidence: travel surveys, mileage, fleet data, public transport access. Metrics: fleet emissions, ULEV/ZEV proportion, staff travel emissions. Mitigate via digital-first where clinically appropriate, local access, active travel, EVs, route planning.

	Infrastructure
	Does the change affect estates, energy, ventilation, digital infrastructure, maintenance, accessibility or resilience? Green Plan guidance highlights estate energy efficiency, lower-carbon heating, renewable energy and net zero building standards for new builds/refurbishments.
	Evidence: ERIC, estates backlog, heat decarbonization plans, energy use. Metrics: fossil-fuel heating emissions, LED coverage, site HDPs. Mitigate via net zero building standard, heat decarbonization, insulation, renewable energy, accessible design.



External sources for further insights / guidance - [england.nhs.uk]
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