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Information statement background c

 Working through their Integrated Care Boards (ICB) and Integrated Care Partnerships (ICP), Integrated Care
Systems (ICS) have four aims. Tackling inequalities in outcomes, experience and access is one of these four
aims.

* In November 2023, NHS England published new guidance on how NHS bodies discharge their responsibility to
report information on health inequalities:

* NHS England » NHS England’s statement on information on health inequalities (duty under section 13SA of
the National Health Service Act 2006)

* The guidance reflects a proportionate and phased approach to gathering and making use of available information
on health inequalities and recognises that this will evolve over time.

* NHSE also provided a list of indicators that NHS bodies should collect, analyse and publish on health inequalities.

* NHS England’s Statement on Information on Health Inequalities (duty under section 13SA of the National
Health Service Act 2006)

« The Health Inequalities Information Statement Data Pack is supplementary to NHS Cambridgeshire and
Peterborough ICB’s annual report and should be read in conjunction with this.

* The pack has been created to highlight how Cambridgeshire and Peterborough ICB is delivering against NHS
England’s priorities and discharging its statutory duty to tackle inequalities in outcomes, experience and access.
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https://www.england.nhs.uk/publication/integrating-care-next-steps-to-building-strong-and-effective-integrated-care-systems-across-england/
https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities-duty/
https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities-duty/
https://www.england.nhs.uk/wp-content/uploads/2023/11/PR2128-i-nhs-englands-statement-on-information-on-health-inequalities.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/11/PR2128-i-nhs-englands-statement-on-information-on-health-inequalities.pdf

Health Inequalities data and insights overview

¢

NHS Cambridgeshire & Peterborough ICB continues to work closely with its ICS partners to strengthen its use of data
and business intelligence to better understand population health needs and to identify and address healthcare
inequalities.

The information contained within this pack has been compiled to support existing data and insights on health
inequalities which include:

>
>
>

YV YV VYV VY

>

The Cambridgeshire and Peterborough Outcomes Framework
Local Authority Joint Strategic Needs Assessments

Population Health Management (PHM) approaches and population
segmentation reports that provide health insights at System, Place
and Neighbourhood levels

Core20PLUS analysis and insights
Health Inequalities Improvement Dashboard (HIID) reports
Equality and health inequality impact assessments (EHIAS)

Reports developed which enable review by deprivation, ethnicity
and other protected characteristics which help to inform priorities
and resource distribution

Community insight reports

eCovering a
population of
justover 1
million people

eHealth & care
partners within
Cambridgeshire
and
Peterborough
come together
to set overall
system strategy
manage
resources and
performance

eCovering
populations of
approximately

500,000 people

ePartnerships
include NHS
providers, local
government,
VCSE
organisations,
social care

*Covering
populations of
around 30,000
to 50,000
people

*Working with
groups of GPs or
PCNs, and NHS
community
services, social
care and other
providers to
deliver more co-
located and pro-
active care

What makes up the Cambridgeshire and Peterborough
‘System’, our two Places and our Neighbourhood teams
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Cambridgeshire &
Peterborough Insights




Outcomes Framework

e QOutcomes measure the whole system’s success in reducing illness and keeping people who live across
Cambridgeshire, Peterborough and Royston well. Outcomes are the ‘things we know people care about’, they are the
result of the care, treatment and support we provide.

Coamrcgeanre g otrscrougn S « Based on the core aims and priorities of our Health &
g%g;;g::g{gggﬁﬂ?rﬁmm A 4 Wellbeing Integrated Care Strategy, our Outcomes
it e e skl T Framework sets out an agreed set of ‘outcomes’ that we
b oo, W e st I - want to achieve for our local population.

O |t is supported by a set of indicators which enable us to
track and monitor our progress so we can then identify
opportunities to improve and work to reduce inequalities

within our local area.

Children

Cardiovascular disease
thmnd obesity abetes

and di
- reduce mortality from €VD in
those under 75

« reduce heath inequalities
in under- 19 < (Core20PLUS
mmmmmm

.. The Outcomes Framework also supports the ICB’s Joint

Outcome domains.

- Lk . 3 ! Forward Plan and helps to guide the evolving delivery
A - o plans of our place-based partnerships.
) mi:y ’ B9 Learning disabilities and outism f s "ol o
e e el Zi‘“ Tif"f‘:.,::m~ :;m m BT « Cambridgeshire & Peterborough Outcomes Framework

+ reduce permanent admission rate
Find out more: e e
www .cpics.org.uk/our-outcomes-framework
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https://cambridgeshireinsight.org.uk/health/ics-outcomes-framework/

[ ] L J
D e r I Va t I O I I Index of Multiple Deprivation (IMD) - National
Index of multiple deprivation 2019 (IMD) quintile by Lower Super Output Area (LSOA)
for Cambridgeshire and Peterborough

W 1 - Most deprived quintile  (62)
| (59)
| ) (110)

* Index of Multiple Deprivation (IMD) measures relative deprivation in small areas B D
in England called lower-layer super output areas (LSOA). ans

* The image on the right shows the IMD quintile by LSOA for Cambridgeshire and
Peterborough, where the darker blue is used to highlight areas of high
deprivation.

 Cambridgeshire is relatively less deprived than Peterborough.

* There is variation in the level of deprivation across the Cambridgeshire districts
with Fenland being most deprived (Score of 25.4).

e Cambridgeshire has an IMD Score of 13.9 and Peterborough has an IMD Score of
27.8.

Distribution of the CP Population across National Deciles In Cambridgeshire and Peterborough an estimated
of Deprivation 112,000 people live in the 20% most deprived
1394 areas nationally (‘Core20’ - see slide 20).

Decile 9 I 14%

Decile 10

This equates to:
Decile 8 I 13%

Decile 7 e | )% e 13% of the total Cambridgeshire and

Decile 6 | 0% Peterborough population.

Decile 5 I |17

Decile 4 I 7 * 18% of the Fenland population (approx.

Decile 3 N % 19:000 people)' Note: Darker blue is used to highlight areas of high deprivation

Decile 2 9% Source: Index of multiple deprivation (IMD) 2019, Ministry of Housing, Communities & Local Government
L] :
ecile o © Crown ight and rights 2019 Ord Survey 100023205

* 41% of the Peterborough population (approx.
89,000 people).

Decile 1 HEEEEEEN 1%

0% 2% 4% 6% 8% 10% 12% 14% 16%
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Population breakdown

Cambridgeshire and Peterborough is an ethnically diverse area, but this
diversity is most apparent in our cities and less so in more rural areas.

Demographic breakdown  Benchmark

® Ethniciy ® Nationel W Asian & Asian Briish Ml No Knoun * 72.9% of the population describe their
IMD Regional Black & Black British [l Other Ethnic Groups
Care home ICB M Mixed W White

broad ethnic group as White, which is
lower than England as a whole.

| 0
| |
| | |
|| I | |
ﬂum.....m-n
| I
I
. I | .
o | .
M_nmm

0.0% 0.0% 2.0% 6.0% 8.0%
% Male

* 7.9% of the Cambridgeshire and
Peterborough population are Asian or
Asian British, although this is higherin
Cambridge City (14.8%) and

I Peterborough (14.3%)

65-74

55-64

45-54

35~

S

2534

Main language is English - Cambridgeshire and Peterborough
(2021)

Main language is English - England (2021)

18-24

90.8%

88.1%

6.0% 4.0%
% Female

Population by sex for Cambridgeshire an

XX XXX

d Peterborough (2021)

The above population pyramid shows ethnicity

-

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

%

Cambridge East Cambridge Huntingdonshire South

Cambridgeshire

M Asian, Asian British or Asian Welsh MW Black, Black British, Caribbean or African B Mixed or Multiple Ethnic Groups

m Other ethnic group m White m White (Other)

The proportions of the population in all
high-level ethnic groups apart from
“White” have increased since 2011.

In Peterborough, the proportion of the
population who identify as Asian, Asian

breakdown across age bands and between males and e 5% British or Asian Welsh is notably higher
females « o o o than both the national and East of
Males 49%
Teoeeen England averages.
www.cpics.org.uk

Sources: Population and Person
Insight;
Census 2021; Cambridgeshire Insight



District population breakdown

Cambridge

East
Cambridgeshire

@female ®Male
85 and over 1.7% 11%
20-34 15% 13%

7579 B

45-40 o

19%
0% 27T%
26%
R} 3.0%
o
7%
21%
2, 27%
0% 33%
076 3%
2 26%

20-24
15-19

3

24
EL

38%
3.6
EL
ELY
3

10-14

0 | =~

2t
2%
1%

2520 27%
20%
24%
%

50
ot

Fenland
®Female ®Male
85 and over
:
:
65-69 ERLY 200
=
0-54 37% 35%
5-40 31% 30%
o
.
o
.
o1 27% 28%
27% 20%
0-4 25% 26%

Huntingdonshire

®Female ®Male
&5 [ an

60-64 31% 31%
054 37% 37%

4540 34% 33%

o 2% 32%

o1 28% 30%
2% 30%
0t 26% 27%

South
Cambridgeshire

85 and over bl -
g-8a 19 12%

o
o

There is variation in the shape of the population pyramids for each of our districts.

Peterborough

®Female @ Male
85 and over “ o7
8034 I -
7579 _ i% 12%
sess
3 .
e
s
3530
34 3
N
1
S 3

%
1%
%

3
» .

2 23
2024 % 28%
%

3%
27
2!
3.0% %
2%
32% 2%
6% 5%
9 EL
27
2.3 1%
4% 38%
5% 38%
32% 4%

Cambridge City has a ‘Christmas tree’ shape to its population pyramid, with a larger proportion in the younger adult
age group, particularly young men, possibly reflecting the larger number of students residing in the city.

Other areas in Cambridgeshire and Peterborough have a smaller percentage in the population pyramid in the younger
adult age groups, perhaps reflecting population movement away from those areas to study or work elsewhere.
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Health inequalities
overview
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What are health and healthcare inequalities?

Health inequalities are systematic, avoidable and unfair differences in
health outcomes that exist between different groups or populations. These
inequalities arise from the unequal distribution of social, environmental, and
economic conditions and can impact an individual's overall health and
wellbeing.

Healthcare inequalities relate to inequalities in the access people have to
healthcare services; in the experiences they have of using such services; and
the outcomes they receive from healthcare services.

Health and healthcare inequalities are intrinsically linked and exist across
the country. Within Cambridgeshire and Peterborough, there is no exception.

NHS Cambridgeshire & Peterborough is committed to reducing such
inequalities, paying particular attention to groups or sections of society
where health and life expectancy are not keeping pace with the rest of the

Protected
characteristics

Age, disability, gender
reassignment, marriage
and civil partnership,
pregnancy and
maternity, race, religion
or belief, sex, sexual
orientation.

Inclusion health
and vulnerable
groups
For example, Gypsy, Roma,

Travellers and Boater
communities, people

experiencing homelessness,

offenders/former offenders
and sex workers.

Socio-economic
deprived
population

Includes impact of wider
determinants, for
example, education, low-
income, occupation,
unemployment and
housing.

Geography

For example, population
composition, built and
natural environment,
levels of social
connectedness, and
features of specific
geographies such as
urban, rural and coastal.

local and national populations. In England, health inequalities are often analysed

and addressed by policy across four types of factors
or domains as shown in the image above

www.cpics.org.uk Source: The King's Fund


https://www.kingsfund.org.uk/insight-and-analysis/long-reads/what-are-health-inequalities

Drivers of health outcomes

Diet / Alcohol / Education Income

Exercise drug use

Socio-

Health economic

Factors
40%

Behaviours
30%

Poor Family / _
sexual Social Community
Smoking health Employment support safety

Access to
care

Clinical Care
20%

N

Quality of
care

Environmental
quality

5%

Built

Environment

10%

5%

Built

environment

¢

Where we live and work shapes our health
by influencing our behaviours and the
choices we make, our access to care and
to our social conditions.

For example, safe neighbourhoods, stable
jobs, quality education, and access to
healthy food and recreation have a
positive impact on encouraging healthier
choices.

In contrast, limited resources, unsafe
environments, and poor housing can lead
to negative health behaviours and
poorer health outcomes.

These disparities create health inequalities, where certain populations experience worse health due to social and
economic disadvantages. ICBs play a key role in addressing these inequalities by co-ordinating healthcare services,
investing in prevention, and working with other partners, including local authorities, to improve social determinants of
health. By focussing on early intervention and community-based solutions, ICBs help create environments that support

healthier choices and reduce disparities,

www.cpics.org.uk

Source: Adapted from Robert Wood Johnson Foundation and University of

Wisconsin Population Health Institute’s County Health Rankins Model



Life expectancy and

nealthy life expectancy

life

life

Life expectancy at birth (2021-23) Healthy life expectancy (2021-23) Key measures of inequality is
86 84 3T 64 62.6 _— 62.4 1o expectancy and health life expectancy.
84 308 81.76 i 62 ’ '
82 ’ 79.1 60
80 : . . .
i 778 58 55.6 - Average life expectancy at birth is
76 26 lower in Peterborough for both males
74 54
72 52 l l and females than the England average
70 50 . . . .
o < - o < . o < . o < . and hlghgr _ in Cambridgeshire.
Z 3 el G 3 s Z 3 S Z 3 s Increases in life expectancy stalled
o) o S [} o c o S o
2 £ 2 e = 2 £ g £ e around 2010. More recently,
0 = el = o = Qo =
& a & o = o & & expectancy has started to decline,
© © o © . .
Males Females Males Females most notably in more deprived areas.
Average healthy life expectancy rates
Trends in life expectancy at birth in Cambridgeshire and Healthy Life Expectancy at birth in Cambridgeshire and . . . . .
Peterborough (2001 - 2023) Peterborough (2011- 2023) at birth are higher in Cambridgeshire
- 20 than the England average, but lower in
84 Peterborough.
82 —_/ e — 65 \
80 /
78 /l — — Healthy life expectancy rates have
60 . . .
* - \ declined across Cambridgeshire and
72 55 Peterborough since 2011, but these
70 . o e e e declines are more pronounced in
R AR A A MG A 50 Peterborough for both males and
v v v v v v v v v v v 2011-13 2013-15 2015-17 2017-19 2019-21 2021-23 females
Key

www.cpics.org.uk

wm Cambridgeshire Males s Cambridgeshire Females

== Peterborough Males

Source: Segment Tool (phe.gov.uk)

wm Peterborough Females


https://analytics.phe.gov.uk/apps/segment-tool/

Variation in life expectancy

Male Female Male Female
Male Female
(Gap = 7.5 years) (Gap = 6.7 years) (Gap = 6.1 years) (Gap = 5.9 years) (Gap = 4.8 years) (Gap = 3.6 years)
100 100 100
RIGEERY COVID-18: 11.1% COVID-19.8.7% COVID-19:8.1%
- [COVID-19: 15.9%] [COVID-19: 15%)
0 80 Circulatory: 18.6%) Circulatory: 23.1% i
= Circulatory: 22%]
Circulatory: 20.9%
—_ o Circulatory: 29.7%
& £ g
— 10/, —
5 60 s ” S Circulatory: 42.4%
g Cancor 17 3% Cancer 18 5%) g Cancer: 19.8%) g 60
= 2 =
8 8 8
o S ® Cancer: 12.5%
= £ Respiratory: 17.1%) o
c - . Respiratory: 10.5% & [
3 Respiratory: 15% 8
g 40 Resorann 182 § 40 it 5 40 Respiratory: 5.2%]
o Q
Digestive: 8%
Digestive: 8.2% Digestive: 6.9% Cancer: 20.2%|
External causes: 3.8% ' F o
i [External causes: 9%| External causes: 3.6% Digestive: 20%|
External causes: 7.9%) M - E
ental and behavioural: 9.7%|
2 <0 [Mental and behavioural: 8.1%] [ental and behavioural 8 7%] 2 Respiratory: 5.8%)
[Mental and behavioural 6 8%]
Other: 11 5% Gther 10.7%
- Other: 14.2% -
Other: 11.7%
59 Deaths under 28 days. 7%) Other: 5.1% [Deaths under 28 days. 6.9%)
[Deaths under 28 days: 4.9%) % Y.
0—IDeaths under 28 days 0.1%—— — 0— p —_ — o—[Deaths under 28 days: 2.1%]
NHS Cambridgeshire & Peterborough (2020-21) Cambridgeshire (2020-21) Peterborough (2020-21)

* The above ‘scarf’ charts show variations in the breakdown of the life expectancy gap between the most and least deprived quintiles
by cause of death for NHS Cambridgeshire and Peterborough as a whole and for each of our local authorities.

* Across NHS Cambridgeshire and Peterborough, approximately 50% of the gap in life expectancy is driven by three main groups of
conditions: circulatory, cancer and respiratory.

* In Peterborough, 42.4% of the gap in men is due to circulatory conditions, while digestive conditions, which include alcohol-related
illnesses, contribute to an estimated 20% of the life expectancy gap for women.

www.cpics.org.uk
Source: Segment Tool (phe.gov.uk)



https://analytics.phe.gov.uk/apps/segment-tool/

Variation in years spent in good / poor health c

100%

90%

80%

70%

60%

50%

40%

30%

20%

Average proportion of life spentin good / poor health

23% 22%

77%

Cambridgeshire Peterborough England

Males

W Av. % years spent in good health

32%

68%

Cambridgeshire Peterborough

Females

B Av. % years spent in poor health

26%

England

There is considerable variation in the proportion of
years spent in good / poor health across
Cambridgeshire and Peterborough and between men
and women.

A female who is born and lives in Peterborough has a
life expectancy of 81.76 years but can only expect to
live 55.2 years (68%) in good health on average.

This means they will spend approximately one third of
their life (32%) not in good health compared to
females born in Cambridgeshire who will spend
around 26% of their lives in ill health.

For men in Peterborough the percentage of years
spent not in good health is around 29%, compared to
23% in Cambridgeshire, both of which are worse than
the England average.

www.cpics.org.uk

Source: Department of Health & Social
Care Public health profiles, February 2025



Governance, priorities
and enablers
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Healthcare inequalities governance in C&P (’*

The ICB established a Population Health Improvement
(PHI) Board with representation from partners across the

ICS to drive an integrated approach in health improvement. Population
Health
This Board brings together programmes of work across: Improvement
> Healthcare inequalities Board
» Population Health Management
» Prevention
» Innovation

The Healthcare Inequalities Strategic Oversight Group (HISOG) has

. . s . Healthcare
oversight and co-ordinates the system’s approach to deliver on Inequalities Strategic
NHSE’s ambition of providing exceptional quality healthcare for all, Oversight Group
ensuring equitable access, excellent experience, and optimal
outcomes. |

Other PHI Board
Strategic Groups

Delivery groups as sub-groups of our Health

" q q - Ensures - Embedding -Production of - Sharing of best
Inequalltles Strateglc OVGI’SIght GI’OLIp. strategic inclusion health analytical practice across
. . alignment framework reports to PCNs.
These sub-groups support delivery of the strategic through provider - QI approaches identify health _ Collaborative
priorities. contrqcts. Fo sup.port !nequalities ar)d network to
- Sharing of best inclusion health inform strategic address health
practice. groups. direction. inequalities.

www.cpics.org.uk



Healthcare inequalities strategic priorities

Restore NHS
services

inclusively

Mitigate against
digital exclusion

Ensure datasets
are complete and
timely

Accelerate
preventative

programmes

Strengthen

leadership and
accountability

www.cpics.org.uk

Utilise and monitor data efficiently, delineated by
ethnicity, deprivation and other protected characteristics

| |

Analysis of elective waiting times completed at System
and Provider level by deprivation and ethnicity

Waiting lists reduced from 10,188 people (April 2024) to
5,442 (December 2024)

Detailed analysis of who is accessing services and by what
means, broken down by relevant protected characteristics
and health inclusion groups

Ongoing data collection to help identify disparities in
accessing face to face, telephone, video consultations
broken down by deprivation and ethnicity

Improve collection and recording of ethnicity data across
primary care, outpatients, A&E, mental health, community
services, and specialised commissioning

Achieved 96% ethnicity completeness rate across GP
practices (June 2024)

Percentage of patients coded as Black, Asian or any other
ethnic minority group increased from 13% (July 2022) to
16% (June 2024)

Ongoing management of long-term conditions

Annual health checks for people with a learning disability
and for people with a serious mental health
Implementation of continuity of carer for at least 35% of
women from Black, Asian and other minority ethnic groups

Launch of Your Healthier Future Programme focusing on
lipid detection and optimisation and hypertension case
finding.

Increased focus and funding in the Treating Tobacco
Dependency (TTD) programme

Named leads for tackling health inequalities
Increased access to training and support

1 1 1 1

Clear leadership, governance and accountability for health
inequalities through the Health Inequalities Strategic
Oversight Group, reporting to the Population Health
Improvement Board.

Named exec lead within ICB, all NHS providers and PCNs




Core20PLUSS5 frameworks

REDUCING HEALTHCARE INEQUALITIES NHS

CORE20 © The Core20PLUSS approach is designed to support Integrated Care Systems to O PLUS

e st ceprived 20% of drive targeted action in healthcare inequalities improvement 16>-chasén popuiation grows
the national population as experiencing poorer-than-average
identified by the Index of health access, experience and/or
Multiple Deprivation outcomes, who may not be captured
. within the Core20 alone and would
Target poPl"Iat'on benefit from a tailored healthcare

approach e.q. inclusion health groups

i i
it

| - 19

CESSATION
positively impacts
MATERNITY SEVERE MENTAL CHRONIC RESPIRATORY EARLY CANCER & g:i"ﬁ'ﬁ:’a" al S key clnical
ensuring continuity ILLNESS (SMI) DISEASE DIAGNOSIS Rl aress
of care for women ensure annual Physical a clear focus on Chronic 75% of cases & andoptiral

management and lipid

from Black, Asian Health Checks for people Obstructive Pulmonary diagnosed at stage 1

and minority ethnic with SMI to at least, Disease (COPD), driving up or 2 by 2028 optmal management
communities and nationally set targets uptake of Covid, Flu and

from the most Pneumonia vaccines to

deprived groups reduce infective

exacerbations and emergency
hospital admissions due to
those exacerbations

Core20

The most deprived 20% of the national population as
identified by the national Index of Multiple Deprivation (IMD).

‘PLUS’

Population groups experiencing poorer than average health
outcomes (e.g., people with a learning disability and autistic
people, inclusion health groups, ethnic minority groups)

-

Core20PLUSS5 is a national NHS England approach to
support the reduction of health inequalities at both
national and system level. The approach defines a target
population (the ‘Core20PLUS’) and identifies ‘5’ focus
clinical areas requiring accelerated improvement.
The approach applies to both adults and children.

REDUCING HEALTHCARE INEQUALITIES NHS
FOR CH'LDREN "NDYOU''G PEOP' E

PLUS
3: mdelp"“dl::* of The Core20PLUS5 approach is designed to support Integrated Care ICS-chosen populatio‘;l:mws
jonal population as ; o i f o experiencing poorer-than-average
entifie by theIndex o Systems to drive targeted action in healthcare inequalities improvement el St eptaice vl

Multiple Deprivation outcomes, who may not be captured
3 within the Core20 alone and would
Target population il
17* approach e.g. inclusion health groups

il CORE20 PLUS 51

Key clinical areas of health inequalities

I 6 I !

@ EPILEPSY 5 ORAL HEALTH MENTAL HEALTH
|-time Increase access to Address the backlog Improve access rates to
epllepsy speclalist nurses | I I for tooth extractions In children and young
4

ASTHMA _ =T DIABETES
Address over rellance Increa: ess to Real-tir
on reliever medications ® oo lucose
and decrease the in pum
wic
o
"

and ensure access in the hospital for under 10s people’s mental health
number of asthma first year of care for services for 0-17 year olds,
attacks those with a leaming for certain ethnic groups,
disability or autism age, gender and
deprivation

www.cpics.org.uk

Source: NHS England:
Core20PLUS5


https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/

Inequalities in our Core20PLUS populations

Males living in the most deprived
areas can expect to live 9.4 YEARS

LESS than males living in the most
deprived areas

The average age of death for people
experiencing homelessness is 45
FOR MEN and43 FOR
WOMEN

South Asian and Black people are 2 —

4 TIMES more likely to develop
type 2 diabetes than white people

CICEY

Black women are FOUR TIMES

more likely than White women to die
in pregnancy and childbirth in the UK

In the UK, African-Caribbean men are

up to THREE TIMES more likely to

develop prostate cancer than White
men of the same age

People who identify as LGBTQ#+ have

HIGHER rates of common mental
health problems and lower wellbeing
than heterosexual people

Black African and Black Caribbean people
are EIGHT TIMES more likely to be

subjected to community treatment
orders than White people

s (8 (d

The life expectancy of Gypsy, Roma,
Travellersis 10 — 12 YEARS less

than that of the non-Traveller
population

-

‘PLUS’ groups are ICS-determined population groups
experiencing poorer than average health access,
experience and outcomes, but not captured in the
‘Core20’ alone.

Gypsy, Roma, and Travellers (GRT) are one of the
largest ethnic minority groups in Cambridgeshire and
Peterborough, with approximately 7000+ living within
the ICS footprint. GRT populations have a life
expectancy 10-12 years less than that of the non-
traveller population.

There are approximately between 1,500-1,700 people
who are homeless within C&P. The average life
expectancy for those experiencing homelessness is
around half that of the general population.

C&P has a large transient migrant population, with influxes of migrant workers predominantly from Eastern Europe, most
markedly in the Fenland and Peterborough areas. Language barriers, cultural differences and health literacy are
identified as being key drivers of inequalities amongst such migrant and broader ethnic minority populations.

www.cpics.org.uk



Inclusion Health

Inclusion health is an umbrella term used to describe
people who are socially excluded, who typically
experience multiple overlapping risk factors for poot
health, such as poverty, violence and complex trauma.

This includes people who experience homelessness,
drug and alcohol dependence, vulnerable migrants,
Gypsy, Roma and Traveller communities, sex workers,
people in contact with the justice system and victims
of modern slavery.

The ICB continues to work with system partners to
embed NHSE's Inclusion Health Framework to support
those within inclusion health groups overcome
barriers to accessing healthcare services; to be more
visible in data sets; to ensure services are not
designed to exclude inclusion health groups; to help
overcome digital exclusion; and to empower people to
look after their health and wellbeing though
personalised care and peer support approaches.

The 5 principles for action on inclusion health:

1) Commit to action
2) Understand the characteristics and needs
3) Develop the workforce
Inclision 4) Deliver integrated services
health 5) Demonstrate impact and improvement

principles
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https://www.gov.uk/government/publications/inclusion-health-applying-all-our-health/inclusion-health-applying-all-our-health
https://www.england.nhs.uk/long-read/a-national-framework-for-nhs-action-on-inclusion-health/

Core20PLUS Architecture

Ambassador Programme

-

Ambassadors are individuals working within the NHS and wider systems who are committed to narrowing
healthcare inequalities and ensuring equitable access, excellent experience, and optimal outcomes for all,
particularly amongst Core20PLUS populations who are more likely to experience healthcare inequalities. These
include people living in areas of high deprivation, ethnic minority communities, and inclusion health groups.

CORE20PLUS

1 aro those with infhianceI thek communtty
k sl el NHS England architecture to support delivery of Core20PLUSS;
e CORE20PLU:
X INNOVATION
S B

CORE20PLUS |

NHS England’s h to reducing healthcar liti i
ngland's approad lucing care inequalities ACCELERATORS

CORE20PLUS

CORE20PLUS ¥
AMBASSADORS =

COLLABORATIVE

For cohort 3, Cambridgeshire & Peterborough ICB is
providing ongoing support and strategic alignment
with individual programmes of work. Ambassadors
have been supported to enhance their knowledge,
skills, and insights to tackle healthcare inequalities
through the Core20PLUS approaches.

Ambassadors have been offered platforms to actively
develop their skills and to establish networking
opportunities to champion healthcare inequality
improvement.

www.cpics.org.uk



Connector Programme

e The NHS England Core20PLUS Connector Programme funded

place-based initiatives to recruit, mobilise and support What is the MUMMA hub?
. . . . . Itis a culturally sensitive, free support service for Black, Asian and
influential community connectors to take practical action to Mixed Heritage mums and families, supporting people through
improve health outcomes and reduce health inequalities. pregnancy up until the age of two.
Why was it set up?
 Connectors are those with influence in their community who Black women are four times more likely than White women to die in
can help engage local people with health services. pregnancy or during childbirth. Women of mixed or Asian heritage are twice
as likely to die.
» Offering unique insight into the barriers people living in their What do we wantto achieve? > "
cie . . Reduce maternal health inequalities; Providing support to families
communities face, connectors are |deally placed to advise at risk of poorer maternal health outcomes; and to have a positive
local NHS services on how these can be overcome and what Expefienoelbetereidunngiandafterpreanancywiielneipiigite

ensure good relationships with their babies and the community

makes a good service. are established

: : . How?
 In Cambridgeshire and Peterborough, the ICB partnered with B;;"rovidmgthefouowmg:
Barnardo’s to provide additional funding through the MUMMA Story telling workshops (4-week course)
Hub to help reduce maternal health inequalities, particularly ?_‘:Q_r‘fscltj'gﬁo'\:t”s{'m Mums Wellbeing Course
focusing on women from Black, Asian, and Mixed Ethnicity Coffee and Tea group sessions .
i Providing advocacy support B SECHE TR L L
backgrounds in Peterborough. hardly talk to people, but the

course has helped me to be
able to open up more and
able to hold longer
conversations with people”

www.cpics.org.uk




Health inequalities and innovation (‘

The transition to ICBs and the creation of our Strategic
Commissioning Unit (SCU) has created a system-wide opportunity to
drive innovation with a direct focus on reducing health
inequalities.

The Innovation Hub:

Plays a pivotal role in piloting and implementing innovations
that extend the reach of system-wide health inequality

programmes. A structured Multiple Criteria Decision Analysis (MCDA) approach

ensures innovation decisions are evidence-based, strategically

Case Ex?m le . : : : . aligned and weighted to consider their impact on health inequalities.
* Apoint-of-care (PoC) lipid testing pilot using the 5-lipid

panel Poc Doc test allows at-home heart health checks,
targeting populations who face barriers to traditional
clinic-based screenings.

Embedding Innovation in System-Wide Decision-Making

* Innovation decisions are taken in collaboration with system
partners, including healthcare providers, Health Innovation East,
academic institutions, and citizens, ensuring that adopted
innovations drive meaningful improvements in patient outcomes
and service delivery.

This innovation directly supports our ‘Your Healthier
Future’ programme by increasing population-level CVD
risk factor data and enhancing engagement with under-
represented groups.

* Al innovation initiatives undergo an Impact Assessment to
identify positive, negative, and unknown effects on populations,
helping to ensure interventions contribute to equitable healthcare
access and outcomes.

Citizen group engagement ensures implementation
strategies are adaptable, improving equitable access and
service uptake.

“What surprised me is the Hub’s success in
managing to convene people... It is that
relationship stuff that we need to hold on to
www.cpics.org.uk and not underestimate the amount of time

and effort that takes ”




e -
* Voluntary Sector

Voluntary sector network
Network

VCSE work and links to health inequalities

We are committed to putting the voices of people and communities at the centre of decision-making and governance, at every level of
the ICS. We know just how powerful working with our communities can be when it comes to tackling health inequalities and making
improvements to services to ensure we best meet the needs of our local population.

Working with Voluntary, Community and Social Enterprise Sector (VCSE)

The Cambridgeshire and Peterborough ICS VCSE Strategy was approved in 2022. Significant progress has been made in strengthening
relationships and collaboration with the VCSE sector. This has enhanced prevention efforts, supported health promotion activities,
and amplified community voices in decision-making.

Following national directive in 2022, the Voluntary Sector Network was established, led locally by the three Councils for Voluntary
Services (CVS), to amplify VCSE and community voices in ICB decision-making. The Voluntary Sector Network (VSN) has since grown to
include over 120 actively engaged VCSE organisations, with reach via the CVSs to hundreds more, and is now a key strategic partnership
within the ICS, enhancing resilience, partnerships and the sector’s visibility and reputation. This captive and active forum has supported
the socialisation of our strategic ICB work, bringing VCSE partners and the communities they support on the journey, ensuring their voices
and ideas are heard.

Over the past year, substantial progress has been made to enhance the VSN’s impact and influence within the ICS. This includes fostering
greater collaboration and integration among members and increasing the visibility and recognition of the Network’s contributions. 15
VSN members, all of whom are CEOs within local VCSE organisations, form our VSN Strategic Group and sit as VCSE representatives
across all ICB Boards and committees.

www.cpics.org.uk


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cpics.org.uk%2Fdownload%2Fics-vcse-strategy-final-2022pdf.pdf%3Fver%3D9903%26doc%3Ddocm93jijm4n2467&data=05%7C02%7Cramnit.bassi%40nhs.net%7C525745357c1e409360ab08dd6ae788c7%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784264837471200%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=jRmrKhaw05arsEp6%2FX3aF7ZOnlv1F4gOUGRVTTpXQVQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsupportcambridgeshire.org.uk%2Fvoluntary-sector-network%2F&data=05%7C02%7Cramnit.bassi%40nhs.net%7C525745357c1e409360ab08dd6ae788c7%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784264837493868%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=4Xf8EPlu7dtKprsCTcp0JRI%2BVQ2xznwqpFY9QFCdA9M%3D&reserved=0

e -
* Voluntary Sector

Network

A three-year action plan to continue delivering the ICS VCSE Strategy was approved by the ICB Board in January 2025 and sets out
how we continue to build our partnerships with the sector to amplify the voices of communities in our work and decision making.

Voluntary sector network

Working in close partnership with VCSE organisations is vital in amplifying and understanding local people’s needs, experiences
and aspirations for health and care. The sector are experts in building relationships with previously underrepresented groups -
including those affected by health inequalities. For example, health ambassadors have been recruited as part of a health project run
by Cambridge Ethnic Community Forum to engage with their communities and be a trusteed source of health information. There are
about 14 health ambassadors and currently they are working closely with CUH on use of the NHS app. These groups all feed into our
Voluntary Sector Network and are useful conduits for engaging and hearing feedback from communities and people with lived
experience.

Grant programmes Faith research

The ICB’s £2million Healthier Future’s Fund and
smaller community grants programmes, are
funding VCSE organisations to tackle health and

Working in partnership with faith groups, as often trusted leaders within their
communities, can be key to successfully engaging certain communities.

Following funding from the ICB, Support Cambridgeshire, has conducted
research into the faith communities’ role within Cambridgeshire. The
research included mapping faith organisations, how they are supporting and
working with their communities and identifying how they wish to engage and
collaborate with health and care in future.

wellbeing challenges in our communities, and
address health inequalities. Since 2024 over 30
projects have been funded across the county
linked to our strategic priorities.

www.cpics.org.uk


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcecf.co.uk%2F&data=05%7C02%7Cramnit.bassi%40nhs.net%7C525745357c1e409360ab08dd6ae788c7%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784264837506776%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Cy8tJlgNI4melfHR62dzWT6WlTGvg%2Fbr76jkKg6hc2g%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsupportcambridgeshire.org.uk%2Ffaith-hope-and-the-charity-sector-report%2F&data=05%7C02%7Cramnit.bassi%40nhs.net%7C525745357c1e409360ab08dd6ae788c7%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784264837519071%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=lmLCJcnITflpTGO4ACmJV5iFCCLHI05gy8dR%2B2IXcP4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsupportcambridgeshire.org.uk%2Ffaith-hope-and-the-charity-sector-report%2F&data=05%7C02%7Cramnit.bassi%40nhs.net%7C525745357c1e409360ab08dd6ae788c7%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784264837519071%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=lmLCJcnITflpTGO4ACmJV5iFCCLHI05gy8dR%2B2IXcP4%3D&reserved=0

Impact Assessment Process

* At the heart of the decision-making process within NHS
Cambridgeshire and Peterborough ICB is our impact Health

assessment process to ensure all decisions are assed inequalities
against the domains as shown in the image. Health
Equality
_ o outcomes
* The process, managed by the Strategic Commissioning

Unit (SCU), ensures every decision - whether about
funding; changes to patient pathways; or the
decommissioning of services - meets the ICB’s statutory
duty, under both the Health Care Act 2012 and the Impact
Equality Act 2010, and considers how it affects different Assessment
groups of people, especially those who already face
health inequalities.

Combined

* This approach is part of a broader effort to address health inequalities, as recommended in the Cambridgeshire
and Peterborough Health Inequality Strategy. By thoroughly evaluating the potential effects of each decision, the
ICB can ensure that healthcare services remain safe, high-quality, and fair for everyone. The process was
developed over several months with input from a range of experts and community representatives to make sure it
reflects the real needs of the population.

www.cpics.org.uk
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Overview c

The metrics on health inequalities as defined by NHS England within its Statement have been broken down
into 11 domains:

1. Elective recovery 7. Diabetes

2. Urgentand Emergency Care (UEC) 8. Smoking cessation

3. Respiratory 9. Oral health

4. Mental Health 10. Learning disability and autistic
5. Cancer people

6. Cardiovascular disease 11. Maternity and Neonatal

The table on the next slide shows the 25 defined metrics and the level at which our analysis has been
undertaken (i.e., whether at ICB or at NHS Trust level).

The table also shows the detail that the data was analysed at: Ethnicity (have used nationally defined NHS

standard for definitions) and/or deprivation (either quintiles so 5 equal groups; or deciles, 10 equal groups of
deprivation which will then be high to low).

Finally, the table also shows whether there is an observed inequality or not within the data that has been
analysed.

www.cpics.org.uk



Analytical Report — Domains and Indicators

Observed
Domain Indicat Health
neicator Deprivation | Ethnicity Inequality
Size and shape of waiting list, 18+, 52+ and 65+ weeks Y Y Y v
Elective Recovery Age standardised activity rates with 95% confidence intervals for Elective, Daycase and outpatient attendances Y N Y v
Elective activity admissions for under 18s vs pre-pandemic levels Y N Y x
Emergency admissions for under 18s vs pre pandemic levels Y N Y v
Urgent and emergency care
Age standardised activity rates with 95% confidence intervals for None-elective admission and A&E Attendances Y N Y v
Respiratory Uptake of COVID and flu vaccinations by socio demographic groups Y Y Y v
Overall number of SMI physical health checks N N Y x
Mental Health Rates of total Mental Health Act detentions N N Y v
INHS Talking Therapies (formerly IAPT) recovery N N Y v
Cancer Percentage of cancers diagnosedatstage 1and 2, case mixadjusted for cancer site, age at diagnosis, sex N/A N/A Y x
Stroke rate of non-elective admissions (per 100,000age and sex standardised) Y N/A Y v
Myocardialinfarction -rate of non-elective admissions (per 100,000 age-sex standardised) Y N/A Y v
CVDPOO7HYP: Percentage of patients aged 18 and over, with GP recorded hypertension,inwhom the lastblood pressurereading (measured inthe v v ¥ v
Cardiovascular disease preceding 12 months)is below the age-appropriate treatmentthreshold
CVDPO0O3CHOL: Percentage of patients aged 18 and overwith no GP recorded CVD and a GP recorded QRISK score of 20% or more, on lipid lowering v v ¥ v
therapy
CVDPOO2AF: % of patients aged 18 and overwith GP recorded atrial fibrillation and arecord ofa CHA2DS2-VASc score of 2 ormore who are currently v N Y v
treated with anticoagulationdrug therapy
Diabetes Variation between % of peoplewith Type 1 and Type 2 diabetes receiving all8 care processes N N Y v
Proportion of adult acute inpatient settings offering smoking cessationservices N/A N/A N x
Smoking cessation
Proportion of maternity inpatient settings offering smoking cessation services N/A N/A N x
Oral health 3.7ii Tooth extractions duesto decay for children admitted as inpatients to hospital, aged 10 years and under N Y Y v
Learning disabilityand autistic |-earningDisability AnnualHealth Checks N/A N/A Y x
people Adult mental health inpatient rates for people with a learning disability and autistic people N/A N/A Y x
Maternity and neonatal Preterm births under 37 weeks Y Y Y v

www.cpics.org.uk



Elective Recovery: Size and shape of
waiting list, 18+, 52+ and 65+ weeks

www.cpics.org.uk



Domain: Elective Recovery Indicator: Total Waiting List

Waiting list by ethnic group - 2023/24 . ..
Observed health inequalities

Not recorded / unknown 0%
I -

2
1%
2

* Allethnic groups are under-represented in the waiting list
when compared to the census 2021 population.

* Ethnicity is not recorded for almost a quarter of those
waiting and this makes it difficult to know for sure if there

(5% is under-representation.

White ‘ 85% * Based on those with a recorded ethnicity White ethnic
group is over-represented and other ethnic groups are
under-represented.

* Those living in the most deprived quintile are under-

Waiting list by IMD quintile - 2023/24 represented in the waiting list.

Other ethnic group

African

3%

Black, Black British, Black Welsh, Caribbean or '
Mixed or Multiple ethnic groups r

%
(]
%

1%

1%

Asian, Asian British or Asian Welsh r
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B Mid 2022 Pop Estimate B |CS waiting list
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Domain: Elective Recovery Indicator: Size and shape of waiting list, 18+, 52+ and 62+ weeks (slide 1 of 3)

ICS Acute Trusts Ethnicity - Average of Waiting Time . L.
(Weeks) Observed health inequalities

30
25
20
15
10

* Average waiting times for different ethnic groups
are disproportionate and this difference increases
further for 52+ and 62+ week waits.

* Average waiting times increase as deprivation
rises, i.e., those from the more deprived areas wait
on average longer than those from the least
deprived areas.

Wl x * Male and female average waiting times are similar,

™ Average of Waiting Tme (Weeks) but there are a higher percentage of males waiting

over 52+ and 62+ weeks.
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Domain: Elective Recovery Indicator: Size and shape of waiting list, 18+, 52+ and 62+ weeks (slide 2 of 3)

ICS Acute Trusts Ethnicity- % Wait 18 Weeks and Over ICS Acute Trusts Ethnicity- % Wait 65 Weeks and Over
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Observed health inequalities

 These graphs show the ICS average waiting times
and percentage of patients waiting 18 weeks and
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: - =‘= * These graphs show that the waiting times for
i ° ? different ethnicities is disproportionate.
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Domain: Elective Recovery Indicator: Size and shape of waiting list, 18+, 52+ and 62+ weeks (slide 3 of 3)

ICS Acute Trusts IMD Decile - % Wait 18 Weeks and Over
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Observed health inequalities

 These graphs show the ICS average waiting times
and percentage of patients waiting 18 weeks and
over, split by deprivation according to where they
live.

* The graphs show that the waiting times are longer
for people living in more deprived areas.
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Elective Recovery: Age standardised
activity rates with 95% confidence
Intervals for Elective, Daycase and
Outpatient attendances
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Domain: Elective Recovery Indicator: First Outpatient Attendances - all ages, consultant-led

DASR per 1,000 - First Attends, All Ages, Male
Observed health inequalities

400

* These graphs show ICS consultant led, first outpatient
attendance rates by gender and deprivation.

* |n2023/24 first outpatient attendance rates in the least
deprived quintile are statistically significantly higher than
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Domain: Elective Recovery Indicator: Follow Up Outpatient Attendances - all ages, consultant-led

DASR per 1,000 - Follow Ups, All Ages, Male
1,000 Observed health inequalities
.  These graphs show ICS consultant led, follow outpatient
>0 C = <83 attendance rates by gender and deprivation.

 |n 2023/24, consultant led, follow up outpatient attendance
rates are statistically significantly higher in the most

2019/20 2023/24 deprived quintile for males.
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* Forfemales, consultant led, follow up outpatient attendance

Financial Quint 1 DASR ai a1 Quint 5 DASR as as
iower | upper rates are significantly higher in the least deprived quintile.

370 378

431 406 414

201 9120
2023124

DASR per 1,000 - Follow Ups, All Ages, Female

1,000

500 I I

682

669
637

0
2019/20 2023/24

Quintile 1 (Most deprived) ® Quin. 2 ®Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived)

Financial Quint 1 DASR a1l a1 Quint 5 DASR
Year per 1,000 lower | upper per 1,000 Iuwer upper
limit limit limit limit
483 431

201920 673
202324 563

www.cpics.org.uk Statistically significantly lower Statistically similar Statistically significantly higher Source: DSCRO SUS_OP_All



Domain: Elective Recovery Indicator: Outpatient Procedures - all ages, consultant-led

DASR per 1,000 - Procedures, All Ages, Male
Observed health inequalities

300

224

* These graphs show ICS consultant led, outpatient procedure

194
18

163

-
-
-

” rates by gender and deprivation.

100 * |n 2023/24, consultant led, outpatient procedure rates are
statistically significantly higher in the most deprived quintile

2015/20 2023/24 for both males and females.

Quintile 1 (Most deprived} ®Quin. 2 ®Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived)

Financial Quint 1 DASR a1 a1 Quint 5 DASR as as
Year per 1,000 lower | upper per 1,000 lower | upper
limit limit limit limit

201 9120 221 227 164 169
2023124 191 196 155 160

0

DASR per 1,000 - Procedures, All Ages, Female

3 =
-

300 B o
A
o~ (=]
N85 2o
NgN?_'
200
) I
0

2015/20 2023/24
Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ®Quintile 5 (Least deprived)

Financial Quint 1 DASR a1 a1l Quint 5 DASR as as
Year per 1,000 lower | upper per 1,000 lower | upper
limit limit limit limit

2019720 359 366 250 255
2023124 217 223 191 196

www.cpics.org.uk Statistically significantly lower Statistically similar Statistically significantly higher Source: DSCRO SUS_OP_All



Domain: Elective Recovery Indicator: Elective admissions, all ages, all causes

Elective admission, All Ages, , Male
o L Observed health inequalities

30
(3]
® g & & . . .
g FELEEE msaanm * These graphs show ICS elective admission rates by
g ' o deprivation
ll:l . . . . .
- . * |n2023/24 elective admission rates in the least deprived
o 219/20 202324 quintile are statistically similar to those in the most deprived
Financial Year . .
Quintile 1 [Most deprived] ® Quin. 2 ® Quin. 3 @ Quin. 4 @ Quintile 5 (Least deprived] ql’“ntlle for bOth males and females
.
Year perlOCll.‘! lormer uppcr pwll'."OCl Iw-w upp(l'
limit lirmit limnit limniit
EIH!I-'ZD | 123 EEFEIEETTS! r.'u 1621 1797
202324 1300 1544 13.65 15.03
Elective admission, All Ages, , Female
Directly Age Standardised Rate (DASR) per 1,000
30 )
- R’ o
b4 H a 2 v m m
£ » aEact®  S833a
i R —
[+ 4
3 10
g _
2019/20 2023/24

Finandal Year

Quintile 1 (Most deprived) ® Quin. 2 ® Quin, 2 ® Quin. 4 @ Quintile 5 (Least deprived)

Financal Quint 1 DAS| Quint 5 DASR
Year perl) CDO uppor per 1,000 lownr upper
limit fimit limit
15 9

2L1 2025 2193
202024 173 1657 18.06

17.82 19.43
1524 16.67
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Domain: Elective Recovery

Day Case, All Ages, , Male
Directly Age Standardised Rate (DASR) per 1,000

200

1133
1185

DASR per 1,000
-
o 8 8

> 150

2019/20 2023/24
Financial Year

Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived)

Finandal Quint 1 DASR Qi Quint 5 DASI
Year per 1,000 upper perl 000 upper
limit limit
116 4

201920 1133 11118 11536 11099 115.03
202324 1138 11178 11585 11442 11834

Day Case, All Ages, , Female
Directly Age Standardised Rate (DASR) per 1,000

200

n o
o N N © a N a o
i 6 S o 8 n

%150 § E = 8 5 § - A =
8
g 100

50

0

2019/20 2023/24
Financial Year

Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 @ Quintile 5 (Least deprived)

Finandal Quint 1 DAS! Qi Quint S DASR Qs
Year perl, (I)O upper per 1,000 upper
limit limit
1230

10729 11118 [JECCEE 11785 12194

12202 12598

202324 11870 12268

Indicator: Day case rates, all ages, all causes

Observed health inequalities

Day case rates in the least deprived quintile are statistically
similar to those in the most deprived quintile for both males
and females.

Day case rates for females in the least deprived quintile
were statistically significant in 2019/20 but this has
changed in 2023/24.

www.cpics.org.uk



Elective Recovery: Elective activity
admissions for under 18s vs pre-
pandemic levels
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Domain: Elective Recovery Indicator: Elective admissions, under 18s, all causes

Day Case and Elective admission and Regular day admission and Regular night
admission, 00 - 17 (children), , Male
Directly Age Standardised Rate (DASR) per 1,000

Observed health inequalities

g 4 3 5 * These graphs show ICS elective (day case and elective
2 - i | admissions inc. regular attenders) admission rates for under
3" 18s by deprivation.
) 21920 202324 * Elective admission rates for children in the most deprived
Quintile 1 (Most deprived) ® Quin. 2 .Z;Z:“‘;‘ '.Y;:n 4 @ Quintile 5 (Least deprived) quintile are statistically similar to the rates in the least

ﬁ. deprived quintile for both males and females in 2023/24.

Finandial Quint 1 DAS Quint 5 DAS
Year perl (I)O iower upper per 1,000
limit limit
31_8

291 2714 3105 2952 3413
2023124 327 3065 3477 2758 3193

Day Case and Elective admission and Regular day admission and Regular night
admission, 00 - 17 (children), , Female
Directly Age Standardised Rate (DASR) per 1,000
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o ¥ 4z . 8%
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(=]
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2018/20 2023/24
Finandal Year

Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 32 ® Quin. 4 ® Quintile 5 (Least deprived)

Finandal Quint 1 DAS| Quint 5 DASR
Year perl) ooo Iower per 1,000 Iower upper
limit hmrt fimit limit

2366 2747 276 2540 29.82
202324 2654 3048 301 2786 3235
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Urgent and emergency care: Emergency
admissions for under 18s vs pre pandemic
levels

www.cpics.org.uk



Domain: Urgent and Emergency Care Indicator: Emergency admissions for under 18s

1 Non elective admission, 00 - 17 (children), , Male

Directly Age Standardised Rat (DASR) per 1,000 Observed health inequalities ‘

150
gm Boom g w, * Non-elective admission rates for male and female children
,g ot 20 e © g ; in the most deprived quintile are statistically significantly
e h H higher than the least deprived quintile in both 2019/20 and
boo 2023/24.

2019/20 2023/24
Finandcial Year

Quintile 1 {Most deprived)] ® Quin. 2 ®Quin. 3 ® Quin. 4 @ Quintile 5 (Least deprived)

Finandal Quint 1 DAS Quint 5 DAS|
Year perl, lIiD lower upper perl, DDD !ower up-per
limit limit limit limit

20' 20 8633 9316 50.79 56.82

20224 ‘E- 8171 8344 4504 5483

Non elective admission, 00 - 17 (children), , Female

Directly Age Standardised Rate (DASR) per 1,000
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2018/20 2023/24
Financial Year

Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived)

Finangal Quint 1 DAS a1 a1 Quint 5 DAS
Year perl, IIID lowwer upper perl, ODO Icrwer upper
limit limnit limit limit

2019"20 80.03 8656 4-0 26 45.79

woe R e o 645
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Urgent and emergency care: Age standardised
activity rates with 95% confidence intervals for
Non-elective admission and A&E Attendances
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Domain: Urgent and Emergency Care

Indicator: A&E attendance rates

A&E Attendances, All A&E Dept Types, All Ages, Male, All Complaints A&E Attendances, All A&E Dept Types, 00 - 17 (children), Male, All Complaints
Directly Age Standardised Rates (DASR) per 1,000 Directly Age Standardised Rates (DASR) per 1,000
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1 | °
20135/20 2023/24 2019/20 2023/24
Description © Quintile 1 (Most depriv... ® Quin. 2 ® Quin. 3 @ Quin. 4 ®Quintile 5 (Least... Description © Quintile 1 (Most depriv... ® Quin. 2 ® Quin. 3 ® Quin. 4 @ Quintile 5 (Least ...

Financial Quint 1 DASR al Quint 5 DASR as Q5 upper Financial Quint 1 DASR Q1 Q1 Quint 5 DASR Q5 upper
Year per 1,000 Iower upper per 1,000 lower limit Year per 1,000 lower upper per 1,000 Iower limit
limit limit limit limit limit limit
-~

2019?20 325 2 321.9 328.4 233.0 230.0 235.9 2019/20 364.3 378.3 290.1 282.9 297.3

2023124 343 1 344.8 351.4 286.5 283.3 289.6 2023124 381.7 395.9 369.0 361.0 377.0
°
A&E Attendances, All A&E Dept Types, All Ages, Female, All Complaints A&E Attendances, All A&E Dept Types, 00 - 17 (children), Female, All Complaints
Directly Age Standardised Rates {DASR) per 1,000 Directly Age Standardised Rates (DASR) per 1,000
600
w 600
10 = ™
o = N 2] -
un o
_ E 9 % =y 1 400 r? ey~ 8 3 m -
- N
200 200
- - .
2013/20 2023/24 2019/20 2023/24
Description © Quintile 1 (Most deprived} ® Quin. 2 ® Quin. 3 ® Quin. 4 ®Quintile 5 (Least.. Description © Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ®Quintile 5 (Least ...

Financial Quint 1 DASR a1l a1 Quint 5 DASR as Qas
Year per 1,000 lower upper per 1,000 lower upper
limit limit limit limit

2019!20 3355 333.2 339.8 2386 235.6 2415
2023/24 =740 370.6 377.3 307.2 304.0 310.4

Financial Quint 1 DASR Quint 5 DASR
Year per 1,000 Iower upper per 1,000 Iower upper
limit limit limit limit

2019/20 340 0 333.1 347.0 228.7 2421
2023124 371 4 364.3 378.6 319.2 311.6 326.9

Observed health inequalities

Rates are statistically significantly higher
in the most deprived quintile for both
males and females.

Rates for children are statistically
significantly higher in the most deprived
quintile for both males and females.

Action being taken

Implementation of UEC Hubs to provide
an urgent response where a person is at
risk of admission (or re-admission) to
hospital. We will continue to monitor the
impact that UEC hubs have in addressing
inequalities in activity.

Operationalisation of Tier 1 HIU service
to support frequent attenders to the
A&Es who are coming for social or
environmental reasons more than health
reasons

www.cpics.org.uk



Domain: Urgent and Emergency Care Indicator: Emergency admission rates, all ages, all causes

Non elective admission, All Ages, , Male
st i Observed health inequalities

1 Afe., . g&a2 « Emergency admission rates for males and females
g 100 " _ & i = Bl i1

3

(]

- il in the most deprived quintile are statistically
- significantly higher than in the least deprived
2013/20 202324 qu intile.

Financial Year
Quintile 1 (Most deprived] ® Quin. 2 ® Quin. 3 ® Quin. 4 @ Quirtile 5 (Least deprived)

.. petienbengtaer

'I"ear pﬂrl Cﬂﬂ lowver upper pﬂr 1, ODI] lower upper

limit limit limit limit

20194'2[! H

s EETEEEN 5o 104 16 me o * Urgent Wrap Around Care (UWAC) delivers both a
Urgent Community Response and also 5-day wrap

Non elective admission. AN Ages. . Female around support to keep patients safe at home and

Directly Age Standardised Rate |DASR) per 1,000

200 avoid hospital admission.
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2019/20 202324
Financial Year

Quintile 1 (Most deprived] ® Quin. 2 @ Quin. 3 ® Quin. 4 @ Quintile 5 (Least deprived)

Fimandal Ouint 1 DASR Quint 5 DAS
Year per 1,000 lowwer upper perl; OIII Icwﬂr upper
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Respiratory: Uptake of COVID and flu
vaccinations by socio demographic groups
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Domain: Respiratory Indicator: Uptake of COVID vaccinations by socio demographic groups

COVID vaccination uptake by deprivation quintile and age
Notes: Individual squares show the uptake rate for intersectional cohorts in the selected population with higher and lower uptake represented by darker and lighter coloured cells respectively. COvID Vaccination I_Ipta kE b"' Ethr‘lic grﬂup End dEprantiﬂr‘l ql_lir‘ltilE
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2 132% 0% 3
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135% 0%

1 2 3 4 5 AL
IMD19 Quintile (1 =mast and 5 = least deprived)

Age

COVID vaccination uptake by ethnic group and age Observed health inequalities

Notes: Individual squares show the uptake rate for intersectional cohorts in the selected population with higher and lower uptake represented by darker and lighter coloured cells respectively.

* COVID vaccination uptake is highest amongst those living

in the least deprived quintile and amongst older age
o groups.
H - * Ethnicity has an impact on relative rates of vaccination
g e g with White British having the higher levels of vaccination
8 0% and mixed, black and unknown ethnicities having lower
levels of uptake.
.  The COVID vaccination uptake rate is highest amongst the

white ethnic population living in the least deprived quintile.

Age
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Domain: Respiratory

Ethnic Group

Ethnic Group

Flu vaccination uptake by ethnic group and deprivation quintile

Not Known 4 1% 15%

Flu vaccination uptake by ethnic group and age

26% 32%
32% | - A1% H 12%
15% 12%

3

IMD19 Quintile (1 =most and 5 = least deprived)

. 64%

%

Flu vaccination uptake by deprivation quintile and age

Indicator: Uptake of flu vaccinations by socio demographic groups

15% 3% 33%

14% 23% 5%

14% 24% M

14% 3% 3%

Observed health inequalities

* The fluvaccination uptake rate is highest for the white ethnic
population living in the least deprived quintile.

* The flu vaccination uptake rate is highest for the older white
ethnic population.

* The flu vaccination uptake rate is highest for the older
population living in the least deprived quintile.

Action being taken
* Access & Inequalities Vaccine Project to improve uptake of

childhood and respiratory immunisations for Core20PLUS5
population groups

' 89%

13%
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Mental Health
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Domain: Mental Health Indicator: Overall number of SMI physical health checks

Physical health checks for people with severe mentalillness (SMI)
Cambridgeshire and Peterborough ICB

5,000
4,500
4,000
3,500
3,000
2,500
2,000
1,500
1,000

500

_ 2015-20 2023-24 2015-20 2023-24 2015-20 2023-24

M Total 3,072 4,382 2,827 4,092 2,701 4,048

Observations

There had been at least a
40% increase in physical
health checks for people
with serious mental illness
for Cambridgeshire and
Peterborough residents from
pre-covid 2019/20 to
2023/24.
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Domain: Mental Health Indicator: SMI Register with Comprehensive Physical Health Assessment

Proportion of SMI Register with Comprehensive Physical Health Assesment since 01/04,/2024 - by month b d h I h . I. .
SMI Register with all six physical checks: weight; blood pressure; cholesterol; blood glucose; assessment of alcohol consumption and O serve ea t n eq ua It 1es

assessment of smoking status

s * The proportion of those with SMI receiving a comprehensive

physical health in the most deprived quintile of practices,

. exceeded those in the least deprived quintile until March 2025.

* In March 2025, the proportion with comprehensive physical
health checks in the least deprived (82.5%) overtook the most
deprived quintile (82.3%).

40%

20%

e There is wide variation across the PCNs — from 92.5% to 63.85.

%
202404 202405 102406 202407 202408 202405 202410 202411 202412 202501 202502 202503

® Quintile 1 {Most deprived) ®Quintile 5 (Least deprived)

* Top performing practice achieved 97.3% compared to worst
performing practice 51.0%.

Proportion of SMI Register with Comprehensive Physical Health Assesment since 01/04/2024 - as at March
2025

SMI Register with all six physical checks: weight; blood pressure; cholesterol; blood glucose; assessment of
alcohol consumption and assessment of smoking status

Bretton, Park and Hampton PCN [S2558
Peterborough and East PCN (9155
Granta PCN (88175

Huntingdon PCN [87.3%

Ely South PCN 851086

CAM Medical PCN (85558

Meridian PCN [85.25%

Stlves PCN (8435

Peterborough Partnerships PCH (8355
StNeots PCN (8355

Cambridge City 4 PCN [83.3%

Cambs Morthern Villages PCN [82.0%
South Peterborough PCN [E1ES
Central Thistlemoor and Thorpe Road PCN [80.45%6
Fenland PCN [80.3%

Cambridge City PCN 80105

Ely North PCN [785%

South Fenland PCN 78175

Wisbech PCN 78105

BMC Paston PCN 17855

Cantab PCN [73.5%

Al Network PCN [63.8%

0% 20% a0% 60% B0%
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Domain: Mental Health Indicator: SMI Register with Comprehensive Physical Health Assessment

Proportion of SMI Register with Comprehensive Physical Health Assesment since
01/04/2024 - as at March 2025

All six physical checks: weight; blood pressure; cholesterol; blood glucose;
assessment of alcohol consumption and assessment of smoking status

Clumtlle.S(Ieast 82.5
deprived)
Q4 |80.8 —
Q3 834 —
Q2 [81.9 —_—
Quintile 1 (most
. 82.3 —
deprived)
50.0 60.0 70.0 80.0 90.0
Percentage

Observed health inequalities

* The proportion of those with SMI receiving a comprehensive
physical health check was statistically similar across all
deprivation quintiles in 2024/25.

* The second least deprived quintile (quintile 4) has the lowest
proportion receiving all six health checks at 80.8%.

* The middle quintile (quintile 3) has the highest proportion at
83.4%.

www.cpics.org.uk

Source: Primary Care Information Systems



Domain: Mental Health Indicator: Rates of Mental Health Act detentions

CRUDE RATE OF ALL DETENTIONS BY AGE AND YEAR c
Value @15 and under @16to 17 @18 to 34 @35 to 49 @ 50 to 64 @65 and over . o o
" Observed health inequalities

/_—_/_’——\ * Analysis suggests higher rates of detentions

for those aged between 18-34 and 35-49.

* Analysis suggests higher rates of detentions
for Black and Black British and other ethnic
groups.

Action being taken

* All-age review of the Mental Health Crisis

Valte @ Acian or Acian Briieh @Biack or Black Brieh  Mirec @ Other Elhne Groupe @ e Pathway with providers, those with lived
experience and their carers.

* This review identified gaps in the provision and
access of crisis alternatives for those in MH
crisis and those from ethnic minorities and
CYP populations. The ICB is now considering
the options available to address these gaps.

www.cpics.org.uk



Domain: Mental Health Indicator: IAPT — Outcomes by Ethnicity

Variable @Asian or Asian British @Black or Black British @Mixed @ Not stated/Not known/Invalid @ Other Ethnic Groups @ White

\

A ——
™ /—‘ T — /
40 /

—————

2018/2019 2020/2021 202112022 202212023 202372024

Year Asian or Asian British Black or Black British Mixed Not stated/Not known/Invalid Other Ethnic Groups White

2018/2019 50.00 5400 39.00 47.00 50.00 52.00
2020/2021 41.00 48.00 42.00 41.00 3500 47.00
2021/2022 43.00 4500 40.00 38.00 56.00 47.00
2022/2023 43.00 4500 43.00 39.00 37.00 47.00
2023/2024 46.00 47.00 42.00 38.00 41.00 48.00

Observed health inequalities

* Analysis suggests a higher reliable recovery rate for
the White ethnic group compared with other ethnic
groups.

 Thisrate has declined since pre-covid (2018/19).
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Cancer: Percentage of cancers diagnosed at
stage 1 and 2, case mix adjusted for cancer
site, age at diagnosis, sex
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Domain: Cancer Indicator: Early Stage Proportion by Deprivation

-

Percentage of cancers diagnosed at stage 1 and 2, case

mix adjusted for cancer site, age at diagnosis, sex. Observed health inequalities

2022 55 A47% 559 | 1 omostaeprived © BEtween 2019 and 2022, the overall percentage of cancers
a - diagnosed at stage 1 and 2 has decreased for Cambridgeshire and
3 13 Peterborough ICB

2019 54% 53% 54% : 1

5-leastdeprived  Action being taken

0% 20% 40% 60% 80%  100% « Two key programmes to highlight the work taking place to increase
the number of cancers identified at stage 1 or 2 to 75% are:

* 1) Targeted Lung Health Checks - this is a national
screening programme delivered by local systems to identify
lung cancer at stage 1 or 2. it is targeted at populations
where there are high levels of smoking, deprivation and poor
lung cancer outcomes. Roll out will commence in the North
which has the areas of higher deprivation and Core20PLUS
groups.

e 2) Cervical Screening - Neighbourhood programmes -
targeted work is taking place through North and South Place
to improve screening rates. North Place is focusing on
practices with low uptakes in the Core20PLUS groups, and
South Place is focusing on community events to promote
the benefits of screening.

www.cpics.org.uk



Cardiovascular Disease
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Domain: Cardiovascular Disease Indicator: Emergency admission rates for stroke and CVD, all ages

Non elective admission, All Ages, Cardiovascular (CVD) Stroke, Male Non elective admission, All Ages, Cardiovascular (CVD) , Male

Directly Age Standardised Rate |DASR) per 1,000 Directly Age Standardised Rate (DASR) per 1,000
4

g, 2 T §» g g i b g . Observed health inequalities

i, %o el 7 < i s & 8

ﬁ ' T g 10

a ! . . .
1 “ e Stroke rate of non-elective admissions:
’ 2015720 ° 2015/20 202372 * Rates  for  females  were

Financial Year Financial Year . . . o g o .

Quintile 1 [Maost deprived] ® Quin. 2 ® Quin. 3 @ Quin. 4 ® Quintile 5 (Least deprived) Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived) StatIStI Ca l'ly Slgn Iflca ntl'y h Igh er I n

the most deprived quintile in

Finandal Owint 1 DASR Cint 5 DAS Finandal Quint 1 DAS Qi Quint 5 DAS
We 1,000 1, D[h] Year perl, (X)O lower pper perl, 000 lower upper H
= |.m.J ‘:,”,ﬁi’ = “:,”,ﬁ‘;’ s g = 2019/20 but have fallen in 2023/24
138 188

0190 203 265 EEECER 52 1505 967 1082 and are statistically similar to the

2023024 14 2 1347 1495 9.79 10.98

aoe TR e oo

Non elective admission, All Ages, Cardiovascular (CVD) Stroke, Female

rates in the least deprived quintile.

Non elective admission, All Ages, Cardiovascular (CVD) , Female .

Directly Age Standardised Rate (DASR) per 1,000 ® Rates fo r m a leS re ma I n
significantly higher in the most

Directly Age Standandised Rate [DASR) par 1,000

4
g, g deprived quintile in 2023/24.
B T 2 e m o, i Qo . w8 < * Non-elective admission rates for CVD
i A A £ 1 23 3@ %O m e o o . )
g, H - Lﬁ 8 "“- h are statistically significantly higher in
0 s the most deprived quintile for both
2015/20 200324 2019/20 2023/24 .
Financial Year Bl e males and females in 2019/20 and
Quintile 1 [Most deprived] ® Quin. 2 @ Quin. 3 ® Quin. 4 @ Quintile 5 (Least deprived) Quintile 1 (Most deprived) ® Quin. 2 ® Quin. 3 ® Quin. 4 ® Quintile 5 (Least deprived)
2023/24.
'I'ear p»=r1 EIH] lower upper p-=r1 DDI] Icun=r upper Year per 1,000 lower | upper per 1,000 upper
limit limit Tirmirt limit limit limit limit
2018720 157 247 106 147 201920 BEEE o w03 623 7. 17
202324 138 L84 141 202224 B co0 w002 | 7.09
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Domain: Cardiovascular Disease

Mon elective admission, All Ages, Cardiovascular {CVD) Coronary Heart Disease
[CHD), Male
Directly Age Standardised Rate |DASR] per 1,000

o
- 5] P
PR ooy B
1 - - :
-"‘"IIH = 1

2015720 2023724
Financial Year

DWSR per 1,000

Quintile 1 {(Most deprived] ® Guin. 2 ® Quin. 3 ® Quin. 4 ® Quintile 5 [Least deprived)

Fimandal Ouint 1 DASR Ouint 5 DASR
Year per 1,000 lowwer upper per 1,000 Icvmr upper
limit Tirmit Timit Tirmit

2015\'20 167 333
202324 143

Non elective admission, All Ages, Cardiovascular (CVD) Coronary Heart Disease
[CHD), Female
Directly Age Standardised Rate (DASR) per 1,000

DASR per1 000
-

a
20158,/20 202324

Financial Year
Quintile 1 [Most deprived] ® Cuin. 2 @ Quin. 3 @ Quin. 4 @ Quintile 5 (Least deprived)

Finandal Ouint 1 DASR o a1l Cint 5 DASR
Year per 1,000 lowwver upper per 1,000 Icw=r upper
limit firmit limnit lirnit

2015«'20 0.23 12 061 0.92
202324 0.73 115 060 0.0

Indicator: Emergency admission rates for myocardial infarction, all
ages

Observed health inequalities

These graphs show ICS non-elective admission rates for
myocardial infarction (ICD10 code: 121 and 122) by deprivation.

Myocardial infarction rate of non-elective admissions: Rates for
males were statistically significantly higher in the most
deprived quintile in 2019/20 but have fallen slightly in 2023/24
and are now statistically similar to the rates in the least
deprived quintile. For females, the rates remain statistically
similar in the most and least deprived quintiles.

Action being taken

The “Your Healthier Future’ (YHF) programme, launched by the
ICB in conjunction with the Cambridgeshire and Peterborough
public health teams, is a two-year programme which targets
key clinical and behavioural risks associated with CVD.

The programme risk stratifies people with a high or increasing
risk of a major adverse cardiovascular events and enables GP
practices to better support patients and reduce premature
mortality.

www.cpics.org.uk




Domain: Cardiovascular Disease Indicator: CVDPOO7HYP: Patients with GP recorded hypertension, whose last blood

pressure reading is to the appropriate treatment threshold, in the preceding 12 months. c

Observed health inequalities
Ethnicity @ Sex

* Analysis suggests health
inequalities for different ethnicities

. . for those whose last blood pressure
reading was in the last 12 months.
. o » Patients in the older age bands are
more likely to have a blood pressure

reading in the preceding 12 months
Age Group @ Deprivation Quintile @ ACtion being taken

* The Your Healthier Futures

. programme recently launched its
i hypertension Detect and Perfect
o strands to improve the number of

people identified as having

hypertension and who are
appropriately monitored and
optimised.
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Domain: Cardiovascular Disease Indicator: CVDPOO3CHOL: Percentage of patients aged 18 and over with no GP

recorded CVD and a GP recorded QRISK score of 20% or more, on lipid lowering therapy. c

Ethnicity @ Sex
80% 0%
60%
0%
g R oon
10%
- Asian Black Missing Mixed Not stated Other White 0%
Persons. Female Male
Age Group @ Deprivation Quintile

100% .
K & & W W & C d g - I I I I I
1-most deprived 2 3 4 5 - least deprived

&

3

Observed health inequalities

* Persons aged 40-59 are more likely to have
no GP recorded CVD and a GP recorded
QRISK score of 20% or more on lipid
lowering therapy.

Action being taken

* Early indications from the Your Healthier
Futures programme show that:

» once contact is made with an
individual, those from the most
deprived two deciles (Core20) are
more likely to take up a lipid lowering
therapy than those from other deciles

» For ethnic minority patient groups,
mental health and learning disability
groups, early results show the YHF
programme is achieving
proportionately higher uptake rates
for lipid lowering therapies

www.cpics.org.uk



Domain: Cardiovascular Disease Indicator: CVDPOO2AF: % of patients aged 18 and over with GP recorded atrial fibrillation and

with a CHA2DS2-VASc score of 2 or more, who are currently treated with any oral anticoagulant. c

Ethnicity S sex v Observed health inequalities

* Persons currently treated with

any oral anticoagulant aged 18-
[ 39 are less likely to have GP
recorded atrial fibrillation and
with a CHADS2 or CHA2DS2-
VASc score of 2 or more.
Age Group €3  Deprivation Quintile &

100% .
100%
5% o
£ sw . %
H 5
£
5% & am
& & & & & o & o & & Iy
»° & & & & & & & & A o &
< o <& o e & < )
1- most deprived 2 3 4 5 - least deprived
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Diabetes: Variation between % of people
with Type 1 and Type 2 diabetes receiving all
8 care processes
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Domain: Diabetes Indicator: Variation between % of people with Type 1 and Type 2

diabetes receiving all 8 care processes.

Cambridgeshire & Peterborough ICB

23/24 Type 1 diabetes patients receiving 8 Care Processes Observed health inequalities

200 100.0%
- o » There is variation in type 1 and 2 diabetes patients

600 70.0% receiving the 8 care processes across different age

1800 o bands.

:i o * |n23/24, older patients with diabetes were more likely
200 20.0% to receive all 8 care processes but drops down in the
p " _ last 2 age groups.

12-19 20-29 30-39 40-49 50-59 60-69 70-73 80-89  Ower 30

. Patients e Ty e 1 receiving all B Care Processes Action being taken
paroat ‘;adrf‘?fgesmtr_e &IFE'E“’_”_“’EEET:‘CBP « National GIRFT review and development of an ICB
ype lapetes patients receivin are Frocesses . . .

oo . Children and Young Person (CYP) Diabetes Action Plan

12000 90% to ensure all CYP with type 2 diabetes receive the
80

10000 70% annual NICE recommended care processes.

8000 60%
5004

6000 40%

4000 309
2000

2000 10%

, — N m

12-19 20-29 30-39 40-49 50-59 60-69 70-79 80-83  QOwer 90

N Patients ——— Tyne 2 Recelving all B Care Processes
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Variation between % of referrals from the
most deprived quintile and % of Type 2
diabetes population from the most deprived
quintile
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Domain: Diabetes Indicator: Type 2 Registrations

Type 2 Diabetes Registrations 2024/25 - by Ethnicity Observed health inequa[ities

Not recorded / unknown

I 2% * The proportion of type 2 diabetes registrations from the Asian
Other ethnic group Hj and Black ethnic groups is higher than the proportion of the
placl BIRclcBritih, Back Welh, tarbbean l 2 census 2021 population from those ethnic groups.
Mixed or Multiple ethnic groups rlzzf, . . ) . o .

S . 8% * The proportion of type 2 diabetes registrations living in the most
otan, Astan Brifishor Asan Wekh ‘ 12% deprived quintile is lower than the mid 2022 population estimate
wiiee || . of those living in the most deprived quintile. This may suggest

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% that type 2 diabetes is under-diagnosed in this population.

W Census 2021 Population B Registrations (Type 2 and other)
* The proportion of type 2 diabetes registrations living in the
Type 2 Diabetes Registrations 2024/25 - by IMD Quintile second most deprived quintile is significantly higher than the
mid-2022 population estimate.

0%
0%

mp quintite s - teast deprived [ T - Action being taken to address the inequalities

Not known

* National GIRFT review and development of an ICB Children and

- 23% . . .
nao it | > Young Person (CYP) Diabetes Action Plan to ensure all CYP with
v auintite 2 || i >+ type 2 diabetes receive the annual NICE recommended care
IMD Quintile 1 - most deprived mo 13% pl’OCGSSGS.
0% 5% 10% 15% 20% 25% 30%

B Mid 2022 Pop Estimate M Registrations (Type 2 and other)
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Smoking Cessation:
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Domain: Smoking Cessation

Treating Tobacco Dependency Programme
Outcomes for Cambridgeshire &
Peterborough ICS

4000 3555
3500
3000
2500

2000 1576 1526

1500
1000 649
500 -
0

No of smokers No of smokers who No of smokers who No of smokers @ 28
identified accepted support set a quit date day quit

Indicators: All adult acute inpatient settings offer smoking
cessation services. All maternity inpatient settings offer smoking
cessation services.

Observations

* 100% of adult acute inpatient settings offer smoking
cessation services.

* 100% of maternity settings offer smoking cessation
services.

Action being taken

* The Treating Tobacco Dependency Programme (TTDP) has
produced the following to date:

- 3,555 smokers identified
- 1,576 smokers (44%) accepted support from in-
house smoking support services.
- 1,526 smokers (97% of those accepting support)
set a quit date.
- 649 smokers (43% of those setting a quit date)
sustained a quit attempt after 28 days.
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Oral Health
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Domain: Oral Health Indicator: Tooth extractions due to decay for children admitted as

inpatients to hospital, aged 10 years and under.

ICS | Under 10 Tooth Extractions Observed health inequalities

50
45
40
35
30

* During 2023 and 2024, the number of under 10 tooth
extractions was higher in the more deprived quintiles.

* A similar trend in higher rates of under 10 tooth
extractions in the more deprived areas is also observed

25 across all ethnic minority groups, with the largest

20 variations being amongst the Asian/Asian British (see

0 I I I‘ next slide).
10
5
= _I l l .l Action being taken

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown
* System-wide paediatric dental pathway task and finish
group was established in 2024 to develop initiatives that
will be introduced to support access and earlier
intervention. These include:
* increased prevention initiatives
* improved referral pathway to dental practices for
routine check-up or treatment; and
* the creation of Child Focused Dental Practices to
reduce the number being referred to Special Care
Dental Services and reduce the number requiring
treatment under General Anaesthetic.

m2019 m2023 m2024
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Domain: Oral Health

25

15

05
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10

C&P ICS | Black or Black British Under 10 Tooth
Extractions

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown

m2015 m2023 w2024

C&P ICS | Other Ethnicity Under 10 Tooth Extractions

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown

m2019 m2023 m2024

25

15

0.5

45

35

25

15
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Indicator: Tooth extractions due to decay for children admitted as

inpatients to hospital, aged 10 years and under. (cont’d)

C&P ICS | Mixed Race Under 10 Tooth Extractions

25

20

15

10

I 5

0

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown
N 2019 m2023 m 2024
C&PICS | Unknown Ethnicity Under 10 Tooth Extractions

12

10

8

6

4

I I 2

0

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown

m2019 m2023 = 2024

C&P ICS | White Under 10 Tooth Extractions

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown
m2019 m2023 m2024
C&P ICS | Asian or Asian British Under 10 Tooth
Extractions
s ux His | II
Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 Unknown

m2019 m2023 w2024
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Learning disability and autistic people
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Domain: Learning Disability Indicator: Adult Inpatient Rates

¢

Adults with Learning Disabilities /Autism Observed health inequalities
Hospital inpatient rates per million
- i< i< * Inpatient rates for adults with learning disability /
45 — P 43 " " autism are lower for Cambridgeshire and
20 — Peterborough than England average.
35 * |npatient rates have fallen slightly from 19 per million
0 in September 2024 to 16 per million in February 2025.
25
21
20 19 194/\
16 16
15
10
5
0

September 2024 October 2024 November 2024 December 2024 January 2025  February 2025

e England s NHS CAMIBRIDGESHIRE AND PETERBOROUGH
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Source: NHS England Assuring Transformation Dataset, February 2025



Domain: Learning Disability Indicator: Annual Health Checks

Total number of patients on LD register by IMD Observed health inequalities

Quintile in C&P
* Greater number patients on the LD register are

registered with practices within IMD Quintile 4

1200
1000 * Practicesin Quintile 1 (least deprived) and Quintile 5
800 (most deprived) have highest proportion of LD registered
600 patients who have not had a health check completed
400 compared with the other quintiles
200 * Highest percentage of patients declining a health check

are registered at practices within quintile 3 and 4

1400

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5
(least deprived) (most deprived)
The below graph shows % of LD health checks completed FY 2024-25

) Learning Disability Health Check Scheme (LDHC)
Breakdown of checks completed, declined and not Cambridgeshire & Peterborugh ICS

completed by IMD Quintile
] . ]
80%

. - 40%
60% % of Completed 30%
LD Health Checks

40%
20%

20%
0% 10%

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 m I I

(least deprived) (most deprived) 0%
Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-24 Jan-25
2024 2025

50%

100%

B Completed Health Checks © Health Checks Declined BHealth Check Not Completed

mTotal
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Maternity and Neonatal
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Domain: Maternity and Neonatal

Indicator: Preterm births under 37 weeks

Preterm births by ethnic group - 2023/24

Not recorded / unknown

o,
Other ethnic group l 2%

Black, Black British, Black Welsh, Caribbean Lz%
or African

0,
Mixed or Multiple ethnic groups l3A’

Asian, Asian British or Asian Welsh

. 85%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

B Census 2021 Population ~ M Pre Term Births

Preterm births by IMD quintile - 2023/24

0%
Not known | 0%

o,
IMD Quintile 5 - least deprived 27%

24%

IMD Quintile 4
IMD Quintile 3 26%
- 12%
IMD Quintile 2 15%
- : 13%
IMD Quintile 1 - most deprived 14%
0% 5% 10% 15% 20% 25% 30%

W Mid 2022 Pop Estimate  ®Pre Term Births

Observed health inequalities

The proportion of preterm births in ethnic minority groups is greater
than expected, when compared to the census population.

Those living in the three most deprived quintiles have more preterm
births as a proportion of the total than expected, when compared to
the latest population estimates.

Action being taken

Senior midwifery advocate pilot role, hosted by NWAFT and
supported by the Local Maternity and Neonatal System (LMNS)
helps Black, Asian and Mixed ethnicity parents-to-be, new parents
and families, to be listened to and heard by their maternity and
neonatal care provider. This is a 12-month pilot which commenced
in November 2024 to enhance the access, experience and
outcomes for those who at risk of greatest inequalities.

National NHS England Core20PLUS5 Connector programme (see
slide 24) provided funding for Barnardo’s to deliver their Mumma
Hub to address and reduce maternal health inequalities,
particularly focusing on women from Black, Asian, and Mixed
Ethnicity backgrounds in Peterborough.

www.cpics.org.uk

Source: Index of Multiple Deprivation (IMD) 2019
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Analytical Report Summary Table (slide 1 of 4)

Domain

Elective Recovery

Indicator

Size and shape of waiting list, 18+, 52+ and 62+
weeks

Summary

All ethnic groups are under-represented in the waiting list when compared to the census 2021
population.

Average waiting times for different ethnicities is disproportionate and this difference increases further
for 52+ and 62+ week waits.

Average waiting times are longer for people living in more deprived areas.

Male and Female average waiting times are similar but there are a higher percentage of males waiting over
52+ and 62+ weeks.

Elective Recovery

Age standardised activity rates with 95% confidence
intervals for elective and emergency admissions and
outpatient, virtual outpatient and emergency
attendances

In 2023/24, consultant led first outpatient attendance rates in the least deprived quintile are
statistically significantly higher than those in the most deprived quintile for both males and females.

In 2023/24, consultant led, follow up outpatient attendance rates are statistically significantly higher in
the most deprived quintile for males and in the least deprived quintile for females.

In 2023/24, consultant led, outpatient procedure rates are statistically significantly higher in the most
deprived quintile for both males and females.

All age elective admission rates in the most deprived quintile are statistically similar to the rates in the least
deprived quintile for both males and females in 2023/24.

Elective Recovery

Elective activity vs pre-pandemic levels for under 18s
and over 18s

Elective admission rates for children in the most deprived quintile are statistically similar to the rates in
the least deprived quintile for both males and females in 2023/24.

Urgent and Emergency admissions for under 18s » Emergency admission rates for male and female children in the most deprived quintile are statistically
emergency care gency significantly higher than in the least deprived quintile in both 2019/20 and 2023/24.
» A&E attendance rates are statistically significantly higher in the most deprived quintile for both males
Age standardised activity rates with 95% confidence and females in 2019/20 angl 2023/24. . N . . . I
Urgent and . . - A&E attendance rates for children are statistically significantly higher in the most deprived quintile for both
intervals for Non-elective admission and A&E .
emergency care males and females in 2019/20 and 2023/24.

Attendances

Non-elective admission rates for males and females in the most deprived quintile are statistically
significantly higher than in the least deprived quintile in both 2019/20 and 2023/24

www.cpics.org.uk




Analytical Report Summary Table (slide 2 of 4)

Domain

Cardiovascular
disease

Indicator

Stroke rate of non-elective admissions (per 100,000 age and
sex standardised)

Summary

Non elective admission rates for stroke for females were statistically significantly higher in the
most deprived quintile in 2019/20 but have fallen in 2023/24 and are statistically similar to the
rates in the least deprived quintile. Rates for males remain significantly higher in the most deprived
quintile in 2023/24.

Non-elective admission rates for CVD are statistically significantly higher in the most deprived
quintile for both males and females in 2019/20 and 2023/24.

Cardiovascular
disease

Myocardial infarction - rate of non-elective admissions (per
100,000 age-sex standardised)

Rates for males were statistically significantly higher in the most deprived quintile in 2019/20 but
have fallen slightly in 2023/24 and are now statistically similar to the rates in the least deprived
quintile. For females, the rates remain statistically similar in the most and least deprived quintiles.
Emergency admission rates for myocardial infarction are 1.3 times higher in the most deprived quintile
for both males and females in 2023/24.

Cardiovascular
disease

CVDPOO7HYP: Per centage of patients aged 18 and over,
with GP recorded hypertension, in whom the last blood
pressure reading (measured in the preceding 12 months) is
below the age-appropriate treatment threshold

Percentage increases with age, no significant difference between Male and Female. Ethnic group ‘Black’
has the lowest percentage. All ethnic groups are significantly lower than ethnic group ‘White’

Cardiovascular
disease

CVDPOO3CHOL: Percentage of patients aged 18 and over
with no GP recorded CVD and a GP recorded QRISK score of
20% or more, on lipid lowering therapy

Persons aged 40-59 are more likely to have no score, women of this age group being the highest
and is statistically significant. Percentage with no score increases as deprivationrises, this is
statistically significant. By ethnicity, Asian and Black ethic groups show the highest percentage
with no score.

Cardiovascular
disease

CVDPOO02AF: % of patients aged 18 and over with GP
recorded atrial fibrillation and a record of a CHA2DS2-VASc
score of 2 or more who are currently treated with
anticoagulation drug therapy

There is no statistically significant difference across the deprivation quintiles. Percentage of
patients has increased slightly over the last 4 years
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Analytical Report Summary Table (slide 3 of 4)

Indicator

Summary

Variation between % of people with Type 1 and Type 2

The number of 8 care processes increases with age to a maximum of 70-79 and then tails off - this is

Diabetes diabetes receiving all 8 care processes similar profile for type 1 and type 2 diabetes: no significant difference between the types.
Variation between % of referrals from the most deprived . , ) . . . L
Diabetes quintile and % of Type 2 diabetes population from the most The proportion of type 2 diabetes registrations from the Asian and Black ethnic groups is higher than the

deprived quintile

proportion of the census 2021 population from those ethnic groups.

Smoking cessation

Proportion of adult acute inpatient settings offering
smoking cessation services

All Acute inpatient settings offer Smoking cessation services.

Smoking cessation

Proportion of maternity inpatient settings offering smoking .

cessation services

All maternity inpatient settings offer Smoking cessation services.

Oral health

3.7 ii Tooth extractions dues to decay for children admitted
as inpatients to hospital, aged 10 years and under

Significantincrease in extractions in 2023 and 2024 when compared to 2019. Extraction numbers
increased as deprivation increased and is significant.

Tooth extractions in the most deprived quintiles were higher for Asian or Asian British and White ethnicity
groups

Learning disability
and autistic people

Learning Disability Annual Health Checks

Health checks increasing through the year

Learning disability
and autistic people

Adult mental health inpatient rates for people with a
learning disability and autistic people

Rate per million is falling in Cambridge and Peterborough

Maternity and
neonatal

Preterm births under 37 weeks

The proportion of preterm births in ethnic minority groups is greater than expected, when compared to
the census population.

Those living in the three most deprived quintiles have more preterm births as a proportion of the total
than expected, when compared to the latest population estimates.
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Analytical Report Summary Table (slide 4 of 4)

Domain

Respiratory

Indicator

Uptake of COVID and flu vaccinations by socio-
demographic groups

Summary

COVID and flu vaccination uptake is highest amongst those living in the least deprived quintile and
amongst older age groups.

Ethnicity has an impact of relative rates of vaccination with White British having the higher levels of
vaccination and mixed, black and unknown ethnicities having lower levels of uptake.

Higher rates of detentions for those aged between 18-34 and 35-49.

mix adjusted for cancer site, age at diagnosis, sex

Rates of total Mental Health Act detenti
Mental Health ates oftotat Flentat Hea ctdetentions Higher rates of detentions for Black and Black British and other ethnic groups.
. . Higher reliable recovery rate for the White ethnic group compared with other ethnic groups. This
Mental Health NHS Talking Therapies (formerly IAPT) recovery rate has declined since pre-covid 2018/19.
Cancer Percentage of cancers diagnosed at stage 1 and 2, case Between 2013 and 2021, the overall percentage of cancers diagnosed at stage 1 and 2 has

decreased for Cambridgeshire and Peterborough ICB
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-

Health inequalities are unfair and avoidable differences in health across the population, and between different groups
within society. NHS Cambridgeshire and Peterborough recognises significant health inequalities exist across the
Integrated Care System. It remains committed to working with wider partners to help deliver exceptional quality
healthcare for all; ensuring equitable access, excellent experience and optimal outcomes.

In summary

The information statement data pack reports the data, where available, in response to NHS England’s Statement on
Health Inequalities to highlight existing inequalities that exist. The purpose is to ensure NHS bodies and system
partners are aware of existing inequalities in commissioned services so action can be taken to address them.

Significant work has gone into pulling this pack together, but we recognise this does not cover the full breadth of work
that is taking place to address health and healthcare inequalities, nor does it cover all areas where inequalities in
access, experience and access exist. The ICB will continue to develop its health inequalities reporting metrics in line
with updated information statements and the evolution of the Cambridgeshire & Peterborough’s Outcome Framework.

To tackle inequalities requires strategic collaboration amongst ICS partners to ensure alignment of efforts across
healthcare, local authorities and community organisations. By sharing data, resources and expertise, the
Cambridgeshire and Peterborough ICB and NHS bodies can target interventions that tackle health inequalities
effectively, contribute to addressing social determinants of health, and ensure equitable access to care.
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-

Please note the information contained within this Health Inequalities Information Statement Data Pack
should be read in conjunction with NHS Cambridgeshire and Peterborough ICB’s 2025/26 annual
report.

Contact & Further Information

If there are any questions about the report or you would like to provide any feedback, please feel free to
contact us at the following email address:

cpicb.inequalities@nhs.net

Thank you for taking the time to read this report

www.cpics.org.uk
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