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Are our services safe, integrated, equitable
and compassionate?

e People in our most deprived places in Suffolk & North East Essex have consistently poorer health
outcomes than those in more affluent areas — Essex and Suffolk Joint Strategic Needs Assessments
(JSNAs)

e Not every patient experiences the care they should: recent learning from mental health and maternity
— CQC, Healthwatch, Channel 4 Dispatches

e In 2020, approximately 23% of deaths in the UK were considered avoidable. Of these, 69% were
preventable and the remaining 31% were considered treatable — Office for National Statistics (ONS)

e Black and Asian women are more than four times more likely than white women to die in pregnancy
or childbirth, women of mixed ethnicity two times higher and Asian women almost twice as likely -
MBRRACE
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People in our most deprived places in Suffolk & North East Essex have
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consistently poorer health outcomes than those in more affluent areas

In Suffolk and North East Essex we have a gap in life expectancy between our most and least deprived population groups for both men and women —for men the gap is 7.4 years, and for women 5.9 years,
but what is causing that difference? The scarf chart below shows, for each broad cause of death, the percentage contribution that it makes to the overall life expectancy gap between the most deprived
quintile of SNEE and the least deprived. If a cause shows a contribution of 0, this means that the cause of death does not make any contribution to the life expectancy gap.

The data shows that for males, circulatory diseases, cancer and external causes (includes deaths from injury, poisoning and suicide) are key contributors to the life expectancy gap, and for females cancer,
circulatory diseases and other causes (this includes urinary conditions, infectious diseases, diabetes and other causes). Around half of the gap in life expectancy between the most and least deprived areas

is due to excess deaths from these causes in the most deprived areas.

Breakdown of the life expectancy gap between the most and least deprived quintiles of NHS Suffolk and North East Essex by
cause of death, 2020 to 2021
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Breakdown of the life expectancy gap between the most and least deprived quintiles of NHS Suffolk and North East Essex by

cause of death, 2020 to 2021
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Segment Tool (phe.gov.uk)
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(Gap = 7.4 years) (Gap = 5.9 years)

Lower mortality in
most deprived quintile
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Higher mortality in
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https://analytics.phe.gov.uk/apps/segment-tool/
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DEPRIVATION

o Index of Multiple Deprivation

The indicator focuses on the Index of Multiple
Deprivation (IMD) from the Indices of Deprivation
2019,

The seven domains were combined using the
following weights to produce the overall Index of
Multiple Deprivation (IMD):

Health Deprivation (13.5%)

Income Deprivation (22.5%)
Employment Deprivation (22.5%)
Education Deprivation {13.5%)

Crime Deprivation (9.3%)

Barriers to Housing and Services [9.3%)
Living Environment Deprivation (9.3%)

Ipswich and East Suffolk, Maorth East Essex, West
Suffolk’s Index of Multiple Deprivation average score
is 19.02.

The England-wide Index of Multiple Deprivation
distribution is 0.54 to 92,73 with a mean value of
21.67.

Key

Values for LSOAs within the selected boundary are
shown. The larger the value and the deeper the
purple. the greater the deprivation.

The colours represent the guintiles:
_ p S A ; y (@ 3326 t0 92.73: 70 areas
BT I e : Y o i : o e (@ 21.56 to 33.25: 103 areas
crerbunmow | N ¥ GGES! N ne N LToNo! (@ 1425 t0 21.55: 164 areas
/[ \adl 4 \ : : (@ 863 to 14.24: 125 areas
() 0.54tp 8.62: 100 areas

SHAPE Place e Deprivation ¢ (shapeatlas.net)



https://app.shapeatlas.net/place/E54000023#10/52.1111/0.9964/b-06L,b-06T,b-07K/sc-pc/it-all,is-deprivation_2019:,ii-deprivation_2019_IMD/m-CCG,ml-CCG/rh-0,rdr-t

DEATHS FROM CANCER

Map showing within area quintile, deaths from all cancer, under 75 years, standardised mortality
ratio (smr) in NHS Suffolk and North East Essex Integrated Care Board, 2016 - 20
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Microsoft Power Bl



https://app.powerbi.com/view?r=eyJrIjoiMzI1N2YwYmYtNWVhMy00ZWY5LTliNmMtYzk3ZWVmMmMzNjZkIiwidCI6ImVlNGUxNDk5LTRhMzUtNGIyZS1hZDQ3LTVmM2NmOWRlODY2NiIsImMiOjh9

DEATHS FROM CIRCULATORY DISEASE

Map showing within area quintile, deaths from circulatory disease, under 75 years, standardised
mortality ratio in NHS Suffolk and North East Essex Integrated Care Board, 2016 - 20
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Microsoft Power Bl

Diseases of the circulatory system ICD I00-199


https://app.powerbi.com/view?r=eyJrIjoiMzI1N2YwYmYtNWVhMy00ZWY5LTliNmMtYzk3ZWVmMmMzNjZkIiwidCI6ImVlNGUxNDk5LTRhMzUtNGIyZS1hZDQ3LTVmM2NmOWRlODY2NiIsImMiOjh9

@CAN DO
EMERGENCY HOSPITAL ADMISSIONS /' HEALTH & CARE

Map showing within area quintile, emergency hospital admissions for all causes, all ages,
standardised admission ratio in NHS Suffolk and North East Essex Integrated Care Board, 2016/17 -
20/21
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https://app.powerbi.com/view?r=eyJrIjoiMzI1N2YwYmYtNWVhMy00ZWY5LTliNmMtYzk3ZWVmMmMzNjZkIiwidCI6ImVlNGUxNDk5LTRhMzUtNGIyZS1hZDQ3LTVmM2NmOWRlODY2NiIsImMiOjh9

PREVENTABLE DEATHS

Map showing within area quintile, deaths from causes considered preventable, under 75 years,

standardised mortality ratio in NHS Suffolk and North East Essex Integrated Care Board, 2016 - 20
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The basic concept of preventable
mortality is that deaths are
considered preventable if, in the light
of the understanding of the
determinants of health at the time of
death, all or most deaths from the
underlying cause could potentially be
avoided by public health and primary
prevention interventions.

Preventable mortality overlaps with,
but is not the same as treatable
mortality, which includes causes of
deaths that can be mainly avoided
through timely and effective
healthcare interventions, including
secondary prevention and treatment
(that is, after the onset of disease, to
reduce case-fatality). Preventable
mortality and treatable mortality are
the two components of avoidable
mortality, as defined by the Office for
National Statistics. The inclusion of
this indicator sends out a clear signal
of the importance of prevention as
well as treatment in reducing

avoidable deaths.

N.B. Avoidable deaths are looked at later
in the pack

Microsoft Power Bl



https://app.powerbi.com/view?r=eyJrIjoiMzI1N2YwYmYtNWVhMy00ZWY5LTliNmMtYzk3ZWVmMmMzNjZkIiwidCI6ImVlNGUxNDk5LTRhMzUtNGIyZS1hZDQ3LTVmM2NmOWRlODY2NiIsImMiOjh9

Not every patient experiences the care they should: recent '@&ﬂ&g&
learning from mental health and maternity
CQC National Maternity survey 2022

Key areas for improvement (National)

Availability of staff

* The proportion of women and other pregnant people being given the help they needed when they contacted a midwifery team during antenatal care, dropped from 74% in 2017 to
69% in 2022

* Women and other pregnant people were less likely to say they were ‘always’ able to get a member of staff to help them when they needed attention during labour and birth; 63%
compared with 65% in 2021 and 72% in 2019

* Results are lower still for care in hospital after the birth; 57% said they were ‘always’ able to get help, a decrease compared with 59% in 2021 and 62% in 2019

* Interms of postnatal care, 70% were ‘always’ given the help they needed when contacting a midwifery or health visiting team, down from 73% in 2021 and 79% in 2019

* Less than half (45%) said they could ‘always’ get support or advice about feeding their baby during evenings, nights or weekends, a downward trend since 2017 (56%)

Confidence and trust

* Just over two-thirds (69%) of women and other pregnant people reported ‘definitely’ having confidence and trust in the staff delivering their antenatal care

* Results were higher for staff involved in labour and birth (78%) but there has been a downward trend since 2017 (82%)

* Interms of postnatal care, while most said they ‘definitely’ had confidence and trust in the midwifery team (71%), the trend is again a downward one, from 73% in 2017
* There has also been a downward trend for ‘always’ being treated with kindness and understanding whilst in hospital after the birth, from 74% to 71%

Communications and interactions with staff

* The proportion of women and other pregnant people saying they were given appropriate advice and support when they contacted a midwife or hospital at the start of their labour,
decreased from 87% in 2017 to 82% in 2022

* There has also been a downward trend since 2017 for women and other pregnant people saying that if they raised a concern during labour and birth, they felt it was taken
seriously, from 81% to 77% in 2022

* 59% of women and other pregnant people were always given the information and explanations they needed during their care in hospital, down from 66% in 2017

Maternity survey 2022 - Care Quality Commission (cgc.org.uk)



https://www.cqc.org.uk/publication/surveys/maternity-survey-2022

ESNEFT

East Suffolk and North
Essex NHS Foundation
Trust.pptx (live.com)

WSHFT

West Suffolk NHS
Foundation Trust.pptx

(live.com)

CQC Maternity survey 2022 - SNEE Trusts

Top'five'scores (compared with average trust score across England)

Bottom five'scores (compared with average trust score across England)

0 Your trust score | National trust average 0 5 10 I Your trust score || National trust average 0 5 10
N L B4. Did you get enough information from
Care after birth Fﬁ'chn'd you see n;:‘p:ak Eom] as Antenstal care either & midwife or doctor to help you
Mueh &5 you wanieds decide where to have your baby?
F18. If, during evenings, nights or
. weekends, you needed support or advice - Ch. Were you involved in the decision to
Gar=latenbih sbout feeding your baby, were you able to Letiour & birth be induced?
get this?
C7. At the start of your labour, did you feel
; that you were given appropriate advice and s B3. Were you offered a choice about
LebourEbarth support when you contacted & midwife or Antenstal care where to have your baby?
the hospital?
B12. Were you given enough support for _ =4, Were you given enough information
O your mental health during your pregnancy® (EERHAR D on induction before you were induced? - |
D7. Thinking about stay in hospital, if
F1. Thinking about your postnatsl care, LiLe iy ELSmd S 7 oy
ca fer birth . Ived in decisi hout Pastnatsl your partner or someone else close to you
re after bi wEre,ynu inwo in decisions about your natal cars was invalved in your care, were they ahle
care to stay with you as much as you wanted?
Top'five'scores (compared with average trust score across England) Bottom five'scores (compared with average trust score across England)
W Your trust score || National trust average 0 5 10 I Your trust score | National trust average 0 5 10

C5. And before you were induced, wers
you given appropriate information and
advice on the risks associated with an
induced labour?

Labour & birth

D7. Thinking about your stay in hospital, if
your partner or someone else close to you
was invalved in your care, were they able
to stay with you as much as you wantad?

Postnatsl care

D&. Thinking about the care you received
in hospital after the birth of your baby, were
you frested with kindness and
understanding?

Fostnatal care

C20. Thinking about your care during
labrowr and birth, were you involved in
decisions about your care?

Labour & birth

C4. Were you given enough information on

Labour & birth
shaur induction before you were induced?

Labour & birth

Postnatsl care

Labour & birth

Labour & birth

Labour & birth

Ca. Were you involved in the decision to
be induced?

D2. On the day you |eft hospital, was your
discharge delayed for any reason?

C18. Were you (and { or your pariner or a
companion) left alone by midwives or
doctors at a time when it worried you?

C18. During labour and birth, were you
able to get & member of staff to help you
when you needed it?

C14. Did the staff treating and examining
you infroduce themselves?
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https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FEast%2520Suffolk%2520and%2520North%2520Essex%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FEast%2520Suffolk%2520and%2520North%2520Essex%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FEast%2520Suffolk%2520and%2520North%2520Essex%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FWest%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FWest%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F04-maternity%2F05-benchmarks-reports%2F2022%2FWest%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
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Key areas for improvement (National)

Communication

Almost a third of people (31%) had not been told who is in charge of their care.

Forty per cent of people did not have a care review meeting with someone from community mental health services in the last 12 months to discuss how
their care is working.

Accessing care
40% of people had ‘definitely’ seen services enough for their needs.
Two in five people (45%) were not always given enough time to discuss their needs.

Crisis care
Over a quarter of people (28%) would not know who to contact out of office hours in the NHS if they had a crisis.
Less than half (47%) reported that they ‘definitely’ got the help they needed.

Involvement
Forty-four per cent of respondents said they ‘definitely’ agreed what care they would receive with someone from NHS community mental health services.
Just over half (51%) were involved as much as they wanted to be in deciding which NHS talking therapies to use.

Support and wellbeing

Two out of five people (40%) did not receive support for their physical health needs, but would have liked it.
Half (50%) of people reported that the person they saw understood how their mental health affected other areas of their lives.

Community mental health survey 2022 - Care Quality Commission (cgc.org.uk)



https://www.cqc.org.uk/publications/surveys/community-mental-health-survey

EPUT

PowerPoint Presentation

(nhssurveys.org)

NSFT

RMY _Norfolk and Suffolk
NHS Foundation
Trust.pptx (live.com)

CQC Community mental health Survey 2022 - SNEE Trusts

Top/five'scores (compared with national average)

[ Your trust score | National average o 2 4 &

Section 4 Reviewing care

Q18. In the last 12 months, have you had a care review
meeting with someone from NHS mental health services to
discuss how your care is working?

Section 5 Crisls care

Q20. Would you know who to contact out of office hours within
the NHS if you had a crisis? This should be a person or a team
within NHS mental health services.

Section 6 Medicines

Q27. In the last 12 months, has an NHS mental health worker
checked with you about how you are getting on with your
medicines? (That is, have your medicines been reviewed?).

Section 3 Planning care

Q15. Have you and someone from NHS mental health services
decided what care you will receive? (This may be called a
careplan).

Section 12 Responsive care

Q4. In the last 12 months, have you and someone from NHS
mental health services agreed how your care and treatment
would be delivered? (i.e. in person, via video call or telephone).

Bottom five'scores (compared with national average)

[ Your trust score | National average o 2 4 6 8 10

Section 8 Support and wellbeing

Q34. In the last 12 months, did NHS mental health services
give you any help or advice with finding support for financial
advice or benefits?

Section 2 Organising care
Q14. Thinking about the last time you contacted this person,
did you get the help you needed?

Sectlon 4 Reviewing care

119. Did you feel that decisions were made together by you
and the person you saw during this discussion? (This
includes contact in person, via video call and telephone).

Section 5 Crisis care
Q22. How do you feel about the length of time it took you to
get through to this person or team?

Section 12 Responsive care
Q6. Have you received your care and treatment in the way
you agreed?

[Topfive scores (compared with national average)

I Your trust score || National average , 9 n B

10

Section & Crisis care

Q20. Would you know who to contact out of office hours within
the MHE if you had a erisis? This should be & person or = team
within MHS mentzl heslth servicas.

Section 7 NH5S Talking Therapies
Q20 Wene these NHS talking therapies explained to youina
way you could understand?

Section ¥ Support and wellbeing

136. Have NHE mental health services involved a member of
your family or someone else close fo you a5 much as you
would Eke?

Section 4 Reviewing care

Q18. Did you feel that decisions were made together by you
and the person you saw during this discussion? (This includes
contact in parson, via video call and telephone).

Section 3 Planning care
Q18. Were you involved a5 much as you wanted to be in
deciding what care you will receive?

Bottom five scores (compared with national average)

[ Your trust score | National average o 2 a &

]

A0

Section 5 Crisis care
Q22 How do you feel sbout the length of time it took you to
get through to this person or team?

Section 5 Crisis care
Q21. Thinking sbout the last time you contacted this person
or team, did you get the help you needed?

Section 12 Responsive care

Q4. In the |ast 12 months, have you and someone from MHS
mental heslth services agreed how your care and treatment
would be delivered? (i.e. in person, via video call or
telephone).

Section 10 Overall views of care and services

Q3. In the last 12 months, do you feel you have sesn NHE
mentsl health services often enough for your needs? (This
incledes contact in person. vis video call and telephone).

Section 10 Overall views of care and services

Q38 Owersll, in the last 12 months, did you feel that you were
treated with respect and dignity by MHS mental health
services?
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https://nhssurveys.org/wp-content/surveys/05-community-mental-health/05-benchmarks-reports/2022/R1L_Essex%20Partnership%20University%20NHS%20Foundation%20Trust.pdf
https://nhssurveys.org/wp-content/surveys/05-community-mental-health/05-benchmarks-reports/2022/R1L_Essex%20Partnership%20University%20NHS%20Foundation%20Trust.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F05-community-mental-health%2F05-benchmarks-reports%2F2022%2FRMY_Norfolk%2520and%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F05-community-mental-health%2F05-benchmarks-reports%2F2022%2FRMY_Norfolk%2520and%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnhssurveys.org%2Fwp-content%2Fsurveys%2F05-community-mental-health%2F05-benchmarks-reports%2F2022%2FRMY_Norfolk%2520and%2520Suffolk%2520NHS%2520Foundation%2520Trust.pptx&wdOrigin=BROWSELINK

In 2020, approximately 23% of deaths in the UK were considered avoidable. Of k )
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these, 69% were preventable and the remaining 31% were considered treatable

Great Britain’s avoidable mortality rate was statistically significantly higher in 2020 than all years since 2010

Age-standardised avoidable mortality rates by persons, Great Britain and

its constituent countries, 2001 to 2020

Scotland e—— oo Great Britain

England

Age-standardised rate per 100,000 people

200

400

300

200

100

[ -]

2002 2004 2006 2008 2010 2012 2014 2016 2018 2020

Avoidable deaths are categorised as those that are
either preventable or treatable. A death is considered
preventable if it can be avoided through effective public
health and primary prevention interventions. On the
other hand, a treatable death is a premature death
which could be avoided through timely and effective
health care interventions, including secondary
prevention.

In 2020, approximately 23% of deaths in the UK were
considered avoidable (deaths that were either
preventable or treatable). Of these, 69% were
preventable and the remaining 31% were considered
treatable.

Avoidable mortality in Great Britain - Office for National Statistics (ons.gov.uk)

Mortality rates | Nuffield Trust



https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2020
https://www.nuffieldtrust.org.uk/resource/mortality-rates#:~:text=Avoidable%20deaths%20are%20categorised%20as,health%20and%20primary%20prevention%20interventions.

Treatable Mortality — North East Essex
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Avoidable mortality in Great Britain - Office for National Statistics (ons.gov.uk)

Preventable Mortality — North East Essex
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https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2020

CAN DO

HEALTH & CARE

Treatable Mortality — Ipswich & East Suffolk Preventable Mortality — East Suffolk, Babergh & Ipswich K‘
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https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2020

Treatable Mortality — West Suffolk

-~ s
NHS West Suffolk CCG X +
[ e < 1 RPN

Age-standardised treatable
mortality rates per 100,000
females

* Norwich ®

$ Peterborough

190

75 592 * Cambridge

2005 2010 2015 2020

| Female

NHS West Suffolk CCG X ' +

Age-standardised treatable

e
mortality rates per 100.000 males T
240
i)
125
105
85 64.3 * Cambridge
65

2005 2010 2015 2020

-~ -

Avoidable mortality in Great Britain - Office for National Statistics (ons.gov.uk)

Preventable Mortality — Mid Suffolk and West Suffolk

Female Male

el '18-'20 b ae s

Age-standardised preventable

mortality rates per 100,000 0]
females
225
150
125
100 744
75
50—— T T 1

'03-'05 "08-"10 "13-15 "18-'20

* Ipswich
L]

Female

18120 *

Age-standardised preventable ‘
mortality rates per 100,000 males @
462

180 132.7

03705 ‘0810 13115 '18-20

/T CAN DO

HEALTH & CARE

m - +

Age-standardised preventable
mortality rates per 100,000
females

225

150
125
100 83.0
* Cambridge

03705 ‘08710 '1315 "18-20

* [piwich

Age-standardised preventable
mortality rates per 100,000 males &

462

210 166.3

| - - y * Cambridge
'03-'05 '08-'10 "13-15 "18-'20

“-”



https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2020

Black and Asian women are more than four times more likely than white @&ﬁ}gﬁg&
women to die in pregnancy or childbirth, women of mixed ethnicity two times
higher and Asian women almost twice as likely

In 2019-21, 241 women died during or up to six weeks after pregnancy among 2,066,997 women giving birth in the UK.
11.7 women per 100,000 died during pregnancy or up to six weeks after childbirth or the end of pregnancy.

33 women

COVID-19

Causes of women’s deaths @

14%

When maternal deaths due to COVID-19
are excluded, 10.1 women per 100,000
died during pregnancy or up to six weeks
after childbirth or the end of pregnancy
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Stillbirth and neonatal mortality rates by babies’ ethnicity: United Kingdom and Crown Dependencies,
for births in 2016 to 2021
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“Wide ethnic inequalities in perinatal mortality continue, but stillbirth and neonatal
mortality rates for babies of Black ethnicity increased at a higher rate than for babies of
Asian and White ethnicity. Babies of Black ethnicity now have the highest rates of both
stillbirth and neonatal death.”

“There remains a nearly four-fold difference in maternal mortality rates amongst women
from Black ethnic backgrounds and an almost two-fold difference amongst women from
Asian ethnic backgrounds compared to White women.

Reports | MBRRACE-UK | NPEU (ox.ac.uk)
MBRRACE-UK Maternal Report 2023 - Infographics.pdf (ox.ac.uk)



https://www.npeu.ox.ac.uk/mbrrace-uk/reports
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2023/MBRRACE-UK_Maternal_Report_2023_-_Infographics.pdf

Systemic racism, not broken bodies
An inquiry into racial

injustice and human rights

in UK maternity care

“Every hour | repeated to them that
| wanted an epidural because | feel
very tired, | can’t go ahead, but they
just left me after... and they didn’t
do anything for me”

“[An Asian woman] laboured without pain relief, having been
dismissed as being, as making a fuss.”

“| started to have a great pain,

| felt the induction pain and | was
screaming. Unfortunately, the
midwife didn’t really believe me,
she was like ‘how are you having
the pain with you having an
epidural?’ She didn’t believe me,
she didn’t act as though she
believed me and | was having
great pain. Then after me
screaming and shouting, they
asked for the doctor to check

my epidural and when he poured
cold water on my legs, | felt it.”

“They didn’t give me any
other options, not once did
they tell me any of the risks
of doing something or not
doing something.”

@ &ﬁyagg
“They were panicking, and
| thought | was going to die.”

— Participant, Yoruba speaking focus group

“I remember constantly saying ‘my chest feels
really tight, | can’t breathe, | can’t stand,

| can’t walk, | can’t do anything’. | had to get
a bed pan to pee in because | couldn’t stand
for long without losing my breath and I'm
like, you know | get it, | was anxious. But

also, | genuinely couldn’t breathe, ... My pain
wasn’t taken seriously and | was dismissed to
the point that could have actually, you know,
cost me my life.”

- Ghanaian person with life-threatening blood clot overlooked postnatally

“Tiredness and burnout do not cause racism. Racism does.
However, tiredness and burnout means uncivil behaviour and
unaddressed prejudice and racism are more likely to surface in
daily interactions, which have a direct consequence on
outcomes.” — Nova Reid

Birthrights-inquiry-systemic-racism-May-22-web-1.pdf



https://www.birthrights.org.uk/wp-content/uploads/2022/05/Birthrights-inquiry-systemic-racism-May-22-web-1.pdf
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Is our health and care system a fair and inclusive
place to work?

e Ethnic minority professionals are disproportionately impacted by fithess to practise referrals and
proceedings — Social Work England, Nursing and Midwifery Council (NMC), General Medical Council (GMC)

e Nearly a third of female NHS surgeons have been sexually assaulted by a colleague over the past five years
- University of Exeter, the University of Surrey and the Working Party on Sexual Misconduct in Surgery

o 98% of NHS staff report they have experienced incivility in the workplace: the NHS is described as having
“poor leadership behaviours, discrimination, bullying, blame culture and responsibility avoidance”- NHS
England, General Sir Gordon Messenger & Dame Linda Pollard

e The 9,000 VCFSE sector organisations in SNEE employ around 16,000 staff. The effects of the pandemic and
the cost of living crisis have left smaller charities particularly vulnerable — NCVO, The Charity Commission

@ Suffolk and North East Essex Integrated Care Partnership
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Ethnic minority professionals are disproportionately impacted by fitness '@ﬁﬁﬂagﬁg
to practise referrals and proceedings

Black and ethnic minority social workers are over-represented in fitness to practise cases in England but face adjudication panels that are
disproportionately white compared with the profession.

Social workers in England are now regulated by Social Work England but were previously regulated by the General Social Care Council. They
provided a report on their learning in the field of social work which provides some useful insights into the referrals and findings of misconduct
(2012) . In the period between 2004 and 30 September 2011 the GSCC received 4,118 referrals relating to qualified social workers. Amongst the
social workers who were referred to the General Social Care Council, a statistically significant over-representation was found of male social
workers, black social workers, social workers aged between 40-49 (at the time of referral) and social workers who had identified themselves as
disabled. Only 8% of the referrals that the GSCC received led to a conduct hearing.

Figures, obtained by Community Care under the Freedom of Information Act, show that 80% of independent adjudicators sitting on the social

work regulator’s fitness to practice panels are white, with 18% from Black, Asian, mixed-race or other backgrounds. While this is above that of
the general population, it falls short of the representation of non-white practitioners within the profession in England, which is 22% for children’s
practitioners and 25% in adults’ services. The gap was bigger for Black staff, who represent 12% of children’s practitioners and 15% of adult social
workers, but just 5% of panel members.

Black, Asian and Minority Ethnic (BAME) doctors, overseas graduates, older male doctors and some non-specialist doctors are more likely than
their counterparts to be referred to the GMC by employers or healthcare providers. Doctors from ethnic minorities are twice as likely to be
referred to the General Medical Council by their employers for fitness to practise concerns than white doctors, and the referral rate for doctors
qualifying outside of the UK is three times higher than that for UK doctors.

hcpc-uk.org/globalassets/meetings-attachments3/council-meeting/2017/march/enc-08---understanding-the-prevalence-of-fitness-to-practise-concerns-about-paramedics-and-social-workers-in-england-interim-report/

Black and ethnic minority social workers disproportionately subject to fitness to practise investigations - Community Care

fair-to-refer-embargoed-report.pdf (gmc-uk.org)



https://www.hcpc-uk.org/globalassets/meetings-attachments3/council-meeting/2017/march/enc-08---understanding-the-prevalence-of-fitness-to-practise-concerns-about-paramedics-and-social-workers-in-england-interim-report/
https://www.gmc-uk.org/-/media/gmc-site/news-and-media/fair-to-refer-embargoed-report.pdf

Black nurses and midwives and those whose ethnicity is not
known (or who preferred not to say) were referred to the
NMC in higher proportions compared to the numbers on their
register as a whole. Employers were the largest source of
referrals, and these referrals were most likely to progress
through to the later stages of the fitness to practise process.

Black and Asian students make up a lower proportion of
acceptances onto NMC approved courses compared to the
proportion that apply. This is largely driven by universities
making less offers to Black applicants compared to applicants
of other ethnicities

bme-nurses--midwives-ftp-research-report.pdf (nmc.org.uk)
Ambitious for change: Research into NMC processes and people's protected characteristics
NHS Workforce Statistics - March 2019 (Including supplementary analysis on pay by ethnicity) -

NHS Digital
wres-2019-data-report.pdf (england.nhs.uk)
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Ethnicity and progression through the Fitness to Practice process


https://www.nmc.org.uk/globalassets/sitedocuments/other-publications/bme-nurses--midwives-ftp-research-report.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/edi-docs/nmc_edi_research_full.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics/nhs-workforce-statistics---march-2019-provisional-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics/nhs-workforce-statistics---march-2019-provisional-statistics
https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf
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Data from NHS Digital shows differences in nurses and midwives with different protected characteristics across pay
bands five to nine between 2017 and 2019 in England.
- There are higher proportions of professionals who are male, White, non-disabled, Christian or aged 45-64 at more

senior levels (Band 8a and above).
- There are also higher proportions of gay and lesbian nurses and midwives in the most senior (8a and above) grades

Data from the Workforce Race Equality Standard (WRES) in England shows that in 2019 White applicants were 1.46
times more likely to be appointed from shortlisting compared to Black ethnic minority applicants; a similar figure to
that reported in 2018, and an improvement on the 1.60 times gap in 2017 and 2016

Nearly a third (29 percent) of ethnic minority NHS staff in England report that they have experienced bullying,
harassment or abuse from other staff in the past 12 months, compared with 24.2 percent White staff; 15.3 per cent of
ethnic minority staff report experiencing discrimination at work from a manager, team leader or other colleague — more
than double the proportion of White staff reporting discrimination (6.4 percent); 69.9 percent of ethnic minority staff
report that they believe their trust (employer) provides equal opportunities for career progression or promotion,
compared with 86.3 percent of White staff.

This data also shows that Black and minority ethnic staff are 1.22 times more likely to enter the formal disciplinary
process compared to White staff



Nearly a third of female NHS surgeons have been sexually assaulted by a '@EEQH&B&
colleague over the past five years

UNISON surveyed healthcare staff including ambulance workers, occupational therapists and pharmacy staff from 7 to 31 May 2019 and
received 8,487 responses. The majority (82%) worked for NHS trusts or health boards, with the rest employed by organisations including
arm’s-length bodies such as healthcare regulators, charities, social enterprises, contractors or job agencies.

Nearly one in ten (8%) respondents (695) said they'd been sexually harassed in the last year. Of these, nearly a third (31%) said the
harassment was frequent/regular, and more than one in ten (12%) said it occurred daily/weekly. The vast majority (81%) of those
harassed identified as female, and the rest (19%) male.

Most (61%) said the harasser was older than them, nearly two in five (37%) said they were in a more powerful position, with under a
third (32%) experiencing harassment from a colleague with the same level of responsibility. Nearly half (48%) of those harassed were
aged 35 to 54, over a third (36%) 34 and under, and 16% were 55 or older

The most common unwanted experiences were verbal. But physical assaults were also reported including three rapes and one incident of
a patient performing a sex act:

e Remarks, ‘banter’ or ‘jokes’ (64%)

e Invasion of personal space (53%)

e Unwanted or derogatory comments about clothing or appearance (49%)

e Leering and suggestive gestures (48%)

e Sexual assault including kissing, stroking, touching, or hugging (22%).

The majority of respondents (54%) said someone in their team had committed the sexual harassment, nearly a quarter said it was other

staff (24%) and two fifths (42%) reported it had been a patient. Microsoft Word - sexualharassreportfinal.docx (unison.org.uk)
WPSMS



https://www.unison.org.uk/content/uploads/2019/06/sexualharassreport.pdf

@ &QH alc)Ag

The survey findings reveal that staff responded in various ways to the harassment with nearly a half (46%) telling a colleague, nearly

three in ten (28%) keeping quiet, a quarter (26%) telling a friend/family member outside work, and just over a fifth (23%) speaking
directly to the perpetrator.

However, when it came to formal reporting, more than seven in ten (71%) shared their reasons for not doing so which included:

* They felt nothing would be done (49%)

e They'd be dismissed as oversensitive (37%)

e They feared the perpetrator(s) would retaliate (24%)
* They were scared it could harm their career (22%).

Of those who did report the sexual harassment, only 15% believed their case was dealt with properly.

An in-depth study, published in the British Journal of Surgery, analysed anonymous online survey responses from 1,434 participants (51.5
per cent women) from the surgical workforce. The team found that two-thirds of women (63.3 per cent) had been the target of sexual
harassment from colleagues, along with almost a quarter of men (23.7 per cent).

Research found nearly a third of women (29.9 per cent) had been sexually assaulted by a colleague, while the majority of participants
(89.5 per cent of women, 81 per cent of men) say they have witnessed some form of sexual misconduct. Sexual coercion was common,
with 10.9 percent of women having experienced forced physical contact linked to career opportunities.

Microsoft Word - sexualharassreportfinal.docx (unison.org.uk)
WPSMS



https://www.unison.org.uk/content/uploads/2019/06/sexualharassreport.pdf

98% of NHS staff report they have
experienced incivility in the workplace:
the NHS is described as having “poor
leadership behaviours, discrimination,
bullying, blame culture and
responsibility avoidance”-

Does your organisation act fairly with regard to
career progression / promotion, regardless of ethnic
background, gender, religion, sexual orientation,
disability or age?

2018 2019 2020 2021 2022
EPUT 55.40% 55.80% 57.30% 60.00% 59.60%
ESNEFT 50.70% 51.90% 52.30% 52.10% 53.90%
EEAST 38.30% 42.60% 37.20% 35.70% 38.10%
NHS SNEE 60.10% 57.30%
NSFT 50.10% 50.20% 51.30% 53.40% 51.40%
The people | work
WSHFT 63.10% 63.80% 59.10% 57.70% 54.80% . .
with are polite and
treat each other
with respect.
2021 2022
Staff Survey 2022 EPUT 77.20%  77.50%
ESNEFT 69.90% 71.20%
EEAST 58.10% 61.90%
NHS Staff Survey 2022 ICS dashboards | Tableau Publi NMS SNEE  84.20%  83.40%
Localr:sultl;rf\:)ervevervorgana;:ati(o)srl IS\IHSaSta?‘?gur:I/e\;C NSFT 76.80%  78.60%
WSHFT 76%  74.20%

(nhsstaffsurveys.com)
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https://public.tableau.com/app/profile/piescc/viz/ST22_ics_full_data_2023_03_09_FINAL/Aboutthissurvey
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The 9,000 VCFSE sector organisations in Suffolk and North East Essex employ @HEMH&CARE
around 16,000 staff. The effects of the pandemic and the cost of living crisis
have left smaller charities particularly vulnerable

The voluntary sector in the UK has a workforce which is almost a million strong (950,000 workers) - about two-thirds the size of the
NHS workforce

In SNEE the 9,000 VCFSE sector organisations in Suffolk and North East Essex employ around 16,000 staff
NCVO Almanac data shows that 51% of the sector's income comes from the public. Yet, recent trends show fewer people are donating.

In a Public Funding survey of charities, only 6% of respondents reported a contract funding increase in line with or above inflation, and
94% that grants have been cut, of which 39% were either significantly reduced or not renewed - 86% of charities responding
reported they will be worse off, of which nearly a third (32%) face significant financial challenges and another third (34%) have a

serious cash flow problem or have or may have to consider reducing or closing services, making staff redundant, merging or closing
their charity.

Research shows that front line poverty charities, such as food banks, are in serious financial distress.
Survey results show that currently 4% of charities feel they will have to consider closure.

UK Charity Sector Cost Of Living Crisis Impact Forecast (charityexcellence.co.uk)

The cost of living crisis: riding the perfect storm — ACEVO

Running on Empty: FareShare survey highlights dramatic impact cost of living crisis is having on the most vulnerable in society — FareShare
The Road Ahead 2023: The ongoing impact of cost of living | NCVO

uk_giving 2022.pdf (cafonline.org)

Volunteers under threat from rising cost-of-living | Comment Central

Key findings from Time Well Spent 2023 | NCVO



https://www.charityexcellence.co.uk/Home/BlogDetail?Link=Charity_Cost_Of_Living_Crisis#:~:text=Impact%20On%20Charities.&text=Eighty%20six%20percent%20reported%20they,merging%20or%20closing%20their%20charity.
https://www.acevo.org.uk/2022/07/the-cost-of-living-crisis-riding-the-perfect-storm/?gclid=CjwKCAjw7oeqBhBwEiwALyHLM1aEnHE6mWgdIqaJnm7sLKgG3RRvwkQZ_0L_g15oPh6GXftgQzo3qBoCFxUQAvD_BwE
https://fareshare.org.uk/news-media/press-releases/running-on-empty-fareshare-survey-highlights-dramatic-impact-cost-of-living-crisis-is-having-on-the-most-vulnerable-in-society/
https://www.ncvo.org.uk/news-and-insights/news-index/road-ahead-2023-cost-of-living/?gclid=CjwKCAjw7oeqBhBwEiwALyHLM1G55NNvSENXUUsDzRIQ7rpqtnZhb6BZB-VGPrAqJQHq4lkT9dCNmxoCLEIQAvD_BwE
https://www.cafonline.org/docs/default-source/about-us-research/uk_giving_2022.pdf
https://commentcentral.co.uk/volunteers-under-threat-from-rising-cost-of-living
https://www.ncvo.org.uk/news-and-insights/news-index/key-findings-from-time-well-spent-2023/#volunteer-participation-signs-of-decline

(7 canpo

ACEVO reported six out of 10 charities fear people will either stop giving or not start. More than 70% are

concerned about managing increased demands for their services. In a recent survey of 10,000 charities by FareShare,
90% said their services were being directly affected by the cost of living crisis and three quarters had experienced
increased demand in the past year.

The latest NCVO Community Life Survey found the proportion of the UK population who had volunteered at least once
a month in 2021/22 was 16%. This was down from about 23% in 2019/20.

one third of all UK volunteers were having to reduce their charity time commitments due to the cost of living crisis,

in favour of additional demands on their time at home, or to spend more time in paid work

to 26% in 2022).

(17% in 2018 compared to 24% in 2022).

Volunteers are now more likely to think their volunteering is becoming too much like paid work (up from 19% in 2018
More volunteers felt their volunteering group or organisation had unreasonable expectations of how much they did

There was an increase in public sector volunteers since 2018, who are less likely to be satisfied with their experience

compared with third sector volunteers (87% very or fairly satisfied vs 94%).

O
=

More than a quarter (27%)
of people had friends or
family members who were
struggling to pay their bills.

\[\
N

One in eight (13%) are
considering cutting back
on donations to charity
due to help them manage
their bills.

[z

In April, one in 25 people
(4%) reported that they
had already cancelled a
regular donation to charity.

UK Charity Sector Cost Of Living Crisis Impact Forecast (charityexcellence.co.uk)

The cost of living crisis: riding the perfect storm — ACEVO

Running on Empty: FareShare survey highlights dramatic impact cost of living crisis is having on the most vulnerable in society —
FareShare

The Road Ahead 2023: The ongoing impact of cost of living | NCVO

uk giving 2022.pdf (cafonline.org)

Volunteers under threat from rising cost-of-living | Comment Central

Key findings from Time Well Spent 2023 | NCVO



https://www.charityexcellence.co.uk/Home/BlogDetail?Link=Charity_Cost_Of_Living_Crisis#:~:text=Impact%20On%20Charities.&text=Eighty%20six%20percent%20reported%20they,merging%20or%20closing%20their%20charity.
https://www.acevo.org.uk/2022/07/the-cost-of-living-crisis-riding-the-perfect-storm/?gclid=CjwKCAjw7oeqBhBwEiwALyHLM1aEnHE6mWgdIqaJnm7sLKgG3RRvwkQZ_0L_g15oPh6GXftgQzo3qBoCFxUQAvD_BwE
https://fareshare.org.uk/news-media/press-releases/running-on-empty-fareshare-survey-highlights-dramatic-impact-cost-of-living-crisis-is-having-on-the-most-vulnerable-in-society/
https://www.ncvo.org.uk/news-and-insights/news-index/road-ahead-2023-cost-of-living/?gclid=CjwKCAjw7oeqBhBwEiwALyHLM1G55NNvSENXUUsDzRIQ7rpqtnZhb6BZB-VGPrAqJQHq4lkT9dCNmxoCLEIQAvD_BwE
https://www.cafonline.org/docs/default-source/about-us-research/uk_giving_2022.pdf
https://commentcentral.co.uk/volunteers-under-threat-from-rising-cost-of-living
https://www.ncvo.org.uk/news-and-insights/news-index/key-findings-from-time-well-spent-2023/#volunteer-participation-signs-of-decline
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Are we continuously learning and improving
based on evidence and research?

e The many inequalities in clinical research include who does research, subjects recruited and type
of research - the British Medical Journal

e Patient safety incidents are experienced disproportionately by marginalised patient groups
exacerbating health inequalities & biases embedded in the healthcare system, its workforce, and
practice — British Medical Journal

e We don’t know anywhere near enough about the people who die in our care and why — Grant
Thornton, The Learning Social Worker

e We have been trying to integrate health and social care for decades — The Nuffield Trust

@ Suffolk and North East Essex Integrated Care Partnership
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The many inequalities in clinical research include who VT AR
does research, subjects recruited and type of research

Some key characteristics that are common to several under-served groups are:

* Lower inclusion in research than one would expect from population estimates

* High healthcare burden that is not matched by the volume of research designed for the group

* |Important differences in how a group responds to or engages with healthcare interventions compared to other groups,
with research neglecting to address these factors

* Failing to include a broad range of participants means that results
may not be generalisable to a broad population

* Different groups may respond differently to an intervention due to
differences in physiology or disease state. Only by studying the

Groups by Demographic Factors (Age, Sex, Ethnicity, Education) Looked after children

Age extremes (e.g. under 18 and over 75) Groups by Health Status

Women of childbearing age Mental health conditions

Different ethnic minority groups People who lack capacity to consent for themselves
Male/female sex (depending on trial context) Cognitive impairment

LGBTQ+/ sexual orientation
Educational disadvantage

Groups by Social and Economic Factors
People in full time employment

Socio-economically disadvantaged/ unemployed/ low income

Military veterans

Learning disability

People with addictions

Pregnant women

People with multiple health conditions
Physical disabilities

Visually/ hearing impaired

Too severely ill

effects of an intervention in a range of groups can we be sure that
the balance of risk and benefit is favourable for a given group

If clinicians lack evidence of the effect of an intervention for a
particular group, they may be reluctant to offer the intervention to
that group — clinical opinion then takes the place of evidence

People in alternative residential circumstances (e.g. migrants,  Smokers
asylum seekers, care homes, prison populations, traveller Obesity
communities, the homeless and those of no fixed abode)
People livingin remote areas

Religious minorities

Successful delivery of intervention to target populations is
complex, with logistical, sociocultural, psychological and biological
differences all having an impact. Unless we have tested if an
intervention can be deployed effectively to different groups, we

Groups by Disease Specific Factors
Rare diseases and genetic disease sub-types

Carers People in cancer trials with brain metastases ) . . ’
Language barriers cannot be sure that it will work in practice.
Digital exclusion/disadvantage * A systematic review found that ethnic minority people are not well

People who do not attend regular medical appointments
People in multiple excluded categories

Socially marginalised people

Stigmatised populations

represented in large Genome Wide Association studies

RHO-Rapid-Review-Final-Report_.pdf(nhsrho.org)
Improvinginclusion of under-served groups in clinical research: Guidance from INCLUDE project | NIHR



https://www.nhsrho.org/wp-content/uploads/2023/05/RHO-Rapid-Review-Final-Report_.pdf

Patient safety incidents are experienced disproportionately by marginalised

patient groups exacerbating health inequalities & biases embedded in the

healthcare system, its workforce, and practice

WHO found:

* Around 1in every 10 patients is harmed in health care and more than 3 million deaths occur annually due to unsafe care.
* Above 50% of harm (1 in every 20 patients) is preventable; half of this harm is attributed to medications

* Some estimates suggest that as many as 4 in 10 patients are harmed in primary and ambulatory settings, while up to 80% (23.6—85%) of this harm can be avoided

CAN DO

HEALTH & CARE

Implicit biases are propagated by medical school curriculums in the US and UK, which are largely designed for a default white patient population and therefore underprepare the
health workforce for the diverse populations they treat. For example, dermatological signs have traditionally not been taught on darker skin thereby increasing the risk of missing

potentially serious disease in these patients

BMJ Research found that understanding of the unequal risks of harm from healthcare across different patient groups—and thus the ability to intervene—is limited by the availability of
robust national and local patient safety reporting systems that disaggregate data by characteristics such as ethnicity and sccioeconomic status

NHS Patient Safety Incident reporting doesn’t identify patient characteristics

Degree of Harm Incident Category***
Based on reported | Based on occurring Accesfs, a:.mi:‘sion, ,C"Ticda,l as;gssmer?t Consent, Documentation | Implementationof [ . . L a Ir:fr:.structlilf'.e
dataset* dataset** None Low Moderate Severe Death tl.'ans en.', Isc. a.rge (i LEllipelaess) communication, | (including records, | care and ongoing " ectlo.n @il || (el Ing .sta g, Medication Patient accident U, All other categories
(including missing scans, tests, - N o o - . Incident facilities, procedure
N confidentiality identification) monitoring / review )
patient) assessments) environment)

Median

number

of days

Number | between [ Number
lof months| incidents of pateng)
Organisation name P | PR 1,000 bed
reported [occurring | incidents BB
(1-12) |and being|occurring i
reported
tothe
NRLS
N [% N [% N [% % % N N % N % N % N % N N % N % N % N % N %

[EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 12 2 26,000 66.6 15,317 58.9 9,191 354 1,276 4.9 157 0.6 59 0.2 2,331 9.0 869 33 1,459 5.6 1,127 43 8,855 341 694 2.7 1,218 4.7 1,940 7.5 4,275 16.4 1,831 7.0 1,401 5.4
EST SUFFOLK NHS FOUNDATION TRUST 12 71 8,829 69.4 6,965 78.9 1,468 16.6 340 39 40 0.5 16 0.2 686 7.8 1,026 116 106 12 208 2.4 2,802 317 196 22 406 4.6 882 10.0 1,141 129 954 10.8 422 4.8
[ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 12 18 18,256 909 12,933 70.8 4,424 24.2 767 4.2 27 0.1 105 0.6 1,179 6.5 380 21 3,554 19.5 2,085 114 489 27 970 53 87 05 1,431 7.8 4,477 24.5 3,035 16.6 569 3.
INORFOLK AND SUFFOLK NHS FOUNDATION TRUST 9 91 14,675 1069 11,277 76.8 3,265 22.2 61 0.4 2 0.0 70 0.5 1,316 9.0 235 1.6 2,256 15.4 320 22 1,773 12.1 546 37 59 0.4 1,361 9.3 5,849 39.9 59 0.4 901 6.1
EAST OF ENGLAND AMBULANCE SERVICE NHSTRUST 10 32 1,654 826 49.9 491 29.7 297 18.0 39 2.4 1 0.1 669 40.4 72 4.4 185 11.2 6 0.4 19 11 112 6.8 92 5.6 39 24 207 125 235 14.2 18 1.1 0
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Rapid reviews focussed on priorities set by the NHS Race and Health Observatory - RHO screened 13,161 references (titles and abstracts), identifying
178 studies over a 10-year period (2011-21)

* ethnic minority groups were less likely to refer themselves to IAPT and less likely to be referred by their GPs

* ethnic minority people with psychosis less likely to be referred for CBT, and less likely to attend as many sessions as their White counterparts

* clear, very large and persisting ethnic inequalities in compulsory admission to psychiatric wards, particularly affecting Black groups, but also Mixed
Black & White groups and South Asian groups. There was also evidence of harsher treatment for Black groups in inpatients wards

* Black and Mixed White & Black groups reported greater levels of unfair treatment from mental health services and staff compared with their White
counterparts.

* A systematic review of access to eating disorder services found that Asian groups were less likely than White people to be diagnosed with anorexia
nervosa and less likely to be referred for treatment.

* ininpatient mental health settings Black Caribbean people were more likely to be restrained in the prone position than White counterparts

* In the written call for evidence on racial disparity in maternity services research over a third of stories described birth injuries such as severe tears,
botched stitches, infections, postnatal haemorrhage or

* long-term incontinence. Just under a third described neonatal complications where the baby’s life was in danger and/or they needed to be treated in
intensive care.

* Over half of respondents to the call for evidence gave an example of being ignored or disbelieved when they had concerns about their health or the
health of their baby.

Patient safety (who.int)
Action on patient safety can reduce health inequalities | The BMJ RHO-Rapid-Review-Final-Report Summary v.4.pdf (nhsrho.org)
Ethnic-Health-Inequalities-Kings-Fund-Report.pdf (nhsrho.org) NHS England » Organisation patient safety incident report up to March 2022



https://www.who.int/news-room/fact-sheets/detail/patient-safety
https://www.bmj.com/content/376/bmj-2021-067090
https://www.nhsrho.org/wp-content/uploads/2023/05/RHO-Rapid-Review-Final-Report_Summary_v.4.pdf

We don’t know anywhere near enough about the people who die in our '@%’}H&Bﬁ!
care and why

In June 2023 the UK Government published a final report and 13 recommendations from a rapid review into data on mental health inpatient settings. As reported in the National
Confidential Inquiry into Suicide and Safety in Mental Health (NCISH), in 2020 there were an estimated 70 suicides by mental health inpatients and an estimated 186 in the 3
months after discharge from mental health inpatient care in the UK.

A Guardian investigation in 2018 found at least 271 highly vulnerable mental health patients died over the six years between 2012 and 2017, after failings in NHS care.

Coroners have been so alarmed at the lapses in care that emerged during inquests that they issued legal warnings to 136 NHS bodies, mainly providers of care, between 2012 and
2017. They included mental health trusts, acute hospitals, ambulance services and GP surgeries.

The Guardian investigation established that coroners in England and Wales had served a “prevention of future deaths notice” (PFDN) on one or more NHS bodies in 271 cases.
Problems identified by the coroners' included errors, misjudgements, flawed processes, a lack of staff or beds, and poor training

In 2022 Suffolk Safeguarding Adults Board undertook a Thematic Review with an analysis of learning from reviews across the partnership looking at nine Partnership Reviews and
three Safeguarding Adults Reviews, from 2010 to 2019. There were seven key learning points:

* The need for better information sharing across agencies and the development of information sharing protocols

* To review procedures (agency or SSP) and put new systems in place where required

» Refresh/relaunch strategies/policies and ensure professionals are following them

* The development of training programmes around a concern or to review and improve existing training programmes on key areas of practice.

» Ensure escalation procedures are in place and are known and understood by professionals and remind professionals and agencies of guidance/expectations.

* Improved communication between agencies.

* The need for professionals to be continually curious and inquisitive about the lived experiences of people and to always consider the question “what is life like for

* this person”

The Grant Thornton review at NSFT examined mortality data recording and reporting at the trust between April 2019 and October 2022. It highlighted concern over the reliability of
the information reported owing to inconsistent reporting, and changes to reporting methodology, using multiple systems to collate figures. Several recommendations were made
including the need to have a clear supervised, pathway throughout the trust with agreed formats of presentation related to mortality.

Rapid review into data on mental health inpatient settings: final report and recommendations - GOV.UK (www.gov.uk)

Hundreds of mental health patients died after NHS care failures | Mental health | The Guardian

Norfolk and Suffolk Foundation Trust’s Mortality Recording and Reporting Review published - NHS Suffolk and North East Essex ICB
Thematic-Review-for-publication.pdf (squarespace.com)

Published SARs | Essex SAB



https://www.gov.uk/government/publications/rapid-review-into-data-on-mental-health-inpatient-settings-final-report-and-recommendations/rapid-review-into-data-on-mental-health-inpatient-settings-final-report-and-recommendations#:~:text=Based%20on%20CQC%20death%20notifications,Act%20in%202021%20to%202022).
https://static1.squarespace.com/static/62ea37b2f412d231ae2c2f35/t/639870d0606683356763e9e6/1670934736870/Thematic-Review-for-publication.pdf
https://www.essexsab.org.uk/published-sars
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Life expectancy among those with severe mental iliness—including schizophrenia, bipolar & depressive disorders, and their related spectrum disorders—is 10-20 years = HEALTH & CARE
shorter than the general population. Life expectancy for those with severe mental illness is around 15 years lower for women and 20 years lower for men compared with the general population

Between 2018 and 2020, the gap compared to the English population increased. In those three years, a person with a mental iliness was five times more likely to die under the age of 75 than
someone without. In the previous three years, the rate was 4.6 times higher. The early death rate of people with a mental illness from the most deprived groups in the population was 200 per
100,000. For those in the most affluent groups, it was 53 — a fourfold higher risk of premature death.

Excess under 75 mortality rate in adults with severe mental illness (SMI) 2015 - 20 Excess risk - % Premature mortality in adults with severe mental illness (SMI) 201s - 20 Directly standardised rate - per 100,000
95% 95% 95% 95%
Area Value Lower Upper Area Value Lower Upper
cl cl cl cl
England 3899 I 3867 3831 England 1036 | 103.0 104.2
East of England region 388.8 H 378.8 399.1 East of England region 898 K 88.2 915
Cambridgeshire 434 4 [N 4568 5345 Thurrock 1s4.1 [ NN 169.1 200.2
Central Bedfordshire a7 5 I — 416.3 5326 Peterborough o 155 138.9
Bedford 4261 = 3677 4918 Luton 121.7 | 110.1 1343
Suffolk 4140 — 3825 4476 Southend-on-Sea 115.1 [ - 104.7 126.4
Hertfordshire 3891 ol 363.7 4158 Bedford 110 gl 100.2 1225
Norfolk 3833 ol 3582 4098 Essex %.3 H 93.0 997
Essex 3748 H 355.9 3944 Cambridgeshire 917 H 86.7 96.9
Southend-on-Sea 3725 = 3237 4269 Norfolk 836 H 79.7 87.7
Peterborough 3601 — 3126 4132 Central Bedfordshire 811 Lonl 741 886
Luton 355.3 = 3058 4108 Hertfordshire 76.7 H 732 80.4
Thurrock 247.7 = 2114 288.3 Suffolk 711 H 67.1 75.2

People with Learning Disabilities face considerable health and social inequalities. This impacts on both life expectancy and quality of life. Life expectancy for people with LD is significantly shorter
than the general population. It is estimated to be 27 years less than average for women and 23 years male

The 2018 Learning Disabilities Mortality Review (LeDeR) found the median age at death was 60 for men and 59 for women, for those (aged 4 and over) who died April 2017 to December 2018. This
is significantly less than the median age of death of 83 for men and 86 for women in the general population.

LeDeR also reported the median age of death for different levels of impairment:

62 for people with a mild learning disability

63 for people with a moderate learning disability

57 for people with a severe learning disability

40 for people with profound and multiple learning disabilities.

People with a learning disability continue to have a much shorter life expectancy than the wider general public, with 6 out 10 dying before age 65, compared to 1 out of 10 for people from the
general population. Those with epilepsy and from minority ethnic backgrounds were more likely to die younger.

All-cause and cause-specific mortality among people with severe mental illness in Brazil's public health system, 2000-15: a retrospective study - The Lancet PsychiatryLife Expectancy at Birth for People with Serious Mental Iliness and Other Major Disorders from a Secondary
Mental Health Care Case Register in London | PLOS ONE

Prevalence, incidence and mortality from cardiovascular disease in patients with pooled and specific severe mental illness: a large-scale meta-analysis of 3,211,768 patients and 113,383,368 controls - PubMed (nih.gov)

Counting the cost of health inequality: new data on premature mortality among people with a mental illness in England — Centre for Mental Health

Health Matters: Reducing health inequalities in mental illness - UK Health Security Agency (blog.gov.uk)

Severe Mental lliness - Data - OHID (phe.org.uk)

Learning Disability - Health Inequalities Research | Mencap

2021 LeDeR report into the avoidable deaths of people with learning disabilities - King's College London (kcl.ac.uk)



https://www.thelancet.com/journals/lanpsy/article/piis2215-0366(22)00237-1/fulltext#:~:text=Background,of%2010%E2%80%9320%20years%20less.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0019590
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0019590
https://pubmed.ncbi.nlm.nih.gov/28498599/
https://ukhsa.blog.gov.uk/2018/12/18/health-matters-reducing-health-inequalities-in-mental-illness/
https://fingertips.phe.org.uk/profile/severe-mental-illness/data#page/3/gid/8000039/pat/6/par/E12000006/ati/402/are/E06000055/iid/93581/age/181/sex/4/cat/-1/ctp/-1/yrr/3/cid/4/tbm/1/page-options/car-do-1
https://www.mencap.org.uk/learning-disability-explained/research-and-statistics/health/health-inequalities
https://www.kcl.ac.uk/news/2021-leder-report-into-the-avoidable-deaths-of-people-with-learning-disabilities#:~:text=People%20with%20a%20learning%20disability%20continue%20to%20have%20a%20much,more%20likely%20to%20die%20younger.
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Dec-42

Beveridge’s report, Social Insurance and Allied Services, proposes major changes to create
the foundations for a welfare system and, in its support, a national health service

Jun-90  The NHS and Community Care Act 1990 creates an internal market and a purchaser-provider split in which
L the purchasers (mainly health authorities) are handed budgets to purchase services from providers

Jul-48 The National Health Service is created

Mar-50 ;g Collings’ survey of English general practice, funded by the Nuffield Trust, is published in Sep-91 Liesel Kennedy joins the NHS
The Lancet: “The overall state of general practice [in England] is bad and still deteriorating.”

Nov-94 NHS reorganisation: The number of regional health authorities is reduced to eight.

Apr-51 The new Chancellor of the Exchequer, Hugh Gaitskell, proposes a one shilling prescription

charge and new charges for dental treatments (chiefly dentures) and spectacles Dec-97 Labour comes to power and publishes the White Paper, The new NHS: Modern, dependable. The White
Paper aims to replace the internal market and GP fundholding with a more cooperative, integrated system

Nov-62 The Porritt Report is published suggesting reform that transfers the responsibility for the while retaining the purchaser—provider split.
administration and coordination of all medical and ancillary services in any given area into
the hands of one authority — namely an area health board Nov-98 The Acheson Report follows an inquiry into inequalities in health - “Inequalities by socioeconomic group,

Mar-68 The Seebohm Report recommends the integration of children, elderly and mental welfare Ztl:mc g.rourt) an;ihgerll:lhe:"can be demonstrated across a wide range of measures of health and the
services into one family services department, first creating the division between health and eterminants ot heaith.
social services

Mar-99 The Royal Commission on Long Term Care recommends that all nursing and personal care provided in

Sep-68 In response to the growing chasm between the NHS and social care provision, the Ministry of nursing homes and in people’s homes should be free. The Government responds with The NHS Plan in 2000,
Health is merged with the Ministry of Social Security to form the Department of Health and a reduced version of this is implemented with nursing care to be provided free of charge, but with personal
Social Security care remaining means tested.

Feb-70 The new Secretary of State rewrites proposals rejecting the idea of local authorities Apr-99  GP Fundholding is abolished, and Primary Care Groups are established to commission care on behalf of
managing the health service, proposing instead that area authorities should remain directly their local communities. 'Our Healthier Nation' is published outlining targets for improving public health,
accountable to the Department of Health and Social Security. with a new focus on health inequality and the economic, social and environmental causes of ill-health.

Jul-71  The Conservatives revise Crossman’s plan for reform following their election in Jul-00 The NHS Plan is published—- a 10-year modernisation programme of investment and reform, and is
1970, proposing that new regional health authorities should be responsible for general formalised by The Health and Social Care Act 2001
planning and allocation of resources to area health authorities, as well as the coordination
and supervision of the latter’s activities. Jan-02  The White Paper, Shifting the balance of power, sees the abolition of 95 health authorities, which are partly

replaced by primary care groups (PCGs) and trusts and by 28 strategic health authorities (SHAs), to provide

Jul-79 A Conservative election victory, plus the Royal Commission on the NHS reports that while regional management for the NHS and oversee the work of primary care trusts (PCTs).
there are concerns that include an ageing population and the cost of technological
developments, the NHS is in no danger of collapse: “Our proposals are designed... to bring Jan-02  The Wanless Report suggests that future funding needs will depend on the extent to which future demand
health authorities closer to the people.” (Patrick Jenkin MP, House of Commons Debate) for health care is reduced by good public health policies and by disease prevention.

Aug-80 The Black Report on health inequalities shows not only that inequalities exist but also that Nov-03 The Health and Social Care (Community Health and Standards) Act 2003 provides for the establishment of
the gap is widening. "The crude differences in mortality rates between the various social NHS foundation trusts
classes are worrying.”

Jan-06  The White Paper, Our health, our care, our say, is published, encouraging patient choice and the movement

Nov-82 NHS restructuring abolishes area health authorities resulting in 192 district health authorities of services out of hospitals into community services. “Services that are flexible, integrated and responsive
(DHAs) that are responsible to the regional health authorities. The aim is to simplify the to peoples’ needs and wishes.” Patricia Hewitt, Health Secretary, in Department of Health (2006)
structure.

Dec-87 The White Paper, 'Promoting better health' forms the basis for the new GP contract in 1990, Mar-10 Labour publishes the White Paper, Building the National Care Service, on the future of social care funding,

which sets out quality and financial incentives to improve the processes of delivering care,
with extra pay for undertaking health promotion, screening and other preventative actions.

weeks before losing the General Election. The Government proposes a National Care Service, which would
provide services free at the point of need.

NHS reform timeline | Nuffield Trust



https://www.nuffieldtrust.org.uk/features/nhs-reform-timeline#1940

We have been trying to integrate health and social care for decades 67 CAN DO

The Nuffield Trust noted that over the past 20 years there have been numerous initiatives to encourage more joined-up care between
services, focusing on meeting individuals’ needs: “Although there is a compelling story for why integrated care should be better for
patients and enable the health service to be sustainable financially, evidence for many of the initiatives is lacking.”

“Since 2012, patients report feeling less supported to manage their own care, find it more difficult to see their preferred GP when they
want to, and there has been no improvement in how involved people feel in their GP care. Patients with developmental disabilities,
learning disabilities or a mental health condition feel the least supported to manage their condition. The proportion of people who are
able to see or speak to their preferred GP varies between patient groups, and involvement in decisions about care is lower for
community mental health service users and adult inpatients than for maternity and children and young people’s service users. There
has also been a marked decline in carer quality of life, and in how well supported informal carers feel.”

A paper by Miller et al, published in the International Journal of Integrated Care in 2021 stated:

“Overall, it is clear that integration of care in England has not achieved the wide variety of different aims and objectives that have been
aspired to”

“Layering of numerous policy initiatives provides confusion and can distract from the important work of relationship building. And
ultimately, integrated care cannot by itself address major inadequacies in the underlying resources and structural inequalities.”

The King’s Fund analysis published in December 2021 identified five key messages:

* |ICSs offer real potential for partnership with the NHS and other sectors.

ICSs are an opportunity to develop genuinely joined-up, personalised care.

There is a need for clarity about structures and systems......but leadership and culture are critical.
Resources are a key challenge so making best use of them is essential.

It’s important to assess and measure the right things.
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Key policy initiatives and legislation relating in integrated health and social care in England between 2010 and

Key policy initiatives and legislation relating in integrated health and social care in England between 2015 and

2014. 2020.
YEAR TITLE OVERVIEW YEAR TITLE OVERVIEW
2012 Health & Social Care Act 2012 Established local health and wellbeing boards in each local authority 2015 Spending Review and Autumn Introduced a commitment to integrate health and social care
area, with a duty to encourage the integrated commissioning of Statement 2015: services across England by 2020 and required local areas to
health and social care services. Required clinical commissioning submit plans by April 2017 demonstrating how they would
groups to promote integration where this would improve quality or achieve this
reduce inequalities.
2015 Sustainability and Transformation Local health bodies were required to draw up plans to improve
2013 Integrated Care: Our Shared The Department of Health and twelve national partners made a Plans e A e e e L e et L ser]
C it t it t fi t and tained acti ith bition t
ormEmen seis LG e s S E ES HLE identified ‘footprints’ There was a subsequent shift in focus from
make joined-up and coordinated health and care the norm by 2018, . , , L
the ‘Plan’ to the ‘Partnerships
2013 Integrated Care and Support Twenty five local areas were selected to pilot new ways of working to . = .
2018 Integrated care systems Advanced forms of Sustainability and Transformation
Pioneers improve the quality and cost-effectiveness of care for people whose
Partnerships in which the local NHS organisations are awarded
needs are met from both NHS and local authority services.
greater autonomy over use of available funding and managing the
2013 Better Care Fund This national initiative required clinical commissioning groups and quality of their health care services. National bodies only assure
local authorities to pool a minimum of £3.8 billion to promote system level plans rather than those of individual organisations.
integrated working, overseen by local health and wellbeing boards Local areas applied for this status.
2014 Care Act 2014 Required local authorities to promote integration where this would 2019 NHS Long Term Plan Committed to the development of Integrated Care Systems in
promote wellbeing, improve quality, or prevent care needs from every area of England by 2021.
developing
2019 Primary Care Networks Individual general practices can establish or join PCNs covering
2014 Five Year Forward View Called for a ‘radical upgrade’ in prevention and public health; models

of care which shift care from hospitals to settings closer to people’s
homes. Introduced seven new models of care based around the Five

Year Forward View to be piloted at 50 ‘vanguard’ sites

populations of between 30,000 to 50,000 to integrate primary

care services around local communities and collaborate with

other relevant agencies [including social care]

Are patients benefitting from better integrated care? | Nuffield Trust

Integrating health and social care (nuffieldtrust.org.uk)

Integrated Health and Social Care in England: Ten Years On - PMC (nih.gov)

Integrated care systems and social care: | The King's Fund (kingsfund.org.uk)



https://www.nuffieldtrust.org.uk/news-item/are-patients-benefiting-from-better-integrated-care
https://www.nuffieldtrust.org.uk/sites/default/files/2021-12/integrated-care-web.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8555479/
https://www.kingsfund.org.uk/publications/integrated-care-systems-and-social-care
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