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1 Purpose of this paper 
A Statement on Health Inequalities is a statutory NHS England statement that 
Integrated Care Boards must use when collecting, analysing, publishing, and 
acting on information about health inequalities. It also requires ICBs to explain in 
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their annual report how they have responded to the statement and fulfilled their 
duties. 
 
The purpose of this paper is to update the Committee on development of BSW’s 
Statement on Health Inequalities for 25/26 giving the Committee the opportunity to 
review, and feedback, before the Statement is taken to ICB Board in March. 

 
2 Summary of recommendations and any additional actions required 
The Quality and Outcomes Committee is asked to: 

1. Note the Health Inequalities Statement and the approach to using 
inequalities intelligence to direct ICB actions. 

2. Take assurance that the ICB is strengthening its use of segmented data, 
alongside the Outcomes Framework, to identify and reduce unwarranted 
variation for the Core20Plus populations. 

 
3 Legal/regulatory implications 
Duty to reduce inequalities in access to health services - ICBs must work to reduce 
inequities in people’s ability to access NHS services. 
 
Duty to reduce inequalities in health outcomes - ICBs are required to act to lessen 
inequalities in outcomes resulting from the provision of health services. 
 
Compliance with health inequalities duties set out in the NHS Act 2006 - including 
the specific duty under Section 13G to address health inequalities. 
 
Requirement to use the NHS England “Statement on Information on Health 
Inequalities” - ICBs must take this into account and report annually on how they 
have responded to it. 

 
4 Procurement 
None applicable 
 
Procurement sign off N/A 

 
5 Risks 
None 

 
6 Quality and resources impact 
Quality - The Health Inequalities Statement supports improved quality of care 
through strengthened use of system intelligence, alongside the Outcomes 
Framework, to identify and address unwarranted variation across BSW. These 
insights will direct the £1.7m Health Inequalities Fund and support Delivery Groups 
to target improvement for Core20PLUS populations. Continued focus on data 
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quality, including ethnicity recording, will further strengthen the system’s ability to 
monitor and reduce inequalities. 
 
Resources - No additional resources are requested through this paper. 
Finance sign-off N/A 

 
7 Implementation Plan Alignment 
The Health Inequalities Statement and associated Inequalities Fund deployment 
support delivery of the BSW five-year Strategic Commissioning Plan and Medium 
Term Plan priorities, particularly the shift toward prevention, neighbourhood 
delivery and reducing unwarranted variation. Insights from the Statement and 
Outcomes Framework will continue to inform Delivery Group plans, commissioning 
decisions and Integrated Neighbourhood Team development, ensuring inequalities 
reduction is embedded within core transformation programmes. 

 
8 Confirmation of completion of Equalities and Quality Impact Assessment 
An EQIA is not required for the Health Inequalities Statement as this paper 
presents analysis and assurance rather than a service change or commissioning 
decision. However, the strengthened inequalities intelligence and segmented data 
will support EQIAs for future programmes and commissioning decisions by 
improving the system’s ability to identify differential impact on Core20PLUS and 
other inclusion groups. 

 
9 Communications and Engagement Considerations 
The Health Inequalities Statement will be published on the BSW ICB website in 
line with NHS England requirements. The ICB Annual Report will reference and 
signpost to the published Statement. Engagement with Delivery Groups, Place 
partners and VCSE stakeholders will continue through existing governance and 
programme forums to support ongoing use of the insights. 

 
10 Statement on confidentiality of report 
The Statement should be published by ICBs as part of their Annual Report, once it 
has passed through ICB Board. 
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BSW Health Inequalities Information 
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The Health Inequalities Statement

This statement on information on health inequalities (Statement) is given by NHS England further to its duty under section 
13SA of the National Health Service (NHS) Act 2006 to publish a Statement setting out a description of the powers available 
to relevant NHS bodies to collect, analyse and publish information, and the views of NHS England about how those powers 
should be exercised in connection with such information.

Integrated care boards, trusts and foundation trusts should use this statement to identify key information on health 
inequalities and set out how they have responded to it in annual reports. 

The duty to report information on health inequalities will encourage better quality data, completeness and increased 
transparency. Data should be used by relevant NHS bodies to shape and monitor improvement activity to further reduce 
healthcare inequalities. This Statement will therefore help drive improvement in the provision of good quality services and in 
reducing inequalities.

The information on health inequalities set out in this Statement should be used by services and boards to inform service 
improvement and reductions in healthcare inequalities. This includes using the information to inform:

• strategy development
• policy options review
• resource allocation

• service design
• commissioning and delivery decisions
• service evaluations.



2025/26 Health Inequalities Statement 
Update

An update to the Health Inequalities (HI) Statement was published in November-25. It provides information on how powers 
should be exercised in connection with health inequalities information from this point onwards. NHS England will review, and 
if necessary, update, descriptions of how powers relating to the collection, analysis and publishing of health inequalities 
information should be exercised. The approach to the development and publication of this update has considered the 
following factors:

- Responding to the 10 Year Health Plan

- Building on feedback to date

- Alignment with the national approach to oversight

This has resulted in a widening of the list of metrics identified as within scope of the HI Statement, as well as a re-
categorisation of the metrics list (see contents slide). The reporting guidance within the HI Statement is less prescriptive than 
previously. The included measures are now guidelines, based on broad national evidence about health inequalities and its 
drivers. NHS bodies may use national data sources, or draw on data from local analysis, routine reporting or existing 
information collected as part of service planning, commissioning, delivery and monitoring to demonstrate how they are 
identifying and addressing health inequalities.

NHS England » NHS England’s statement on information on health inequalities

https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities/#appendix-3-measurement-framework-for-collecting-analysing-and-publishing-information-on-health-inequalities
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Introduction

Health inequalities are systematic, unfair and avoidable differences in health across the population, and 
between different groups within society. They arise because of differences in the conditions in which we are 
born, grow, live, work and age. These conditions influence how we think, feel and act and can affect both our 
physical and mental health and wellbeing. 

Healthcare inequalities are part of wider inequalities and relate to inequalities in the access people have to 
health services and in their experiences of and outcomes from healthcare. Tackling inequalities in outcomes, 
experience and access is one of the four key purposes of ICSs.

Good quality, robust data enables the NHS to understand more about the populations we serve. It enables 
NHS bodies to identify groups that are at risk of poor access to healthcare, poor experiences of healthcare 
services, or outcomes from it, and deliver targeted action to reduce healthcare inequalities.

In this report we will summarise the latest data on health inequalities for the measures set out within the NHS 
England Statement on Health Inequalities. We will summarise what this data shows and describe the approach 
BSW is taking to health inequalities across our system.



A Note on the Data

The following pages cover the 4 domains of the Health Inequalities Statement and their 16 sub-categories. Each section 
includes a page per measure and, where the data is available, summarises the data by age, gender, deprivation and 
ethnicity.

The data included comes from a variety of sources – some local and some national. The data source and period is described 
within each individual slide.

The availability and quality of the data is variable such that:

• In some instances, the data may be older than we’d like but reflects the latest available

• Occasionally the available data does not allow us to report the information by all four of the required categories (age, 
gender, deprivation, ethnicity) 

Many of the metrics included within this pack are sourced from detailed reports that have further information about these, 
and related, metrics / populations.

Please visit the ICB’s Intelligence Hub portal for more information:

BSW Intelligence Hub - Home

https://nhs.sharepoint.com/sites/92G_BSWBusinessIntelligencePortal
https://nhs.sharepoint.com/sites/92G_BSWBusinessIntelligencePortal
https://nhs.sharepoint.com/sites/92G_BSWBusinessIntelligencePortal


2025/2026 - Health Inequalities in BSW
During 2025/26, BSW has strengthened its system approach to reducing health inequalities, embedding equity within strategic 
commissioning, Delivery Groups and targeted investment programmes. This has improved visibility of inequality gaps and established the 
infrastructure required to move from project-based activity to systematic, outcomes-led improvement.
Inequalities are now embedded as one of BSW’s three strategic objectives: Fairer health and wellbeing outcomes. The Outcomes Framework 
has been developed and the dashboard published, with data segmented by deprivation, ethnicity and priority groups and increasingly 
embedded across the system. The Inequalities Strategy has been refreshed to a group-based approach, and the dedicated Inequalities and 
Prevention function has been sustained to support delivery.
During the year, the £1.7m inequalities investment programme was mobilised through VCSE partners, Delivery Groups progressed their 
inequality priorities supported by the Action Learning Review approach, and Place-based inequalities groups have continued to mature. There 
has also been growing use of culturally tailored outreach and community-led approaches to improve engagement with underserved 
communities.
Analysis of the 2024/25 Health Inequalities Statement was used to identify priority gaps and to target both investment and Delivery Group 
action. The targeted investment programme focused on three areas where the data demonstrates clear inequalities: improving cancer 
screening uptake, increasing uptake of SMI physical health checks, and improving access to children and young people’s mental health 
services.
In parallel, Delivery Groups have embedded targeted inequalities actions within core pathway transformation, focusing on areas where 
system data shows the greatest variation. For example, within elective care, inequalities analysis has been embedded within elective 
performance to identify and reduce deprivation-related waiting list variation. Within mental health, there has been a specific focus on reducing 
Mental Health Act detention rates among Black and Core20 populations (EDS 2024/25). 
Insights from the Health Inequalities Statement have also informed Equality Delivery System (EDS) reviews, strengthening alignment 
between data, assurance and improvement activity.



How the 2025/26 Health Inequalities 
funding is being deployed
The £1.7m Health Inequalities Fund has been targeted using insights from the BSW Health Inequalities Statement (2025), Outcomes 
Framework and the national CORE20PLUS5 priorities for adults and children and young people. Investment focuses on areas where data 
shows the greatest inequality gaps and opportunity for improvement.

Cancer screening and symptom awareness - Targeted VCSE-led outreach to GRTB, BAME, refugee and Core20 communities. 500+ people 
engaged through culturally tailored events. 50+ screening bookings supported (breast and cervical). WhatsApp and community navigation 
improving understanding of invitations. Early evidence of improved trust and awareness.

SMI physical health checks - Proactive calling and flexible outreach clinics for disengaged patients. 150 patients contacted by wellbeing 
practitioners. 26 appointments booked; 17 checks completed. Holistic follow-up support improving engagement. Learning emerging on data 
quality and continuity requirements

Children and Young People’s mental health - Community, school and hospital-linked interventions. 500+ CYP reached across programmes. 
32 CYP in therapeutic/peer programmes. 18 CYP supported post-mental-health admission. 11 peer mentors trained. Relationship-based 
models improving confidence and connection.

The majority of projects now live; some timelines extended due to mobilisation. Strong early engagement with Core20PLUS populations. Key 
barriers identified: stigma, practical access issues, data quality. Delivery of funded projects will continue into Q2 2026/27 to complete 
mobilisation and maximise reach. The remainder of the delivery time will focus on scaling effective models, strengthening evaluation and 
embedding successful approaches within core pathways.



2026/2027 - Accelerating reduction in 
health inequalities
Building on the strengthened foundations established during 2025/26, BSW will now focus on accelerating measurable reductions in health 
inequalities through implementation of the refreshed BSW Health Inequalities Strategy 2025–2028. Analysis of the Health Inequalities 
Statement and the Outcomes Framework continues to highlight persistent gaps in access, experience and outcomes for Core20 and locally 
identified PLUS populations. The next phase will therefore prioritise areas where the data shows the greatest opportunity for disproportionate 
improvement.

During 2026/27, the Inequalities Fund will be deployed in line with the updated operating framework to support delivery of the strategy and to 
strengthen the system’s capability to identify, reach and support underserved groups. Investment will increasingly focus on approaches that can 
be embedded within core pathways over time, with a continued emphasis on trusted VCSE partnerships, neighbourhood delivery and models 
that demonstrate potential for scale and sustainability.

Delivery Group plans, commissioning decisions and inequalities investment will be further aligned to the Outcomes Framework to maintain 
collective focus on the outcomes with the widest and most persistent gaps. Delivery Groups will also be supported to refresh their inequality 
priorities in line with the BSW five-year plan, using the latest Health Inequalities Statement and Outcomes Framework insights to ensure 
continued focus on the populations and outcomes with the greatest need. In parallel, BSW will continue to strengthen its population health 
intelligence capability, including improving the completeness and quality of ethnicity and inclusion group data, further developing PHM 
segmentation, and increasing routine use of the Outcomes Framework dashboard to support performance management and clinical leadership.

The Equality Delivery System (EDS) will remain a key mechanism for assurance and improvement, complementing the Health Inequalities 
Statement and Outcomes Framework in tracking progress and informing targeted action. Alongside this, the system will strengthen its 
approach to evaluation and value, applying proportionate evaluation across inequalities investments and building the return on investment 
evidence needed to inform future commissioning.

Together, these actions will support a shift from targeted initiatives to systematic, measurable and sustainable reduction in health inequalities 
across BSW.



1. Operational Priorities



The data below is based on BSW ICB Patients waiting 52 weeks or more on a waiting list at GWH, RUH, or SFT. The data is broken down by age group, gender, deprivation and ethnicity, then 
presented as a percentage of all waiting list patients in the same demographic cohort. Data source: PTL MDS. Time Period: Jan-25 snapshot.

There is no significant gender variation 
in 52+ week wait percentage.

Likelihood of waiting 52+ weeks is 
slightly lower among CYP and older 
patients. This may be driven by their 
decreased likelihood of appointment 
cancellations, and increased availability 
to take up cancelled slots, relative to 
working age populations.

There is some correlation between 52+ 
week wait proportion and patient 
deprivation. The more deprived areas 
are more likely to wait longer than 
patients from the least deprived areas. 

All BAME ethnic group categories are 
waiting longer for treatment than 
patients identifying as White British.

Elective Care and Community Services
Percentage of Patients Waiting Over 52 Weeks



The data below reflects BSW ICB Patients’ Outpatient Appointment Did Not Attend (DNA) rate across GWH, RUH, & SFT. The data is broken down by age group, gender, deprivation and 
ethnicity, then presented as a percentage. Data source: OP SUS. Time Period: 12 Months to Jan-26.

Male patients are slightly more likely than 
female patients to DNA an outpatient 
appointment.

Adults of working age are the most likely 
age group to DNA their outpatient 
appointments, with those aged 20-29 
demonstrating the highest DNA rate of all. 
Older adults have a notably lower DNA 
rate than the rest of the population, which 
is likely a reflection of lifestyle and 
motivation among this group.

There is strong correlation between DNA 
rate and patient deprivation. The more 
deprived areas are far more likely to DNA 
appointments than patients from the least 
deprived areas. This is likely due to a 
combination of factors including working 
patterns, sick pay availability, and access 
to transport.

All BAME ethnic group categories have a 
higher DNA rate than patients identifying 
as White British. This is linked to the 
impact of age on this measure, as well as 
barriers to services experienced by those 
from BAME backgrounds.

Elective Care and Community Services
Outpatient DNA Rate



The data below is based on BSW ICB Patients’ A&E attendance duration (from arrival to departure) at Emergency Departments. The data is broken down by age group, gender, deprivation 
and ethnicity, then presented as an average (mean) time (in hours). Data source: BSW DWH, ECDS Data. Time Period: 2025/26 YTD (April 2025 – Jan 2026).

There is no significant gender variation 
in the average time patients spend in 
an Emergency Department.

The mean time is under 4 hours for 
those aged 19 and younger but 
increases in direct correlation with age-
band getting older. The link between 
this indicator and age group is heavily 
influenced by clinical need.

The most deprived groups spend 
slightly longer on average than those 
from the least deprived areas. 

Be ethnicity, the longest mean time in 
an Emergency Department is 
experienced by White British patients. 
This finding will be influenced by the 
correlation with age band and clinical 
need, as the White British group is 
generally older than the other ethnic 
group cohorts in BSW.

Urgent and Emergency Care
Average Time Spent in Emergency Departments



The data below is based on BSW ICB Patients that have called the ambulance service in the last 12 months. The data is broken down by age, gender, deprivation and ethnicity, then 
presented as a proportional rate (per 1,000) of the same demographic cohorts. Data source: SWAST M032a. Time Period: 12 Months to Feb 26.

Females show slightly higher 
ambulance call rates when compared 
with males.

Call rates increase markedly with age. 
The highest rates are observed in the 
80+ group by a significant margin, with 
a clear upward trend from middle age 
onwards. This will be the result of a 
variety of factors led by clinical need, 
social isolation, and access to 
transport.

A clear deprivation trend gradient, and 
thus a health inequality finding, is 
present with higher call rates in more 
deprived areas.

Rates vary by ethnicity, with the 
highest rates among White British 
patients, and lower rates in Asian and 
Other groups. 

Urgent and Emergency Care
Rate of Ambulance Calls



2. Core20 PLUS 5 - Adults



The data below is BSW Trust footprint patient births booked into NHS Maternity Care within 10 weeks' gestation. The data is published by Trust and broken down by deprivation and 
ethnicity, then presented as a percentage of all births within each demographic category. Data source: Maternity & Neonatal Equalities dashboard. Time Period: Jan 25-Jun 25

Maternity
Inequalities in Gestational Age at Booking Into NHS Maternity Services

Across the 3 BSW Trusts, approximately 
65% of bookings were made within the 
first 10 weeks.

Of the bookings made by patients in 
each IMD Quintile, each quintile had a 
similar average of around 65% booked 
within 10 weeks, with only the 
Unknown category being notably 
lower.

White patients have the highest 
proportion of births booked within 10 
weeks, and there is significant variation 
depending on ethnicity, with 
Black/Black British mothers and those 
from other ethnic groups being 
significantly less likely to have booked 
into NHS Maternity Care within 10 
weeks’ gestation. 



Maternity
Completeness of Ethnicity Data in the Maternity Services Data Set (MSDS)

The data below is based on the MSDS dataset. The charts show the proportion of births where the mother has a valid, non-residual ethnicity category (including 'refused', but excluding 
unknown) populated, as a proportion of all the births/mothers in the same demographic category. Data source: MSDS.

There appears to be a slight trend 
towards older mothers being more 
likely to have their ethnicity populated, 
though this is small variation, as all are 
within 2%.

There is minimal variation by patient 
deprivation, with each category being 
within approximately 2% of the other 
categories. The least deprived and 
most deprived categories are very 
similar, although those with an 
unknown or unrecorded LSOA/address 
notably underperform on this measure.



The data below is based on BSW ICB Patients that have assessed NHS talking therapies in 24/25. The data is broken down by age, gender, deprivation and ethnicity, then presented as 
a proportional rate (per 1,000) of the same demographic cohorts. Data source: NHS talking therapies, for anxiety and depression - national publication. Time Period: 24/25 Financial Year

Access rates for talking therapies are 
substantially higher among females 
compared to males 

Access peaks in young adults (18-25) 
and remains high in working age 
adults, before declining sharply in older 
age groups.

Access is higher in the more deprived 
areas overall, though rates in the least 
deprived quintile are slightly higher 
than in Q4.

Access varies by ethnicity, with the 
highest rates among Mixed and White 
groups, and lower rates among Asian 
and Other groups.

Mental Health
Access to NHS Talking Therapies



The data below shows the recovery rate for BSW ICB patients who accessed NHS Talking Therapies during the 2024/25 financial year. The data is broken down by age, gender, deprivation 
and ethnicity. Data source: NHS talking therapies, for anxiety and depression - national publication. Time Period: 24/25 Financial Year

Recovery rates from talking therapies 
are broadly similar between males and 
females. 

Recovery rates generally improve with 
age, with higher recovery rates 
observed in older age groups 
compared to younger adults. 

Recovery rates in the most deprived 
quintile is noticeably lower than in the 
less deprived quintiles.

Recovery rates vary by ethnicity, with 
the highest rates among White and 
Mixed groups, and lower rates among 
Asian and Other.

Mental Health
Inequalities in Outcomes of NHS Talking Therapies



Mental Health
Rates of Eligible Patients With SMI Receiving an Annual Physical Health Check

The data below is based on BSW ICB SMI Patients and the percentage receiving all six physical health checks in the 24/25 financial year. The data is broken down by age group, gender, 
deprivation and ethnicity, then presented as a percentage per each patient cohort. Data source: TPP - Local Reporting from SystmOne . Time Period: 24/25 Financial Year

Females with SMI are slightly more 
likely than males to receive all 
elements of their annual physical 
health check.

Completion rates increase with age, 
with lower rates in younger age groups, 
and higher rates among adults aged 46 
and over.

Rates are broadly similar across 
deprivation quintiles, although the 
most deprived group shows slightly 
lower completion.

Some variation is observed by 
ethnicity, with marginally lower 
completion rates among ethnic 
minority groups compared with white 
patients. 



Respiratory disease
Non–Elective Bed Days for Asthma, COPD, or Community-Acquired Pneumonia

The data below is based on BSW ICB Patients’ non-elective (NEL) bed days, relating to admissions for either Asthma, COPD, or Community-Acquired Pneumonia (CAP).  The data is broken 
down by gender, age group, deprivation and ethnicity, then presented as a bed day rate within the same demographic cohorts per 10,000 of the population. Data source: BSW DWH SUS 
Inpatients, Time Period:  2025/26 YTD (April 2025 – Dec 2025).

There is a slightly higher non-elective bed 
day rate in male patients compared to 
female patients.

The NEL bed day rate for the stated 
respiratory conditions increases among 
older population. Age group 80+ has the 
highest NEL bed day rate by a significant 
margin, an expected finding given the 
clinical link between these conditions, and 
patient complexity and age.

The most deprived population has the 
highest non-elective bed day rate for these 
conditions and there is clear correlation 
between deprivation and this metric.

By ethnicity, the White British group has by 
far the highest number and rate of non-
elective bed days. This finding is likely 
influenced by the age profile of the White 
British population.



The data below relates to BSW ICB patients aged under 75 who died from respiratory causes within the past 12 months. The data is broken down by age, gender, deprivation and ethnicity, 
then presented as a proportional rate (per 10,000) of the same demographic cohorts. Data source: Mortality. Time Period: 12 Months to Feb 26.

Under-75 respiratory mortality rates 
are significantly higher among males 
than females.

Respiratory disease mortality rates 
increase sharply with age.

A strong deprivation gradient is 
evident, with mortality rates highest in 
the most deprived areas and steadily 
decreasing towards the least deprived 
quintile.

Rates vary with ethnicity, with the 
highest respiratory mortality observed 
among White patients, followed by 
Black and Mixed groups, and lower 
rates for Asian and other groups. 

Respiratory disease 
Inequalities in Premature (Under-75) Mortality from Respiratory Disease



Smoking Cessation
% of Inpatients Making a Supported Quit Attempt with an In-House Tobacco 
Dependence Treatment Service

The data below is based on BSW ICB Inpatients that were seen by an in-house Tobacco Dependence Treatment Service, who then successfully stopped smoking. The data is broken down by 
gender, age group, deprivation and ethnicity, then presented as a percentage of all BSW Inpatients that were seen by an in-house Tobacco Dependence Treatment Service, and those within 
the same demographic cohorts. Data source: NHSE TTD Dashboard, Time Period: 12 Months to Oct-25.

A slightly higher proportion of female 
inpatients seen by TDT services 
successfully stopped smoking than male 
inpatients. 

Of those seen by a TDT service, younger 
patients are less likely to successfully stop 
smoking, than patients from older age 
groups. 18 to 34-year-olds are notably less 
likely than patients aged 45 or over. 

Inpatients from the 2 most deprived 
quintiles (the most deprived 40% 
nationally) are less likely to successfully 
stop smoking following consultation and 
treatment with a TDT service than 
equivalent patients from less deprived 
areas.

There are quite low numbers of BAME 
patients being captured within this data, 
making reliable findings problematic. 
However, it should be noted at present low 
numbers of referrals are being recorded as 
this data set is in its infancy.



Smoking Cessation
% of Pregnant Women Commencing a Quit Attempt, Who Successfully Quit 
Smoking at 36 Weeks

The data below is based on pregnant BSW ICB Patients that attempted to quit smoking, who then successfully quit smoking by the 36 week point of their pregnancy. The data is broken 
down by gender, age group, deprivation and ethnicity, then presented as a percentage of all pregnant women identified as smokers, and those within the same demographic cohorts. Data 
source: NHSE TDS Dashboard, Time Period: 12 Months to Oct-25.

Of pregnant women who attempt to quit 
smoking during their pregnancy, there is 
minimal variation in quit success rate 
between the age categories. A majority of 
this patient group are aged between 18 
and 34. 

Pregnant women from the most deprived 
quintiles (Core20 population) are less likely 
to successfully stop smoking during their 
pregnancy than the rest of the pregnancy 
population. The relatively low numbers for 
this metric mean that the findings are of 
limited reliability.

There were no patients identifying 
themselves as from a BAME background 
captured within this data.



Smoking Cessation
Smoking Prevalence - % of Adults Coded as Current Smokers

The data below is based on the prevalence of adult BSW ICB Patients that are coded as current smokers on their GP Record. The data is broken down by gender, age group, deprivation and 
ethnicity, then presented as a percentage of the adult ICB population within the same demographic cohorts. Data source: BSW DWH, SystmOne dataflow. Time Period: Jan-26 position.

A higher proportion of adult male patients 
are registered as smokers – around 12% 
compared to around 8%. 

Smoking prevalence is highest among 
those aged 30-49. Prevalence decreases 
with age, which is linked to a combination 
of factors including quit rates and smoker’s 
life expectancy.

The links between smoking and 
deprivation are a known health inequality 
finding, as the most deprived quintile 
(core20 population) are consistently the 
most likely group to smoke. Smoking 
prevalence generally decreases in 
correlation with levels of deprivation.

Smoking prevalence is notably lower 
among those identifying as Asian or Black 
in BSW. The other ethnicity categories are 
broadly consistent with each other.  



Vaccines
Covid Vaccination Percentage Uptake

The data below is based on BSW ICB Patients’ Covid vaccinations during the 25/26 Autumn/Winter Covid Vaccination Season. The data is broken down by age group, deprivation and 
ethnicity, then presented as an uptake percentage of the population in the same demographic cohort. Data source: NHSE FDP Covid Vaccine Dashboard. Time Period: 2025/26 AW 
Vaccination Season.

This data source does not allow for 
analysis of the information by the 
different genders.

Covid vaccination uptake increases 
with age, demonstrating correlation 
across age groups. 

There is also some correlation between 
Covid vaccination uptake and 
deprivation, with more deprived 
groups significantly less likely to be 
vaccinated.

The White British group has a 
significantly higher uptake of Covid 
vaccination than all other ethnic group 
categories. This is likely to be partly 
influenced by the relative age profile of 
these groups, but remains a 
noteworthy health inequality finding.



Vaccines
Flu Vaccination Percentage Uptake

The data below is based on BSW ICB Patients’ Flu vaccinations during the 25/26 Flu Vaccination Season. The data is broken down by gender, age group, and ethnicity, then presented as an 
uptake percentage of the population in the same demographic cohort. Data source: NHSE Health Inequalities Dashboard. Time Period: 2025/26 Flu Vaccination Season.

This data source does not allow for 
analysis of the information by the 
different IMD Quintiles.

Based on the 25/26 Flu Vaccine 
Season, females in BSW are slightly 
more likely than males to have their flu 
vaccination. 

Flu vaccination uptake is notably higher 
among the over 65s, and school age 
children outperform adults of working 
age on this measure.

The White British group has a 
significantly higher uptake of flu 
vaccination. This is likely to be partly 
influenced by the relative age profile of 
these groups, but remains a 
noteworthy health inequality finding.



The charts show those patients aged 60-74 screened within the last 2.5 years as a proportion of each demographic group’s eligible cohort. Data source: SystmOne. Time Period: up to 
January 2026

Male and female screening uptake 
rates are very similar.

There is minimal variation among age 
groups within the 60-74 eligibility 
range. 

Although the most deprived quintile 
has a slightly higher uptake than the 
others, there is not a significant 
difference between the quintiles, with 
uptake being between 93-94%.

Uptake across all ethnic groups is 
above 92%. Uptake among Asian and 
Black groups appear to be slightly 
higher than the other ethnicity groups.

Cancer
Bowel Cancer Screening Uptake



Average uptake is just over 60%, substantially 
lower than bowel screening.

The 53-54 year olds have the lowest uptake, 
with those aged between 55 and 69 
demonstrating a noticeably higher percentage 
uptake.

There is a clear trend of the most deprived 
group having the lowest uptake, through to 
the least deprived having the highest uptake. 
Each quintile is statistically different to the 
others. The uptake among patients from the 
most deprived quintile is significantly lower 
than the other groups.

White British is the ethnicity category with 
the highest uptake. Those from Asian and 
Black backgrounds are noticeably less likely to 
have taken up breast screening than the rest 
of the population.

Cancer
Breast Cancer Screening Uptake

The charts show those patients aged 53-70 screened within the last 3 years as a proportion of each demographic group’s eligible cohort. Data source: SystmOne. Time Period: up to January 
2026



Average uptake is just over 60%, in line with 
breast screening, but substantially lower than 
bowel screening.

Cervical screening uptake is notably lower 
among those aged 25-29. Ages 30-49 are 
substantially higher and relatively similar to 
each other. Uptake percentage generally 
increases with age.

There's a notable correlation between 
cervical screening uptake and deprivation, 
with patients from the most deprived areas 
having the lowest uptake, through to the least 
deprived group demonstrating the highest 
uptake.

Asian patients have the lowest uptake by a 
significant margin. Those from a Mixed Ethnic 
Group category and White British patients 
have the highest uptake.

Cancer
Cervical Cancer Screening Uptake - ages 25-49

The charts show those patients aged 25-49 screened within the last 3.5 years as a proportion of each demographic group’s eligible cohort. Data source: SystmOne. Time Period: up to 
January 2026



Average uptake is just under 60%, in-
line with breast screening, but 
substantially lower than bowel 
screening.

There is significant variation by age 
group. The younger age bracket, 50-to 
54-year-olds, have a significantly lower 
uptake than those aged 55 to 64.

There is clear correlation between 
cervical screening uptake and 
deprivation, from the most deprived 
quintile’s lower uptake to the least 
deprived group having the highest 
uptake.

White British patients have a higher 
uptake than the other ethnicity groups, 
with Asian having the lowest uptake.

Cancer
Cervical Cancer Screening Uptake - ages 50-64

The charts show those patients aged 50-64 screened within the last 5.5 years as a proportion of each demographic group’s eligible cohort. Data source: SystmOne. Time Period: up to 
January 2026



The data below is based on BSW ICB Patients that have had an emergency admission for stroke in a 12-month period. The data is broken down by age, gender, deprivation and ethnicity, 
then presented as a proportional rate (per 10,000) of the same demographic cohorts. Data source: Inpatient SUS. Time Period: 12 Months to Oct 25.

Emergency admission rates for stroke 
are roughly similar for both men and 
women. 

Emergency admission rates for stroke 
increase sharply with age, rising from 
middle age onwards and peaking in the 
80+ age group. This trend is expected 
and driven by clinical need.

Variation across the deprivation 
quintiles is minimal.

Admission rates are markedly higher in 
the White British ethnic group 
compared to other ethnic groups, 
again this trend will be linked to age 
and the relative age profile of the 
White British group.

Cardiovascular Disease
Emergency Admissions for Stroke



The data below is based on BSW ICB Patients that have had an emergency admission for myocardial infarction (MI) in a 12-month period. The data is broken down by age, gender, 
deprivation and ethnicity, then presented as a proportional rate (per 10,000) of the same demographic cohorts. Data source: Inpatient SUS. Time Period: 12 Months to Oct 25.

Emergency MI admissions for men are 
significantly greater than women. Men 
are approximately twice as likely to be 
admitted due to this than women.

MI admission rates increase markedly 
with age, rising from middle age 
onwards and peaking in the 80+ group. 
This trend is expected and driven by 
clinical need.

Rates are notably higher in the most 
deprived quintile. However, differences 
across the remaining quintiles are less 
pronounced.

Admission rates vary by ethnicity with 
the highest rates observed among 
White British patients and lower rates 
in other ethnic groups (noting wider 
variation due to small numbers).

Cardiovascular Disease
Emergency Admissions for Myocardial Infarction (MI)



The data below summarises how many BSW ICB patients with hypertension are treated to target, shown as a percentage within each age, gender, deprivation, and ethnic group.
Data source: CQRS unpublished QOF. Time Period: Jan26.

The % treated to target is similar 
between males and females.

Achievement of treatment to target 
broadly increases with age, with lower 
proportions in younger adults and 
higher proportions in older age groups.

Treatment to target is broadly similar 
across deprivation quintiles.

Patients from Black ethnic groups have 
a lower proportion treated to target 
compared with other ethnic groups.

Cardiovascular Disease
Percentage of Hypertension Patients Treated to Target
Treatment to target is defined as having a most recent blood pressure reading within the appropriate treatment threshold during the past 12 months.



The data below summarises the proportion of the total BSW ICB 18+ population who, using recorded BMI readings, are classified as either ‘overweight’ or ‘obese’. The proportions are 
shown across each age, gender, deprivation and ethnicity cohort and the percentage indicates the prevalence within each group. Data source: BSW DWH, CQRS unpublished QOF. Data 
correct as of snapshot taken at 31/12/25.  

Women are more likely to be 
overweight/obese than men, although 
the difference is minimal.

Rates increase consistently and almost 
linearly with age, peaking and 
plateauing between 60 and 79. Rates 
fall slightly in the over 80 cohort.

The highest rates are seen in the most 
deprived, and lowest rates in the least 
deprived cohorts. The differences are 
marginal however, with just a 
difference of 3.5 percentage points 
between the rates of these two groups.

The greatest rate is seen in the Black 
ethnicity group. The White British 
cohort also show notably higher rates 
than the Asian, Other and Mixed 
cohorts. The latter three groups show 
similar and lower rates, with the lowest 
prevalence within the Other cohort.

Cardiovascular Disease
Prevalence Adults Classified as Overweight or Obese



Learning Disability and Autism
Percentage of Patients Aged 14+ on GP LD Registers Who Have had an Annual 
Health Check
The data presented covers BSW ICB patients aged 14 and over who are recorded on GP learning disability registers and have received an annual health check during the 2024/25 financial year. Results are 
broken down by age, sex, deprivation level and ethnicity, and are shown as a percentage of each patient cohort.  Data Source: TPP - Local Reporting from SystmOne. Time Period: 24/25 Financial Year

There is no significant difference in 
annual health check completion rates 
between males and females.

Completion rates increase with age, 
with lower completion among younger 
patients and higher rates in older age 
groups.

Rates are broadly similar across 
deprivation quintiles with only small  
variation between groups 

Completion rates are similar across 
white and ethnic minority groups.



3. Core20 PLUS 5 – Children & Young People



The data below is based on BSW ICB CYP Patients and the attendances at emergency department rates at which different cohorts access Services differently. The data is broken down by 
age group, gender, deprivation and ethnicity, then presented as percentage incidence rates within each patient cohort. Data source: NHSE MH Annual Report. Time Period: 2025/26 YTD 

Male CYP patients access emergency 
department services at a higher rate 
than the female CYP population.

CYP patients aged 4 and under have 
the highest attendance rate by a 
significant margin. National guidance 
advises parents that in the event of 
babies and young children 
experiencing a variety of symptoms, an 
ED is often the suggested place of 
treatment.

CYP patients from areas within the 
least deprived quintile are notably 
more likely than the rest of the 
population to access an emergency 
department.

The CYP population from Mixed and 
White British backgrounds access ED 
services at a higher rate than those 
from other ethnic groups.

Urgent, Emergency, and Community Care
Rates of CYP Emergency Department Attendances



Asthma (CYP)
Prevalence of Asthma in Under 18s

The data below is based on BSW ICB under 18-year-old patients diagnosed with Asthma. The data is broken down by age group, gender, deprivation and ethnicity, then presented as crude 
rates per 100 of BSW ICB population. Data source: BSW DWH Population Demographic and LTCs. Snapshot Feb 2026

The data shows females have a slightly 
higher rate of asthma than males.

Rates tend to be higher amongst those 
aged 5 and over, with 10 – 14 as the 
highest group. 

Patients from the most deprived area 
have a highest prevalence than the rest 
of the population.

The prevalence varies among ethnicity 
groups with Mixed and White British 
having the higher rates of Asthma in 
BSW.



Diabetes (CYP)
Percentage of CYP Diabetes Patients Receiving all 8 Care Processes

The data below is based on BSW ICB CYP Diabetes Patients. The data is broken down by gender, age group, deprivation and ethnicity, then presented as a percentage of those within the 
same demographic cohorts receiving all 8 of the diabetes care processes. Data source: Graphnet ICR, Primary Care Data. Time Period: 12 Months to Jan-26.

The wide confidence intervals on these 
visuals indicate that the relatively small 
sample size of patients meeting the 
Diabetes CYP criteria (circa 550 in 
total), which means the many of these 
findings are not statistically significant, 
and the percentages are easily skewed 
by a small number of patients.



Oral Health (CYP)
Elective Admissions for Hospital-Based Tooth Extractions due to Dental Caries

The data below is based on BSW ICB Patients Under 18 that have had an elective admission for a decay-related tooth extraction procedure in the last 12 Months. The data is broken down 
by age, gender, deprivation and ethnicity, then presented as a proportional rate (per 10,000) of the same demographic cohorts. Data source: Inpatient SUS. Time Period: 12 Months to 
Feb 26.

Admission rates are comparable for 
dental extractions between males and 
females, with only marginal difference 
observed 

Children aged 5-9 experience by far the 
highest rates of hospital admission for 
tooth extractions.

A strong deprivation gradient is 
present, with children from the most 
deprived areas experiencing 
substantially higher admission rates 
than those in the least deprived.

Highest extraction rates are seen in the 
‘Other’ ethnic group, followed by 
‘White British’ and ‘Asian’ ethnicities. 
Lower rates are seen in the ‘Black’ 
ethnicities, although wide confidence 
intervals need to be considered.



Mental Health (CYP)
CYP Mental Health Access Rates

The data below is based on BSW ICB CYP Patients and the rates at which different cohorts access Mental Health Services. The data is broken down by age group, gender, deprivation and 
ethnicity, then presented as percentage incidence rates within each patient cohort. Data source: NHSE MH Annual Report. Time Period: 2024/25.

Female CYP patients access mental 
health services at a higher rate than 
the male CYP population.

CYP patients aged 11 or older are 
markedly more likely to access MH 
services than those aged under 11, 
which is in-line with expected results.

CYP patients from areas within the 
least deprived quintile are notably 
more likely than the rest of the 
population to access MH services.

The CYP population from White British 
or Mixed backgrounds access MH 
services at a significantly higher rate 
than those from other ethnic groups.



4. Data Quality



Ethnicity recording
Percentage of Patient Records With a Valid Ethnicity Code

The data below is based on SystmOne records (GP practices). The charts show the proportion of patients with a valid, non-residual Read code (including 'refused', but excluding unknown) 
as a proportion of all the registered patients in the demographic category. Data source: SystmOne, Ardens Registered Patients list .

Females are more likely to have an 
ethnicity Read code recorded on their 
Primary Care record than males. 

Patients over 40 are consistently more 
likely to have an ethnicity Read Code 
populated, with the 10-19 age group 
appearing equally high. The 0-9 age 
group have a significantly lower Read 
Code proportion – this may present an 
opportunity to improve performance 
for this metric with the right 
programme of targeted work.

Although the deprivation chart shows 
some minor variation, with all 
categories being within 2% of each 
other. The least deprived have the 
highest completeness of ethnicity 
recording and the most deprived have 
the lowest.
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