
 
 
 

NHS Leicester, Leicestershire and Rutland and  
NHS Northamptonshire Integrated Care Boards 

2025/26 Health Inequalities Annual 

Report  

Leicester, Leicestershire and Rutland ICB  

Response to the NHS England Statement on Information on 

Health Inequalities 

 

 

 

August 2026 

 

 

 

 

 



 

2 
 

 
1. Executive Summary ................................................................................................................... 3 

2. Introduction .............................................................................................................................. 4 

3. Four key dimensions of health inequalities .................................................................................. 5 

4. Health of Leicester, Leicestershire and Rutland ........................................................................... 5 

5. Information on health inequalities in LLR ..................................................................................... 7 

5.1. Summary of key inequalities in access to services and health outcomes ................................ 7 

5.1.1. Gender ........................................................................................................................ 8 

5.1.2. Deprivation: Quintile 1 (Core20) Compared with Quintile 5 ............................................. 9 

5.1.3. Ethnicity: Asian Ethnic Group ....................................................................................... 10 

5.1.4. Ethnicity: Black Ethnic Group ....................................................................................... 11 

5.1.5. Ethnicity: Mixed ethnic group ....................................................................................... 12 

6. System wide actions to reduce inequalities ................................................................................ 13 

6.1.1. Cardio-renal-metabolic disease (CRM)......................................................................... 14 

6.1.2. Respiratory Disease .................................................................................................... 17 

6.1.3. Cancer ....................................................................................................................... 18 

6.2. LLR operational priorities – elective care and urgent and emergency care .............................. 19 

6.3. Additional priorities included in the NHSE Statement appendix ............................................. 20 

7. Core20PLUS5 ........................................................................................................................... 22 

8. Data Quality – Focus on Ethnicity ............................................................................................... 24 

9. Conclusion .............................................................................................................................. 25 

10. Glossary of key terms and abbreviations ................................................................................. 26 

11. Bibliography .......................................................................................................................... 28 

 

Table 1: Summary of available health inequalities measures by deprivation, ethnicity and gender for LLR’s 
Strategic Priorities ........................................................................................................................... 16 
Table 2:Summary of available health inequalities measures by deprivation, ethnicity and gender for LLR’s 
Additional Priorities ......................................................................................................................... 21 
Table 3: Data Quality Maturity Index at University Hospital of Leicester for Ethnicity ............................. 24 
Table 4: Data Quality Maturity Index at Leicestershire Partnership Trust for Ethnicity ............................. 24 

 

Figure 1: Drivers of poor health in Leicester, Leicestershire and Rutland (10) ......................................... 6 
Figure 2: LLR & Northamptonshire ICB Cluster Strategic Commissioning Plan (6) .................................. 6 

 



 

3 
 

1. Executive Summary 

This report presents Leicester, Leicestershire and Rutland Integrated Care Board's 2025/26 response 

to NHS England's Statement on Information on Health Inequalities and outlines the actions being 

taken across the health and care system to reduce avoidable differences in health outcomes, access 

to services and experiences of care. This report primarily focuses on healthcare inequalities – the 

differences in access, experience and outcomes that arise within health services themselves. It is the 

third annual health inequalities report produced by the ICB and reflects increasing collaboration with 

Northamptonshire ICB through the developing cluster model. (1) (2) 

Leicester, Leicestershire and Rutland is a growing and increasingly diverse area with around 1.2 

million registered patients. Significant variation in deprivation, ethnicity and geography contributes to 

persistent inequalities across the system. Analysis continues to show that cardio-renal-metabolic 

(CRM) disease, respiratory disease and cancer are the largest contributors to premature mortality 

and poor health. (3) 

The report identifies persistent inequalities associated with deprivation, ethnicity and gender. People 

living in more deprived communities and some ethnic minority groups continue to experience poorer 

health outcomes and unequal access to services. Significant inequalities remain in cardiovascular 

disease management, cancer outcomes, smoking cessation and mental health services.  

LLR ICB is responding through a population health management approach, using the Aristotle 

population health platform to identify variations in need, target interventions and support communities 

experiencing the greatest inequalities.  

Core20PLUS5 remains central to the ICB's approach, helping ensure that resources and 

improvement activity are focused on communities and clinical areas experiencing the greatest 

inequalities. (4) The report also highlights the importance of high-quality ethnicity data in 

understanding inequalities and measuring progress, with ongoing work across local providers to 

improve the completeness and consistency of recording. 

While progress has been made, significant inequalities remain. Continued focus on prevention, 

targeted intervention, community engagement and partnership working will be essential to reducing 

avoidable inequalities and improving healthy life expectancy. Collaboration through the developing 

Northamptonshire and LLR cluster provides opportunities to strengthen analysis, align approaches 

and accelerate improvement. 

Five key messages 
 

• Significant inequalities persist across deprivation, ethnicity and gender 

• CRM disease, respiratory disease and cancer remain the largest contributors to 
avoidable ill health 

• Core20PLUS5 and population health management are central to the ICB's 
response 

• Targeted programmes are demonstrating measurable improvements in outcomes 
and access 

• Improving ethnicity data quality remains essential to understanding and reducing 
inequalities 
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2. Introduction  

Health inequalities are systematic, avoidable and unfair differences in health outcomes between 

population groups. (5) They are influenced by the social, economic and environmental conditions in 

which people are born, grow, live, work and age. These wider inequalities are often reflected in 

healthcare inequalities, where some groups experience poorer access to services, poorer 

experiences of care and poorer outcomes despite having greater need. 

This is the third Health Inequalities Annual Report produced by Leicester, Leicestershire and Rutland 

(LLR) Integrated Care Board (ICB) and sets out our response to NHS England's Statement on 

Information on Health Inequalities. It comes at a time of significant change across the NHS and 

reflects increasing collaboration with Northamptonshire ICB through the developing cluster model. (2) 

(1) 

Tackling health inequalities remains a core priority for LLR ICB and the wider Integrated Care 

System. The ICB has an important role in ensuring healthcare is delivered equitably and in using 

data, intelligence and community insight to identify and address differences in access, experience 

and outcomes. Reducing inequalities is embedded within our strategic commissioning approach, 

ensuring that investment, service redesign and improvement programmes are targeted towards 

populations and communities experiencing the greatest need. (6) 

Significant inequalities remain across deprivation, ethnicity, age and gender. Many people experience 

multiple overlapping factors that combine to create greater disadvantage and poorer health 

outcomes. Understanding these inequalities is only the first step; meaningful improvement requires 

action. Throughout 2025/26, LLR has continued to strengthen its population health management 

approach, expand targeted interventions and embed Core20PLUS5 principles within commissioning 

and service improvement. 

This report sets out the evidence on health inequalities across LLR, highlights the actions being taken 

to address them and demonstrates how health equity is being embedded across the health and care 

system. 

This report is supported by three appendices covering  

• the health needs of Leicester, Leicestershire and Rutland 

• health inequalities metrics aligned to NHS England’s statement on information on health 

inequalities 

• Core20PLUS5 performance dashboard 

Together these documents provide the evidence base used to understand local need, identify 

inequalities and support action to improve outcomes 

  

https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities/
https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities/
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3. Four key dimensions of health inequalities  

Health inequalities are experienced differently across the population. Throughout this report we 

examine inequalities across four key dimensions: 

Deprivation - People living in the most deprived 
communities often experience poorer health 
outcomes, higher levels of disease and shorter 
healthy life expectancy (7) 
 

Ethnicity - Different ethnic groups can 
experience significant variation in access to 
services, experiences of care and health 
outcomes. (8) 
 

Age - Health needs and outcomes vary across 
the life course, from childhood vaccination 
uptake and mental health access through to 
long-term conditions and frailty in later life. 
 

Sex (Male and Female) - Important differences 
exist between males and females in disease 
prevalence, risk factors, access to services and 
clinical outcomes. (9) 
 

 

Many people experience multiple overlapping factors at the same time. These combined influences 

can create greater and more complex inequalities than any single factor alone. This is known as 

intersectionality and is an important consideration for action on health inequalities. 

4. Health of Leicester, Leicestershire and Rutland 

Understanding health inequalities begins with understanding the population and the factors that 

influence health. LLR is a growing and increasingly diverse county with an ageing population and 

marked variation in deprivation levels. These demographic and socioeconomic factors shape both 

current health outcomes and future demand for health and care services.  

Analysis of population health need across Leicester, Leicestershire and Rutland continues to 

demonstrate that circulatory disease, cancer and respiratory disease are the primary drivers of 

premature mortality and health inequalities. Smoking, obesity, hypertension, raised blood glucose 

and poor diet remain the most important preventable risk factors. Significant inequalities are evident 

across deprivation, ethnicity and geography, with marked variation in health outcomes, healthy life 

expectancy and access to services between communities. These inequalities are particularly 

pronounced in Leicester, where residents experience poorer health and spend more of their lives in ill 

health than those in many parts of Leicestershire and Rutland. Approximately 250,000 registered 

patients live within the most deprived 20% of neighbourhoods nationally, the Core20 areas, with 

deprivation concentrated in Leicester City with pockets of deprivation in Loughborough, North West 

Leicestershire and Wigston.  

Appendix 1 provides a detailed assessment of LLR's population health needs, demographic profile 

and future demand for services. The key drivers of poor health and the relationship between health 

needs and strategic commissioning priorities are summarised in Figures 1 and 2 below. (10) 
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Figure 1: Drivers of poor health in Leicester, Leicestershire and Rutland (10) 

 

Figure 2: LLR & Northamptonshire ICB Cluster Strategic Commissioning Plan (6) 

 

  

We need to do 
things differently 

to manage the 
growing health 

needs in our 
population 

More older people = 
more people with frailty 

and multimorbidity = 
pressure on services

Inequalities and 
preventable mortality 

people in Leicester get ill 
younger and die earlier 

Disease focus target 
cancer, CVD, respiratory 

and liver 

Disability focus include 
mental health and MSK 

Risk factor focus 
include obesity, blood 
glucose, smoking and 

alcohol 

Giving every child the 
best start in life is the 
most important policy 
objective for reducing 

health inequalities

  opulation-level prevention

schemes, targeting

underserved communities

 Early diagnosis to improve

outcomes and reduce the

num er of undiagnosed people

 Ensuring people have access to

the right treatment path ays

 Support in primary and

community care through ne 

neigh ourhood models

C RE C MMISSI NIN 

 o plan, commission and assure,

financially sustaina le, high-quality

health services that meet the needs

of our patients.

S RA E IC  RANSF RMA I N  RI RI IES

 lan and commission services to strengthen urgent and integrated care path ays to  etter

support people  ith frailty and long-term conditions, increase same-day care capacity, to

reduce avoida le A E attendances, admissions, and delays

 AR NERSHI    R IN 

HEAL H BE  ND

HEAL HCARE

 artnering  ith local authorities and the

voluntary sector to improve health,

integrate services, and reduce health

inequalities

Aims

 o commission healthcare services across Leicester, Leicestershire, Rutland and Northamptonshire to improve population health, reduce inequalities

and ensure access to high-quality efficient healthcare for all.
Mission

 Deliver the NHS mandate
 Commission sufficient elective capacity to

reduce  aiting lists
 Improve same-day access  ith stronger

community care, rapid assessment, and
alternatives to ED

 Support strategic transformation of C  
services (Inc  eight Management, SEND)

 Commission N hood Health Services
 Improve cancer services   early diagnosis
 Improve maternity services provision
 Improve access to MH services
 Deliver core LD A performance standards
 Build capa ility in strategic market

management

 Ensure the delivery of good quality,

effective services to the pu lic

 Improve patient experience and

outcomes

 Meet the needs of the local

population

 Support providers in improving the

care they deliver

 Commit resources to invest in the

delivery of the main strategic intent

 Staff feel valued, developed, and

supported to thrive, ena ling them to

provide outstanding care

Action

Benefits

Ena led  y 

 ransacted  
Assured  y 

 Active partner in Health and  ell eing

Boards

 Contri ute and support delivery of place  

neigh ourhood health plans

  ork  ith partners to help address the

 ider determents of health

  ork effectively  ith the  CSE sector to

engage all the communities

  ork to improve access to dentistry care

services

 Em ed prevention and early intervention

approaches into all partnership activity

 Share data and insights  ith partners to

target inequalities

 Improve  ork on primary preventions

 Increased access to dentistry services

across the county

 Increased good quality housing

provision along  ith the associated

health services

  ur patients are actively engaged in

shaping services

 Increased skills and access to

employment opportunities

 Increased activity level across the

county

 ur Strategic Commissioner  arget  perating Model    ur  utcomes Frame ork

NHS 10  ear  lan Shifts  Hospital to Community   Analogue to Digital   Sickness to  revention

  ersonalised care delivered closer

to home.

 Clear access and coordinated

response for deterioration and

crisis

 Rapid hospital- ased assessment

 ithout admission.

 Stronger recovery, step-do n and

post-hospital support

 Resilient communities, carers and

 orkforce

 Early recognition prevents

crises, reduces avoida le

admissions, and ena les

proactive planning

 Maintaining strength and

mo ility reduces falls,

hospital length of stay, and

long-term dependency

  reventing delirium avoids

cognitive decline, improves

experience, and

independence

 Reduce emergency

admissions

  ptimised long-term

condition management

reduces exacer ations,

hospitalisations, and

mortality.

 Faster acute response and

rapid diagnostics improve

survival and reduce

complications.

 Support care closer to home

and reduce pressure on

hospitals.

 Reduced health inequalities

through proactive

identification and targeted
support

  ptimise ASD and ADHD

diagnostic path ays

 Develop a consistent early

intervention and navigation

approach

 Integrate Mental Health Support

 eams and neurodiversity roles

 ithin schools

 Develop C  -specific

neigh ourhood MD s

 Mo ilise and mature the C  

Lead  rovider model in

Northamptonshire

 Strengthen transition across the

life course

 Earlier access improves

outcomes for C  

 Smoother transitions reduce

gaps in care and

deterioration

 More community and

school- ased support

reduces crises and hospital

use

  imely neurodiversity

assessments and health

checks improve equity and

long-term health

 Clearer path ays improve

experience for C   and

families

FRAIL   RE EN ABLE M R ALI  C   (MH   ND)



 

7 
 

5. Information on health inequalities in LLR 

Whilst understanding population health need is important, reducing health inequalities requires a 

detailed understanding of how outcomes, experiences and access to care vary between different 

groups. The NHS England Statement on Information on Health Inequalities provides a consistent 

framework for identifying these differences. (11) This section summarises the key inequalities 

observed across LLR, set out in detail in Appendix 2, focusing on variation associated with 

deprivation, ethnicity and gender, and highlights opportunities for targeted improvement. It covers 

health inequalities data on:  

• the ICBs key strategic priorities of preventable mortality from cardio renal metabolic disease, 

respiratory disease and cancer  

• the operational priorities of elective care and urgent and emergency care.  

• additional data has been included on children and young people, maternal health, mental 

health and learning disabilities  

5.1. Summary of key inequalities in access to services and health 

outcomes 

To help visualise inequalities, we have developed a series of ‘if there were 100 people’ charts. These 

charts illustrate the gap in service use or treatment completion between population groups, including 

people living in the most and least deprived areas, ethnic minority and White ethnic groups, and 

males and females. They show the difference in outcomes or service access if there were 100 people 

in each population group. Full results are provided in Appendix 2. (12) The 100 people charts only 

include indicators for which we had full inequalities breakdowns. They do however demonstrate 

continuing and persistent health inequalities in both access to services and outcomes for our 

populations. 

Taken together, these findings demonstrate that inequalities remain evident across multiple measures 

of access, treatment and outcomes. While the pattern varies between indicators, there is clear 

evidence that deprivation, ethnicity and gender continue to influence health outcomes and 

experiences of care in LLR. Across all measures, the most consistent pattern is poorer outcomes for 

people living in deprivation and for some ethnic minority communities: 

• inequalities are most consistently associated with deprivation and ethnicity 

• cardiovascular disease management, cancer outcomes and mental health access show some 

of the greatest inequalities 

• Black and Mixed ethnic groups experience poorer outcomes across several indicators 

• significant inequalities remain despite improvements in some areas 

• targeted action is needed where need and disadvantage are greatest. 

These findings reinforce the importance of targeted action to address the needs of populations 

experiencing the greatest disadvantage.  
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5.1.1.  ender 

 
 

If there  ere 100 females and 100 males  
 

• 10.8 more females with cancer are 
diagnosed at an early stage  

• 4.7 more females with severe mental illness 
completed an annual physical health check  

• 3.4 more females with hypertension had their 
blood pressure controlled to the 
recommended treatment threshold in the 
preceding 12 months 

• 1.4 more females aged 0-17 years accessed 
mental health services  

• 0.5 more females aged 0-19 were admitted 
to hospital as an emergency 

• 9.4 fewer females with CVD have cholesterol 
levels controlled to the recommended 
treatment threshold in the preceding 12 
months 

• 2.2 fewer females successfully quit smoking 
in care settings1  
 

 

  

 
1 This difference is not statistically significant 
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5.1.2. Deprivation  Quintile 1 (Core20) Compared  ith Quintile 5 

 
 

If there  ere 100 people from the most deprived areas and 100 people from the least 
deprived areas  

 

• 4.3 more people in deprived areas with 
severe mental illness complete an annual 
physical health check2 

• 3.6 more people in deprived areas aged 0-19 
are admitted to hospital as an emergency 

• 3.2 more people in deprived areas receive 
support for a quit attempt in care settings2 

• 1.7 more people in deprived areas aged 0-17 
years access mental health services  

• 11.7 fewer more people in deprived areas 
with a learning disability complete an annual 
health check  

• 6.8 fewer people with cancer living in a 
deprived area are diagnosed at an early 
stage  

• 5.8 fewer people in deprived areas 
successfully quit smoking in care settings2  

• 4.0 fewer people in deprived areas with 
hypertension had their blood pressure 
controlled to the recommended treatment 
threshold in the preceding 12 months 

• 1.7 fewer pregnant women living in 
deprivation who were smokers at booking 
had quit by 36 weeks of pregnancy2 
 

 

  

 
2 This difference is not statistically significant 
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5.1.3. Ethnicity  Asian Ethnic  roup 

 
 

If there  ere 100 people from Asian ethnic groups and 100 people from  hite ethnic groups  
 

• 9.4 more people from Asian ethnic groups 
with severe mental illness complete an 
annual physical health check 

• 5.7 more people from Asian ethnic groups 
with CVD have cholesterol levels controlled 
to the recommended treatment threshold in 
the preceding 12 months  

• 4.1 more people from Asian ethnic groups 
receive support for a quit attempt in care 
settings3 

• 1.5 more people from Asian ethnic groups 
aged 0-19 are admitted to hospital as an 
emergency  

• 7.1 fewer pregnant women from Asian ethnic 
groups who were smokers at booking had 
quit by 36 weeks of pregnancy4 

• 2.7 fewer people from Asian ethnic groups 
aged 0-17 years access mental health 
services 

• 2.5 fewer people from Asian ethnic groups 
with cancer are diagnosed with at an early 
stage3 

• 1.2 fewer people from Asian ethnic groups 
with hypertension have blood pressure 
controlled to the recommended treatment 
threshold in the preceding 12 months 

• 1.1 fewer people from Asian ethnic groups 
are treated with oral anticoagulant among 
those who have atrial fibrillation3 

  

  

  
The Asian / Asian British category includes:  

• Indian 

• Pakistani 

• Bangladeshi 

• Chinese 

• Any other Asian background 

The  hite category includes:  

• English, Welsh, Scottish, Northern Irish or British 

• Irish 

• Gypsy or Irish Traveller 

• Roma 

• Any other White background 

 

 
3 This difference is not statistically significant 
4 Statistical test not conducted 
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5.1.4. Ethnicity  Black Ethnic  roup 

 
 
If there  ere 100 people from Black ethnic groups and 100 people from  hite ethnic groups  

 

• 5.3 more people from Black ethnic groups 
receive support for a quit attempt in care 
settings 

• 2.9 more pregnant women from Black ethnic 
groups who were smokers at booking had 
quit by 36 weeks of pregnancy5 

• 1.3 more people from Black ethnic groups 
aged 0-19 are admitted to hospital as an 
emergency 

• 1.1 more people from Black ethnic groups 
with cancer are diagnosed at an early stage6 

• 13.3 fewer people from Black ethnic 
groups with hypertension have blood 
pressure controlled to the recommended 
treatment threshold in the preceding 12 
months  

• 9.2 fewer people from Black ethnic 
groups with CVD have cholesterol levels 
controlled to the recommended treatment 
threshold in the preceding 12 months  

• 4.9 fewer people from Black ethnic 
groups with severe mental illness 
complete an annual physical health 
check6 

• 1.7 fewer people from Black ethnic 
groups aged 0-17 years access mental 
health services 

 
 

The Black category includes:  

• Caribbean 

• African 

• Any other Black, Black British or Caribbean 
background 

 

The  hite category includes:  

• English, Welsh, Scottish, Northern Irish or British 

• Irish 

• Gypsy or Irish Traveller 

• Roma 

• Any other White background 
  

   

 
5 Statistical test not conducted 
6 This difference is not statistically significant 
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5.1.5. Ethnicity  Mixed ethnic group 

 
 

If there  ere 100 people from Mixed ethnic groups and 100 people from  hite ethnic 
groups  

 

• 14.7 more people from Mixed ethnic groups 
receive support for a quit attempt in care 
settings7 

• 10.0 more pregnant women from Mixed 
ethnic groups who were smokers at booking 
had quit by 36 weeks of pregnancy7 

• 2.4 more smokers from Mixed ethnic groups 
successfully quit smoking in care settings8 

• 1 more people from Mixed ethnic groups 
aged 0-19 are admitted to hospital as an 
emergency 

• 8.5 fewer people from Mixed ethnic groups 
with hypertension have blood pressure 
controlled to the recommended treatment 
threshold in the preceding 12 months  

• 7.3 fewer people from Mixed ethnic groups 
with severe mental illness complete an 
annual physical health check 

• 6.0 fewer people from Mixed ethnic groups 
with CVD have cholesterol levels controlled 
to the recommended treatment threshold in 
the preceding 12 months  

• 3.1 fewer people from Mixed ethnic groups 
with cancer are diagnosed with at an early 
stage8 

• 2.3 fewer people from Mixed ethnic groups 
with atrial fibrillation are treated with oral 
anticoagulant7 

 
 

The Mixed category includes:  

• White and Black Caribbean 

• White and Black African 

• White and Asian 

• Any other Mixed or Multiple ethnic background 

The  hite category includes:  

• English, Welsh, Scottish, Northern Irish or British 

• Irish 

• Gypsy or Irish Traveller 

• Roma 

• Any other White background 

  

 
7 This difference is not statistically significant 
8 Statistical test not conducted 
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6. System  ide actions to reduce inequalities  

The evidence presented in this report demonstrates that health inequalities remain evident across a 

range of services and outcomes. Addressing these inequalities requires coordinated action across 

the health and care system, supported by data, community insight and partnership working. LLR ICB 

works with local authorities, providers, primary care, voluntary organisations and local communities to 

ensure resources and interventions are targeted towards populations experiencing the greatest need.  

The long-term ambition of the LLR commissioning strategy is to “commission health and care 

services across LLR and Northamptonshire to improve population health, reduce health inequalities 

and ensure access to high quality efficient healthcare for all” (Figure 2). LLR takes a population 

health management approach to improving health outcomes and reducing inequalities. Using the 

Aristotle population health platform, the ICB combines data, intelligence and clinical insight to identify 

variation in outcomes, access and experience, understand unmet need and target interventions 

where they can have the greatest impact. Population health management is embedded within 

strategic commissioning, service redesign and improvement programmes. 

The ICB’s approach focuses on reducing inequalities in: 

• Health outcomes 

• Access to services 

• Experience of care 

• Wider determinants of health 

Delivery is supported through place-based and neighbourhood-based working, bringing together 

health, care and community partners to design services around the needs of local populations. 

Analysis consistently demonstrates that cardio-renal-metabolic disease, respiratory disease and 

cancer are the largest contributors to preventable mortality and health inequalities. These therefore 

remain key priorities for action across Leicester, Leicestershire and Rutland 

Case Study   ork ell – Supporting  eople  ith Health 
Conditions to Stay in and Return to  ork (13) 
The challenge 
People with long-term health conditions, particularly mental health and musculoskeletal conditions, 
can face significant barriers to entering, staying in or returning to work. These barriers can worsen 
financial insecurity, health and wellbeing, and contribute to wider health inequalities. 

What we did 
LLR has been part of the national WorkWell Vanguard pilot programme, testing an integrated 
approach to health and employment support. The local model is delivered through 23 Primary Care 
Networks, with more than 30 Work and Health Coaches providing personalised support to help 
people return to work, remain in work or improve their wellbeing while in work. 

A Community Roving WorkWell model was also introduced to extend support into neighbourhood and 
community settings, improving access for people who may be less likely to engage with traditional 
services. 
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Why it matters 
WorkWell helps address health inequalities by providing early, personalised and accessible support 
for people facing health-related barriers to work. It brings together primary care, community services, 
employers and voluntary sector partners to support people with complex needs. 

Impact / learning 
The pilot has strengthened links between health and employment support, improved care navigation 
and tested new approaches including fit note pathway redesign, community-based delivery and 
workforce development. Learning from the Vanguard phase will inform the extended WorkWell 
programme from April 2026 to March 2029, including opportunities to expand across the developing 
LLR and Northamptonshire cluster. 

 

6.1.1. Cardio-renal-meta olic disease (CRM)  

LLR’s Cardio-Renal-Metabolic (CRM) programme includes obesity, diabetes, chronic kidney disease 

(CKD), heart failure, and cardiovascular disease (including ischaemic heart disease, atrial fibrillation 

and stroke). The programme includes the risk factors that lead to early onset (lifestyle, smoking, 

healthy weight, exercise, alcohol and diet) and the factors that influence the progression of the 

disease such as late diagnosis and poor management.  

Data is presented in Appendix 2 for available indicators on blood pressure management, atrial 

fibrillation and treatment with oral anticoagulants, cholesterol management and inequalities in 

emergency admissions for heart attacks and strokes. This data is summarised in Table 1. 

This data demonstrates significant inequalities linked to age, sex, ethnicity and deprivation  

• patients with hypertension aged 18-59 years, males, all ethnic groups and living in Core20 

areas have significantly lower rates of patients meeting the age-appropriate  lood pressure 

treatment targets  

• patients with atrial fibrillation aged 40-59 have a significantly lower proportion treated  ith 

oral anticoagulants  

• patients with CVD aged 18-59, and patients from Black, Mixed and other ethnic groups have a 

significantly lower proportion of patients meeting cholesterol treatment targets  

• emergency admission rates for heart attacks are 30% higher in the most deprived areas 

and 46% higher for stroke. However, between December 2023 and December 2025 there has 

been a reduction in the inequality in emergency admissions for heart attacks but an increase in 

the deprivation gap for emergency admissions from stroke (slide 15 in Appendix 2) 

Taken together, these findings demonstrate that inequalities in cardiovascular disease management 

remain most evident for people living in Core20 communities and some ethnic minority groups. 

Improving early detection and long-term condition management remains a key priority for reducing 

preventable illness and premature mortality. 
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Case Study  Reducing Inequalities in Access to the National 
Dia etes  revention  rogramme (14) 

The challenge 

People living in deprived communities, some ethnic minority groups, women with a history of 
gestational diabetes and people with learning disabilities can face barriers to accessing diabetes 
prevention services. Improving equitable access is essential to reducing future diabetes-related 
health inequalities. 

What we did 

The National Diabetes Prevention Programme (NDPP), delivered by Xyla Health and Wellbeing, used 
a targeted approach to improve uptake amongst deprived communities and groups at greater risk of 
developing diabetes. Working with community partners, the programme delivered culturally 
appropriate support and made reasonable adjustments to improve access for underserved 
population.  

Why it matters 

Preventing type 2 diabetes helps reduce the risk of cardiovascular disease, kidney disease and other 
long-term complications. Targeted, culturally appropriate approaches help ensure that populations at 
greatest risk can access support. 

Impact / learning 

Targeted engagement increased referrals from deprived communities and contributed to a 186% 
increase in referrals amongst women with a history of gestational diabetes. Uptake amongst people 
with learning disabilities was 66%, compared with a national average of 47%, demonstrating the 
value of combining population health intelligence, community engagement and tailored service 
delivery.
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Table 1: Summary of available health inequalities measures by deprivation, ethnicity and gender for LLR’s Strategic Priorities 
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inequalities in percentage of hypertension patients treated to 
target

inequalities in percentage of patients who are manged to target for 
atrial fibrillation

inequalities in percentage of patients who are manged to target for 
cholesterol

inequalities in inpatients making a supported quit attempt with an 
in-house tobacco dependence treatment service

inequalities in inpatients who successfully quit smoking as 
measured at 28 days after commencing a supported quit attempt

NA

inequalities in percentage of pregnant women identified as 
smokers at antenatal booking who are identified as non-smokers at 
36 weeks gestation*

inequalities in percentage of cancers diagnosed at stage 1  and 2 NA

Better 95%

Similar

Worse 95%

Lower 95%

Similar

Higher 95%

Comparator

LLR Gender Ethnicity Deprivation

Strategic Priorities

NA

RAG is used when there is clear interpretation of findings 

Colour shading is applied to indicate levels of significance only where interpretation of findings is limited by a lack of contextual data on underlying need and service demand, 

NA: data unavailable or cohorts were too small to conduct statistical tests

NA

NA
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6.1.2. Respiratory Disease 

Respiratory disease describes a range of acute and chronic conditions affecting the lungs and 

airways, particularly asthma and Chronic Obstructive Pulmonary Disease (COPD), which can lead to 

reduced quality of life, exacerbations, emergency admissions, premature mortality, and wider health 

inequalities. (15) 

Data is presented in Appendix 2 on support for smoking cessation in care settings and during 

pregnancy, non-elective bed days for respiratory diseases, uptake of flu vaccinations and pulmonary 

rehabilitation. This data is summarised in Table 1. 

This data demonstrates inequalities linked to age, sex, ethnicity and deprivation.  

• Of the patients in care settings seen  y an in-house to acco dependence treatment 

service and given support for quit attempt there was no significant difference by ethnicity, 

sex or deprivation. There were significantly higher access rates in people aged 45-59 years. 

As well as inequalities in patients accessing the service, there are inequalities in the patients 

 ho successfully stop smoking. However, these results are not statistically significant.  

• For pregnant  omen identified as smoking at antenatal  ooking do not smoke at 36 

 eeks there is no statistical difference in the results  

• Non-elective  ed days for respiratory diseases (side 19 in appendix 2) 

o asthma rates have increased between Q1 2022/23 to Q1 2024/25 from 235 to 333 

occupied bed days (OBDs) per 100,000 population  

o C  D rates have increased between Q1 2022/23 to Q1 2024/25 from 1119 to 1352 bed 

days per 100,000 population. The rates did peak in Q2 2023/24 and have been 

decreasing since.  

o influenza and pneumonia related admission  BD rates have steadily increased 

between July 2022 and April 2024 from 2,608 to 63,626 per 100,000 population 

• There is a 16% difference in the uptake of flu vaccinations between the 20% most deprived 

groups and the rest of the population (slide 20 in Appendix 2) 

• There is a 16% difference in the completion rates of pulmonary reha ilitation between the 

20% most deprived groups and the rest of the population (slide 20 in Appendix 2) 

These findings demonstrate persistent inequalities in respiratory health, particularly in relation to 

preventative services such as vaccination, smoking cessation and pulmonary rehabilitation. Reducing 

these inequalities remains essential to preventing avoidable illness and hospital admission. 
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Case Study  Reducing Smoking in  regnancy (16) 

The challenge 

Smoking remains one of the most significant preventable causes of poor health and is more common 
in people living in deprived communities. Smoking during pregnancy increases risks for both mother 
and baby and contributes to health inequalities from the earliest stages of life 

What we did 

Hospital-based Tobacco Dependency Services continued to provide targeted support to pregnant 
women and other patients who smoke, offering specialist intervention and access to smoking 
cessation support as part of routine care. 

Why it matters 

Reducing smoking prevalence improves long-term health outcomes, supports healthier pregnancies 
and helps narrow inequalities in healthy life expectancy. 

Impact / learning 

In 2024/25, the percentage of mothers smoking at the time of delivery fell to 6.3%. More patients are 
successfully quitting tobacco, demonstrating the value of embedding smoking cessation support 
within healthcare services and prevention programmes. 

 

6.1.3. Cancer 

Cancer describes a range of diseases characterised by the uncontrolled growth of abnormal cells. 

Early diagnosis, equitable access to treatment, and prevention of cancer risk factors are critical to 

improving survival, quality of life, and reducing health inequalities.  

Data is presented in Appendix 2 on early cancer diagnosis.  

This data demonstrates inequalities linked to age, sex and deprivation. 

• People aged 25-49 years and 75+ years have a significantly lower proportion of cancers 

diagnosed at stages 1 and 2, males have a significantly lower rate, as do patients from the 

more deprived areas.  

These findings reinforce the importance of improving screening participation and early diagnosis, 

particularly amongst populations experiencing the greatest barriers to accessing preventative 

healthcare. 
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Case Study  Core20 LUS Cancer Connectors (17) 

The challenge 

People living in deprived communities are less likely to participate in cancer screening and may face 
barriers including stigma, lack of awareness and difficulty accessing services. These factors 
contribute to inequalities in early diagnosis and cancer outcomes.  

What we did 

LLR secured additional funding from the East Midlands Cancer Alliance to continue the Core20PLUS 
Cancer Connectors programme for a further year. Thirty Connectors with lived experience of cancer 
were recruited and trained through VCSE sector partners to engage directly with people in their local 
communities and promote participation in cancer screening programmes. 

Why it matters 

Trusted community-based approaches can help overcome stigma, improve awareness and support 
people to access preventative services, particularly in communities experiencing the greatest 
inequalities. 

Impact / learning 

The programme has helped reduce barriers to cancer screening, particularly bowel screening, and 
improved people's experience of engaging with screening services. The success of the programme 
demonstrates the value of community champions and lived experience in tackling healthcare 
inequalities.  

 

6.2. LLR operational priorities – elective care and urgent and 

emergency care 

In addition to improving population health through prevention and long-term condition management, 

reducing health inequalities requires equitable access to healthcare services when people need 

them. Elective care and urgent and emergency care are critical components of the healthcare system 

and can provide important insight into how effectively services are meeting the needs of different 

communities. Monitoring access, waiting times and outcomes within these services helps identify 

areas where inequalities may exist and where targeted action may be required. (18) 

The data in this report is derived from core NHSE published data sources and the metrics included in 

Appendix 2 do not have the data segmented by age, sex, ethnicity and deprivation. It was felt that it 

was essential to include the available published data for these core areas and further analysis of 

health inequalities will be developed as part of our system working on health inequalities.  

For elective care (Appendix 2, slide 23) we have included data on patients waiting for elective 

treatment 

• There was an increase in number of people on waiting lists in LLR in between April 2025 and 

April 2026 from 105,884 to 116,361 people  

• The proportion of patients waiting 18 weeks or less for treatment has increased from 56% in 

June 2025 to 58% in April 2026. The patients waiting the longest time for elective care, over 52 

weeks, is static at from 2.2% in June 2025 and April 2026.  
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For urgent and emergency care (Appendix 2, slide 24) we have included data on the length of time 

patients are waiting in the emergency department  

• For University Hospital of Leicester the median waiting time in the emergency department was 

178 minutes in February 2026. This has shown a decline since March 2025.  

6.3. Additional priorities included in the NHSE Statement appendix 

While the ICB’s strategic priorities focus on the areas with the greatest impact on preventable 

mortality and healthy life expectancy, inequalities are evident across many other aspects of health 

and healthcare. NHS England’s Statement on Information on Health Inequalities therefore includes a 

wider range of indicators that help describe inequalities experienced by specific population groups. 

The following section summarises findings relating to children and young people, maternal health, 

mental health and learning disabilities. 

For children and young people (CYP):  

• Children in their 1st year of life have a significantly higher rate of emergency admissions 

than other age groups, CYP from Black, Mixed and Asian backgrounds have significantly high 

rates. All deprivation quintiles have a significantly higher rate of emergency admissions in CYP 

when compared with Quintile 5 (least deprived) and there is a clear inequalities gradient with 

rates increasing as deprivation increases 

• Children registered with practices with a higher proportion of patients from minority ethnic 

groups and living with deprivation have lower uptake of core childhood vaccinations at 5 

years of age 

• There are no significant differences by sex or ethnicity or deprivation for the rates of health 

checks for C    ith type 1 dia etes. Children under 12 years of age have significantly 

higher rates of health checks than the average. Encouragingly, 89.4% of the CYP population 

have had their health checks.  

• Younger children (0-5 years), males and CYP from Asian and Black ethnic groups have 

significantly lower rates of access to mental health services.  

Maternal health includes data on the rates of preterm births by deprivation and ethnicity: 

• The percentage differences in the preterm  irth rate between the most and least deprived 

reduced from 5% to 1.8% between June 2024 and September 2025, between Black/ Asian 

women and White women rates increased from of 1.0% to 1.1%  

Mental health reviews inequalities in the uptake of health checks in people with severe mental illness  

• The uptake of health checks in people  ith SMI is significantly low in younger adults aged 

18-39 years, males and people from Mixed ethnic groups. There is no clear pattern by 

deprivation.  

Learning disability reviews inequalities in the uptake of health checks in people with learning disability 

• The uptake of health checks in people  ith LD is significantly low in children aged 14-17 

and in Quintiles 1 (most deprived) and 4.  
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Table 2:Summary of available health inequalities measures by deprivation, ethnicity and gender for LLR’s Additional Priorities 
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inequalities in children and young people (CYP) emergency 
department attendances
inequalities in percentage of CYP with type 1 and 2 diabetes 
receiving all the recommended NICE care processes
inequalities in access rates to CYP mental health services for 0–17-
year-olds*
rates of eligible patients with severe mental illness (SMI) receiving 
an annual physical health check and action plan
percentage of patients aged 14+ on GP learning disability registers 
who have had an annual health check

Better 95%

Similar

Worse 95%

Lower 95%

Similar

Higher 95%

Comparator

LLR Gender Ethnicity Deprivation

RAG is used when there is clear interpretation of findings 

Colour shading is applied to indicate levels of significance only where interpretation of findings is limited by a lack of contextual data on underlying need and service demand, 

NA: data unavailable or cohorts were too small to conduct statistical tests

Additional Priorities

NA
merged into one group, ethnic 

minorities
NA

NA NA
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Case Study  Improving Equita le Access to  accination and 
Immunisation 

The Challenge 

Vaccination uptake across Leicester, Leicestershire and Rutland (LLR) has varied significantly 

between communities, with lower uptake consistently seen in areas of deprivation and among some 

ethnically diverse populations. These inequalities increase the risk of vaccine-preventable disease 

and poorer health outcomes. Local data identified persistent disparities in childhood and maternal 

vaccination programmes, highlighting the need for targeted action. 

What we did 

LLR implemented a data-driven vaccination programme focused on communities with the lowest 
uptake and greatest health inequalities. Population health intelligence was used to identify priority 
neighbourhoods, GP practices and population groups. 

Interventions combined innovative delivery models, including the Roving Healthcare Unit, Super 
Vaccinator workforce, community engagement initiatives, and targeted outreach programmes such as 
the Core20 MMR campaign and Maternal RSV vaccination programme. Working with local 
authorities, community organisations and healthcare providers, activity was designed to reduce 
access barriers and improve vaccine confidence.  

Why it matters 

Vaccination is one of the most effective public health interventions, preventing serious illness and 
reducing pressure on health services. Targeted approaches help ensure that people most at risk, and 
least likely to access traditional services, can benefit from life-saving vaccinations. This contributes 
directly to reducing health inequalities and improving population health. 

Impact / learning 

The programme demonstrates the value of a neighbourhood-based, equity-led approach to improving 
vaccination uptake. Targeted interventions contributed to a 6% increase in MMR Dose 2 uptake in 
Leicester City over two years, while 64% of contactable unvaccinated children reached through the 
Core20 MMR programme subsequently received vaccination. 

The Maternal RSV programme has also shown positive early results, being associated with a 32% 
reduction in RSV-related emergency department attendances and a 22% reduction in RSV-related 
hospital admissions among infants. 

Key learning highlights the importance of combining population health intelligence, community 
engagement and flexible delivery models to reach underserved communities. The programme shows 
how targeted investment and strong partnership working can improve equitable access to 
preventative healthcare and reduce health inequalities. 

7. Core20 LUS5 

Core20PLUS5 is NHS England’s approach to reducing healthcare inequalities at both national and 

local level. (4) It focuses attention on the most deprived communities and on clinical areas where 

inequalities in access, experience and outcomes are greatest. For LLR, the framework provides an 

important mechanism for translating evidence on health inequalities into practical action, ensuring 

that improvement efforts are targeted towards communities with the greatest opportunity for benefit.  

The Core20 population comprises the most deprived 20% of communities and experiences 

disproportionately poorer health outcomes, lower healthy life expectancy, and higher rates of 
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emergency care utilisation. In LLR, addressing the needs of Core20 communities is central to 

reducing unwarranted variation in access, experience and outcomes, and to narrowing the health gap 

between the most and least advantaged populations. 

The Core20PLUS5 framework focuses improvement activity on a set of priority clinical areas where 

inequalities are greatest. For adults the clinical priorities are maternity, severe mental illness, chronic 

respiratory disease, early cancer diagnosis and cardiovascular disease prevention. For children and 

young people the clinical focus is asthma, diabetes, epilepsy, oral health and mental health. The 

framework supports a systematic approach to improving equity of access, experience and outcomes, 

ensuring resources and interventions are targeted towards those communities with the greatest need. 

Appendix 3 includes a review of the Core20PLUS5 clinical priorities for adults and children and is part 

of our system baseline for health inequalities work for the Leicester, Leicestershire and Rutland and 

Northamptonshire ICB cluster in 2026/27. 

Case Study  Building System Leadership for Health Equity 

The challenge 

Reducing health inequalities requires leaders across the health and care system to understand the 
causes of inequality and embed equity within decision-making, service design and commissioning. 

What we did 

LLR supported staff and partners to complete the national Core20PLUS Ambassador Programme. 
(19) Sixteen Ambassadors, including clinicians, managers and VCSE leaders, successfully 
completed the programme during 2025/26. 

Why it matters 

Embedding health equity expertise across the system helps ensure that decisions are informed by an 
understanding of inequality and focused on populations experiencing the greatest disadvantage. 

Impact / learning 

The programme has created a network of health equity champions across LLR who are helping to 
embed Core20PLUS5 principles within commissioning, service improvement and leadership 
decisions. 

 

  



 

24 
 

8. Data Quality – Focus on Ethnicity  

The ability to identify, understand and address health inequalities depends on the availability of high-

quality demographic data. Ethnicity data is particularly important because it enables the NHS to 

identify differences in access, experience and outcomes between population groups, monitor 

progress and evaluate the impact of interventions. Improving the completeness and accuracy of 

ethnicity recording is therefore a key enabler of LLR’s health inequalities programme and supports 

more equitable planning, commissioning and delivery of services. 

The next section sets out data from the Data Quality Maturity Index (DQMI) for NHS providers in LLR. 

(20)  

There is good overall recording of ethnicity in Leicestershire Partnership Trust with 100% 

completeness for admitted patient care and outpatients, 97% completeness for the community 

services dataset and 95.5% for the mental health services dataset.  

For the University Hospitals of Leicester (UHL), recording of ethnicity has declined in 2025/26 across 

admitted patient care, outpatients and the emergency care dataset. Of particular concern is the 

reduction in recording of ethnicity in the emergency care dataset. The trust transitioned to a new 

Patient Administration System (PAS) in 2025-26. During the transition, a technical issue resulted in 

the loss of significant ethnicity recording and subsequent recording coverage in SUS. Nervecentre 

(the trust's PAS provider) is working to reinstate the ethnicity data that was previously captured. The 

latest local data indicates an improvement in ethnicity recording which is starting to come through in 

the 2026/27 DQMI data.  

Improving ethnicity recording remains a key enabler of LLR's health inequalities programme. Better 

data supports more accurate identification of inequalities, evaluation of interventions and targeted 

allocation of resources. 

Table 3: Data Quality Maturity Index at University Hospital of Leicester for Ethnicity 

 

Table 4: Data Quality Maturity Index at Leicestershire Partnership Trust for Ethnicity 

 

  

UHL Mar-25 Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26
Ethnicity score %
Admitted Patient Care (APC) 100 100 100 99.4 96.9 96.7 96.6 95.8 95.5 92.7 91.1 91
Community Services (CSDS)
Diagnostic Imaging (DID) 100 100 100 100 100 100 0 0 0 100 100
ECDS 97.7 98.1 97.7 97.3 96.5 96.8 96.5 96.4 95.6 83.6 79.3 80.5
IAPT 
Mental Health (MHSDS)
Maternity (MSDS)
Outpatient (OP) 95.9 96.1 96.1 95.6 95.2 94.7 94.4 94 93.4 93.1 92.4 91.6

Leicestershire Partnership Trust Mar-25 Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26
Ethnicity score %
Admitted Patient Care (APC) 100 100 100 100 100 100 100 100 100 100 100 100
Community Services (CSDS) 96.7 96.7 96.8 96.9 96.8 96.8 96.8 96.8 96.9 97.1 97 97
Diagnostic Imaging (DID)
ECDS 
IAPT 
Mental Health (MHSDS) 94.5 94.8 94.6 94.7 95.1 94.9 95 95 95.1 95.2 95.2 95.5
Maternity (MSDS)
Outpatient (OP) 100 100 100 100 100 100 100 100 100 100 100 100
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9. Conclusion 

This report demonstrates that significant health inequalities continue to exist across LLR, particularly 

in relation to deprivation, ethnicity, age and gender. While progress has been made through targeted 

programmes, population health management approaches and partnership working, substantial 

variation remains in both health outcomes and access to services. The transition to a cluster model 

with Northamptonshire ICB provides an opportunity to strengthen analytical capability, align 

improvement approaches and accelerate action on reducing inequalities.  

While significant inequalities remain, the evidence presented within this report demonstrates that 

targeted, data-driven and community-centred approaches can improve outcomes and reduce 

variation. The challenge for the coming years will be to scale these approaches consistently across 

Leicester, Leicestershire and Rutland so that all residents have the opportunity to live longer, 

healthier lives.  
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10.  lossary of key terms and a  reviations 

Acronym Definition 

C D 
Chronic  idney Disease – A long-term condition affecting kidney function and 

included within the Cardio-Renal-Metabolic (CRM) programme.  

C  D 
Chronic   structive  ulmonary Disease – A chronic respiratory condition 

affecting the lungs and airways and a key contributor to respiratory ill health. 1 

Core20 LUS5 

NHS England's approach to reducing healthcare inequalities by focusing on the 

most deprived 20% of communities (Core20), locally identified underserved groups 

(PLUS), and five priority clinical areas.  

CRM 

Cardio-Renal-Meta olic Disease – A programme covering cardiovascular disease, 

diabetes, obesity, chronic kidney disease and associated risk factors that contribute 

significantly to premature mortality and health inequalities.  

C D 
Cardiovascular Disease – Diseases affecting the heart and blood vessels, 

including conditions such as heart attack, stroke and atrial fibrillation.  

C   
Children and  oung  eople – Term used throughout the report for services and 

outcomes relating to people aged under 18 years.  

DQMI 
Data Quality Maturity Index – A national measure used to assess the 

completeness and quality of demographic data recording, including ethnicity.  

   
 eneral  ractitioner – A doctor providing primary care services within general 

practice. 

ICB 
Integrated Care Board – The NHS organisation responsible for planning, 

commissioning and improving health services for a local population.  

ICS 

Integrated Care System – A partnership of organisations working together to 

improve health outcomes, reduce inequalities and coordinate services across a local 

area.  

LD 

Learning Disa ility – A condition associated with reduced ability to understand new 

or complex information and to cope independently; included in the report's health 

inequalities analysis.  

LLR 
Leicester, Leicestershire and Rutland – The geographical area covered by the 

Integrated Care Board and this report.  

L   
Leicestershire  artnership NHS  rust – Provider of community health, mental 

health and learning disability services across LLR.  

https://nhs-my.sharepoint.com/personal/janine_dellar1_nhs_net/_layouts/15/Doc.aspx?sourcedoc=%7B33F2BF1C-0107-478C-A179-A3FEF1106A5D%7D&file=HI%20Annual%20Report%20LLR%20V1.docx&action=default&mobileredirect=true&DefaultItemOpen=1
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Acronym Definition 

MMR 
Measles, Mumps and Ru ella – A routine childhood vaccination programme 

highlighted within the report's vaccination inequalities work.  

MS  
Musculoskeletal – Relating to muscles, bones and joints. MSK conditions are a 

significant cause of disability and ill health.  

ND   

National Dia etes  revention  rogramme – NHS programme supporting people 

at high risk of Type 2 diabetes to make lifestyle changes that reduce their risk of 

developing the condition.  

NHSE 
NHS England – The national organisation responsible for leading and overseeing 

the NHS in England.  

 BD 
 ccupied Bed Day – A measure of hospital activity representing one patient 

occupying a hospital bed for one day.  

 AS 
 atient Administration System - a computerised system used by NHS hospitals 

and trusts to manage patient information and administrative processes 

 CN 
 rimary Care Net ork – Groups of general practices working together with local 

partners to deliver integrated services to local populations.  

 HM 

 opulation Health Management – An approach that uses linked data and 

intelligence to identify populations at risk, understand inequalities and target 

interventions more effectively.  

RS  
Respiratory Syncytial  irus – A common respiratory virus that can cause serious 

illness in infants and older adults.  

SMI 
Severe Mental Illness – A term used for conditions such as schizophrenia, bipolar 

disorder and other serious mental health conditions. 1 

UHL 
University Hospitals of Leicester NHS  rust – The acute hospital provider serving 

Leicester, Leicestershire and Rutland.  

 CSE Voluntary, Community and Social Enterprise 

 

 

  

https://nhs-my.sharepoint.com/personal/janine_dellar1_nhs_net/_layouts/15/Doc.aspx?sourcedoc=%7B33F2BF1C-0107-478C-A179-A3FEF1106A5D%7D&file=HI%20Annual%20Report%20LLR%20V1.docx&action=default&mobileredirect=true&DefaultItemOpen=1
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