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Statement on information on health inequalities

On 27th Nov 2023 NHS England (NHSE) published a statement on information on health inequalities (duty under section 13SA of the National Health Service Act 2006). This outlined expectations on Trusts to Boards to identify key data and information on health inequalities and outline how they have responded to this information within their annual reports. This report forms Tees, Esk and Wear Valleys NHS Foundation Trust’s response to this statement.

Section 1: A Profile of the communities we serve 

Tees, Esk and Wear Valleys NHS Foundation Trust (TEWV) serves a population of two million people across County Durham, Darlington and North Yorkshire and are geographically one of the largest NHS Foundation Trusts in England.

The main communities we serve include:

· County Durham

· Darlington

· The Teesside boroughs of Hartlepool, Middlesbrough, Redcar and Cleveland and Stockton-on-Tees

· City of York

· North Yorkshire – including Scarborough, Whitby, Ryedale, Hambleton and Richmondshire, Selby, Harrogate and Ripon

· The Pocklington area of East Yorkshire

· The Wetherby area of West Yorkshire

· Prisons located in the North East, Cumbria and parts of Lancashire.

We are also a catchment area for the largest concentration of armed forces personnel in the UK – Catterick Garrison – and our adult inpatient eating disorder services and adult secure (forensic) wards serve the whole of the North East and North Cumbria. 

The communities we serve are diverse. The area covered by TEWV contains some of the most deprived neighbourhoods in England, and so has some of the country’s poorest social, physical, and mental health outcomes. Deprivation creates additional stress and exacerbates any health condition (mental and physical), and our services therefore need to meet increased and more complex demand.

The things that drive inequality and poor health outcomes in our patient population are complex and overlapping. People often face multiple challenges at one time across mental health, learning disability, neurodiversity, physical health, and social and economic circumstances. Three of the major drivers of inequality and health harms in our patient population include:

· Physical ill health 

· Poverty and financial exclusion 

· Drug and alcohol related harm 

Rurality and isolation also contribute significantly for some of our communities.  

Physical ill health

There are high levels of physical ill health in the wider communities we serve which disproportionally impact on those with a serious mental illness (SMI) and/or a learning disability. Across all long-term conditions registers in North East and North Cumbria those with an SMI, anxiety or depression were more likely to have the long-term condition. Multi-morbidity is also the norm. Linking primary care data in Durham as part of community transformation showed that 1 in 5 on the severe mental illness register had 4 or more long term physical health conditions in addition to their SMI.  
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Comparable data for North Yorkshire is in development. Although overall life expectancy in North Yorkshire is higher than the England average there are disparities across this geography with around 3 years difference in life expectancy between Scarborough and Richmondshire for example.
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Poverty and financial exclusion 

Poverty impacts high numbers of our communities. Children in low income households is on the rise across Durham Tees Valley With around 1 in 4 children in living relative low income families before the cost of living crisis. Within areas, however, this can vary significantly with around half the children living in poverty within some wards according to data produced prior to the cost of living crisis. Within North Yorkshire and York the overall picture is less stark with proportion of children in relative low income families between 11-15% of the population at county level in 2021/22. However, pockets of deprivation can be masked by higher levels of wider affluence and its impact can be more acute when coupled with rurality and isolation. For example child poverty in some wards with in Scarborough is as high as 40% Local health, public health data for small geographic areas - Data - OHID (phe.org.uk)
The interconnectedness of poverty and mental ill health means that those using our services are disproportionally impacted by poverty. Primary care data shows higher levels of SMI, anxiety and depression in the most deprived parts of the North East and North Cumbria. Comparable data is in development for North Yorkshire and York.
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There are also high levels of economic inactivity across our geographies with people in the North East less likely to work if they have a long-term condition or disability than in other parts of the country.  
Drug and alcohol related harm

It is common for people to experience problems with their mental health and alcohol/drug use at the same time, as there is often a common root cause - trauma. A history of alcohol or drug use is also recorded in 54% of all suicides in people experiencing mental health problems. Other evidence tells us that people with co-occurring conditions have a heightened risk of physical health problems and early death. Substance misuse can be very common in socially marginalised communities (for example those involved in the criminal justice system), further adding to difficulties they have in traditional services engaging with them. Drug and alcohol harm are commonly recorded within serious incidents and mortality review within the Trust.  

Drug related deaths are amongst the highest in the country in areas such as Hartlepool and Middlesbrough with rates almost 2-3 times higher than the national position.
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Although overall rates or drug related death in North Yorkshire and York are lower than Durham Tees Valley, and have seen a recent decline, the overall trends is one of significant increase over the last 20 years.
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Section 2: NHS E Inequalities statement data requirements 

Rates of mental health act detention 

Our data on ethnicity shows that for all ethnicities except Black/ Black British other, Mixed other and other ethnic group rates of access to services are lower than the census figures for the Trust. This is confirmed by the data which shows that whilst rates of access per 100,000 population for many ethnically minoritised groups are lower than for the white British population, rates of people who spent time in hospital per 100 people accessing services are higher and for some groups Black/ Black African, Black/ Black British other, Asian/ Asian British Bangladesh, Asian/ Asian British Chinese, Asian/ Asian British Pakistani, White  Gypsy, White Irish and White other. 

Ethnicity break down of detention rates shows that Black/ Black British, Mixed race and other ethnicities have higher rates of detention per 100,000 population than White and Asian/ Asian British people.
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Higher rates of detention can be seen in 20-44 year olds in within the Trust with almost twice the rate of detention in 20-29 year olds than 45-64 year olds.
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The Trustwide figures on deprivation show that the areas of highest deprivation have the highest levels of access to services and the highest level of Mental Health Act detention. 

This is likely to be driven by the factors described in our community profile in section 1.  
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Rates of restrictive intervention

Across TEWV the number of restrictive interventions used was 9,558 (as of February 2024). Restricted interventions are tracked though a “positive and safe dashboard” which can be analysed at team level. Work is to commence following the introduction of new incident reporting system to explore the ability to segment this data by protected characteristic and deprivation during 2004/25.
Within the national dashboard, the information is not segmented by IMD (Indices of Multiple deprivation), so we are unable to identify any potential inequalities by deprivation. 

At a Trust level national data on restrictive intervention by ethnicity is only available by month and type of intervention. The number of individuals from ethnically minoritised communities subject to restrictive intervention (e.g., restraint) by month are routinely 5 or less and therefore this data should be supressed and is not reportable.  

At an integrated care board level, for NENC ICB the number of restrictive interventions for those from ethnically minoritised communities is lower than the rate for those of white ethnicity. Compared with April 2022, there has been a reduction in the rate for patients from ethnically minoritised communities but an increase from white ethnic communities.  

A snapshot of data from the national dashboard indicates higher levels of restraint in the 18-24 age category within the Trust.  

Mental health: NHS Talking Therapies (formerly IAPT) Recovery rate –2022/23

Recovery rates for IAPT (Improving Access to Psychological Therapies) within TEWV was 52.7%. Recovery rates are monitored across primary care Talking Therapies (formally IAPT), with a 50% recover rate achieved consistently. Recovery performance work is fed through all standard work and performance management of the service. Within talking therapy services (Durham) the average recovery rate for 2023/24 for individuals from ethnically minoritised communities was 57% and 54% for North Yorkshire, York and Selby.
Children and young people’s mental health access

The number of CYP (children and young people) aged 0-17 supported through NHS funded mental health with at least one contact (rolling 12 months) is 30,360 (as of January 2024).

Access to children and young people’s services is not segmented at provider level in the national dashboard however ICB level data covering our trust catchments suggests the following;
For NENC ICB there a clear association between number of contact and level of deprivation with the rate of children accessing from the most deprived communities appearing to be increasing at a greater rate than those from the least deprived.

Early indications from our emerging equality and diversity dashboard shows significant differentials in engagement and higher levels of was not brought and cancellation from our most deprived communities within child and adolescent services.  

Proportion of adult acute inpatient settings offering smoking cessation services

All inpatient settings are offered tobacco dependency support through a dedicated specialist team.

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

A “tabletop” exercise was undertaken at the end of 2023 which showed that around 2% of all admissions had a learning disability which is in line with population expectations. Two thirds of those admitted with a learning disability were already receiving the support of our community teams. There was no overall marked difference in number or lengths of admissions between those with a learning disability and without, with the exception of a small number of complex cases. There is no current real time system to flag when an individual with a learning disability is admitted though the reasonable adjustment flag should support this going forward. A 12 point discharge plan forms part of the assuring transformation national data collection for people with a learning disability and autistic people.

Rates of autistic people are monitored. A joint event with our quality improvement department in July 2022 brought together clinicians from across all the TEWV hospital sites, with service users/carers, to develop themes for an action plan on all inpatient wards to ensure that autistic people have appropriate reasonable adjustments to their care and treatment. 
Themes for the action plan include: 
· Communication

· Environment
· Ward processes
· Training and supervision
· Service user and carer involvement
· Care planning and risk assessment
· Weekly drop in supervision session
· Inpatient reasonable adjustment questionnaire

Section 3: Our approach to Inequalities within TEWV 
In 2023/24 TEWV developed and adopted a co-produced approach to tackling health inequalities within the Trust based around the following of commitments. Lived experience engagement was central to the development and initial implementation of this approach and will form a core part of ongoing delivery. 
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Areas of progress in meeting these commitments are outlined below.  

A working party has been formed to drive forward work on service user data work across the Trust. Initial data has been developed by the data team and refinements are being made to an equality and diversity dashboard ahead of planned launch in the summer. Plans are in development to trial the segmentation of data for PCREF and inequalities duty in 2024.

A programme of work on positive and safe has commenced which monitors the positive and safe dashboard this includes consideration of the characteristics of those most often restrained including autistic people.  

A co-created patient safety summit on inequalities was held in March 2024 for around 80 delegates with representation across specialities and from a variety of clinical, leadership and strategic roles. The national evidence and local data on how patient safety and inequality intersect was shared alongside lived experience insights (participatory arts project described below). The event also included workshops hosted by community voluntary sector organisations that support those more likely to be detained (e.g., Black African community) aimed at increasing understanding of our communities and connection between staff and grass roots community organisations supporting those who experience inequality. A follow up session online is scheduled for 1 May 2024 in which delegates will share what they saw, heard, and felt on the day and how this leaning is shaping their practice and action across teams and wider Trust. This will set the foundations for the launch of a team inequalities challenge for 2024/25.

In December 2023 funding was secured to enable the development of a participatory arts project to tell the story of inequality experienced by those who use our services in a creative way. A creative writer, visual artist and a film maker were identified with the support of the NENC ICB arts and health lead, and a project was delivered led by the artists and lived experience engagement members between January and March.2024  

The materials from the project will be developed into a suite of educational materials for staff (an example of the work can be seen at the end of the report). 

Inequalities is becoming embedded in our planning processes across the Trust. Planning round sessions this year for adults and mental health services for older people (MHSOP) included presentations on inequalities and tools to identify and address inequalities were provided as part of the planning process. The CAMHS/LD plan for 2024 has been developed to include specific action on inequality, and people and culture time out sessions on inequalities have been held to support planning priorities for 204/25. Care group equality diversity and inclusion groups are established and held planning workshops on priorities/inequalities for 2024/25.  

Initial discussions with Teeside University on partnership working under a new “Compact” with TEWV have identified exploring digital solutions to address inequalities in dementia diagnosis. This focussed specifically on our South Asian communities.
We continue work to make our clinical environments more accessible to autistic people including initial environmental audits in adult mental health wards and are rolling out mandatory Autism training and online Oliver McGowan training.

British Institute for Human Rights (BIHR) training has been provided to clinicals leaders and ethics committee members including a module on restrictive interventions and human rights. A further cohort will be trained in 2024. BIHR also offer several supervision sessions for complex cases.

The role of the Trust in addressing physical health inequalities is well recognised and a more strategic approach to this agenda is being developed in response. This has included a refresh of the Trust wide governance arrangement for physical health. A physical health strategy is to be developed in 2024 informed by a multi-agency workshop held in February to develop priorities across clinical advisory groups for physical health within the Trust. Key projects have included the recruitment of a specialist diabetes nurse in partnership with our acute partners in County Durham and Darlington NHS Foundation Trust (CDDFT), the development of a webinar series on mental health and diabetes, and the development of pathways to improve screening uptake in inpatient settings.   

A programme of poverty proofing has been undertaken in partnership with Children North East within our CAMHS service in South Tees. A review was undertaken in December the findings from which will be disseminated across teams throughout 2024. Building on this in the coming year, specific projects will be developed to close the gap in “Did not attend/Was not brought” levels between our most and least deprived communities. 

In recognition of the higher levels of economic inactivity amongst those with long-term conditions and poor health in our area we have partnered with local authorities and academic partners to participate in programme of National Institute for Health Research funded research on work and health led by the University of Teeside.

Regarding our role in preventing and responding to drug and alcohol related harm, there are excellent examples of established and emerging practice including joint posts, virtual huddles, co-location of staff, crisis in reach and development of a drug and alcohol care team to provide support in our inpatient units in Durham and Darlington. A case study of the Middlesbrough team’s approach to dual diagnosis has been recognised nationally for its practice. Within County Durham, Humankind have been actively engaged in transformation work and have provided dedicated capacity from within their existing services to support new access points and community hub models. The reach team in Scarborough have been in place since 2021 taking a multi-agency approach to those with complex needs  https://yhphnetwork.co.uk/media/106340/reach-poster-final.pdf
Partnership working with local authorities in North Yorkshire and Middlesbrough has also led to the establishment of a pilot of community teams carrying naloxone when visiting people at risk of opiate overdose. The North Yorkshire and York dual diagnosis network was noted for its good practice in the recent Care Quality Commission (CQC) report. A thematic review process and learning from deaths where drug and alcohol harm was part of the individual’s life has been established. 

Our current Trust wide equality objective focusses on Gypsy Roma and Traveller community engagement. A programme of work is established including participatory research to understand perception of and barriers to mental health care within the community locally. A programme of cultural awareness for staff is being rolled out through a combination of face-to-face and online sessions which have been extremely well received by staff.   

We will continue work towards our transformation programmes with health inequalities, understanding of, and connection to, our communities at the heart. Health inequalities is a cross-cutting priority in the 2024/25 plan. Based on our community profile and local need (see section 1 above) the following deliverables and priorities have been set for 2024/25.

Priorities for 204/25

· Building awareness and understanding of inequalities across staff groups 

· Improving access to and quality of our data on inequalities 

· Poverty proofing our service pathways 

· Enhancing our dual diagnoses partnerships and approach 

· Gypsy Roma Travellers community engagement 

· Patient carer and race equity 

· Closing the gap in did not attend/was not brought 

· Expanding a community engagement approach to increase service accessibility and inclusive employment

· Development of a Trust wide physical health strategy.

Deliverables for 2024/25
· Development of a suite of staff education materials and promotional campaign on why inequalities matter for patient safety by October 2024 

· Launch of interactive inequalities dashboard to enable teams to explore local data access outcomes and experience by age ethnicity and deprivation by June 2024

· Launch a health inequalities team challenge by June 2024 

· Trial a model of closing the gap on did not attend/was not brought by March 2025 

· Roll out the learning from poverty proofing review across specialities (including implications for staff) by March 25 

· Embed inequalities in Action plan for delivery of compact with Teesside university by March 25 

· Develop a strategic Approach to dual diagnosis By October 24

· Ensure data sets are developed to support to report on and implement Patient Carer Race Equity Framework by March 25

· Review and identify best practice and recommendations from the Gypsy, Roma, Traveller engagement/consultation work being carried out by York University by July 2024

· Promote and celebrate Gypsy, Roma Traveller History Month by July 2024

Participatory arts project on health inequalities example output

Arts visual and words summarising the journey people experience to accessing care when experiencing inequality 

Folded version 
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Open version - Zoom to 350% to view narrative 
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Below is a poem of messages our lived experience engagement members wrote about the impact on health inequalities. The poem was performed by the group at a health inequalities summit on 28 March 2024 and will form part of a suite of educational materials for staff.  
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