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Health inequalities 2025/26

Introduction and context

NHS foundation trusts are primarily required by the Health and Social Care Act 2006 and the Equality Act
2010 to reduce health inequalities. Guidance information for NHS providers on their legal
duties is here, and the revised NHS statement requirement is here.

In 2025, NHS England strengthened the guidance for the statement, requiring providers to have greater
depth of insight and action on health inequalities.

This is the first year in which NHS bodies are required to include the new statement requirements in their
annual reports. This statement sets out the progress the Royal Devon has made in:

o ldentifying population health needs

e Addressing data quality issues

¢ Analysing inequalities in healthcare access, outcomes and experience
e Using information to inform targeted action and service improvement.

Annex one provides a self-assessment against the key lines of enquiry in the NHS England

guidance, and annex two provides reporting against the measurement framework. Annex three provides an
example of how the Trust is evaluating the impact of two of its most effective health inequalities
programmes — high-intensity user (HIU) and neighbourhood flow.

Understanding health inequalities in our population
Population context and inequality profile

The Trust serves a population of around 620,000 people across Northern, Eastern and Mid Devon,
covering over 2,000 square miles of urban, remote and coastal communities. This geography creates
distinct inequality patterns driven by age, rurality and barriers to access to services.

The key characteristics shaping health inequalities in our population include:

e Ageing population: Devon has an older age profile than England, with the population aged =75
projected to increase from 13.7% in 2024 to 18.4% by 2043. Nearly half of the years lived after age
65 are spent in poor health.

e Deprivation gradients:

o Around 40% of the Northern Devon population live in index of multiple deprivation (IMD) quintiles
1 and2 (most deprived), with concentrated deprivation in llfracombe, Barnstaple and Bideford.

o Eastern Devon is more affluent overall but contains pockets of deprivation in Exeter,
Tiverton, Honiton and Exmouth.

o Life expectancy gap: The life expectancy gap between the most and least deprived communities
in Devon is approximately 6.2 years for men and 3.9 years for women. Circulatory
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disease, cancer and respiratory conditions are the primary contributors, all aligning with
Core20PLUSS clinical priority areas.

Rural and coastal disadvantage: Remote, rural and coastal geography creates additional access
challenges not captured by deprivation indices alone. The chief medical officer's 2021 report
highlighted the substantially higher burden of physical and mental health conditions present in
coastal communities, directly relevant to the Trust's northern seaboard.

These patterns are associated with earlier onset of long-term conditions, higher emergency admission
rates, lower screening uptake and later presentation, particularly within Core20PLUS5 populations.

To illustrate this differential, the chart below shows the total acute tariff cost per person by deprivation
quintile (Source: Devon ICB Integrated Delivery Plan 2026).
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How we understand our population

The Trust draws on a range of intelligence sources to understand health inequalities within its population.
Some of the most common examples are:

Routine disaggregation of waiting times, outpatient activity and did not attend (DNA) rates by
deprivation, age, sex and ethnicity

A Trust-wide health inequalities dashboard providing baseline analysis by IMD and ethnicity, aligned
to Core20PLUS5 methodology and available across care groups and clinical services

A dedicated DNA dashboard integrating DNA rates by service, specialty, deprivation, ethnicity, rural
and urban classification and distance travelled

Population health management segmentation and utilisation analysis within targeted programmes,
and to inform commissioning decisions
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e The Epic module — social determinants of health (Compass Rose) — operates across all pathways
and enables front-line practitioners to capture information about an individual’s social, mental and
physical needs

o Partnership-derived intelligence through One Northern Devon and One Eastern Devon Local Care
Partnerships, NHS Devon ICB (One Devon dataset), Devon County Council and the Devon public
health data

¢ Voluntary and community sector engagement and lived-experience insight.
Structured mechanisms for capturing lived experience include:
o VCSE engagement

e Specific projects — for example, Poverty Truth Commission, Ministry of Justice and NHS probation
pilot

e Social determinants of health conversations within Closing the Gap pilots.

Systematic inequality-segmented PROMs/PREMSs analysis is in development. Discussions with the patient
experience committee on a structured approach to disaggregated reporting are planned during 2026/27.

Phase 1 Phase 2
AL

Phase 3
- AL - k

PURPOSE

Al The Trust understands the
problem by viewing It from
multiple angles & ditferent levels

The Trust’s health inequality strategy and approach are underpinned by a proven methodology — the double
diamond approach — which originated from the design council (shown above).

This approach combines quantitative data of a Core20+5 cohort with lived experience,
testing identified challenges with those directly affected alongside service providers, particularly where
change is required across organisational boundaries.

Digital exclusion represents a significant and under-measured access barrier, which is particularly important
when the key indicator for digital exclusion is no longer age but deprivation. The Trust delivers over 300,000
online appointments annually, and this will increase. As more services switch to online delivery, it increases
the importance of providers understanding who cannot access services in this way. Work is underway, in
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partnership with the digital committee, to develop a more systematic approach to mitigating digital exclusion
and its impact on access and outcomes. This is identified as a priority to progress during 2026/27.

Children and young people experience health inequalities through distinct social determinants that differ
significantly from those affecting adults. The Trust has supported innovative children and young people
(CYP) mental health work in both Northern and Eastern Devon to prevent exclusion, support mental health
resilience for children from families in poverty, and facilitate transitions to secondary school, though ICB
funding reductions will cease these schemes.

The government’s family hub programme is being aligned to the neighbourhood development: as a provider
serving both populations, the Trust will ensure that it internally joins up our participation and contribution to
both agendas.

People with a learning disability and autism face well-evidenced inequalities in access,

health outcomes and life expectancy. Systematic disaggregated analysis by learning disability or autism
status is not yet possible within the Trust's current data; improving visibility of this group is a development
issue for 2026/27, informed by LeDeR (Learning from Lives and Deaths — People with a Learning Disability
and Autistic People) reviews.

Data quality and improvements
The Trust recognises that robust inequality analysis is dependent on reliable data. During 2025/26:
« Deprivation, age and sex data were applied consistently across operational reporting

o Ethnicity completeness declined from 9% unknown to 11%, limiting
robust ethnicity-disaggregated analysis.

The Trust acknowledges material limitations in the quality of data on health inequalities being collected
across its care delivery portfolio. These will require strengthening before insights can be drawn.

Deprivation, age and sex data provide the strongest foundation for analysis and are applied consistently
across operational reporting. The Trust publishes analysis of elective waiting times and DNA rates
disaggregated by deprivation and ethnicity in line with NHS England expectations on inclusive recovery.

Drawing on the diagnostic completed in 2025/26, improvement activity in 2026/27 will target the highest-
volume services with the greatest recording gaps, working with service leads to improve ethnicity recording
at the point of contact, including staff training and patient engagement. Progress will be tracked through the
quality committee using the unknown ethnicity rate as the primary indicator. The Trust will engage with NHS
England's regional benchmarking framework to inform further action.

The Trust is developing an intersectional, place-based approach to understanding health inequalities, using
multi-source data, including JSNA, primary care and PHM data, public health intelligence, the One Devon
dataset and Trust activity data, as well as community insights, to identify priority populations and localities.
Early work in Littleham in Exmouth, supporting the respiratory neighbourhood pilot, is translating this insight
into recommended actions and presenting opportunities for targeted workstreams, including DNA reduction
and community flow.
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This builds on learning from Ilfracombe and establishes a consistent model for linking population data to
delivery where it can have the greatest impact. More intersectional analysis across multiple characteristics
is planned for 2027/28 as data quality improves.

Understanding inequalities in access, experience and outcomes
Routine disaggregation of elective and urgent care data demonstrates:
o The emergency admission risk is approximately 2.5 times higher in the most deprived quintile

e Over £50m annually in emergency expenditure associated with preventable or stabilisable
conditions

e Anarrowing of the elective waiting time gap between most and least deprived patients from 3.3
weeks to 2.5 weeks during 2025/26.

This confirms that inequality is a material driver of demand, productivity pressure and cost.

Using health inequality information

Increasingly, the Trust is systematically using health inequalities insights to inform service improvement,
pathway design and investment decisions, increasingly aligned to the Trust's ‘delivering best value’
priorities. This statement focuses on how information on health inequalities is identified, analysed and used
to inform decision-making, rather than setting out a separate delivery strategy.

While measurable improvements in service utilisation and access are now evident, translating these into
sustained improvements in population health outcomes remains a longer-term objective of this approach.

Operational delivery and service redesign

Over the past two years, the Trust has moved from developing insight on inequality-related variation to
applying that insight within operational delivery. Inequality intelligence is now embedded within:

e Planned Care, UEC and community operational forums
e Performance and assurance frameworks
e Delivering best value decision-making.

The following examples demonstrate how the Trust’s health inequalities programmes and pilots have
become embedded into business-as-usual delivery:

e High intensity use (HIU). This pilot demonstrated a 59-71% emergency department (ED)
attendance reduction at both NDDH and RD&E. Once recurrent ICB funding was secured, this
service is now managed by the Medicine Care Group

e Neighbourhood flow. This programme demonstrated a 41% readmission reduction over three
years; a validated 3.65:1 return on investment. The sustainability of this programme is now being
reviewed by the urgent care board as an enabler of a neighbourhood care model.
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The impact evaluation of these schemes is contained in annex three, showing how we reduced avoidable

acute admissions through the provision of targeted support.

o Waiting times equity. Routine disaggregation of elective waiting times by deprivation has enabled
the Trust to demonstrate a sustained narrowing of the gap between most and least deprived
patients from 3.3 weeks in December 2024 to 2.5 weeks by November 2025, with the gap as low as
one week during spring 2025.

Because this data is presented to the Outpatient Improvement Group and shared with clinicians, there is a
far greater awareness of the impact of deprivation on higher DNA rates, which, in turn, makes us think
about how to reduce barriers to access on an individual basis. Tracking the data (see annex 2) enables
meaningful assurance that elective recovery has not widened inequality in access.

Linking and triangulating data: prevention and pathway improvement
The Trust’s business intelligence function supports:

o Linked primary and secondary care analysis within high intensity use and neighbourhood flow
programmes

e Population health management segmentation to inform targeted commissioning and VCSE
investment

e DNA analysis incorporating deprivation, ethnicity, rurality and distance travelled.

In 2025/26, the Trust launched key programmes that were driven by insights from health inequality
intelligence. They were:

o Treating tobacco dependence (TTD), inpatient, outpatient, emergency and maternity pathways.
The Trust was commissioned to use its appointment and admission touchpoints with patients to help
them reduce tobacco dependence.

o Targeted cancer screening outreach in deprived communities. Analysis of National NHSE and
OHID screening uptake data demonstrates consistently lower participation in breast, cervical and
bowel screening among more deprived communities compared to the least deprived. The Trust was
commissioned to use its effective partnership forums, primary care networks and community
infrastructure to deliver targeted activity to support increased uptake in under-screened
populations.

o ED social prescribing pilot informing a stepped neighbourhood model. A nine-month pilot
embedded a social prescriber within the RD&E (Wonford) ED, supporting 196 patients whose
attendance was primarily driven by non-clinical factors. Independent evaluation identified a 25-30%
reduction in ED reattendance in the month following intervention.

This represents a partial but material step toward system-wide linked inequality analysis, assessed
as partially addressed against the key lines of enquiry (KLOEsS).
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Summary

The programmes described in this statement reflect a sustained shift in how the Trust understands and
responds to health inequalities. High-risk cohorts have been identified, and targeted interventions
have demonstrated measurable impact.

The evidence base has strengthened considerably during 2025/26:

e HIU and neighbourhood flow have been subject to independent evaluation and validated business
case review and are now established within operational delivery

e TTD demonstrates how prevention can be embedded within routine clinical pathways

o Whilst cancer screening remains at an earlier stage of implementation, progress is expected during
the coming year

o ED social prescribing has demonstrated proof of concept and informed the design of a more
integrated stepped model

e The Trust’s waiting times analysis provides assurance that elective recovery has not widened
deprivation-related inequality.

Governance, accountability and assurance
Board of director accountability
The Trust exercises statutory accountability through:
o Executive director lead for health inequalities
e Six-monthly quality committee review
e Annual report to the public board of director meeting (Q4)
e Integration of inequality considerations into service change and investment decisions.

Health inequalities are currently reported through the six-monthly quality committee review and annual
board reporting. As our approach matures, the Trust will seek to embed health inequalities data more
consistently into routine public board performance reporting during 2026/27.

Within the Trust’s delivering best value programme, inequality-related initiatives are assessed
against financial impact, delivery readiness and equity effect, ensuring the statutory duty and the
operational imperative remain aligned.

Inequality insight is reviewed through board and quality committee governance, translated into operational
oversight through service-level forums, and informs targeted interventions, including DNA improvement,
HIU and neighbourhood flow.
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Partnership and place-based governance

To be effective, all health inequality and prevention interventions must be approached in partnership with
the population and our partners. To recognise this, the Trust also supports its directors to commit to the
following additional areas of accountability:

Trust directors are co-chairs of both One Northern Devon and One Eastern Devon Local Care
Partnerships.

During 2025/26, and as co-chairs, the Trust representatives facilitated the investment of £822k of
devolved ICB population health and health inequalities funding, almost double the £436k managed
in 2024/25. This was, alongside additional funding leveraged through partners, including Devon
County Council and the National Lottery.

These co-chairs also represent the LCPs and Trust at the Northern Devon Neighbourhood Steering
Group, the Eastern Devon Neighbourhood Steering Group and the Devon ICB Neighbourhood
Development Group.

Directors represent the Trust at the Exeter Place Partnership.
Trust directors attend the Devon Health and Wellbeing Board.

Trust directors attend the Better Care Fund Leadership Group, ensuring funding decisions align with
the fund's aims and support the delivery of integrated and effective neighbourhood models of care.

Trust directors attend both primary care collaborative boards (north and east) and the Devon LMC.

One Northern Devon (OND)

The OND partnership is chaired by the Trust director of strategy and a local business owner. There is a
clear programme of work, and delivery is overseen and supported by board members representing every
partner, private, public and voluntary sector, in Northern Devon.

The board maintains a clear focus on lifracombe, the most deprived town in Devon, concentrating collective
effort where need is greatest. Five targeted initiatives are underway:

A health and justice pilot funded by the Ministry of Justice and NHS England, supporting 50 people
on probation experiencing multiple disadvantages

The lifracombe Poverty Truth Commission, which has completed its first phase with 15 initiatives
agreed to improve outcomes for people experiencing poverty

Participation in the Coastal Navigator Network with a particular emphasis on skills, employment and
health

The lifracombe Task Force, which is focusing on the housing, employment and environmental wider
determinants of health and wealth in this population

Embedded mental health support in an Iifracombe junior school, where 40% of pupils experience
poverty.
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The work in Northern Devon also addresses economic inactivity as a driver of health inequality. Over 20%
of the working age population in North Devon are not in work due to long-term health conditions — a figure
that drives both acute demand and GP pressure. The Trust is working with the DWP through the lIfracombe
health and justice pilot to address the intersection of worklessness, deprivation and health, and is

actively seeking to strengthen this collaboration as the neighbourhood agenda develops.

Alongside these pilots, OND has supported outreach and inclusion activity through trusted community
settings to reduce barriers to access for people experiencing homelessness, addiction and multiple
disadvantages.

Place-based community development continues through the One Communities model across seven towns
in Northern Devon, supported by a £650k National Lottery-funded programme in its second year.

OND has also supported the Ministry of Local Government Communities and Housing regeneration capital
investment to enhance the health and well-being offering in Bideford. The creation of a Health and
Wellbeing Hub alongside an NHS England-funded Community Diagnostics Centre lays the foundation for
an effective Neighbourhood Hub in Torridge.

Early engagement is also underway on a One Public Estate business case in lifracombe, reflecting the
Trust's longer-term interest in shaping physical and community infrastructure to support health and
prevention.

One Eastern Devon (OED)

In 2025, OED published a health inequalities strategy providing a shared framework for aligning
neighbourhood priorities, prevention activity and partner investment.

The Eastern Devon health inequalities fund was deployed across five priority themes:
e Core20PLUSS5 and high-need patients
e Mental health
e Healthy ageing and long-term conditions
e Wider determinants of health
e Connected communities and partnership infrastructure.

The Eastern Primary Care Collaborative Board has strengthened alignment with primary care during
2025/26, with PCN leaders more closely engaged with the Royal Devon.

ICB population health management devolved resources have supported the development of Health and
Wellbeing Alliances across 11 communities — a network of locally rooted partnerships connecting LCP
priorities to neighbourhood action.

Aligned to the One Communities model in Northern Devon, these represent an important investment in the
community infrastructure on which sustainable neighbourhood health delivery depends.
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Exeter Place Partnership

The Exeter Place Partnership brings together NHS, local authority, VCSE and community leaders focused
on the wider determinants of health in Exeter.

The Trust is represented on the healthy lives action group alongside DWP, Sport England, Exeter
City Council and the University of Exeter, with current priority attention on barriers to physical activity in the
five most deprived communities in Exeter.

Neighbourhood readiness and forward view

Both North and East Devon submitted bids to participate in the national neighbourhood health programme.
While unsuccessful, the rapid engagement with primary care, DPT, social care and VCSE has laid the
foundations for second-wave proposals.

The funding context for 2026/27 is uncertain: there is currently no confirmed ICB allocation for
neighbourhood health investment at place level, representing a material risk to the sustainability of existing
programmes.

The Royal Devon health inequalities strategy delivery and awareness

The Trust hosted a health inequalities symposium in July 2025, bringing together more than 75 clinical and
operational stakeholders to hear from expert speakers, including Sir Michael Marmot and the Healthcare
Financial Management Association (HFMA).

Feedback indicated improved understanding among clinicians and operational leaders of how inequality-
driven demand presents within services and the actions available to address it.

The subsequent community of practice has provided a sustained forum for cross-team learning, enabling
colleagues from maternity, urgent care, community services and primary care partnerships to share
emerging evidence and apply it to practical pathway changes.

Development priorities

The development priorities reflect an organisation maturing its approach and rapidly achieving more
effective interventions.

The foundations — population insight, targeted programmes, partnership infrastructure and governance —are
in place.

The system-wide transition toward neighbourhood health, prevention and earlier intervention, as set out in
the NHS 10-Year Plan and underpinned by the medium-term financial plan, provides the framework.

The Trust's contribution to narrowing the healthy life expectancy gap and improving outcomes for
Core20PLUSS5 populations will increasingly be delivered through neighbourhood-based models, with local
care partnerships as the primary vehicles for place-based prevention and coordination.
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A summary of the Trust’s priorities is listed below:
¢ Improve ethnicity data completeness

e Progress embedding of Core20PLUSS5, with CVD as the priority clinical area for initial development
in 2026/27

e Develop place-based intersectional analysis using existing data sources, with more advanced multi-
characteristic analysis planned for 2027/28

o Begin scoping an approach to PROMs/PREMs inequality segmentation through discussions with
the patient experience committee

e Align commissioning intentions (evidenced from PHM data) with our proven neighbourhood models
and make the case for scaling where funding allows.

To underpin these priorities, the Trust will develop a more coordinated approach to health inequalities
governance during 2026/27, providing clearer oversight across operational and clinical directorates and
strengthening the assurance narrative to the board and quality committee.

These priorities are owned within the Trust's governance structure, with progress tracked through six-
monthly quality committee review and annual board reporting.

The Trust confirms that this statement has been assessed against the NHS England November 2025
KLOEs and reflects an organisation moving from establishment to consolidation and embedded delivery.

This statement confirms the Trust’s compliance with Section 13SA duties and NHSE’s 2025 requirements
on information relating to health inequalities.



NHS

Royal Devon

University Healthcare
NHS Foundation Trust

Annex 1. Alignment to NHS England key lines of enquiry (KLOESs)

This annex maps the Trust's health inequalities statement against the key lines of enquiry set out in
Appendix 2 of NHS England's Statement on Information on Health Inequalities (November 2025). The key
lines of enquiry text are reproduced verbatim. Section references direct the reader to where each
expectation is addressed. Amber and red ratings reflect areas where capability is developing and where
structured improvement plans are in place for 2026/27.

Self-assessment key:

)Addressed Evidence of consistent application; approach
embedded in operational delivery.

Partially addressed Evidence exists; capability is developing;
structured plans in place for 2026/27.

In development IAcknowledged gap; no current structured
response in place.

NHSE key line of enquiry Section Evidence in the Statement Self-assessment
(verbatim, Appendix 2,

November 2025)

Understanding population
health needs

\What steps have been taken 2.1, 2.2, 2.3 |Population profile set out, including Partially
to understand health needs deprivation distribution, rural/coastal addressed
and inequalities experienced characteristics, age forecasts and life

by local 'Core20' and 'PLUS' expectancy gap. Core20 and PLUS

population groups, for groups identified, including inclusion health,
example, ethnic minority coastal communities, LGBTQ+, people with
communities, people with a a learning disability and autistic people,

learning disability, autistic people with SMI, and CYP. Core20PLUS5

people, groups that share adult clinical priorities are described. IMD

protected characteristics, applied as a consistent equity lens across

inclusion health groups and operational data.

coastal or rural communities,
across a range of clinical

domains?

How is intersectionality 2.2,2.3 The Trust is developing a place-based Partially
between these groups intersectional approach, using multi-source jaddressed
explored, for example, data including JSSNA, PHM, Public Health

inequalities that may exist for intelligence, One Devon and Trust activity

people with a learning data to identify priority populations and

disability from different ethnic localities. Early work in Littleham is

backgrounds, or children and translating intersectional insight into

recommended actions across workstreams,
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young people from deprived
areas?

including DNA reduction and community
flow, building on learning from lifracombe.
More advanced multi-characteristic analysis
is planned for 2027/28 as data quality
improves.

\What steps have been taken
to understand the prevalence
and distribution across your
geography of risk factors for
healthcare inequalities, for
example, digital exclusion,
geographical access barriers
such as transport,

health literacy and language
barriers? How has this insight
informed targeted

planning, commissioning and
delivery of services?

2.1,2.2,3.3

Rurality and coastal

geography are incorporated in DNA
analysis. Digital exclusion acknowledged as
an access barrier and development priority.
Work underway in partnership with the
digital committee in 2026/27. Transport and
geographic barriers are referenced. Poverty
Truth Commission and VCSE engagement
inform qualitative insight. NIHR virtual
wards bid submitted examining deprivation
and digital exclusion. Full integration across
service planning is a 2026/27 priority.

Partially
addressed

Improving data
quality, collection and
analysis

\What actions have been
taken to identify and improve
the completeness and
accuracy of coding and
recording practices, including
for ethnicity, other

protected characteristics and
socioeconomic factors such
as housing status?

2.3,3.2,5

The diagnostic phase was completed to
understand variation in ethnicity recording
practices. Structured improvement
programme developed for

2026/27. The unknown rate increased from
9% to 11%, acknowledged transparently.
Epic standardisation underway for TTD.
Sexual orientation, disability status and
housing status recording are identified as
further development areas.

In development

How is data processed and, [2.2,2.3 Bl alignment with HIU and Neighbourhood |Partially
where relevant, linked Flow business cases represents the most |addressed
to identify population groups significant development in linked analytical

who are underrepresented in capability. Linked primary care and Trust

NHS data sets and to data were used to develop the Exmouth

understand pathways across respiratory neighbourhood model. PHM

services and patterns of segmentation applied within targeted

access and demand among programmes and to commission CYP VCSE

groups experiencing projects. The Trust-wide HI dashboard and
inequalities? DNA dashboard are operational.

\Where gaps in data quality [2.3,4,5 Gaps are acknowledged transparently Addressed

affect the ability to carry out
healthcare inequalities
analysis, how is assurance

throughout the Statement. Six-monthly
quality committee review and annual Board

reporting provide governance assurance.
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undertaken on steps to
address these?

Ethnicity data improvement programme with
2026/27 implementation timeline. Closing
the Gap programme contributes to data
quality improvement.

Understanding healthcare
access, experience and
outcomes

To what extent have health
inequalities across a range of
population groups and clinical
domains been identified as a
driver of trends in
performance, productivity and
resource utilisation?

1,21,2.2,
3.1

Emergency admission risk is 2.5 times
higher in the most deprived quintile. Over
£50m emergency spend associated with
preventable/stabilisable conditions. IMD gap
in waiting times from 3.3 to 2.5 weeks
during 2025/26. Inequality insight linked
explicitly to DBV priorities and demand
management.

Addressed

understand areas of
inequality in access to
primary care, and how have
other triangulated sources of
insight supported an

approaches. RDUH remains reliant on the
progress in the ICB’s PHM programme.

How is routine performance 2.2, 3.1 \Waiting times routinely disaggregated by  [Partially
data — including elective and IMD quintile, age and sex within PAFs, addressed
urgent, and emergency care Planned Care, UEC and Community

data — analysed and broken forums. DNA analysis by deprivation and

down by deprivation, ethnicity. Rurality/coastal geography

ethnicity, age and sex, to incorporated in the DNA dashboard.

better understand areas of Ethnicity disaggregation limited by data

inequality? And how have quality. Poverty Truth Commission provides

other triangulated sources of lived-experience triangulation.

insight supported an

understanding of the drivers

of these, including barriers to

access or inequalities in

patient experience?

How is analysis being 3.1, 3.2 The HIU programme identifies frequent Addressed
undertaken to identify those attenders using utilisation data. 59-71% ED

who frequently attend A&E, reduction demonstrated across North and

and understand the health East Devon cohorts. Multi-agency

inequalities they face, to coordination delivered, including with DPT

inform proactive targeted for people with SMI.

support?

How has local data been 3.3 Primary care analysis undertaken through |Partially
analysed to better LCP partnership structures and PHM addressed
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understanding of the drivers
of these?

How has qualitative 2.2 Poverty Truth Commission: lived experience|ln development

information, such as patient- directly shaping local decision-making and

reported outcome measures influencing Trust priorities. Closing the

(PROMSs) and patient- Gap SDoH conversations provide structured

reported experience patient-level insight. Discussions with the

measures (PREMSs) been patient experience committee on

collected and analysed to disaggregated reporting are planned for

address healthcare 2026/27. Systematic PROMs/PREMs

inequalities? disaggregated by inequality characteristic
not yet established.

Using information to take

action on health inequalities

How has information on 3.1, 3.2. 3.3, [The Trust's approach to programme Addressed

health inequalities informed |4 development — from Core20PLUSS5-

strategic commissioning informed cohort identification through

decisions, piloting to mainstreaming — is increasingly

pathway redesign or long- being used to generate the evidential

term strategies? foundation for commissioning decisions.
Business cases for HIU and Neighbourhood
Flow, validated by RDUH Finance and BI,
have directly informed ICB funding
decisions. HIU and Neighbourhood Flow
business cases supported by Bl-validated
inequality and utilisation analysis. TTD
pathway expansion informed by smoking
prevalence and inequality data. PHM data
insights used to commission CYP VCSE
projects through the OED HI
Fund. The DBV programme assesses
inequality-related initiatives against financial
impact, delivery readiness and equity
effect.

How has information on 3.1, 3.2, 3.3 [Section 3.2 describes the Trust's systematic|Addressed

health inequalities informed
quality improvement
approaches in service
delivery, including in
neighbourhood health
models?

approach: Core20PLUS5 and PHM

data identify high-risk cohorts; person-
centred interventions are designed targeting
the specific drivers of inequality-related
demand; pilots are independently
evaluated; and

programmes demonstrating impact are
mainstreamed into clinical and operational
ownership.
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To what extent have 3.1,3.3,5 |Life expectancy gap (6.2 years male, 3.9  [Partially
inequalities in population years female), emergency admission addressed
health outcomes been used disparity and utilisation trends are used to

to inform decision-making? frame priorities. Ambitions set to narrow

\Where trends exist, what IMD waiting time gap, sustain HIU

ambitions have been set to reductions, scale Neighbourhood Flow and

target improvements? embed equity in elective recovery.

'The methodology described in Section

3.2 provides the operational mechanism
through which population health trends
translate into targeted action — moving
from population-level insight to cohort-level
intervention to programme-level evaluation
within a consistent framework.

Publishing information on
health inequalities

How is health inequalities 2.2,2.3,4 [Six-monthly quality committee reporting and|Partially

data incorporated into annual Board reporting established. HI addressed
performance reporting at dashboard is used within operational

board level, and what has forums. Annual board reporting

been the impact of this on is established and active. Embedding HI

reducing health inequalities? data systematically into public Board

papers is named as a 2026/27 development
priority. Chris Tidman (Executive Lead)
oversees board-level integration.

How have action plans to 3.3,4,5 Structured implementation plans in place for[Partially
reduce inequalities in access TTD (12-month plan), HIU expansion addressed
and quality of care been (business case) and Neighbourhood Flow

developed scaling (3.65:1 ROI validated). Closing the

and monitored across Gap programme and neighbourhood health

services and pathways? steering group provide monitoring.

Core20PLUSS priority areas identified with
CVD as the focus for initial development in
2026/27.

Source: NHS England's Statement on Information on Health Inequalities, Appendix 2 (November 2025).
Self-assessments reflect the Trust's position as at the 2025/26 reporting cycle.
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Annex 2. Data annex

This annex is published alongside this statement and presents the Trust's published data against the NHS
England Appendix 3 measurement framework, together with the charts and analysis underpinning the
assessment in the narrative Sections 2 and 3.

Contents:
Annex 2 relates to elective recovery — waiting times, DNA and health inequalities analysis
e 2.1 Purpose and scope
e 2.2 Summary
e 2.3 Waiting times — overall trends
e 2.4 Waiting times by deprivation (IMD)
e 2.5 Waiting times by ethnicity
e 2.6 Did not attends (DNAs): overall position
e 2.7 DNAs by deprivation and ethnicity
e 2.8 Progress on DNAs and next steps.

Source data and charts are drawn from the Trust's board paper (March 2026) and routinely published data.

Trust waiting list and recovery data, and health inequalities data improvement and standardisation
2.1. Purpose and scope

This annex provides supporting analysis of elective waiting times and DNA rates by deprivation and
ethnicity, in line with NHS England expectations on inclusive recovery. It underpins the assurance provided
in the main report and focuses on sustained trends over time, rather than single-month variation.

The analysis uses standardised Trust data and reflects known limitations in data completeness, particularly
for ethnicity.

2.2. Summary
o Differences in waiting times by deprivation have continued to narrow and remain small.
o There is no evidence that recovery activity has widened inequalities in access.

e Waiting time patterns by ethnicity do not indicate systematic disadvantage, but conclusions are
limited by data completeness.

e DNAs remain the most consistent access inequality, strongly linked to deprivation and, to a lesser
extent, ethnicity.

e Progress on DNAs during the year has focused on improving understanding, data and governance,
rather than immediate performance change.
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2.3. Waiting times — overall trends

Since the previous board report, reductions in average waiting times were sustained until April 2025, after
which average waits increased to levels similar to December 2024. This increase has occurred alongside
higher overall patient throughput and does not, in itself, indicate a deterioration in performance. The
proportion of long waits has remained low and below levels seen in the previous year.

2.4. Waiting times by deprivation (IMD)

Analysis by deprivation shows continued improvement in equity of access. The gap in average waiting

times between the most deprived (IMD1/Core20) and least deprived populations has reduced further over
the year.

e The average IMD gap reduced from 3.3 weeks (22%) in December 2024 to 2.5 weeks (14%)
in November 2025 and was as low as one week during spring 2025.

e Forlong waits (more than 52 weeks), the difference between the most and least deprived groups is
now approximately one week, representing a small proportion of total waiting time.

Importantly, patterns seen in previous statements — where increasing pressure was associated with
widening deprivation gaps — are no longer evident. This suggests that current waiting list management is
more equitable than at any previously measured point within available data. While small differences remain,
the overall direction of travel is positive and sustained. This improvement is likely to reflect a combination of
reduced overall waiting times, greater consistency in booking and prioritisation practices, and closer routine
oversight of equity within operational performance management.

Trust Average Wait Times for Closed Pathways Last 12 Months

Trust Wide - Mean number weeks waited by IMD quintile

IMD Quintile @1 82 &1 @4 @5

Mean Weeks Waited

Reported Month
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North - Mean number weeks waited by IMD quintile
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Mean Weeks Waited
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2.5. Waiting times by ethnicity

The number of patients recorded as being from ethnic minority backgrounds remains relatively small, and
the proportion of ‘unknown’ ethnicity has increased slightly year on year (from 9% to 11%). These factors
limit the strength of conclusions that can be drawn.

Based on available data:
e There is no evidence of systematic disadvantage in waiting times by ethnicity
o Variability within individual ethnic categories is high due to low numbers, particularly for long waits.

Improving ethnicity data completeness remains a priority and is being addressed through wider work on
structured data collection.

2.6. Did not attends (DNAs): overall position

DNA rates declined up to January 2025 but have since plateaued at around 6.5%, with a small year-on-
year increase.

2.7. DNAs by deprivation and ethnicity

o DNA rates are consistently higher among patients living in the most deprived areas, with rates for
IMD1 approximately double those for IMD5 across appointment types

o DNA rates are also higher among patients from ethnic minority backgrounds compared with white
patients, although differences are smaller and interpretation is limited by data quality

e East Devon shows higher DNA rates across all deprivation groups compared with North, alongside
higher levels of missing ethnicity data.

These patterns indicate that deprivation remains a key factor associated with non-attendance, with
ethnicity likely interacting with deprivation and other access barriers, but that the difference narrows where
face-to-face appointments are not required. DNAs, therefore, remain the most persistent access
inequality identified through routine data.

DNA by Health Inequalities

DMNA % by IMD Quintile DNA % by Ethnicity Broad Group DMNA % by Patient Stated Gender
, 2
e 3 0 s . N
£ __ — 2 *
< ' 574% £ 2w e <
P4 — @ z
O % - > o 6.18%
=
3 .
IMD Quintile DMNA % Patient Stated Gender

2.8. Progress on DNAs and next steps
DNAs have been prioritised for further action during the year:

o ATrust-wide DNA working group has been established under the outpatient improvement group
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¢ Abespoke DNA dashboard integrating health inequalities data has been implemented. This now
includes DNAs broken down by rural or urban areas and distance travelled

o Initial work has focused on understanding variation in booking processes, capacity and patient
choice across specialties

This phase has intentionally prioritised insight, standardisation and governance rather than immediate
performance change. Reducing DNAs — particularly where deprivation and ethnicity intersect — is
recognised as complex and likely to require multiple incremental changes rather than a single intervention.

Planned next steps include deployment of DNA prediction tools, patient feedback, learning from ‘closing the
gap’ pilots and the development of recommendations for more standardised booking approaches. This work
will be used to inform the development and testing of more targeted, bespoke approaches for groups at
higher risk of non-attendance, with a focus on addressing persistent disparities rather than applying one-
size-fits-all solutions.
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Annex 3: Evaluation of HIU and community and neighbourhood flow (Royal Devon Bl team)

Neighbourhood Flow & Care Concierge project: 101 patients - 3-month window - North Devon
When we support patients, demand drops — and stays down (N Devon) NESE

Before support After support closed

3 months after support ended

466 contact events 150 contact events

Each dot = ane unplanned core contoct (NEL admission, ED attendonce or ambulance conveyonce) - 101 patients with pre-existing urgent care demand - Novth Devon 2024-25



https://chatgpt.com/c/69d6283d-1c7c-838e-91e4-9155f408a34c

Neighbourhood Flow & Care Concierge project:

Before support

annual saving

During support

230

£2.2m

annual saving
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ROI: £1:£3.65

RO — validated by DUH Finance & Bl February 2026

After support closed

extra admissions/yr NCTR cases lost
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High Intensity Use (HIU) programme: For the highest-need patients, the impact is e e R Mo D

2024-25
even sharper

Before support After support closed

3 months after support ended

826 unplanned care contacts 267 unplanned care contacts
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High Intensity Use (HIU) programme: ROI: £1:£3

approx 3:1 - validated
exceeds ICB 2:1 threshaold

50-60%

reduction in ED attendances reduction in NEL admissions fewer ambulance conveyances

g r N Ty T T 5 P

North Devon 2024-25: 37 people supported - 73% reduction in ED attendances - over £52k cost avoidance in Q1-Q3

East Devon 2024-25: 65 people supported - 76% reduction in ED attendances - over £132k cost avoidance - £180k in Q3 alone

ICB baseline confirmed 2026/27 patients [N+E Devon) cast avoidance lost annually high-need patients unserved






