Appendix 1

	NHS Equality Delivery System 

	EDS Report for Lincolnshire ICB (covering period April 23 – March 24) 

	[bookmark: _Hlk155098946]Report 1 for Domain 1: (Commissioned or Provider Services) – CYP Diabetes service area
December 2024


	



	Classification: Official
	Publication approval reference: PAR1262



[image: NHS England logo]

Contents
Equality Delivery System for the NHS	2
NHS Equality Delivery System (EDS) domain 1 report …………………………..3

Appendix 1a 
Service 1:  Children and Young people - Diabetes ….........................………….6

EDS Rating and Score Card………………………………………………………..15

Appendix 1b: 
Table 2 EDS Action Plan……………………………………………………………17












1 | LICB EDS D1 Report (April 2023-Mar 2024) – Dec 24
[bookmark: _Toc94529745]Equality Delivery System for the NHS
The EDS Reporting Template

Implementation of the Equality Delivery System (EDS) is a requirement on both NHS commissioners and NHS providers. Organisations are encouraged to follow the implementation of EDS in accordance EDS guidance documents. The documents can be found at: www.england.nhs.uk/about/equality/equality-hub/patient-equalities-programme/equality-frameworks-and-information-standards/eds/  
The EDS is an improvement tool for patients, staff and leaders of the NHS. It supports NHS organisations in England - in active conversations with patients, public, staff, staff networks, community groups and trade unions - to review and develop their approach in addressing health inequalities through three domains: Services, Workforce and Leadership. It is driven by data, evidence, engagement and insight.
The EDS Report is a template which is designed to give an overview of the organisation’s most recent EDS implementation and grade. Once completed, the report should be submitted via england.eandhi@nhs.net and published on the organisation’s website. 
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	Lincolnshire ICB 
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NHS Equality Delivery System (EDS) 
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Domain 1: Commissioned or Provider Services
1. Introduction
This report focuses on Lincolnshire ICB’s work on Domain 1 of the NHSE EDS 2022.  This is the second year that work on Domain 1 is being conducted. For 2024 LICB has chosen to focus on one service only which is the Children and Young People service area of Diabetes:

Evidence collated for this service focused mainly on the following areas: -
· Policies/practices/initiatives development – for staff and patients 
· Equality Impact Assessments as part of review/development of services 
· Monitoring of staff/patient data 
· EDI targeted communication and engagement 
When going through this report, please refer to table 1 in Appendix 1a for the outcomes and evidence collated for this service, and table 2 in Appendix 1b for the Domain 1 EDS Action plan 2025-26.

2. How Domain 1 was implemented 

· Created a questionnaire template for recording evidence based on domain 1 outcomes: -
· Access to services
· Individual patient health needs are met
· When patients use the services, they are free from harm
· Patients report positive experiences of the service 
· Identified and met with key ICB/ICS staff (service managers/leads), responsible for the chosen service, to work on reviewing the outcomes of Domain 1 
· Set up a task and finish group to collect and analyse long list evidence/data – representatives included staff from EDI, Children and Young People Services – Diabetes team, Nursing and Quality, Health Inequalities team, Contracting and Communications and Engagement
· Short list evidence produced with indicative scoring of evidence 
· Stakeholder feedback and final score agreed for domain 1 (Domain 1 scores have been allocated to each question. These will be added to other domains once completed and a final median EDS score will be given for LICB).
· Final report and action plan produced.

3. Stakeholder Review – this mainly consisted of meetings with 
· Task and finish group 
· HIE team
· Shared practice with other ICBs in the Midlands

4. Senior Managers Operational Group (SMODG) meeting – Draft report

The EDS domain 1 was incorporated into the final EDS report that focuses on all 3 domains and the final report/action plan for this domain was taken to SMODG meeting for discussion and sign-off before the deadline of 28 February.
 
5. Other forms of monitoring and assessment of EDS 
 
· LICB Equality Forum – meetings take place on a bi-monthly basis and EDS feedback is a standard item on the agenda, which enables all provider organisations and ICB to share updates.  
· Quarterly reporting to LICB Executive committee.  
[bookmark: _Hlk127191646]
[bookmark: _Hlk155270774]















Appendix 1a –EDS Domain 1 – Commissioned or Provider Services. 

[bookmark: _Hlk155270338]Table 1: Children and Young People Diabetes
	[bookmark: _Hlk145498702]Outcome
	Evidence 
	Rating
	Owner (Dept/Lead)

	1A: Patients (service users) have required levels of access to the service
	1. Engagement survey regarding CYP services including diabetes was implemented summer 2023, the survey captures views on services. 

 

The aim of the engagement was to gain feedback from children and families who use Asthma, Diabetes and Epilepsy Services in Lincolnshire, in particular their views on: -
· Accessing these services and experiences of care and outcomes
· What is working well and suggestions on what improvements could be made to improve the access, experience, the treatment and quality of care that patients receive.
Includes overall equality monitoring of respondents – over half of the 75 respondents were related to diabetes (51%).
84% of diabetes respondents were satisfied with the care they received (page 4 key findings). Page 19, 23-26 mentions how satisfied respondents are with the services. Page 36 responses to ‘what works well when accessing services’

2. As commissioner we embed the CORE20PLUS5

[image: ]
Example of this is the Core20plus5 Community Connectors Pilot to support work around reducing health inequalities for CYP with diabetes


[bookmark: _MON_1791294072]  

Report was produced with aim of identifying protected characteristic and socially excluded groups of CYP diabetes in the health care they were accessing.




Examples of information around ethnicity and deprivation: 
The use of pumps according to ethnicity is higher in both white and ethnic minority compared to regional and national use. With use in ethnic minority slightly higher than compared to white in Lincoln. This may be due to the small number of ethnic minorities CYP with diabetes meaning a bigger percentage difference is seen.

The use of insulin pumps is higher across all quintiles of deprivation than both the regional and national figures except for the CYP in the most deprived quintile in Grantham. However, there is less use of insulin pumps in the most deprived quintile at all the sites compared to other quintiles. Interestingly pump use is also slightly lower in the least deprived quintile. 

Action: ongoing monitoring of Lincolnshire’s data in the National Paediatric Diabetes Audit (NPDA) quarterly information, (currently broken down in Age, ethnic minority/white and deprivation)

And further feedback reports will be reviewed received from the community connectors programme 

3. Information regarding diabetes is available to access on line- Diabetes in children and young people - Lincolnshire ICB accessibility tools can be applied to the page to change size of text and apply contrast. 
Link to Digibete – multi-lingual diabetes tech guides 
Disability benefits that people can access
Peer support and experience 
Eating out
Celebration foods 

Action: under the Accessibility tools part of the webpage, the translation tool does not work and needs to be rectified.
	2
	

	1B: Individual patients (service users) health needs are met

	Example 1 in outcome 1a also applies e.g. page 31 focuses on how patients are treated, and conditions are managed
Example 2 in outcome 1a also applies.
Example 3 in outcome 1a also applies.

1. The National Paediatric Data Audit until 2024 was reported on yearly, data is published online, previous year data is reported on, so the data gathered in 2023 is for patients over 2021-22 period. 
An overview report was written so the ICB could understand and monitor the position of care received. 



The data shows the population being cared for and includes age, ethnicity and deprivation. There is then the care process each CYP needs to have each year and also the access to diabetes technology and again we can see the breakdown – This data is now produced quarterly and reviewed.

Action has taken place in the year that is demonstrating an impact in 2024-25.

Action: Ongoing reporting of the Lincolnshire NPDA data to the Childrens and Young Peoples Transformation Board.

2. The 23/24 provider contracts also included a Health Inequalities Action Plan – also relevant for 1a and 1c.



   

3. General 
ULHT’s statement on their commitment to equality, diversity and inclusion on their website. About equality, diversity and inclusion - United Lincolnshire Hospitals (ulh.nhs.uk) they have also published their Equality Objectives 2022 to 2025 which include Person-centred care is experienced by all, with a well-informed, responsive approach to equality of patient experience and to the reduction of health inequalities, The information and communication we provide is accessible to all our patients and Our Trust is equity-driven, inclusive and well-led with compassion ULHT-Equality-Objectives-2022-to-2025.pdf

NWAFT’s statement on their commitment to equality, diversity and inclusion on their website. Equality, Diversity and Inclusion: North West Anglia Foundation Trust | NW Anglia Website (nwangliaft.nhs.uk) Which also includes a link to their Equality, Diversity and Inclusion Policy download.cfm (nwangliaft.nhs.uk)

NLAG’s statement on their commitment to equality, diversity and inclusion on their website Equality and Diversity - Northern Lincolnshire and Goole NHS Foundation Trust (nlg.nhs.uk)

the above shows all organisations having EDI objectives which are monitored via S6 EDI Quality Assurance reporting – not specifically relating CYP, but principles of the objectives apply here in relation to meeting the Equality Act PSED

Action: Continue with monitoring EDI implementation within Provider organisations through S6 quality assurance reporting for ULTH and examples of evidence provided can include information relating to CYP if required 

Action: Population health management information to be collected and reviewed and dashboard established
	    1 
















































	

	1C: When patients (service users) use the service, they are free from harm
	Example 2 in Outcome 1b also applies here.
Example 3 in Outcome 1b also applies here. 

1. The 2023/24 NHS Standard Contract Service Conditions SC33 Patient Safety states “The Provider must comply with the Patient Safety Incident Response 
Framework and the Never Events Policy Framework. The Provider 
must have a Patient Safety Incident Response Policy and a Patient 
Safety Incident Response Plan which are agreed with the Co-ordinating Commissioner” NHS-Standard-Contract-2024-to-2025-Service-Conditions-full-length

a. ULHT has successfully implemented Patient Safety Incident Response Framework (PSIRF) as of 01 October 2023. Bundle Trust Board Meeting in Public Session 7 November 2023 pages 115-154 Agenda-bundle-4.pdf (ulh.nhs.uk)
And Page 31 and 105 highlights work around Paediatric diabetes.

b. NLAG transitioned to the new Patient Safety Incident Response Framework (PSIRF)in December 2023. The Trust oversees the identification and management of incident investigations weekly at the Learning Response Panel ensuring that the appropriate learning response is undertaken in line with the PSIRF and Patient Safety Incident Response Framework Policy and Plan. Northern Lincolnshire & Goole NHS Foundation Trust Quality Account 2016/17 (nlg.nhs.uk) pages 63-64
And page 30 highlights work around Paediatric diabetes 

c. NWAFT commenced transition to Patient Safety Incident Response Framework (PSIRF) on 1 January 2024  Microsoft Word - Quality Account 2023-24 FINAL signed 26.06.24 (nwangliaft.nhs.uk) pages 23 -26
Pages 74 highlights work around Paediatric diabetes 
Action: Ongoing monitoring through the PSIRF process and consider EDI elements in relation to this.

2. Safeguarding training and compliance of ULTH staff is submitted to Lincolnshire Safeguarding Children Partnership (LSCP) through section 11 and is audited via peer review. Lincolnshire ICB attend ULTH safeguarding vulnerabilities oversight group (SVOG), where safeguarding training and compliance is discussed, and assurance obtained.
	3 
	

	1D: Patients (service users) report positive experiences of the service
	Example 1 in Outcome 1a applies here - The engagement survey in 1A gathered patient experience as well as access to services.

People and Communities Involvement report 2022-23
The above is a summary of ICB engagement 
Page 47 details the Childrens and Younger People engagement.

Suggestions made included ‘Diabetes – implementation of social groups for children and young people; attending events to create diabetes awareness.

In response to the above, work has been undertaken relating to:-
CYP programme liaised with diabetes UK to organise a young person collaborative social event also enabled the Diabetes UK to deliver their Tree of life to help young people feel stronger and more positive about life with Diabetes – There was no engagement prior to this with Lincolnshire.
Plans for psychology service. Two psychologists started December 24 which involved the LICB working with acute trust and mental health trust.

Example 3 in Outcome 1b also applies here. 

Action: Targeted engagement with CYP and/or their parent/carers through the community connectors programme to gather their views on experiences of the service.

	3 
	





Total score = 9




[bookmark: _Hlk155270638]EDS Rating and Score Card
	Please refer to the Rating and Score Card supporting guidance document before you start to score. The Rating and Score Card supporting guidance document has a full explanation of the new rating procedure, and can assist you and those you are engaging with to ensure rating is done correctly

Score each outcome. Add the scores of all outcomes together. This will provide you with your overall score, or your EDS Organisation Rating. Ratings in accordance to scores are below

	

	Undeveloped activity – organisations score out of 0 for each outcome
	Those who score under 8, adding all outcome scores in all domains, are rated Undeveloped 

	Developing activity – organisations score out of 1 for each outcome
	Those who score between 8 and 21, adding all outcome scores in all domains, are rated Developing

	Achieving activity – organisations score out of 2 for each outcome
	Those who score between 22 and 32, adding all outcome scores in all domains, are rated Achieving

	Excelling activity – organisations score out of 3 for each outcome
	Those who score 33, adding all outcome scores in all domains, are rated Excelling


 


	EDS Organisation Rating (overall rating):



	Organisation name(s): 



	
Those who score under 8, adding all outcome scores in all domains, are rated Undeveloped 

Those who score between 8 and 21, adding all outcome scores in all domains, are rated Developing

Those who score between 22 and 32, adding all outcome scores in all domains, are rated Achieving

Those who score 33, adding all outcome scores in all domains, are rated Excelling







	Appendix 1b: Table 2 EDS Action Plan

	EDS Lead
	Year(s) active

	Kamljit Obhi/Vanessa Wort
	April 25 – March 26

	EDS Sponsor
	Authorisation date

	Martin Fahy
	27 February 2025



	Domain 
	Outcome 
	Objective
	Action
	Completion date

	Domain 1: Commissioned or provided services

	1A: Patients (service users) have required levels of access to the service
	Data collection and analysis through monitoring and review patient and service user feedback.



Improve accessibility of information. 

	Ongoing monitoring of NPDA quarterly information.

Further feedback reports will be reviewed when received from the community connectors programme. 

Under the Accessibility Tools part of the webpage, the translation tool does not work and needs to be rectified.

	March 26

	
	1B: Individual patients (service users) health needs are met
	Monitoring and reporting of CYP equality data.












Support the implementation of the NHSE Accessible Information Standard (AIS) which aims to ensure that people with a visual, hearing or learning disability have access to information they can understand, and any reasonable communication support they may need.

Continue to assess equality impact of how CYP diabetes health needs are met by services through the use of appropriate EDI assessment tools.  

	Ongoing reporting of diabetes data to the Childrens and Youngs Peoples Transformation Board.

Continue with monitoring EDI implementation within ULHT through S6 quality assurance reporting and obtain evidence relating to CYP diabetes if required.

Population health management information to be collected/reviewed and dashboard established.

Continue to raise awareness and monitor implementation of the AIS – all Lincolnshire CYP diabetes care should legally comply to the AIS, offering and providing easy access to information and making reasonable adjustments as required.


Use of EIA and HEAT assessment to allow Health inequalities impacts to be identified so that provisions can be made to mitigate any adverse risks to particular groups. 
	March 26

	
	1C: When patients (service users) use the service, they are free from harm
	Monitoring of patient safety incident data. 


Promote Zero Tolerance within CYP services.
	Ongoing monitoring through the PSIRF process and consider EDI elements in relation to this.

Regular communication of Zero Tolerance to bullying, harassment discrimination and violence statements/initiatives and training 
	

	
	1D: Patients (service users) report positive experiences of the service
	Improve Engagement with patients and their carers.
	Targeted engagement with CYP and/or their parent/carers – through the community connectors programme to gather their views on experiences of the service.

	March 26





Patient Equality Team
NHS England and NHS Improvement
england.eandhi@nhs.net
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Children and Younger People – Asthma, Diabetes


and Epilepsy Services


Engagement Report 


24 May 2023 – 31 August 2023


Author: Nikki Pepper, Engagement Manager


Lincolnshire







Background


Our vision in Lincolnshire is to:-


• Prioritise prevention and early intervention ensuring that health care is integrated, respectful and responsive to the needs of 
children and younger people.


• Reduce health inequalities and 


• Support transition to adult services.


The Children and Younger People Services – Asthma, Diabetes and Epilepsy engagement was launched on 24 May 2023 and 


closed on 31 August 2023.  


The aim of the engagement was to gain feedback from children and families who use Asthma, Diabetes and Epilepsy Services in 


Lincolnshire, in particular their views on:-


• Accessing these services and experiences of care and outcomes.


• What is working well and suggestions on what improvements could be made to improve the access, experience, the treatment 


and quality of care that patients receive.


All of this feedback will help to transform children’s services going forward.


Lincolnshire







Lincolnshire


As well as speaking to members of the public at face to face events and clinics 


across the county eg, Boston Beach event, ACT Fun Days, Lincoln County 


Hospital Epilepsy clinic, we received the following on-line responses to the on-


line survey.  It must be noted that there was a varied number of responses per 


question and some respondents had more than one condition.


The results and feedback have been analysed separately against each condition 


and are reported in the enclosed sections overleaf.


Respondents Number of responses


Asthma 27


Diabetes 38


Epilepsy 10


75







Executive Summary


Key findings


Respondent profile


• We had a total of 75 people complete our on-line public survey, as well as speaking to the public in person at engagement 
events/clinics (details are listed within the report).  


• Respondents lived across all districts across the county, both in areas of high and low deprivation.


• We had a range of people who accessed asthma, diabetes or epilepsy services complete the survey.  The largest number of 
people who completed the survey - 38% accessed diabetes services and the highest number of respondents (14%) were aged 
11 years.


Key findings


• 76% (26/34) of respondents receive asthma care at their GP practice, whilst 61% (35/57) receive diabetes care and 58% 
(7/12) epilepsy care at the hospital.


• 46% (11//24) of respondents mainly see their Specialist Nurse for asthma treatment and 52% (29/56) for diabetes treatment 
and 60% (6/10) mainly see their Hospital Consultant for epilepsy treatment.


• 25% (6/24) of respondents have received their asthma appointment within the last month and 8% (2/24) over 2 years ago, 30% 
(11/37) of respondents have received their diabetes appointment within the last month and 3% over 2 years ago.  Patients had 
either received appointments within the last 6 months or over 2 years ago, 22% (2/9) of respondents have received their 
epilepsy appointment within the last month and 11% (1/9) over 2 years ago.


• 70% of patients are satisfied with the care they receive for asthma, 84% diabetes and 55% for epilepsy.


• The reasons that patients/families are satisfied with the asthma care that they receive at their GP practice is that it is easy to 
book, happy with staffing, regular reviews, thorough care and knowledgeable staff.  The reasons that patients/families are not 
satisfied is that appointments are spaced out and not frequent enough, takes a lot for diagnosis and lack of face to face 
appointments.  


• The reasons that patients/families are satisfied with the asthma care at the hospital is that their appointments are thorough 
and not rushed and they are happy with the care provided by the Consultant.  The reasons why patients and families are not 
satisfied is the wait for an appointment, lack of communication, not frequent enough and the referral process is disappointing.


• The reasons that patients/families are satisfied with the diabetes care at their GP practice is that the staff are welcoming, 
supportive and helpful.  The reasons that patients/families are satisfied with the care at the hospital is that they are happy with 
the Lincoln Team, staff are helpful, welcoming, supportive, caring, kind, professional staff and face to face appointments and 
dissatisfied due to lack of staffing, no psychology support, hard to get answers from the nurses, not enough contact and long 
way to travel to the hospital with 1 parent indicating that their child needs to miss a day off school to attend their appointment.


Lincolnshire







Key findings


• The reasons why people are dissatisfied with the diabetes service at home is that they sometimes feel that they are left on
their own, not enough contact and support and they don’t want to be constantly ringing for advice.


• The reasons why people are satisfied with their epilepsy care is that they have faith and feel included in decisions about their care, 
timely access to nurses, notified of appointments.  The reasons why they are dissatisfied is have difficulties in contacting staff –
consultants and secretaries, things have slipped through the net eg, referrals for tests, promised phone calls and communications, there 
should be a bigger clinic and there should be better links, transition from paediatric to adult care and lack of seeing someone.


• When asked to what extent respondents agree with the following statements:
55% asthma, 90% diabetes, 44% epilepsy respondents agree that they feel notified and receive regular health checks
65% asthma, 83% diabetes, 56% epilepsy respondents agree that they feel notified and receive regular medication reviews.
55% asthma, 87% diabetes, 67% epilepsy respondents agree that they are notified and receive regular appointments with clinicians.
63% asthma, 76% diabetes, 29% epilepsy respondents agree that services are easily accessible.
60% asthma, 87% diabetes, 67% epilepsy respondents agree that they understand more about their condition following 
appointments/visits with clinicians.
70% asthma, 90% diabetes, 78% epilepsy respondents agree that the service received makes a difference to their quality of life.
85% asthma, 97% diabetes, 67% epilepsy  respondents agree that they are treated with dignity and respect.
80% asthma, 90% diabetes, 67% epilepsy respondents agree that they feel fully informed about the care that they receive.
75% asthma, 87% diabetes, 56% epilepsy, respondents agree that they feel fully involved in their care planning.
55% asthma, 87% diabetes, 44% epilepsy respondents agree to feeling supported to manage their condition.
75% asthma, 93% diabetes, 44% epilepsy respondents agree that they feel able to ask questions.
80% asthma, 90% diabetes, 67% epilepsy respondents agree that they have the appropriate medication to manage their condition.


• Further information and resources that would help patients/families manage their asthma condition were adequate assessments by an 
Asthma Nurse to properly assess their child for asthma, for diabetes - parent peer support, parent forums on social media, local groups 
and information and for epilepsy a clinic appointment after diagnosis, face to face support group, timely access to a Specialist Epilepsy 
Nurse 


• The key things that patients would like to improve about the asthma service is better and quicker collaboration, access to a clinic with 
nurses, more appointments more often, appointments with a higher professional, face to face appointments, more efficient referral 
system, for diabetes – more opportunity to meet with others/peer support, more frequent appointments, more local clinics, organised 
event to meet other children with diabetes, regular access to a psychologist/counselling/mental health support service, access to 
emotional support, more staff, more access to home visits, for epilepsy local face to face support groups, access to clinic with more 
nurses, an introduction to Epilepsy Dogs, access to Specialist Epilepsy Nurses.


Lincolnshire







Lincolnshire
Key findings 


• The one thing/change that would make the biggest difference to patients lives when managing their asthma condition is 


quicker service collaboration and plans put in place, better knowledge and understanding, for diabetes support and 


understanding from others and the wider community, especially schools, peer support, meeting other families living with 


diabetes, closed loop systems, being able to access and a choice of pumps, access to technology and available 


treatments, access to resources and quick responses and local clinics and for epilepsy having a Specialist Nurse 


available when needed, effective medication, access to resource and quick responses and contact point for 


clinical/practical questions about epilepsy/medication.







Electronic survey promotion and engagement


• Pilgrim Hospital, Grantham CDC, Grantham Hospital (Kingfisher Ward 


and Outpatients Department) and Lincoln Hospital.


• Distributed to 38 Children’s Centres across Lincolnshire for web-site 


and distribution.


• Circulated in the GP Primary Care and PCN bulletin for promotion with 


a request to text out to any eligible patients.


• Posters distributed to all GP practices in Lincolnshire to display in 


waiting areas and display on digital screens.


• Lincolnshire County Council Youth Forum.


• Lincolnshire County Council Participation.


• Communications and Engagement Lead – Maternity and Neonatal 


System for distribution to Military Voices and families and 


Maternity/Neonatal Families.


• Better Births Lincolnshire Facebook page.


• Lincolnshire County Council for promotion to all schools for distributing 


to parents/carers.


• Promotion to Practice Nurses and through the Practice Nurses 


Facebook Group.


• Circulated to Patient Participation Groups in Lincolnshire, NHS 


Lincolnshire Citizen Panel and Involvement Champions.


• Promoted on the Nextdoor app across Lincolnshire.


To make the survey directly accessible to a range of patients, the public and staff, we circulated it regularly via our ICB 


Engagement Bulletin – The Contributor - which is received by approximately 10,000 people in Lincolnshire.  Phone 


number and email details were also included should people wish to request the survey in an alternative format or seek 


support in completing the survey from the Engagement Manager.


Posters/fliers were distributed to the following groups/venues for promotion:-


• Active Lincolnshire.


• Lincolnshire Parent Carer Forum.


• Young Voices.


• Holiday Active Clubs.


• Children’s Health.


• Social prescribers across Lincolnshire.


• Ukrainian newsletter which is distributed to families across 


Lincolnshire.


• Promoted in Boston Councils ‘News from Prosperous Communities’ 


Newsletter which is promoted across community leaders and 


champions.


• Neighbourhood Manager – Lincoln for promotion.


• Public Health Officer, Lincolnshire County Council, East Lindsey 


Health and Wellbeing Quality of Life Network and contacts.


• Events Team, South Holland District Council, for distribution in the 


newsletter across South Holland.


• Distributed to our extensive stakeholder database that includes 


groups from the following; Traveller community, LGBTQ+, BAME, 


Disability, Carers, Young people, Older people, Faith and Religious 


and various community groups across Lincolnshire. 


Lincolnshire


Methods of Engagement 







Survey promotion and engagement - Continued


• Promoted via Lincolnshire Integrated Care Board web-site and social media platforms – twitter and facebook tagging 


in Lincolnshire Community Health Services, Lincolnshire County Council, ULHT, Lincolnshire Partnership NHS Trust, 


South Holland District Council, North Kesteven District Council, City of Lincoln Council, Boston Borough Council, 


East Lindsey District Council, West Lindsey District Council for sharing.


• Circulated to Lincolnshire Resilience Forum for distribution and promotion which includes District Council 


Communications Leads for promotion.


• Fliers sent to Community Officer, Boston Borough Council, for on the ground promotion in Boston.


• Bishop Grosseteste University for promotion to students.


• Lincoln University for promotion to students.


• Lincoln College for promotion to students.


• Personal phone calls by the Engagement Manager to Lincolnshire Community Connectors across Lincolnshire to 


gather feedback and increase promotion through groups, partnership boards, web-site and social media platforms.


• Lincolnshire Voluntary Executive Team, for promotion, which covers an extensive stakeholder list.


Lincolnshire


Methods of Engagement 







Face to face engagement
We were able to promote the engagement via speaking to the public face to face at engagement events and clinics, 


distributing the fliers and leaving fliers at venues.  Unfortunately, attendance at 2 clinics (Asthma and Diabetes Clinics) 


that we were due to attend at Lincoln County Hospital had to be cancelled at the last minute due to staffing.


Lincolnshire


Venue Date


Sleaford Library 5 June 2023


Asda, Boston 6 June 2023


Networking with Pride event 7 June 2023


Bro Pro, Burgh le Marsh 8 June 2023


Winnies Community Lounge, Winthorpe, Skegness 8 June 2023


Marisco Medical Practice, Mablethorpe 13 June 2023


“What Matters to You” Maternity Event, Park Springs, Gainsborough 15 June 2023


Breastfeeding Awareness Week events – Waterside Centre - Lincoln, Boston Market, Marshalls Yard –


Gainsborough, Co-op – Mablethorpe, Morrisons – Skegness


1 August – 7 August 2023


ACT Fun Day – Arboretum, Lincoln 10 August 2023


Epilepsy Clinic at Lincoln County Hospital 11 August 2023


Skegness – 999 day 16 August 2023


Boston Beach event 17 and 18 August 2023


Spalding Market 22 August 2023


ACT Fun Day – Ermine 24 August 2023 







Social media engagement during the engagement
period


• Posts - 10


• Reach – 5,265 (the number of 
people who saw any content from 
or about our page)


• Engagements: total  – 108 (likes 
and reactions, link clicks, shares, 
comments)


Lincolnshire


• Tweets - 10


• Impressions - 3,667 (the 
number of times any content 
from or about your page 
entered a person’s screen)


• Engagements - 91  
(Retweet’s (shares of our 
tweets by other users), 
replies, likes, clicks)







Section 1


Results and Findings from the 
Engagement


Lincolnshire







Lincolnshire


36%


13%


Diabetes (38) 51%


Asthma (27)


Q. Are you responding as someone who is receiving care for:-


Epilepsy (10)


We received a total of 75 responses.  51% of these were from patients/carers of children who 


have diabetes


Q. Are you completing this survey as:-


Carer/family member of a child or younger person receiving 


or received care (under 19 years)


49


A children or younger person receiving or received care 


(under 19 years)


12


Carer/family member of an adult (19 – 25 years of age) 


receiving or received care


2


Adult (19 – 25) receiving or received care 1


Local stakeholder 1


Other (5) 5


70


70% of respondents were carers or family members of a child or younger person receiving or received care (under 19 


years)







Geographical locations of the  respondents, against condition, 
are shown below based on full postcodes provided:-


Lincolnshire


Q. Please provide us with your home post code?







Areas of deprivation data


(please note that data was only able to be included if respondents 
provided their full home postcode)


Lincolnshire


Most Deprived Least Deprived


Cohort and District Council by 


Deprivation Decile 1 2 3 4 5 6 7 8 9 10


Grand 


Total


Asthma 1 3 4 1 2 4 1 2 2 20


Boston 1 1


East Lindsey 2 1 3


Lincoln 1 1 2 1 5


North Kesteven 1 1 1 2 5


South Kesteven 1 2 1 4


West Lindsey 2 2


Diabetes 4 4 2 3 6 4 6 5 34


East Lindsey 1 1


Lincoln 2 2 1 1 1 1 8


North East Lincolnshire 1 1


North Kesteven 1 3 2 5 4 15


South Holland 1 1


South Kesteven 1 1 2


West Lindsey 1 1 2 1 1 6


Epilepsy 1 2 1 3 2 9


East Lindsey 1 1


Lincoln 1 1


North Kesteven 1 1 1 2 5


South Holland 1 1


West Lindsey 1 1


Grand Total 5 3 4 6 2 7 11 8 8 9 63







Lincolnshire


Q. How old is the person that is receiving care?  
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Out of 66 respondents, the highest number of respondents (14%) were aged 11  







Lincolnshire


Q. Which location do you or the person you care for, access treatment?


Please note that some people have more one condition and access more than 1 site


Asthma - 76% (26/34) of respondents receive their care at their GP practice


Diabetes - 61% (35/57)of respondents receive their care at the hospital


Epilepsy - 58% (7/12) of respondents receive their care at the hospital


Asthma 
Out of 34 respondents, 68% of respondents accessed their care 
through their GP practice 


Condition Hospital Community 


venue


Home 


visit


GP 


Practice 


Other (please state) Total


Asthma Lincoln County Hospital (4)


Diana Princess of Wales, Grimsby 


AND Sheffield (1)


Pilgrim (2)


0 0 26 Do not access (1) 34


Diabetes Lincoln County Hospital (24)


Pilgrim (Hospital 5)


Grantham Hospital (4)


Diana Princess of Wales (1)


Peterborough OR Stamford (1)


School visit (1)


Other (3) but not 


stated


9 7 Don’t receive treatment (1)


Used to have a home visit but 


the nurse has left and not been 


replaced (1)


57


Epilepsy Lincoln County Hospital(4)


King’s College, London (1) 


Lincoln County Hospital AND Queen’s 


Medical Practice (1)


Lincoln County Hospital AND Sheffield 


Children’s Hospital (1)


0 0 5 Don’t receive treatment (1) 12







Lincolnshire


Q. Which healthcare professional do you mainly see for your 


treatment?
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Hospital Consultant General Practitioner Specialist Nurse Dietician No-one


Asthma (24 responses) Diabetes (56) Epilepsy (10)


46% (11//24) of respondents mainly see their Specialist Nurse for asthma treatment and 52% 


(29/56) for diabetes treatment.


60% (6/10) of respondents mainly see their Hospital Consultant for epilepsy treatment.







Q. When did you have your most recent appointment?
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In the last month In the last 2 months In the last 3 months In the last 6 months In the last 1 year Over 2 years +


Asthma (24) Diabetes (37) Epilepsy (9)


LincolnshireAsthma - 25% (6/24) of respondents have received their appointment within the last month and 8% 


(2/24) over 2 years ago.


Diabetes – 30% (11/37) of respondents have received their appointment within the last month and 


3% over 2 years ago.  Patients had either received appointments within the last 6 months or over 2 


years ago.


Epilepsy - 22% (2/9) of respondents have received their appointment within the last month and 11% 


(1/9) over 2 years ago.







Overall, how satisfied or not, are you with the service
that you receive? Lincolnshire
Asthma


(24) 


Diabetes


(33)


Epilepsy 


(9)


Very satisfied Satisfied Dissatisfied Very dissatisfied Don’t know


39% 31% 26% 4%


39% 45% 12% 3%


22% 33% 11% 22% 11%


Asthma


67% (16/24) were satisfied, 33% (8/24) were dissatisfied with their care at GP practice.


75% (6/8) were satisfied, 25% (2/8) were dissatisfied with the care received at the hospital .


Diabetes


83% (5/6) were satisfied, 17% (1/6) were dissatisfied with their care at GP practice.


87.5% (7/8) were satisfied and 12.5% (1/8) with their home visit.


87% (27/31) were satisfield, 13% (4/31) were dissatisfied with the care received at the hospital.


100% (4/4) were satisfied with the care received at a community venue 1 – school – 3 – venue not stated).


50% Other (1/2) were dissatisfied (used to have home visit but Nurse has not been replaced) or don’t know (1/2) (don’t receive 


treatment).
Epilepsy


80 % (4/5) were satisfied, 20% (1/5) of were dissatisfied with their care at their GP practice.


62.5% (5/8) were satisfied, 37.5% (3/8) were dissatisfied with their care received at the hospital. 


Other 100% (1/1) 0 don’t receive treatment didn’t know. 







Q. Overall, how satisfied are you with the service you receive?
Respondents provided their reasons Lincolnshire


Positive


Asthma -


GP 


Practice


Easy to get an appointment, friendly and helpful Nurse and given the right treatment and follow up appointments.


Thorough, not rushed, tests done, answers explained, next steps planned.


Lovely lady and explained what to do and how it works.


Regular asthma reviews.


Very knowledgeable on the condition and the pharmacist quickly made adjustments and recommendations for 


medications.


The Doctor at Ancaster was very thorough in providing help and referring my daughter to an asthma clinic. 


Satisfactory service when needed.


It was for my yearly check-up.


Knowledgeable, professional staff concerned with the individual.


The Nurse listened to how the childs needs have changed and adjusted the needed treatment accordingly but 


allowed flexibility should we need to revert back to additional medications.


Very friendly and amazing support.







Q. Overall, how satisfied are you with the service that you
receive? 
Respondents provided their reasons 


Lincolnshire


Positive


Asthma –


Hospital
Thorough not rushed, tests done.


Very knowledgeable consultant who takes the time and listen to concerns.  He collaborates with us as 


parents and with my son to create an individualised plan for his asthma care.







Q. Overall how satisfied are you with the service you receive?
Respondents provided their reasons 


Lincolnshire
Negative


Asthma –


GP practice


Appointments are quite spaced out (annual) with not much guidance in between.


It has taken a lot for diagnosis and numerous phone calls.


Since my son was given an inhaler by a go over 3 years ago, we have not had a face to face to find 


out if he really has asthma.


Not frequent enough.


He was given an initial inhaler and has had no correspondence since, it was only when we asked for 


a new one that they arranged one for him but he has never been properly monitored or assessed.


Still waiting to be officially diagnosed been waiting 6 years.


Asthma -


Hospital


It’s very difficult to wait so long between appointments and only being able to communicate other than 


through a very busy secretary there’s not support.


The referral process has been disappointing.


Not frequent enough.







Q. Overall, how satisfied are you with the service you receive? 
Respondents provided their reasons Lincolnshire


Positive


Diabetes –


GP Practice


Always welcoming and supportive.


Always helpful.


Diabetes –


Hospital
We run closed loop, support not required day to day.  Use emergency help when required but quite self sufficient.


Always very attentive and kind, work with the patient and always happy to help and advise.


Professionals seem to care about helping me make good choices.


The team are amazing. So approachable, understanding and compassionate.


The Diabetes Team at Lincoln are supportive and helpful.


Not had any issues with any of the staff they are always very helpful if we need advice or help.


Very supportive team.


We used closed loop and very much self managed with little input required from team.


In general, we are satisfied.


Caring and compassionate service.


Claire Cutts is amazing.


The team are brilliant.  They are friendly, knowledgeable and have my son’s best interests at heart.







Q. Overall, how satisfied are you with the service you receive?
Respondents provided their reasons Lincolnshire


Positive


Diabetes – Hospital
Our consultant listens to us and makes helpful suggestions.


Diabetes – Home visits Overall, we receive wonderful care from our team.


Always helpful.


Diabetes – Home and 


Hospital


The Lincoln Team are very responsive and supportive, they adapt the approach to meet needs of the individual 


young person, they listen to both the young person and parent, they encourage and promote self care and 


independence.


At the time care was provided adequately and timely.







Q. Overall, how satisfied are you with the service you receive? 
Respondents provided their reasons Lincolnshire


Negative


Diabetes –


Hospital


The team are not fully staffed to can take a while to respond to communication. There is no psychology support.


I can sometimes feel we've just been left to deal with it and I often feel like I don't know what I'm doing due to diabetes 


being so unpredictable. I don't want to be constantly ringing for advice 


Do not always handle my consultations well.


Hard to get answers from Nurses.


Not enough contact and left to manage alone.


Not enough staff or psychology support.


I'm happy with the service we receive but we use public transport and it takes us a whole day with travel and appointments 


so he has to miss a day of school (live in Gainsborough and receive care at Lincoln County Hospital).







Q. Overall, how satisfied are you with the service you receive? 
Respondents provided their reasons  Lincolnshire


Negative


Diabetes -


Hospital


Our usual nurses known to our child were not in clinic, the nurse didn't know my child and the consultant didn't know what 


we had discussed with our usual DSN. We know how to manage well ourselves so not an issue. Its been a long time, 


many years since we have seen other members of the mdt like psychology or dietitian. We are ok but this has changed 


dramatically from diagnosis over the years. 


Diabetes –


Home visit


I can sometimes feel we've just been left to deal with it and I often feel like I don't know what I'm doing due to diabetes 


being so unpredictable. I don't want to be constantly ringing for advice.


Concerned with the lack of home visits and no Diabetes Physiologist.


Sometimes feel a bit rushed.


Diabetes –


Other- does 


not receive 


support


Been too long since I’ve seen anyone.


Diabetes - GP 


practice, 


Hospital and 


home visit


Not enough contact and support.







Q. Overall, how satisfied are you with the service you receive? 
Respondents provided their reasons Lincolnshire


Positive


Epilepsy – Hospital King’s are very good.


We have faith in the knowledge of our son’s Consultant and we have been included in decisions about his care. 







Q. Overall, how satisfied are you with the service you receive?
Q. Respondents provided their reasons Lincolnshire


Negative


Epilepsy –


Hospital


My son was allocated a helpful specialist nurse when he moved to the adult clinic. We only had one appointment with her 


then she left and has not been replaced. The consultant we swapped to now only works part-time and is hard to get hold 


of. 


Decided on plans for future which is to up my medication and have an EEG. The appointment wasn't given for over 6 


month's so contact was made for seeing a doctor (Lincoln Hospital)


Have often had real difficulty in contacting the consultant/her secretary (I believe this has improved recently).   Things 


have slipped through the net on several occasions, such as referrals for tests, promised phone calls/communication etc.  


Follow up letters have often taken several months to appear. 


EEG and MRI 6 months overdue and ended up as an inpatient as a result of ineptitude.


There should be a bigger clinic and access to Nurses in Lincoln and better links between hospitals like consultant and 


video Links.  I am often repeating myself, there is not enough support for families either and no counselling offered for 


children or families.


Epilepsy - GP 


practice and 


hospital


When the appointments are provided the staff are good and helpful but unfortunately I had to go via PALS to enable my 


daughter to have an appointment despite numerous seizures. Transfer from paediatric to adult care was appalling until 


after the PALS complaint.


We are now satisfied with the service received but it took a complaint to PALS in order to receive access to a specialist 


nurse and a consultant appointment.


Epilepsy


(Other – don’t 


receive 


treatment)


Been far too long since I have seen anyone.







Lincolnshire
Q. To what extent do you agree with the following statements:-


Asthma (20) Diabetes (30) Epilepsy  (9)


I am notified and receive regular health checks Agree


Disagree


Don’t 


know


55%


40%


5%


Agree


Disagree


Don’t 


know


90%


10%


0%


Agree


Disagree


Don’t know


44%


56%


0%


I am notified and receive regular medication reviews Agree


Disagree


Don’t 


know


65%


35%


0%


Agree


Disagree


Don’t 


know


83%


17%


0%


Agree


Disagree


Don’t know


56%


44%


0%


I am notified and receive appointments with clinicians Satisfied


Disagree


Don’t 


know


55%


35%


10%


Agree


Disagree


Don’t 


know


87%


13%


0%


Agree


Disagree


Don’t know


67%


33%


0%


The services I need are easily accessible.  If you disagree, please 


tell us the reasons


Asthma


• No, you have to call an overworked secretary and it can take 


weeks for an opportunity to speak to someone.


• We haven’t seen anyone.


• Hard to be seen and heard.


• We have been awaiting a referral for about 3 months.


• My child has not arranged any follow up appointments in a year.


Agree


Disagree


Don’t 


know


63%


32%


5%


Agree


Disagree


Don’t 


know


76%


24%


0%


Agree


Disagree


Don’t know


29%


71%


0%







Lincolnshire
Q. To what extent do you agree with the following statements continued:-


Asthma (20) Diabetes (30) Epilepsy 


The services I need are easily accessible.  If you disagree, please tell us the reasons:-


Diabetes


• I control it myself.


• As long as mum chases for an appointment.


• Team don’t have enough staff so take a long time to respond to queries.


• Opportunity to move appointments would be better, also long waiting times at some 


appointments.


• Due to not enough staff can take a long time to answer correspondence.


• More contact with specialist nurses and other members of the team.


• Have a clinic at Gainsborough and would be less stressful for people who have to use 


public transport.to get to appointments.


• Still waiting for psychology appointment.


Epilepsy


• It is very difficult in Lincolnshire there are not enough specialist nurses especially in 


paediatric care – the absence of a nurse meant that there was no care or support 


outside of A&E admissions and eventually a consultant appointment.  Practical support 


and advice for a teenager to adapt and cope with was non existent.


• The checks and reviews were not regular before my complaint to PALS – since this 


complaint there has been approximately 6 monthly appointments.


• There are no support groups in this area.


• There is not enough support.  I’m having to call secretaries rather than supporting stuff 


like nurses.


• I’ve not seen anyone since pre-covid.


• Historically, it has been difficult to contact someone about our son’s epilepsy, so when 


we have concerns or questions, we don’t feel confident that we can speak to someone 


quickly or without several attempts (we have left messages and not had them 


returned).  


• Have not yet needed an appointment (luckily).







Lincolnshire
Q. To what extent do you agree with the following statements:-


Asthma (20) Diabetes (30) Epilepsy  (9)


I understand more about my condition following 


appointments/visits with clinicians 


Agree 


Disagree


Don’t know


60%


40%


0%


Agree


Disagree


Don’t know


87%


10%


3%


Agree


Disagree


Don’t know


67%


33%


0%


The service I have received makes a difference to my quality of 


life


Agree


Disagree


Don’t know


70%


15%


15%


Agree


Disagree


Don’t know


90%


10%


0%


Agree


Disagree


Don’t know


78%


22%


0%


I am treated with dignity and respect Agree


Disagree


Don’t know


85%


10%


5%


Agree


Disagree


Don’t know


97%


0%


3%


Agree


Disagree


Don’t know


67%


33%


0%


I feel fully informed about the care that I receive Agree


Disagree


Don’t know


80%


20%


0%


Agree


Disagree


Don’t know


90%


10%


0%


Agree


Disagree


Don’t know


67%


33%


0%


I am fully involved in my care planning Agree


Disagree


Don’t know


75%


15%


5%


Agree


Disagree


Don’t know


87%


13%


0%


Agree


Disagree


Don’t know


56%


44%


0%


I feel supported to manage my condition Agree


Disagree


Don’t know


55%


40%


5%


Agree


Disagree


Don’t know


87%


13%


0%


Agree


Disagree


Don’t know


44%


56%


0%


I feel able to ask questions Agree


Disagree


Don’t know


75%


20%


5%


Agree


Disagree


Don’t know


93%


3%


3%


Agree


Disagree


Don’t know


44%


56%


0%


I have the appropriate medication to manage my condition Agree


Disagree


Don’t know


80%


5%


15%


Agree


Disagree


Don’t know


90%


0%


10%


Agree


Disagree


Don’t know


67%


33%


0%
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Lincolnshire


Q. Are you aware of the following information and support resources 


available to you and your family?


41% of respondents were not yet aware of the newly launched Children and 


Younger People website.  Digibete and JDRF UK Type 1 Research were the 


sites that more people were aware of







Lincolnshire


Q. Please provide details of further information or resources that would help you


to manage your condition


Asthma To find out if my child really does have asthma.


Our visits have been to an asthma nurse who couldn’t listen to our son’s chest 


when poorly at the review. Literally going through an asthma care plan on paper 


and asking us questions which weren’t  relevant. 


Assessment by Asthma Nurse to properly assess him.


Diabetes Parent peer support. Opportunity to be involved in service design and delivery -


consulted on how services can be improved. Does the service have parent/ 


service user expert by experience?


Type 1 parent forums on social media.


Peer support.


Teenager information.


Local group meet ups.







Lincolnshire


Q. Please provide details of further information or resources that would help you


to manage your condition


Epilepsy The only support we have been directed to is epilepsy action - not a 


Lincolnshire website. A clinic appointment after diagnosis would have helped -


this only happened once – this only happened once my daughter was 


transferred to adult care.  Face to face support group?


Timely access to a specialist nurse upon diagnosis to talk through the changes 


required in lifestyle etc. 


Specialist Epilepsy Nurses!  It seems that one consultant is highly insufficient to 


provide the level of care needed by all of Lincolnshire's young epilepsy 


sufferers.  To have a contact point with knowledge of medication and the 


condition would be invaluable.  We have experienced this system working 


incredibly well for the Paediatric Rheumatology Team at QMC. Also signposting 


to local support groups for children with epilepsy/their carers. 


A Specialist Nurse.


Diabetes


and 


Epilepsy


I manage my condition myself, this allows me to remain independent and away 


from hospital, so wasting staff time.







Q. Asthma - What works well when accessing services?


LincolnshireAsthma – GP 


Practice


Notified when needed an appointment and can do it over the phone too.


Appointments are close to home at the GP practice.


Once we get to our GP we are very much listened to.


Contacting the GP for an appointment.


That the nurse sees how the childs needs are changing as they become 


older.


Everything.


All works well.


Nothing is provided.


Asthma –


Hospital


The consultants are great when I see them. 


Asthma - GP 


Practice and 


Hospital


A regularly reviewed asthma plan.


Access to appropriate prescription.







Diabetes – GP 


practice 


Receive positive outcomes usually.


Diabetes - Hospital Contacting team.


Being able to ring or email the team (individually or the team email) and them booking extra 


appointments or giving you a call is amazing and so reassuring as a parent.


Face to face appointments, staff being empathetic, understanding that diabetes is only one part of 


me.


24 hour access to support, various ways to contact, regular clinics.


Seeing someone.


Caring and compassionate.


Always available when called.


Being able to access DSN for advice.


Quick responses.


Diabetes - GP 


practice and 


Hospital


Being able to chose between in person or phone call appointments at hospital.


Diabetes - GP 


practice, hospital 


and home visit


On call nurses and access to nurses via text message for advice.


Access to technology.


Regular appointments, ability to contact DSN's direct by phone for support, home visits.


Close by, helpful.


Lincolnshire


Q. Diabetes - What works well when accessing services 







Home visit and 


hospital


Having our own dedicated Nurse.


Clinic appointments to support my daughter and involve her in managing her diabetes. 


Lincolnshire


Q. What works well when accessing services - Diabetes


Q. What works well when accessing services - Epilepsy


GP practice 


and hospital


Timely access to specialist nurses.


Face to face support group for parents.


Someone who understands.


We are always notified of appointments, seen quickly and feel confident in the advice we are 


given/decision made about care/medications etc.


Hospital The consultant is great when I see her.


Quickly seen when arrived at hospital.


GP practice 


and hospital


Absolutely nothing.







Lincolnshire
Q. Asthma - What would you like to improve about the service you receive?


I am happy with everything


Access to a clinic with 


nurses.  I had this when I 


was pregnant with 


generational diabetes but 


don’t feel this way for my 


asthmatic son 


Occasional appointments 


with a higher professional 


Being able to get to see a GP face to face


not just talked to over the telephone 


Better and quicker collaboration


between services 


Access to antibiotics when needed 


Face to face appointment to find


out if my child has got asthma


More appointments 


more often and not just 


a tick box survey A more efficient referral service 


to asthma clinics 


Assessments made


Nothing







Lincolnshire


Q. Diabetes - What would you like to improve about the service you receive?


More acknowledgement 


and understanding of 


child’s voice in their 


care plan.


More opportunity to meet 


with others with Type 1


Opportunity to be involved or 


consulted on service design and 


delivery.


Diabetes Physiologist


Nothing


More frequent appointments 


Organised event to meet other 


children with diabetes


Regular access to a 


psychologist/counselling


/mental health support –


particularly as enter 


teenage years.


Being able to see a dietician


More staff:-


My daughter would like a pump 


and was due to receive one this 


summer however due to staffing 


shortages this is unable to go 


ahead. 


More access to home visits Access to emotional 


support for 


parents/carers in dealing 


with the acceptance of 


diabetes


Signposting to Carers First


Opportunity for 


parent/service user 


rep expert by 


experience 


More clinic 


appointments in 


Gainsborough


More peer support


Make 


technology/care 


as accessible to 


adults as it is 


children


Regular check in 


between appointments A Diabetes Specialist 


Psychologist







Lincolnshire


Q. Epilepsy - What would you like to improve about the service you receive?


Local face to face 


support/social groups 


for parents


Possibly more 


appointments if 


necessary.


Increased number of epilepsy 


nurses (especially in 


paediatrics) (children need 


different support to children or 


adults)


Access to Specialist 


Epilepsy Nurses.


Everything


Access to clinic with more nurses.  I had wealth of support when I 


was pregnant but practically nothing here for my son’s epilepsy.  


The people there are consultants, there also should be an easier 


way for me to share diaries and videos of hid condition 


communication between hospitals should be better. QMC had 


nothing.


An introduction to Epilepsy dogs 


for other people who have 


difficulty in managing their 


condition. Other forms of control 


that may maintain their 


independence and provide control 


back to the individual.







Lincolnshire
Q. What one thing/change would make the biggest difference to 


your life when managing your condition?


Asthma


• For my medication to work.


• Quicker service collaboration and set plans in place.


• Closed loop system.


• Being seen and heard more when poorly.


• I feel like I could be better advised but I assume this advice will come when I finally get an appointment with an asthma clinic.


• Better knowledge and understanding.


• Prescribing doctors understanding that 28 or 56 prescriptions fail to fit the 200 doses in the usual inhaler.


• I am happy with everything.


• Nothing.







Lincolnshire
Q. What one thing/change would make the biggest difference to 


your life when managing your condition?


Diabetes


• Lack of judgement and more understanding.


• Being able to exercise more.


• Support and understanding from others and the wider community, especially school.


• Peer support.


• My child to be more compliant.


• Meeting other families living with Type 1 Diabetes.


• Closed loop systems.


• For my daughter to receive a pump to make it easier for her to manage her diabetes.  I also feel the appointment system does not work, we 


are unable to re-arrange appointments despite on the letter saying we can.  These are set 3 months in advance with no movement.


• Counselling/support in dealing with the mental health impact of diagnosis.


• Choice of pumps.


• Access to technology.


• Access to all available treatments – I know this is CCG/Trust and area dependent.  Knowing a particular insulin pump or CGM is available in 


a different hospital/area but not your own can be quite hard.


• About to start transition clinic but don’t know what that will involve and worried about the care reducing dramatically once 18, type 2 seems 


the priority yet still a young person learning to manage independently.


• A clinic in Gainsborough.


• Others understanding.


• Insulin pump for my daughter.







Lincolnshire
Q. What one thing/change would make the biggest difference to 


your life when managing your condition?


Epilepsy


• People realising urgency and understanding the dangers.


• Having a Doctor or Nurse to help when having a seizure if things are bad.


• Further research to develop drugs to control/end seizures on a long term basis. Public awareness of what to do & how to help (Not assuming 


that someone is drunk).


• Having a Specialist Nurse available, when needed, and a local (not Nottingham) support group.


• Further research to develop drugs to control/end seizures on a long-term basis.  Public awareness of what to do and how to help (not 


assuming that someone is drunk).


• Effective medication and for it to work.


• Contact point for clinical/practical questions about epilepsy/medication etc.


Diabetes and Epilepsy


• Access to resource and support and quick responses after being admitted.  My son has been in ambulance and admitted many times and the 


consultant only knows from me so I have to chase and say the medications are not working.  The wards have no support for epilepsy they 


have no authority to change medications leaving my son in an awful mess for 7 days in drink like state.  It was so distressing.


• Access to appropriate accommodation, no stairs.







Face to face engagement feedback – Arboretum ACTS
Fun day - 10 August 2023 


Lincolnshire


Asthma


• All of the parents spoken to regarding Asthma had received their 


annual review.


• All had received a review of their inhaler technique, however 1 


commented that until the review this year they had never been 


shown how to use their inhaler (CYP had asthma for several years). 


Diabetes


• 1 parent reported that their CYP was incontinent (at 11 years of age) 


and concerned it is diabetes as incontinence improves when sugar in 


diet is reduced. GP practice are not doing a blood test as no sugar in 


urine dip test. (The Children and Younger People Programme 


Manager will liaise with the Diabetes Team for more information 


about this and if necessary contact the GP practice).


• 1 child seen with Type 1 diabetes - she had a Continuous Glucose 


Monitoring device (CGM) and is hoping to get a pump soon. Mum 


had no concerns about her care. 







Face to face feedback – Epilepsy Clinic – Lincoln County Hospital 
– 11 August 2023 Lincolnshire


The Children and Younger People Programme Manager spoke to 5 families at the clinic, who were with their children aged between ages 8 –


15 years.  The key themes were highlighted detailed below:-


Diagnosis


4 had an epilepsy diagnosis, 1 was under investigation for neurology at this stage. 2 young people have additional ADHD/Autism diagnosis. 1 


young person also has arthritis. 


Of the 5, only 1 was receiving care from a tertiary centre for Epilepsy and this was in Sheffield. 


Staffing


All 5 fed back Dr Herath is lovely and there were no issues or concerns raised. However, 2 commented that they felt she has a lot to do and 


manage (referring to the amount of children she has to see). 


Epilepsy Specialist Nurses (ESN):


All 4 of the parents with a child with an epilepsy diagnosis would like to be able to contact an Epilepsy Specialist Nurse directly regarding any 


worries or concerns they have about their child’s epilepsy and treatment. The 4 children who were seen at the clinic have all been diagnosed 


more than 1 year ago so do not come under the ESN current remit, which is for those in the 1st year of diagnosis. The reason for this is due to 


capacity and the size of the caseload. 


The parent of the child under Sheffield care says that when they contact the Sheffield Epilepsy Specialist Nurse’s they have to leave an 


answer phone message which says they will be in contact in 5 days but they rarely hear back. 


“Dr Herath is 
fantastic”







Lincolnshire
Clinic environment


Some suggestions to improve the environment were to have beads on loop type toys in the waiting area, a separate area for 


adolescents, which would also be a step in moving towards an adult clinic.  1 CYP had previously been seen at King’s Mill 


Hospital and they felt that the environment there was much better.


Transition 


1 child was spoken to about transition to adults’ service, and that this wouldn’t be too long in happening. 


Appointments:-


4/5 had received their appointments, however, 1 parent had to chase for their 6-month appointment as they had not received. 


1 parent reported that they had a video call with a male consultant at Lincoln during covid, the consultant was reported as 


being dismissive and discharged their child, so they have had to start the process again. 


1 child when referred by GP to central booking had said they don’t mind where they go for an appointment, whatever is 


quickest. They were given an appointment at Kings Mill, when they were seen there the consultant advised that he has clinics 


in Newark and these have not been filled ( so the CYP would have been seen quicker and nearer to home). 


1 CYP parent- when a child has multiple appointments if they can be done by telephone this would be easier.


Times


All 5 reported that they were seen in a timely manner today and hardly had to wait to be seen once they had arrived at the 


clinic. 


Face to face feedback – Epilepsy Clinic – Lincoln County Hospital – 11 


August 2023 - Continued  







LincolnshireFace to face feedback – Epilepsy Clinic – Lincoln County 


Hospital – 11 August 2023 - Continued  


Test/procedures


• 1 parent reported that although the appointments with the Consultant was good, there seemed to then be an issue with the 


tests/procedures that were required following the appointment. They seemed to fall through the net and not happen. 


• 1 parent reported they had to travel to Louth for a CT scan and have not had the report for this. 


• Unable to get urgent EEG when required – child is having multiple seizure activity but by the time an EEG arranged this has 


stopped so doesn’t capture what is happening.


Tertiary Care


• 1 child has been under Sheffield for 7 years for their care. They report when things are going well the care is good, however 


when their child is unwell and having problems they do not seem to care and are not supporting. 


• Child was having 30 seizures a day, parent contacted Sheffield and were told to go to Rainforest ward, this had to be done 


through A&E. When they arrived on the ward it then took several hours for Sheffield to be contacted to give advice for 


treatment. Sheffield advised an urgent EEG but this was not done until 36 hours later. 


• The parent felt that it would be much better if Sheffield rang Rainforest ward for CYP to be admitted and give advice then -


this would save time for all as well as reduce unnecessary A&E visit. 







• Education:


• 1 parent reported that the school their child attends is excellent in how they support their child. 


• A suggestion for improvement was that there should be training for teachers and that epilepsy should be part of 


PHSE lessons.  1 parent whose child was seen at Sheffield reported the Epilepsy Specialist Nurses’s there have 


to do yearly training at their child’s school and wondered if this could be replicated more - Could this be more 


locally done?  The Children and Younger People Programme Manager agreed to follow this up with the service.   


Care


• 1 parent reported that their child was on Rainforest ward and required overnight monitoring, but this didn’t 


happen, however they did reiterate the care is usually very good and have no complaints. 


Face to face feedback – Epilepsy Clinic – Lincoln County 


Hospital – 11 August 2023 - Continued  Lincolnshire







• The feedback from our engagement should be used and triangulated with other ongoing patient 


experience data which is being collated across primary care, hospital sites and community visits to 


help improve the service going forward.  Where there are particular areas highlighted, further 


engagement should be undertaken.


• The Children and Younger People Transformation Board are asked to note the feedback and discuss 


recommendations from the findings.


• Ensure that the report is shared with the Health Inequalities Diabetes Community Connectors Project 


Team.


• Publish this report and complete ongoing involvement of people and communities and feedback on 


how on how this has influenced children’s services.


Recommendations and next steps


Co-production


A total of 23 patients and identified through our engagement that going forward they would like to 


be involved in the programme of work and would be willing to play an active role in the future 


development of service by sharing their patient story, experiences and ideas in more detail.  


Of these, 5 of these were patients who had asthma, 14 diabetes and 4 epilepsy.


Lincolnshire







Section 3


Patients and Public


Equalities Monitoring


Lincolnshire







Under the provisions of the Equality Act 2010, all NHS organisations are required to demonstrate that 
their processes are fair, and that they are not discriminating or disadvantaging anyone because of their 
age, disability, gender reassignment status, marriage or civil partnership status, pregnancy or maternity, 
race, religion or belief, sex or sexual orientation. Lincolnshire


Gender Responses


Male 16% 7


Female 82% 35


Non-binary 0% 0


Intersex 0% 0


Prefer to self 


identify 0% 0


Prefer not to say 2% 1


Answered 43


Age Responses


Under 16 years 12.5% 5


16 – 19 2.5% 1


20 - 25 2.5% 1


26 - 29 2.5% 1


30 – 34 20% 8


35 - 39 12.5% 5


40 – 44 20% 8


45 - 49 12.5% 5


50– 54 2.5% 1


55 - 59 2.5% 1


60- 64 2.5% 1


65 + 2.5% 1


Prefer not say 5% 2


Answered 40


Ethnicity Responses
Bangladeshi 0% 0


Indian 0% 0


Pakistani 0% 0


Any Other Asian 


Background 2% 1


African 0% 0


Caribbean 0% 0


Any Other Black 


Background 0% 0


White and Asian 0% 0


White and Black African 0% 0


White and Black 


Caribbean 0% 0


Any Other Mixed 


Background 0% 0


White 


British/Scottish/Northern 


Irish/Welsh 91% 39


Any Other White 


Background


Ukrainian 0% 0


Chinese 0% 0


Gypsies & Travellers 2% 1


Any Other Ethnic Group: 


Arab 0% 0


Prefer not say 5% 2


Answered 43







Have you gone through any part or process or do you intend 


to bring your appearance more in line with your gender 


identity?


Responses


Yes 0% 0


No 96% 25


Prefer not to say 4% 1


Answered 26


Do you consider yourself to have a 


disability?


Responses


Yes limited a little 18% 6


Yes, limited a lot 9% 3


No 70% 23


Prefer not say 3% 1


Answered 33


Religion or beliefs Responses


Buddhism 3% 1


Christianity 44% 17


Hinduism 0% 0


Islam 0% 0


Jainism 0% 0


Jewish 0% 0


Sikhism 0% 0


Atheist 0% 0


Muslim 0% 0


No Religion or Belief 50% 19


Rather not say 3% 1


Any other religion 0% 0


Answered 38


Lincolnshire


Carer - Do you look after, or give any help or 


support to family members, friends, 


neighbours or others?


Responses


Yes


Primary carer of child/children 


(under 18) – 16


Primary carer of disabled 


child/children – 3


Primary carer of disabled adult 


(18 and over) – 2


76%


14%


10%


No 0% 0


Answered 21


Pregnancy and maternity - are you an 


expectant mother or given birth in the 


last 26 weeks?


Responses


Yes 0% 0


No 96% 27


Rather not say 4% 1


Answered 28


Sexual orientation Responses


Bisexual 6% 2


Gay 0% 0


Heterosexual 86% 31


Lesbian 0% 0


Prefer to self –identify-


Queer 0% 0


Rather not say 8% 3


Answered 36
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Community Connectors (Co-ordinator & a group of volunteers)

HI Community Connectors are those with influence in their community who can help engage local people with health services. Offering unique insight into the barriers people living in their communities’ face, connectors are ideally placed to advise local NHS services on how these can be overcome and what makes a good service.

VCS to host and lead the Community Connector Co-ordinator (liaising with the Lincolnshire ICB Health Inequalities Team & Lincolnshire ICB CYP Transformation Team). 

· HI Team will hold weekly project team meetings (Mobilisation – until October).

· There is a quarterly reporting requirement to NHSE but these need to be completed by VCS and submitted to the Health Inequalities Team for review – Health Inequalities Team will submit this on behalf on LICB and VCS.

· VCS will be responsible for the administration/distribution of community connector volunteer expenses. 

· VCS will be responsible for the HI Community Connector Co-ordinator post but activities should be reported and monitored by CYP Transformation Team. 

· A short form contract will be issued between VCS and LICB before any recruitment can take place. 

· Funds will be transferred over from LICB to the VCS by End of August. 



Co-ordinator Role

· The co-ordinator will be recruited by VCS. 

· The co-ordinator will recruit and manage a pool of volunteers from CYP and their parents to share lived experience of using services. 

· The co-ordinator will be responsible for creating volunteer packs.

· The co-ordinator/chair will act as the main point of contact for all enquiries and for the group of voluntary community connectors.  

· The co-ordinator will arrange and lead on co-ordination of events and the ‘CYP Diabetes Voices Group’ (working title – CYP group will name it once the group have been established).  

· The co-ordinator will ensure that the volunteers also include representatives from our Core20Plus groups (jointly working with ULHT/CYP Transformation Team to access lists). 

· The co-ordinator role will be the conduit and will be able to access and connect with other colleagues across the system. To identify and feedback the groups views with colleagues in the system. 

· To develop and co-produce possible solutions to overcome any barriers. 

· Ensure that the group are compliant with GDPR and complies with local governance issues (where appropriate). 

· To comply with Safeguarding policies by Lincolnshire Safeguarding Children’s Partnership. 

· To be DBS checked.  

· The co-ordinator may also act as the chair of the group (dependent on volunteers). 

· The co-ordinator will facilitate the working group meetings including agenda setting and minute taking.  

· There is a possibility to work with and liaise with clinicians which may include possible travel to different venues. 

· Volunteer packs to be created once recruited co-ordinator. 

· To help with quarterly reporting and submit this to the Health Inequalities Team which may including helping capturing possible case studies that showcases the journey, engagement, system learning, training, events and impact/benefits.

· Once the CYP Diabetes Group has been established – the HI Community Connector Co-ordinator will have capacity to sustain this group and establish additional HI Community Connector Groups. 





Chair Role (The co-ordinator could take this role if they are no volunteers for the chair). 

· This should be a person with lived experience so a CYP themselves or a parent with a CYP with Diabetes. 

· To attend all meetings and chair and facilitate the meeting. 





Community Connectors as a whole group:

· To be actively involved in influencing the shaping of service.

· The community connectors will be involved in facilitating events and acting as an engagement link for CYP with diabetes and their families by sharing their own experiences and being a champion. 

· This group will help capture insight and experiences and to work alongside health and care partners to understand barriers for CYP (0-18 years old) with Diabetes to reduce health inequalities in these groups around access, experiences and outcomes. Some examples may include looking at barriers around the uptake of diabetes technology such as continuous glucose monitoring, flash monitoring and insulin pumps, the access of their appointments, health checks, CYP friendly information etc. This will include suggested changes, ideas and proposed ideas for implementing changes within processes and pathways.

· Events etc. will cover all Lincolnshire CYP with Diabetes/ parent/carers.  

· There is an expectation of both virtual and face to face meetings.



Milestones

		Milestone

		By

		Who



		Funding transferred to VCS

		31/08/2023

		LICB



		Short form contract issued from LICB to VCS

		31/08/2023

		LICB



		Advertisement of the Community Connector Co-ordinator post

		To advertise before 08/09/2023

		VCS



		Recruitment of the Community Connector Co-ordinator (in post)

		30/09/2023

		All



		Community Connectors CYP Working Group to be established.

		31/10/2023

		All
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Diabetes 2021-22  NPDA and PHM

Prevalence. 

The NPDA audit is data submitted by secondary care regarding CYP. ULHT recorded 358 CYP with type1 diabetes and in Grantham and Pilgrim <4 CYP with type2 (Lincoln had 0) recorded. PHM data 2023 suggests that 443 CYP (0-18years) have type 1 diabetes. The figures will be slightly different as the audit is from 2021-22 so likely increase in patients diagnosed and also an assumption that the other patients will be attending secondary care out of county. 

Prevalence in CYP of type1 in Lincolnshire is 0.26% and for type 2 0.02%.

Sex 

2023 PHM data-Of the 443 patients 51.2% Male and 48.8% Female, this is in line with the general CYP population. 

Age

Grantham sees a higher percentage than regional and England & Wales in the 0-4years ages with 11%. Pilgrim sees more CYP 10-14 years (49.2%) and Lincoln CYP 15+ years (35.9%).

Ethnicity

All units have a white CYP population of over 97% with Pilgrim seeing 100% white CYP. Lincoln sees 0.6% black, 0.6% other and 1.8% mixed. Grantham sees 1.4% mixed.  

2023 PHM data suggests that 8% of the CYP population with diabetes are not white British. The general CYP population is 76.7% white British therefore 33.3% are not white British. 

Deprivation

In Grantham there are more children seen that live in the least deprived quintile, Lincoln more in the 2nd least deprive quintile whereas in Boston more children are seen from the 2nd most deprived quintile. Whereas nationally and regionally there is a general spread across the quintile but slightly higher % seen in the most deprived quintile. 

2023 PHM data shows the overall IMD for diabetes is 5.6 which is inline with the general CYP population. In terms of fuel poverty 38% live in household with fuel poverty >15%, 39% live in fuel poverty of 10-15%, 21% in 5-10% and 1% 0-5%, indicating that the majority (77%) live in fuel poverty of >10% which is classed as fuel poor. 

Weight

Pilgrim saw the highest level of obesity of 32.4% (East Midlands 25.4%, England & Wales 24.5%)

Lincoln saw the highest overweight at 21.6% (East Midlands 17.6%, England & Wales 17.8%)

Grantham saw a high level underweight at 3% (East Midlands 0.9%, England & Wales 1%)

Psychological support

Although there were low levels of assessments for psychological support, of those that were assessed a higher % needed support Grantham 57%, Lincoln 73.3%, Pilgrim 37.5% (east Midlands 33.2%, England & Wales 39%). However, consideration needs to be given that only those that were felt needed support were assessed, therefore producing a higher requirement. 

Health Checks

At ULHT more CYP than both nationally and regionally are having all 6 health checks completed in a year 75.8% at Pilgrim, 79.3% at Lincoln and 80% at Grantham, compared to 59.7% England & Wales and 66.3% East Midlands. 

Of the 6 checks eye screening was the check that was performed least often between 56-71%.

Additional checks show considerably poor performance across all 3 sites for psychological assessment, carb counting within 14 days and a dietetic appointment being offered. Lincoln performed poorly in regard to 4+ HbA1c checks per year. 

HbA1c median result was slightly higher across all three sights compared to regional and national rates, except for Grantham whose rate was slightly lower than the national. 

Treatment regimes

All 3 sites have higher use of insulin pumps than the regional and national average, and consequently less use of 1-3 injections and multiple use injections. 

The use of insulin pumps is higher across all quintiles of deprivation than both the regional and national figures except for the CYP in the most deprived quintile in Grantham. However, there is less use of insulin pumps in the most deprived quintile at all the sites compared to other quintiles. Interestingly pump use is also slightly lower in the least deprived quintile. 

The use of pumps according to ethnicity is higher in both white and ethnic minority compared to regional and national use. With use in ethnic minority slightly higher than compared to white in Lincoln. This may be due to the small number of ethnic minorities CYP with diabetes meaning a bigger percentage difference is seen. 

CGM and Flash use

Lincoln & Grantham were better than the East Midlands and England & Wales for CGM use apart from Pilgrim who were just under the England & Wales use at last visit. However, Grantham saw much higher use than both Lincoln and Boston, 57.4% compared to 37.3%. 

All 3 sites have lower use of Flash GM than the regional use, but Lincoln & Pilgrim have slightly higher use than the national picture, Grantham is just below the national use. 

CGM use is varied across deprivation quintiles. With Grantham having a low use in the most deprived quintile, Pilgrim in the 2nd & 3rd most deprived and Lincoln in the least deprived. 

In Lincoln only 20% use of CGM in CYP with ethnic minority background, compared to 35.9% in those of white background. 

Flash GM in terms of deprivation- Use of flash is slightly lower and is converse to the CGM use as one or the other system will be used. If it is assumed that is the case, then use of either CGM or Flash GM is over 76.5% in each quintile. The lowest use is in Lincoln most deprived and 2nd most deprived categories. 

Closed Loop System

Grantham CYP has considerable higher use of closed loop systems at 21.1% compared to Lincoln 3.6% and Pilgrim 1.7% (East Midlands 6.9%, England & Wales 7.4%) 



Emergency Admission rates

All 3 sites have higher rates of emergency admissions than regional and national average, Lincoln considerably higher at 9% compared to national 5.5%

2023 PHM data- 91 attendances to A&E with diabetes or endocrine related issue in 2022/23.  

For CYP attending A&E who have diabetes but may be attending for other reasons 302 attendances were generated

Overall 39.5% of patients with diabetes attended A&E

Females more likely to attend

Repeated attendance is higher in non-white British ethnic groups (low number generating higher percentage)

Insulin pump use is high in attendees except for those attending more frequently (4+ times)

IMD decreases as frequency increases.  
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Diabetes 2021-22  NPDA

Prevalence. 

The NPDA audit is data submitted by secondary care regarding CYP. ULHT recorded 358 CYP with type1 diabetes and in Grantham and Pilgrim <4 CYP with type2 (Lincoln had 0) recorded. GP data suggests that 327 CYP have type 1 however there is 10 practices where the data sharing has not been completed, so this will generally be in alignment with ULHT numbers. However, with Type2 there are 22 CYP recorded in primary care. A deep dive into the TYPE 2 data needs to take place to establish if this is a recording issue in the audit or primary care, primary care not referring to secondary care (NICE guidance is for CYP with type2 to be referred to secondary care) or CYP with TYPE 2 not being offered annual reviews in secondary care. 

Prevalence in CYP of type1 in Lincolnshire is 0.26% and for type 2 0.02%. 

Age

Grantham sees a higher percentage than regional and England & Wales in the 0-4years ages with 11%. Pilgrim sees more CYP 10-14 years (49.2%) and Lincoln CYP 15+ years (35.9%).

Ethnicity

All units have a white CYP population of over 97% with Pilgrim seeing 100% white CYP. Lincoln sees 0.6% black, 0.6% other and 1.8% mixed. Grantham sees 1.4% mixed.  

Deprivation

In Grantham there are more children seen that live in the least deprived quintile, Lincoln more in the 2nd least deprive quintile whereas in Boston more children are seen from the 2nd most deprived quintile. Whereas nationally and regionally there is a general spread across the quintile but slightly higher % seen in the most deprived quintile. 

Weight

Pilgrim saw the highest level of obesity of 32.4% (East Midlands 25.4%, England & Wales 24.5%)

Lincoln saw the highest overweight at 21.6% (East Midlands 17.6%, England & Wales 17.8%)

Grantham saw a high level underweight at 3% (East Midlands 0.9%, England & Wales 1%)

Psychological support

Although there were low levels of assessments for psychological support, of those that were assessed a higher % needed support Grantham 57%, Lincoln 73.3%, Pilgrim 37.5% (east Midlands 33.2%, England & Wales 39%). However, consideration needs to be given that only those that were felt needed support were assessed, therefore producing a higher requirement. 

Health Checks

At ULHT more CYP than both nationally and regionally are having all 6 health checks completed in a year 75.8% at Pilgrim, 79.3% at Lincoln and 80% at Grantham, compared to 59.7% England & Wales and 66.3% East Midlands. 

Of the 6 checks eye screening was the check that was performed least often between 56-71%.

Additional checks show considerably poor performance across all 3 sites for psychological assessment, carb counting within 14 days and a dietetic appointment being offered. Lincoln performed poorly in regard to 4+ HbA1c checks per year. 

HbA1c median result was slightly higher across all three sights compared to regional and national rates, except for Grantham whose rate was slightly lower than the national. 

Treatment regimes

All 3 sites have higher use of insulin pumps than the regional and national average, and consequently less use of 1-3 injections and multiple use injections. 

The use of insulin pumps is higher across all quintiles of deprivation than both the regional and national figures except for the CYP in the most deprived quintile in Grantham. However, there is less use of insulin pumps in the most deprived quintile at all the sites compared to other quintiles. Interestingly pump use is also slightly lower in the least deprived quintile. 

The use of pumps according to ethnicity is higher in both white and ethnic minority compared to regional and national use. With use in ethnic minority slightly higher than compared to white in Lincoln. This may be due to the small number of ethnic minorities CYP with diabetes meaning a bigger percentage difference is seen. 

CGM and Flash use

Lincoln & Grantham were better than the East Midlands and England & Wales for CGM use apart from Pilgrim who were just under the England & Wales use at last visit. However, Grantham saw much higher use than both Lincoln and Boston, 57.4% compared to 37.3%. 

All 3 sites have lower use of Flash GM than the regional use, but Lincoln & Pilgrim have slightly higher use than the national picture, Grantham is just below the national use. 

CGM use is varied across deprivation quintiles. With Grantham having a low use in the most deprived quintile, Pilgrim in the 2nd & 3rd most deprived and Lincoln in the least deprived. 

In Lincoln only 20% use of CGM in CYP with ethnic minority background, compared to 35.9% in those of white background. 

Flash GM in terms of deprivation- Use of flash is slightly lower and is converse to the CGM use as one or the other system will be used. If it is assumed that is the case, then use of either CGM or Flash GM is over 76.5% in each quintile. The lowest use is in Lincoln most deprived and 2nd most deprived categories. 

Lincolnshire ICB are funding CGM for CYP diabetes under the NICE guidance that was pre-March 2022. However, the ICB has not yet made a decision on whether to implement the updated guidance yet.

Closed Loop System

Grantham CYP has considerable higher use of closed loop systems at 21.1% compared to Lincoln 3.6% and Pilgrim 1.7% (East Midlands 6.9%, England & Wales 7.4%) 

Need to understand why more children in Grantham access pump and CGM- is it around funding?



Emergency Admission rates

All 3 sites have higher rates of emergency admissions than regional and national average, Lincoln considerably higher at 9% compared to national 5.5%
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NHS Standard Contract 2023/24 
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SCHEDULE 2 – THE SERVICES 
 


N. Health Inequalities Action Plan 
 
 


New action plan to be included once this has been agreed. 
 
Health Inequalities Action Plan  
 
Both CCGs and NHS England play key roles in addressing equality and health inequalities 
through their legal duties; as commissioners, as employers and as local and national system 
leaders, in creating high quality care for all.  
 
It is accepted that this schedule needs to be signed ahead of the 30th April 2022 national 
contract sign off date. As such, parties agree that this is an agile schedule that may need to 
evolve as new health inequality priorities emerge. 
 
The graphic below outlines the CORE20Plus5 approach to reducing health inequalities.   
 


 
 
Whilst this graphic also includes the five key priority areas for ICSs: 
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The approach below has been agreed In Lincolnshire. 
 
Better data and intelligent use of data 
 


• Undertake a stocktake duringQ1, which will include: 


• Data completeness, specifically postcodes for deprivation and ethnicity 
recording.  Other protected characteristics may be added 


• Analytic skills and availability by organisation.  


• Develop actions plan by Q1 to include: 


• Identification of Priority areas,  


• Identification of levels of data compliance that are below required level and 
agree action plans to improve compliance,  


• Assess how additional Health Inequalities data can be captured and how it can 
be used. 


• Design data analysis requirements to determine any patterns or trends, which 
show a direct correlation between inequalities or inequity of access and ill 
physical or mental health. 


• Explore those data issues that are wider than a single organisation (i.e. data 
completed on referral forms has an impact on the data completeness of 
waiting lists). 


• Agree mechanism for the sharing of best practice between organisations. 


• Expand performance report to include ethnicity and deprivation (using IMD 1-
5) by Q2 (once regular reporting in place). 


• Implement mandatory postcode and ethnicity data reporting for all service lines 
by Q2. 


• A scoping exercise in Q2 to understand capability to extend current post code, 
ethnicity recording performance report to other protected characteristics in Q3. 


 
Community Engagement 
 
To ensure there is effective engagement with the community and with those who most likely to 
experience health inequalities and to understand the barriers to access in order to drive service 
level improvements. Once regular reporting is in place, to be able to: 
 


• Identify the Plus5 groups (eg. Respiratory, Military, Farming, Homeless), 


• Ensure Communications Teams across organisations are focused, and are sighted on 
the key messages and can engage with those experiencing health inequalities to 
improve the representation of disadvantaged communities and those with protected 
characteristics in all consultations, stakeholder analysis and engagement,  


• Link Health Inequalities work to Population Health Management (PHM), 


• Encompass the Making every contact count to challenge Health Inequalities. 


• Include local “grassroots” voluntary sector organisations, Primary Care Networks and 
neighbourhood/integrated place-based teams to ensure their valuable insights into the 
specific needs of our local communities are captured, 


• Share learning across organisations. 
 
Access to and provision of the Services 
 
To understand the needs of the Core 20 Plus 5, and how best to communicate and target 
those identified. 
 


• Assess inequalities associated with digital literacy and digital access, for the specifically 
identified population groups (e.g. 20% most deprived, learning disabilities and non-
English speakers) and identify measures how to overcome to ensure inclusivity by Q3 
and develop action plan, which will include the following:  


• Using the Health Equity Assessment Toolkit (HEAT) across the System; 
including it in business cases.  


• Use of communication channels that mitigate against digital exclusion - to work 
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within the System to support a reduction in Health Inequalities. (Need to look 
at having digital champions, access to/speed of broadband, how to target 
virtual/face 2 face offer of appointments, access to and understanding of 
technology). Even signposting to online support can lead to digital exclusion. 


• Waiting lists – how to communicate effectively with those on the list, how to 
consider the ‘waiting well’ e.g., smoking cessation, weight management. 


 
Implementation, monitoring, and evaluation 
 
Organisations will endeavour to work within the principles and time scales detailed below.  
Working within the spirit of this document to ensure that closure of the gaps in Health 
Inequalities is at the heart of decision making. 
 
Steps should include the following as appropriate: 
 


• Identify Health Inequality Operational Leads within each organisation by Q1. 


• Health Inequality leads to meet as a working group to determine the key areas by Q1 
and to have links into: 


• Provider Collaborative, 


• PCN Alliance, 


• Specialised Commissioning,    


• NHSE/I. 


• Contract Management Partnership Board meeting agendas will include Health 
Inequalities as a standing item on a quarterly basis, by Q1, 


• Agree and finalise Governance arrangements across the System by Q1. 


• Internal and external reporting should be able to be analysed to provide detail on Health 
Inequality factors, initially deprivation (IMD score) and ethnicity.   


• All service developments and business cases should include an assessment of the 
impact on Health Inequalities and steps taken to mitigate any detrimental impact.  
Service changes should be developed with an aim to reduce Health Inequalities. 


• All service specifications, business cases and service evaluations should outline how 
services address the inequalities faced by, and improve outcomes for, Lincolnshire’s 
15% / 20% most deprived communities (120k of the county’s population). 


• Co-design services and pathways in such a way that do not exclude any disadvantaged 
communities or those with protected characteristics from accessing or using services, 
supported by better use of Equality Impact Assessments and data to inform decision 
making. 


• Evaluation of implemented services changes through: 


• Health Equality Audits, 


• Learning Academy (working with the University of Lincoln to support and to link 
into a research project), 


• Consultation with those accessing services to ensure that what has been done 
is making a difference. 


 
Governance Arrangements 
Analyst Group (consisting of analysts from each organisation), to link into the co-ordination 
meeting. 
 
Working Group (consisting of HI leads from each organisation, plus smaller organisations and 
also Communication & Engagement leads), to link into the co-ordination meeting. 
 
Contract management Partnership Board, one for each provider, links to the Co-ordination 
meeting. 
 
Co-ordination meeting - to be included as an agenda item once a quarter (consisting of the 
three main providers in Lincolnshire and the CCG /ICB) to sign off work and priorities. 
 
Health Inequalities Board – to receive updates/report from the co-ordination meeting. 
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SCHEDULE 2 – THE SERVICES 
 


N. Health Inequalities Action Plan 
 
 


Health Inequalities Action Plan  
 
Both CCGs and NHS England play key roles in addressing equality and health inequalities 
through their legal duties; as commissioners, as employers and as local and national 
system leaders, in creating high quality care for all.  
 
Parties agree that this is an agile schedule that may need to evolve as new health 
inequality priorities emerge. 
 
The graphic below outlines the CORE20Plus5 approach to reducing health inequalities.   
 


 
 
Whilst this graphic also includes the five key priority areas for ICSs 
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The approach below has been agreed in Lincolnshire. 
 
Better data and intelligent use of data 
 


• Undertake a stocktake duringQ1, which will include: 


• data completeness, specifically postcodes for deprivation and ethnicity 
recording.  Other protected characteristics may be added 


• analytic skills and availability by organisation.  


• Develop actions plan by Q1 to include: 


• Identification of Priority areas,  


• Identification of levels of data compliance that are below required level and 
agree action plans to improve compliance,  


• Assess how additional Health Inequalities data can be captured and how it 
can be used. 


• Design data analysis requirements to determine any patterns or trends, 
which show a direct correlation between inequalities or inequity of access 
and ill physical or mental health. 


• Explore those data issues that are wider than a single organisation (i.e. 
data completed on referral forms has an impact on the data completeness 
of waiting lists). 


• Agree mechanism for the sharing of best practice between organisations. 


• Expand performance report to include ethnicity and deprivation (using IMD 
1-5) by Q2 (once regular reporting in place). 


• Implement mandatory postcode and ethnicity data reporting for all service 
lines by Q2. 


• A scoping exercise in Q2 to understand capability to extend current post 


code, ethnicity recording performance report to other protected 


characteristics in Q3  


 
Community Engagement 
 
To ensure there is effective engagement with the community and with those who most 
likely to experience health inequalities and to understand the barriers to access in order to 
drive service level improvements. Once regular reporting is in place, to be able to: 
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• Identify the Plus5 groups (eg. Respiratory, Military, Farming, Homeless), 


• Ensure Communications Teams across organisations are focused, and are sighted 
on the key messages and can engage with those experiencing health inequalities 
to improve the representation of disadvantaged communities and those with 
protected characteristics in all consultations, stakeholder analysis and 
engagement,  


• Link Health Inequalities work to Population Health Management (PHM), 


• Encompass the Making every contact count to challenge Health Inequalities. 


• Include local “grassroots” voluntary sector organisations, Primary Care Networks 
and neighbourhood/integrated place-based teams to ensure their valuable insights 
into the specific needs of our local communities are captured, 


• Share learning across organisations. 
 


Access to and provision of the Services 
 
To understand the needs of the Core 20 Plus 5, and how best to communicate and target 
those identified. 
 


• Assess inequalities associated with digital literacy and digital access, for the 
specifically identified population groups (e.g. 20% most deprived, learning 
disabilities and non-English speakers) and identify measures how to overcome to 
ensure inclusivity by Q3 and develop action plan, which will include the following:  


• Using the Health Equity Assessment Toolkit (HEAT) across the System; 
including it in business cases.  


• Use of communication channels that mitigate against digital exclusion - to 
work within the System to support a reduction in Health Inequalities. (Need 
to look at having digital champions, access to/speed of broadband, how to 
target virtual/face 2 face offer of appointments, access to and 
understanding of technology). Even signposting to online support can lead 
to digital exclusion. 


• Waiting lists – how to communicate effectively with those on the list, how to 
consider the ‘waiting well’ e.g., smoking cessation, weight management. 


 
Implementation, monitoring, and evaluation 
 
Organisations will endeavour to work within the principles and time scales detailed below.  
Working within the spirit of this document to ensure that closure of the gaps in Health 
Inequalities is at the heart of decision making. 
 
Steps should include the following as appropriate: 
 


• Identify Health Inequality Operational Leads within each organisation by Q1. 


• Health Inequality leads to meet as a working group to determine the key areas by 
Q1 and to have links into: 


• Provider Collaborative, 


• PCN Alliance, 


• Specialised Commissioning,    


• NHSE/I. 


• Contract Management Partnership Board meeting agendas will include Health 
Inequalities as a standing item on a quarterly basis, by Q1, 


• Agree and finalise Governance arrangements across the System by Q1. 


• Internal and external reporting should be able to be analysed to provide detail on 
Health Inequality factors, initially deprivation (IMD score) and ethnicity.   


• All service developments and business cases should include an assessment of the 
impact on Health Inequalities and steps taken to mitigate any detrimental impact.  
Service changes should be developed with an aim to reduce Health Inequalities. 


• All service specifications, business cases and service evaluations should outline 


how services address the inequalities faced by, and improve outcomes for, 
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Lincolnshire’s 15% / 20% most deprived communities (120k of the county’s 


population). 


• Co-design services and pathways in such a way that do not exclude any 


disadvantaged communities or those with protected characteristics from accessing 


or using services, supported by better use of Equality Impact Assessments and 


data to inform decision making. 


• Evaluation of implemented services changes through: 


• Health Equality Audits, 


• Learning Academy (working with the University of Lincoln to support and to 


link into a research project), 


• Consultation with those accessing services to ensure that what has been 


done is making a difference. 


 


NWAFT Trust Strategy Plan 
NWAFT will be following the approach of Cambridgeshire and 
Peterborough ICS for Health Inequalities  


Schedule 2N TRUST 


STRATEGY for Health Inequalities.docx
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