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Purpose  

This Annual Health Inequalities statement is a statutory requirement for NHS Bodies including 

NHS Greater Manchester ICB to demonstrate how we are fulfilling our legal duties and taking an 

evidence-led improvement approach to tackling health inequalities, aligned with Core20PLUS5 

for adults and children and young people. The statement will demonstrate how health 

inequalities information is used to inform local action. 

Health inequalities are systemic, unfair and avoidable differences in health across the 

population, and between different groups within society. Healthcare inequalities relate to 

inequalities between groups in the population in the access they have to health services, and in 

their experiences of and outcomes from healthcare. Tackling inequalities in health outcomes, 

experience and access is one of the 4 core purposes of integrated care systems (ICSs). 

This 25/26 updated statement sets out how NHS GM collects and analyses data to: 

• Understand population health need by drawing on local analysis, demographic insight 

and population health outcomes data to identify the risk factors for health inequalities and 

Core20PLUS population groups. 

• Disaggregate data (at a minimum by deprivation, ethnicity, age, and sex) and analyse 

performance data and local service insight to identify unwarranted variation in access 

and outcomes across population groups and geographies. 

• Improve data quality, collection and analysis by identifying gaps in datasets (including 

where key demographic data is recorded as unknown or not stated) and identifying 

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/
https://www.england.nhs.uk/integratedcare/what-is-integrated-care/
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practical steps to make improvements. 

• Use information on health inequalities to take action across commissioning and service 

delivery, and evaluate impact on reducing health inequalities. 

• Publish information on health inequalities as part of annual reports, for example Public 

Sector Equality Duty (PSED) and embed health inequalities data into other data 

publications throughout the financial year, such as public board papers. 

Executive Summary  

This Health Inequalities Statement is structured around the NHS England Health Inequalities 

Improvement Metrics framework, with the formal response to the metrics presented in Sections 

6-15. The preceding sections provide contextual information on the Greater Manchester 

population, demographic characteristics, deprivation and wider determinants of health to 

support interpretation of the findings. 

For ease of reference, a copy of the NHS England Health Inequalities Improvement Metrics 

framework is included in the Appendix. This enables readers to cross-reference the metrics with 

the corresponding narrative, analysis and actions presented throughout the report.  

Building on this framework, this Health Inequalities Statement sets out how NHS Greater 

Manchester (GM) is meeting its statutory duties to reduce inequalities in access, experience and 

outcomes of healthcare. It reflects NHS England’s requirements for 2025/26 and is aligned to 

the CORE20PLUS5 framework, with a strong emphasis on measurable improvement across 

priority clinical areas and underserved population groups. 

Greater Manchester is home to over 3.3 million residents and continues to experience higher 

levels of deprivation and poorer health outcomes than the national average. Around a quarter of 

residents live in the most deprived areas in England, and this underpins persistent inequalities 

in life expectancy, long-term conditions and access to care.  

Overall Position and Direction of Travel 

Analysis of over 60 health inequalities indicators shows a mixed but concerning picture. While 
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improvements are evident in some service areas, there are signs of worsening outcomes and 

widening gaps compared to England across several key metrics.  

Key population health indicators demonstrate: 

• Lower life expectancy than the England average, with a gap of 9.5 years for men and 7.5 

years for women between the most and least deprived communities.  

• Declining healthy life expectancy, with residents spending fewer years in good health.  

• Worsening outcomes in priority areas including:  

o Infant mortality (above national average) 

o Obesity and diabetes prevalence (increasing and above England levels) 

o Suicide rates and alcohol-related mortality (both rising)  

These trends reinforce that health inequalities in GM remain deep-rooted, systemic and closely 

linked to deprivation. 

Performance against NHS England Health Inequalities Metrics 

The NHS England framework requires systems to demonstrate progress across 

CORE20PLUS5 priorities and key lines of enquiry, including access, experience and outcomes. 

This report highlights the following system-level performance: 

1. Access to Services 

• Elective recovery has improved overall, including reductions in long waits; however:  

o Persistent inequalities remain for children and young people, deprived 

communities and some ethnic groups.  

• Urgent and emergency care has seen shorter average waiting times, but:  

o Older people experience significantly longer waits, reflecting inequalities in frailty 

and system flow.  

• Vaccination uptake shows a strong deprivation gradient:  

o 32.2% uptake in the most deprived areas compared to 63.9% in the least 
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deprived.  

2. Clinical Priority Areas (CORE5) 

Progress is variable across NHS England’s clinical priorities: 

• Cardiovascular disease (CVD): 

o Hypertension control has improved to over 75%, alongside reductions in inequality 

(measured using the Index of Disparity).   

o However, emergency admissions for myocardial infarction remain 78% higher in 

the most deprived communities, demonstrating persistent inequity.  

• Respiratory disease: 

o High levels of emergency admissions and hospital bed use continue, particularly in 

deprived populations. 

o Pulmonary rehabilitation uptake and completion remain unequal.  

• Cancer: 

o Early diagnosis rates have improved to 60.7% and are now above the England 

average. 

o A deprivation gap remains in early diagnosis and survival outcomes.  

• Mental health: 

o Severe Mental Illness (SMI) health check uptake has exceeded the national target 

(62.7%). 

o Significant inequalities persist, including:  

▪ Higher detention rates under the Mental Health Act in deprived 

communities (up to four times higher).  

• Maternity and early years: 

o Persistent inequalities in early antenatal booking and outcomes by ethnicity, age 

and deprivation. 

o Smoking in pregnancy remains higher among more deprived women.  
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3. Wider Priority Metrics 

Across additional NHS England priority indicators: 

• Learning disability annual health checks are high (over 85%), though uptake is lower in 

more deprived areas.   

• Smoking cessation programmes are successfully engaging high-risk populations, with 

early signs of improvement in smoking at time of delivery (3.7%, below national average).  

• Children and young people (CYP):  

o Emergency attendance and oral health outcomes show strong deprivation-related 

inequalities.  

Data, Measurement and Improvement 

A significant development for 2025/26 is the introduction and expansion of the Index of 

Disparity, enabling more consistent and transparent measurement of inequalities across key 

programmes, particularly in cardiovascular prevention.   

However, data quality remains a challenge, particularly in the recording of ethnicity and other 

protected characteristics. This limits the ability to fully understand and address inequalities and 

is a key area for improvement. 

System Response and Priorities 

NHS Greater Manchester is responding through a whole-system, population health approach, 

including: 

• Strengthening community-based prevention through programmes such as Live Well and 

Neighbourhood Health. 

• Expanding targeted interventions for CORE20PLUS populations. 

• Working with voluntary, community, social and faith enterprise (VCSFE) partners to 

improve reach. 

• Embedding health inequalities into commissioning, service design and performance 
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oversight. 

Priorities for 2025/26 and beyond are to: 

• Reduce gaps in access, experience and outcomes, particularly for the most deprived 

communities. 

• Improve data quality and intelligence to support targeted action. 

• Focus on prevention and early intervention, especially in cardiovascular, respiratory and 

mental health services. 

• Ensure equitable recovery across all services, not only overall performance 

improvement. 

Conclusion 

While there has been progress in several areas, this report demonstrates that health inequalities 

in Greater Manchester remain significant and, in some cases, are widening. 

Sustained, targeted and coordinated action aligned with NHS England’s expectations is required 

to ensure that improvements in healthcare delivery lead to fairer outcomes for all residents, 

particularly those in the most disadvantaged communities. 
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1. Introduction  

1.1 Understanding Health Inequalities 

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

expectancy and access to healthcare experienced by different population groups. These 

inequalities are shaped by wider social, economic and environmental determinants, including 

deprivation, housing, employment, education and access to opportunities. Health inequalities 

can affect people throughout their lives and contribute to differences in both physical and mental 

health outcomes across communities.  

1.2 Legislative and System Context 

Integrated Care Boards (ICBs) and NHS organisations have a statutory responsibility to 

consider and address health inequalities in the planning and delivery of services. 

The NHS has a legal duty to reduce inequalities in both access to healthcare and health 

outcomes experienced by different population groups. This includes reducing inequalities in 

access, experience and outcomes for communities experiencing the poorest health. 

This report provides an overview of health inequalities across Greater Manchester and 

highlights key areas where inequalities continue to impact population health outcomes.  

1.3 Greater Manchester Context 

Greater Manchester is a diverse city-region with significant variation in population health 

outcomes across localities and population groups. Inequalities remain substantial between the 

most and least deprived populations. 

People living in more deprived areas experience poorer health outcomes, earlier onset of long-

term conditions and lower life-expectancy compared with those living in less deprived 

communities. 



 

9 

 

Reducing health inequalities remains a key priority across Greater Manchester and requires a 

coordinated, place-based approach focused on prevention, early intervention and addressing 

the wider determinants of health. 

1.4 Greater Manchester Population Profile 

Greater Manchester has a population of over 3.3 million residents and is one of the most 

deprived urban areas in England, with over 42% of residents living in the most deprived national 

quintile. The population is ethnically diverse and includes a large working-age population 

alongside growing numbers of older residents. 

These demographic and socioeconomic characteristics influence patterns of health behaviours, 

long-term conditions and health outcomes across Greater Manchester. 

Figure 1: Overview of Population Characteristics and Demographics in Greater 

Manchester 

 

Source: NHS Greater Manchester Health Profiles: Population Characteristics – GM ADSP 
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1.5 Types of Health Inequalities 

Health inequalities can be observed across a range of areas including: 

• Differences in life expectancy and healthy life expectancy. 

• Variation in access to healthcare services. 

• Differences in quality and experience of care. 

• Behavioural risk factors including smoking, alcohol use, unhealthy diet and physical 

inactivity. 

• Wider determinants of health such as income, housing, education, employment and 

environmental conditions. 

Inequalities may occur between different population groups and communities, including: 

• People living in areas of higher deprivation. 

• Different geographical areas and localities. 

• Ethnic minority populations. 

• Different age groups and genders. 

• Inclusion health groups including homeless populations, people with substance misuse 

needs and socially excluded groups. 
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2. Data Quality, Completeness and Limitations 

2.1 Overview 

This report draws upon a range of national, regional and local data sources, including NHS 

England datasets, Office for National Statistics (ONS) publications, Greater Manchester 

intelligence products, programme dashboards, statutory returns and locally collected operational 

data. 

Whilst every effort has been made to ensure the accuracy and consistency of the information 

presented, readers should be aware of several limitations relating to data quality, completeness 

and timeliness. 

2.2 Data Completeness 

The completeness of information varies between datasets and local systems. Information 

relating to protected characteristics such as ethnicity, disability, sexual orientation and religion is 

not consistently recorded across all datasets. 

In particular, ethnicity data quality varies substantially between source systems and may be 

affected by the presence of blank or null values, as well as residual ethnicity categories such as 

“Not Stated” and “Not Known”. The availability of valid, non-residual ethnicity codes is essential 

to support robust inequalities analysis and accurate identification of variation between 

population groups. 

Analysis of ethnicity recording across key NHS datasets demonstrates considerable variation in 

completeness. Ethnicity completion is highest within the National Cancer Registration dataset 

(99%) and Alcohol Dependence Records (98%), indicating near-complete recording. In contrast, 

ethnicity completeness is substantially lower within Continuing Healthcare datasets (37%) and 

All Age Continuing Care datasets (39%), limiting the ability to undertake robust inequalities 

analysis within these services. Community Services also demonstrate relatively low 

completeness (51%), whilst several other datasets, including maternity services (93%), inpatient 

admissions (92%), tobacco dependence records (90%) and emergency care (89%), achieve 
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comparatively high levels of recording. A detailed breakdown is provided in Appendix 2, Table 

A2.1. 

Trend analysis of Greater Manchester’s population segmentation dataset demonstrates that 

missing ethnicity recording reduced gradually between 2018 and 2024 before increasing during 

2024 and 2025. The proportion of records with missing ethnicity has risen from approximately 

11% to over 13% during the most recent period, suggesting a deterioration in recording 

completeness. Whilst overall ethnicity completeness remains approximately 87%, the recent 

increase in missing data highlights the need for continued improvement in demographic data 

collection and recording practices across partner organisations. Further detail is provided in 

Appendix 2, Figure A2.2. 

Variation also exists in the identification and recording of learning disability and autism, meaning 

recorded prevalence may not fully reflect population need. Where data completeness is known 

to be limited, findings should be interpreted with caution. 

2.3 Data Quality 

Data quality is dependent upon accurate recording within source systems. Variations in clinical 

coding, registration practices, data entry processes and extraction methodologies may affect the 

quality and consistency of reported measures. 

Where possible, validated national datasets have been used; however, some locally collected 

operational data may be subject to ongoing quality assurance processes. 

2.4 Timeliness of Data 

Many national datasets are published with a reporting lag and may not reflect the most recent 

position. Some indicators included within this report represent the latest available data at the 

time of publication and may subsequently be revised following validation by national bodies or 

local providers. 

2.5 Snapshot Measures 

Several indicators presented within this report represent point-in-time snapshots rather than 
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continuous measures. This is particularly relevant for operational datasets such as Assuring 

Transformation data, Dynamic Support Registers, programme monitoring returns, waiting list 

data and service utilisation measures. 

These figures may fluctuate throughout the year and should therefore be interpreted as 

reflecting the position at the time of data extraction. 

2.6 Ongoing Improvement 

Improving the quality, completeness and consistency of data remains a key priority across 

Greater Manchester. Work continues across health and care partners to strengthen recording of 

protected characteristics, improve data quality and enhance intelligence capabilities to better 

understand and address health inequalities. 

Despite these limitations, the data presented provides a robust overview of health inequalities 

across Greater Manchester and supports evidence-based decision making to improve outcomes 

for residents. 
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3. Health Inequalities Overview and Key Trends 

3.1 Health Inequalities Indicators: Performance and Direction of Travel 

Figure 2: Highlights Health Inequalities Indicators by Performance and Direction of Travel 

 

Source: NHS Greater Manchester Population Health Analysis – GM ADSP 

A quadrant analysis carried out in September 2025 has shown that while GM has shown 

improvement in multiple metrics, there are areas of worsening performance and widening gaps 

to the national average. Of the metrics shown in greater detail in this briefing: 

• Infant mortality in GM rose from 4.9 per 1,000 births in 2020–2022 to 5.3 per 1,000 in 

2021–2023, this is above the national average of 4.1 per 1,000.  This increase is despite 

lower levels of births. 

• The percentage of adults who are classified as overweight (including obesity) 
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increased from 65.9% to 67.1%, above the national average of 64.5%.  The gap between 

GM and England has increased from 1.9% to 2.6%. 

• The prevalence of diabetes (Quality and Outcomes Framework definition) has 

increased from 7.7% in 2022/23 to 8% 2023/24, above the national average of 7.7%.  

The gap between GM and England has increased from 0.2% to 0.3%. 

• The suicide rate in GM has increased from 10.9 per 100,000 in the 2020 – 2022 period 

to 12.5 per 100,000 in the 2021 – 2023 period. This is above the national rate of 10.7 per 

100,000.  For males the rate is 19.3 per 100,000 in GM. 

• Alcohol specific mortality from the 2017–2019 period to the 2020–2022 period there 

was a 22.8% increase. Females saw a steeper relative increase compared to males, as 

females saw a 26% increase by the 2020 to 2022 period while males peaked at 23.7% in 

the 2021-2023 period. 

See the Integrated Care Board (ICB) Annual report for a summary of locality and system wide 

action on prevention and proactive care programmes in 2024/25 to reduce inequalities and the 

Academy website for a range of examples of Fairer Health for All in Action happening across 

our neighbourhoods and localities and ‘stories of change’ on how we are enabling: 

• Best Start. 

• Community-led health and well-being. 

• Prevention and proactive care. 

• Health creating places.  

• Reduced variation in access, experience and outcomes of care. 

We know that NHS bodies can influence the social determinants of health (such as 

employment, education, housing and the environment)– in their role as anchor institutions and 

know how these factors also provide important context for understanding healthcare needs and 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fnhs-gm%2Fnhs-greater-manchester-reports%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7Cbd599927a3784be24d0508de3284b0af%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639003742671461063%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Veji8jiqtIzNgnDBUNhXJ0RjW6o9NTzzbK%2BpuR2ygGg%3D&reserved=0
https://fairerhealthacademy.gmtableau.nhs.uk/homepageaug2023
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inequalities in access, experience and outcomes. 

NHS GM’s commitment to strengthen the role of communities and the Voluntary Community 

Faith Social Enterprise (VCFSE) sector as a strategic partner in our prevention programmes is 

enabling community-led health and wellbeing. This is shifting resource and power to 

communities and expanding access to well-being support, screening and proactive care in non-

traditional settings.  

There is work that has taken place 2025-2026 on a range of key programmes that relate to 

reducing health inequalities and improving outcomes for all, including the workforce. Some 

examples of this include; Public Sector Equality Duty, anti-racism work, health equality quarterly 

impact updates, health literacy, creative health and not forgetting all the work happening around 

GM Live Well.  

GM Live Well is Greater Manchester’s commitment to ensure everyone can access great 

everyday support in every neighbourhood. It aims to tackle health, social and economic 

inequalities by changing how we work with people and communities, and in public services. Live 

Well is nationally recognised as part of Greater Manchester’s status as a ‘Prevention 

Demonstrator’, as outlined in the 10-year Plan for Health, attracting significant interest from 

various government departments.  

Over the last 12 months, GM Live Well has transformed from an ambitious manifesto pledge 

into our collective programme for public service reform. Live Well is now the main mechanism 

for embedding prevention, integration, and community empowerment across GM’s 

neighbourhoods. The GM programme has also introduced the “Live Well Hallmarks” – a 

developing, collaboratively designed framework for Live Well centres, spaces, and offers, co-

created with localities and community groups to ensure consistent, values-driven delivery. 

https://gmintegratedcare.org.uk/livewell/
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3.2 NHS England Framework for Assessing and Reducing Health 

Inequalities 

Figure 3: Illustrates NHS England Framework for Assessing and Reducing Health 

Inequalities.  

Source: NHS England. 

NHS England’s Key Lines of Enquiry (KLOEs) provide the overarching framework for assessing 

how effectively organisations identify, understand and address health inequalities. The 

framework considers five interconnected domains: 

1. Understanding the health needs of populations, including CORE20PLUS5 and other 

underserved groups. 

2. Assessing inequalities in access to healthcare, patient experience and health outcomes. 

3. Improving the quality, completeness and use of health inequalities data. 
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4. Using intelligence and evidence to inform commissioning decisions, pathway redesign 

and targeted interventions. 

5. Demonstrating accountability through transparent reporting, monitoring and publication of 

health inequalities information. 

Throughout this statement, evidence and analysis have been presented in a way that supports 

these domains, highlighting areas of good practice, emerging challenges and opportunities for 

improvement across Greater Manchester. 
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4. Population Demographics and Population Health Need 

4.1 Population Demographics  

Greater Manchester Integrated Care Board is the largest in England out of 42 such 

organisations.  The number of people registered with a GP practice in Greater Manchester is 

just over 3.3 million (September 2025), with the number of people estimated to reside within the 

Greater Manchester area being slightly over 3 million (Source: ONS Mid-Year Estimates, 2024).  

Since 2014, the resident population of Greater Manchester has increased by 10.1% over the 10-

year period.  In the same timeframe, the population in England increased at a slower rate, 7.8%. 

It is estimated that the main driver for the increase in the Greater Manchester population, 

particularly in the most recent years, is due to net international migration with the population 

increasing by more than 40,000 people per year in 2022, 2023 and 2024.  

Greater Manchester is comprised of 10 local authorities ranging in population size from 198,921 

in Bury, to 589,670 in Manchester.  The average (median) age of residents in Greater 

Manchester is 36 years, below the national average of 40 years.  The proportion of people aged 

under 16 in Greater Manchester is 20.2%, higher than England (18.4%); whilst there are also a 

higher proportion of people of working age (16-64) in Greater Manchester than England – 

64.2% vs 62.9% respectively.  Conversely, the proportion of people aged 65 and over in Greater 

Manchester is 3% lower than England – 15.7% vs 18.7% respectively. 

Greater Manchester is an urban area with 2,359 people per square kilometre living there, 

compared to 450 people per square kilometre in England (5.2 times more densely populated).  

However, there is variation amongst local authorities in GM ranging from 1,490 people per 

square kilometre in Rochdale, to 5,099 people per square kilometre in the City of Manchester – 

all more densely populated than England. 

Given the size of Greater Manchester, the make-up of the population is diverse in terms of 

socio-economic deprivation and ethnicity, as well as the age profile.  Almost 40% of areas in 

Greater Manchester are within the most deprived 20% of areas nationally (Source: English 
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Indices of Deprivation 2019).  In general, people living in the most deprived areas of the country 

are more likely to have health issues or develop health issues at an earlier age. 

The 2021 Census estimated that there were 821,801 Greater Manchester residents from an 

ethnic minority.  This equated to 2 .7% of Greater Manchester’s population, slightly above the 

England average of 26.5%.  Asian residents were the most numerous high-level ethnic group 

(389,283), accounting for nearly half (47.4%) of the overall ethnic minority population, followed 

by White people who were not White British (144,887) and Black people (134,113).  Between 

2011 and 2021, the ethnic minority population of Greater Manchester increased by 280,960.  

This represented growth of 51.9%, significantly above the national increase of 39.3%, and 

largely driven by new arrivals – more than three quarters (77.4%) of the increase was 

accounted for by people who had settled in the UK since 2011. 

In 2021, Greater Manchester had residents from all the 189 countries listed in the Census.  The 

country of origin accounting for the highest number of Greater Manchester residents who were 

born overseas was Pakistan (89,331), followed by India (31,030) and Poland (29,859).  At least 

90 different languages were spoken as a main language in Greater Manchester, and 42 of these 

languages were spoken by at least a thousand speakers. 

4.2 Projected Population Change 

The 2022-based sub-national population projections were released by the Office for National 

Statistics during 2025.  Population projections are calculated for geographical areas of the 

country using trends in recent years for births, deaths and migration.  These projections are not 

forecasts, so do not consider proposed policy changes or planning for housing development for 

example. 

By 2030, the Greater Manchester population is projected to increase by 3.1%.  Increasing the 

latest mid-year estimate by this amount would increase the population by 92,500 people which 

would put the Greater Manchester population in excess of 3.1 million residents.  All 10 local 

authority areas are expected to show an increase in the period between 2024 and 2030; 
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however these increases vary from 0.8% in Bury to 7.4% in Salford. 

It is estimated that most age groups will see an increase in their population by 2030, with the 

largest increases being observed in the 80-89 and 90 and over age groups, 21.7% and 17.4% 

respectively.  However, small decreases in the population are predicted across Greater 

Manchester in the 0-9 age group (-5.4%), 50-59 age group (-6.0%) and the 70-79 age group (-

0.4%). 

Salford is the only local authority area where the 0-9 age group is predicted to increase (1.5%).  

Bury, Manchester and Oldham are expected to see decreases in the 10-19 age group also.  The 

largest increase in the older age groups (80-89 and 90 & over) are expected to occur in Wigan, 

27.9% and 29.3% respectively. 

International net migration is expected to contribute the largest change in seven Greater 

Manchester local authorities (as well as the whole of Greater Manchester) with net internal 

migration (that is migration within England) contributing the largest change for Stockport, 

Tameside and Wigan. 

For further useful information regarding the population of Greater Manchester please see the 

links below to useful tools/briefings from national publications and GMCA briefings. 

• ONS - ONS population projections and Greater Manchester (E47000001) - ONS. 

We also have two useful visualisation dashboards developed on the Intelligence Hub for 

registered and resident population of Greater Manchester. 

• GM Resident Population Overview  

• GM Registered Population by GP Practice  

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/bulletins/subnationalpopulationprojectionsforengland/2022based
https://www.ons.gov.uk/explore-local-statistics/areas/E47000001-greater-manchester
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5. Life Expectancy, Healthy Life Expectancy and Deprivation 

5.1 Life expectancy in Greater Manchester 

Figure 4: Illustrates life expectancy at birth for males and females across the local 

authorities of Greater Manchester between 2022 and 2024, with Comparison to England 

 

Source: Life Expectancy Correlation, 2022-24 – GM ADSP 

Life expectancy in Greater Manchester remained below the England average for both males 

and females between 2022 and 2024. Marked variation was observed across local authorities, 

with Trafford and Stockport reporting the highest life expectancy estimates and Manchester 

reporting the lowest. 

These findings demonstrate substantial inequalities in health outcomes across Greater 

Manchester. 
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Figure 5: Analysis of the Relationship Between Deprivation and Life Expectancy at Birth 

in Males, 2025  

 

Source: Life Expectancy Correlation, 2022-24 – GM ADSP  

Figure 6: Analysis of the Relationship Between Deprivation and Life Expectancy at Birth 

in Females, 2025  

  

Source: Life Expectancy Correlation, 2022-24 – GM ADSP  

Figures 5 and 6 demonstrate a strong negative correlation between deprivation and life 

expectancy for both males and females across England, with Greater Manchester local 

authorities generally clustering within the more deprived range of the distribution. 
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Areas with higher deprivation scores tended to report lower life expectancy outcomes. 

Manchester, Rochdale, Oldham and Salford were positioned towards the more deprived end of 

the distribution and also reported comparatively lower life expectancy. In contrast, Trafford and 

Stockport were associated with lower deprivation levels and higher life expectancy outcomes. 

The correlation was stronger for males (r = -0.89) than for females (r = -0.81), indicating that 

increasing deprivation is strongly associated with reductions in life expectancy, particularly 

among men. These findings highlight the close relationship between socioeconomic deprivation 

and inequalities in life expectancy outcomes across Greater Manchester.  

5.2 Life expectancy Gap in Greater Manchester 

The latest available data for Greater Manchester shows a difference in life expectancy between 

populations living in the most deprived and least deprived areas. For males, the gap in life 

expectancy between the most and least deprived populations is 9.5 years. For females, the gap 

is 7.5 years. 

Figure 7: Contribution of Causes of Death to the Life Expectancy Gap between the most 

and least deprived quintiles in Greater Manchester, 2022–2023, by Sex  

 

Source: Office for Health Improvement and Disparities Segment Tool 

https://analytics.phe.gov.uk/apps/segment-tool/
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For males, circulatory disease accounted for the largest proportion of the gap (25.5%), followed 

by cancer (16.2%) and respiratory disease (15.4%). For females, respiratory disease accounted 

for the largest proportion (21.8%), followed by circulatory disease (19.5%) and cancer (17.1%).  

5.3 Healthy Life Expectancy in Greater Manchester 

Healthy life expectancy in Greater Manchester is lower than both the Northwest and England 

averages for males and females. 

Figure 8: Variation in Healthy Life Expectancy Across Greater Manchester Localities, 

2022–2024, with Comparison to England and the North West 

 

Source: NHS Greater Manchester Life Expectancy Correlation, 2022-24 – GM ADSP 

For males, healthy life expectancy in Greater Manchester is 57 years, which is 3.9 years lower 

than the England average. Male healthy life expectancy has decreased from 59.7 years in 

2012–14 and from a peak of 60.7 years in 2017–19. 

For females, healthy life expectancy in Greater Manchester is 57.9 years, which is 3.4 years 

lower than the England average. Female healthy life expectancy has decreased from 60.3 years 

in 2012–14 and from a peak of 61.2 years in 2018–20.  Healthy life expectancy varied across 

Greater Manchester localities for both males and females. 
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Figure 9: Proportion of Life Spent in Good Health Among Males Across Greater 

Manchester Localities, 2022–2024, with Comparison to England and the North West 

 

Source: NHS Greater Manchester Life Expectancy Correlation, 2022-24 – GM ADSP 

Figure 10: Proportion of Life Spent in Good Health Among Females Across Greater 

Manchester Localities, 2022–2024, with Comparison to England and the North West 

 

Source: NHS Greater Manchester Life Expectancy Correlation, 2022-24 – GM ADSP 

Residents in Greater Manchester spend a lower proportion of their lives in good health 

compared with England averages. For males, the proportion ranged from 70% in Rochdale to 

80% in Trafford. For females, the proportion ranged from 67% in Rochdale to 78% in Trafford. 

While life expectancy reflects length of life, healthy life expectancy estimates the number of 

years lived in good health.  
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5.4 Deprivation Across Greater Manchester 

5.4.1 G       M         ’                              

Greater Manchester experiences high levels of deprivation relative to national averages, with 

marked variation across local authorities and neighbourhoods.  

According to the Index of Multiple Deprivation (IMD) 2025, 392 Lower Super Output Areas 

(LSOAs) in Greater Manchester fall within the 10% most deprived areas nationally. These 

neighbourhoods contain more than 733,000 residents. Overall, 23% of LSOAs and 25.0% of 

residents in Greater Manchester are living within the most deprived areas in England. 

Figure 11: Inequalities in Neighbourhood Deprivation Across Greater Manchester Local 

Authorities 

  

Source: Index of Multiple Deprivation (IMD) 2025 

5.4.2 Distribution of deprivation across GM local authorities 

Figure 11 demonstrates substantial variation in deprivation across Greater Manchester local 
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authorities. The distribution of deprivation across GM is uneven, with substantial variation both 

between and within local authorities.  

Manchester, Oldham, Rochdale and Salford had the largest concentrations of neighbourhoods 

within the more deprived national deciles. In contrast, Trafford and Stockport have greater 

proportions of neighbourhoods within the least deprived national deciles. 

The distribution also highlights variation within local authorities themselves. For example, 

Stockport contains neighbourhoods within both the most deprived and least deprived national 

deciles, demonstrating inequalities within the locality. 

Across Greater Manchester, more deprived neighbourhoods were more commonly concentrated 

within urban centres, while less deprived neighbourhoods were more frequently located within 

suburban and peripheral areas. 

 5.4.3 Population living within the most deprived national decile 

Figure 12: Proportion (%) of Residents Living in the Most Deprived Neighbourhoods by 

Greater Manchester Local Authority 

 

Source: Index of Multiple Deprivation (IMD) 2025 

Manchester and Oldham had the highest proportions of residents living within the most deprived 

areas nationally, with both local authorities recording 42.6% of their populations within the 10% 
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most deprived national decile. 

Rochdale also had a high proportion at 33.6%, followed by Bolton at 28.2% and Salford at 

26.4%.In contrast, Trafford had the lowest proportion at 3.9%, followed by Stockport at 8.9% 

and Bury at 11.5%. 

These findings demonstrate substantial inequalities across Greater Manchester local 

authorities.   

5.4.4 Change in deprivation ranking across Greater Manchester 

Table 1 shows changes in the relative deprivation ranking of Greater Manchester local 

authorities between 2019 and 2025, based on rank of average score (ROAS). A lower ranking 

indicates a higher level of deprivation relative to other local authorities in England. 

Table 1: Change in IMD Rank (Based on Rank of Average Score) for Greater Manchester 

Local Authorities, 2019–2025 

Local authority  ROAS 2019  ROAS 2025  Change in ranking  

Bolton 34 30 4 

Bury 95 90 5 

Manchester 6 4 2 

Oldham 19 11 8 

Rochdale 15 17 -2 

Salford 18 24 -6 

Stockport 130 158 -28 

Tameside 28 44 -16 

Trafford 191 201 -10 

Wigan 75 78 -3 

Source: Index of Multiple Deprivation (IMD) 2025 

NOTE: Negative values indicate a reduction in relative deprivation ranking, while positive values 
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indicate an increase in relative deprivation ranking.  

For context, the Index of Multiple Deprivation (IMD) rankings are based on 317 lower-tier local 

authorities in England (382 across the UK), with a rank 1 representing the most deprived local 

authority.  

The findings indicate widening variation across Greater Manchester local authorities between 

2019 and 2025. Oldham experienced the greatest increase in deprivation ranking, moving from 

19th to 11th nationally, followed by Bury (95th to 90th), Bolton (34th to 30th), and Manchester 

(6th to 4th nationally). Overall, four Greater Manchester local authorities became relatively more 

deprived over the period. 

Manchester remained the most deprived local authority in Greater Manchester and ranked as 

the fourth most deprived local authority nationally in 2025. Oldham also remained among the 

most deprived local authorities nationally, ranking 11th in England. In contrast, several local 

authorities experienced the largest reduction in relative deprivation ranking between 2019 and 

2025. Stockport experienced the largest reduction in relative deprivation ranking, moving from 

130th to 158th nationally. Tameside also showed a notable reduction, moving from 28th to 44th. 

Trafford remained the least deprived local authority in Greater Manchester, ranking 201st 

nationally in 2025. 
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Table 2: IMD Rank, Proportion of LSOAs in the Most Deprived 10% Nationally, and 

Proportion of Population Living in the Most Deprived 10% of LSOAs, 2025 

Local authority  

IMD Rank 

2025  

Proportion of LSOAs in 

10% most deprived 

nationally  

Proportion of population in  

10% most deprived  

LSOAs nationally 

Bolton 30 26.00% 28.20% 

Bury 90 10.80% 11.50% 

Manchester 4 40.70% 42.60% 

Oldham 11 37.30% 42.60% 

Rochdale 17 31.10% 33.60% 

Salford 24 25.50% 26.40% 

Stockport 158 7.90% 8.90% 

Tameside 44 17.60% 18.40% 

Trafford 201 4.30% 3.90% 

Wigan 78 15.50% 15.80% 

Greater Manchester -  23.00% 25.20% 

Source: Greater Manchester Combined Authority analysis of the Index of Multiple Deprivation 

(IMD) 2025 

Table 2 further highlights substantial inequalities across Greater Manchester local authorities in 

the proportion of neighbourhoods and residents living within the 10% most deprived areas 

nationally. Across Greater Manchester as a whole, 23.0% of LSOAs and 25.2% of the 

population were within the 10% most deprived areas nationally in 2025. 

Manchester and Oldham had the highest proportions of residents living within the 10% most 

deprived areas nationally, with both local authorities reporting 42.6% of their population within 

the most deprived decile. Rochdale also reported a high proportion at 33.6%, followed by Bolton 

at 28.2% and Salford at 26.4%.In comparison, Trafford had the lowest proportion of residents 

living within the 10% most deprived areas nationally at 3.9%, followed by Stockport at 8.9% and 

Bury at 11.5%. These findings demonstrate the considerable variation in deprivation levels 

across Greater Manchester local authorities.  
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NHS England Health Inequalities Metrics Response (Sections 6-15) 

6. Elective Care and Recovery 

This analysis uses newly published national elective data disaggregated by age, sex, 

deprivation and ethnicity to benchmark Greater Manchester (GM) performance against the 

England average over the most recent nine-month period (June 2025 to February 2026). It 

considers Referral to Treatment (RTT) performance, waiting list size and recent Did Not Attend 

(DNA) rates to provide a rounded view of equity of recovery. 

Figure 13: Referral to Treatment (RTT): Percentage Seen Within 18 Weeks and 

Percentage Waiting Over 52 Weeks by Age Group, Highlighting Age Inequalities 

 

Source: NHSE Published statistics 
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Children and young people (0–18) remain the most disadvantaged age group but have also 

seen the greatest improvement. The proportion waiting over 52 weeks reduced from 5.2% to 

2.4%, compared with 3.9% to 2.5% for those aged 19–64 and 3.0% to 1.9% for those aged 65+.  

 

The proportion treated within 18 weeks increased from 50.4% to 54.9%, narrowing age gaps 

and reducing the distance to England. The waiting list reduced most for children (-14.9%), 

compared with -10.1% for 19–64s and -6.0% for 65+. DNA rates show a strong age gradient, 

with young adults aged 20–29 recording the highest non-attendance (12.0%), above the 

England average, while rates fall steadily with age. 

Figure 14: Referral to Treatment (RTT): Percentage Seen Within 18 Weeks and 

Percentage Waiting Over 52 Weeks by Sex 

 

Source: NHSE Published statistics 

Differences by sex are small and stable. Both males and females reduced very long waits to 

around 2.3% and improved treatment within 18 weeks to 57–58%, with only a marginal male 

advantage. Waiting list reductions were almost identical (-9.8% for males; -9.6% for females). 

DNA rates are higher for males (8.5%) than females (7.2%), with both above the England 

average, reinforcing a modest but consistent engagement gap. 



 

34 

 

Figure 15: Comparison of the Percentage Seen Within 18 Weeks Between the Most and 

Least Deprived Quintiles for June 2025 and February 2026 

 

Source: NHSE Published statistics 

A persistent social gradient remains. In June, 4.0% of the most deprived waited over 52 weeks 

compared with 3.5% of the least deprived, and 53.6% vs 56.4% were treated within 18 weeks. 

By February, long waits reduced to 2.4% and 2.1%, and within-18 performance improved to 

57.2% and 59.7%, narrowing deprivation gaps. All deprivation groups saw waiting list reductions 

(around 6–8%). DNA rates mirror this gradient, with the most deprived communities 

experiencing the highest non-attendance (10.6%), above the national average, compared with 

4.0% in the least deprived. 
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Figure 16: Comparison of the Percentage Seen Within 18 Weeks Between Ethnicity 

Groups for June 2025 and February 2026 

 

Source: NHSE Published statistics 

RTT performance varies by ethnicity. In June, White patients had the highest proportion seen 

within 18 weeks (55.2%), while Mixed (50.0%), Bangladeshi (50.4%) and Black (African) 

patients (51.6%) had lower levels of timely access. By February, performance improved across 

all groups, with the largest gains observed among Mixed and Black (African) patients. Despite 

this improvement, variation between ethnic groups remains, with White patients continuing to 

achieve the highest proportion seen within 18 weeks. 

The findings suggest that elective care recovery has benefited all ethnic groups, with evidence 

of narrowing inequalities in timely access. However, differences persist and continued targeted 

action will be required to ensure improvements are sustained and gaps continue to close. 

Additional analysis showed reductions in waiting list size and very long waits across all ethnic 

groups. DNA rates remained highest among Black or Black British (11.6%) and Mixed ethnicity 

groups (11.2%), both above the England average, while White patients had the lowest rate 

(7.3%). 

6.1 Inequalities in annual change in size of waiting list    

In Greater Manchester we have developed an Elective Equalities dashboard that helps us to 
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look at the weekly waiting list data to review waiting time trends for our patients by age, 

deprivation and ethnicity. We can see that there are more patients from the most deprived areas 

in GM on the waiting list but over the past 12 months we can see that this trend is declining by 

deprivation, age and ethnic group. There is more work to do on this in 2026/27 but this shows 

progress we are making in monitoring the waiting list and inequalities to ensure that all patients 

in GM are treated equally regardless of demographics.   

Figure 17: RTT Waiting Time Profile by Deprivation Decile, Greater Manchester  

 

Source: NHS Greater Manchester Elective Equalities Waiting Time Profiles – GM ADSP 

Figure 18: RTT Waiting Time Profile by Age Group, Greater Manchester 

 

Source: NHS Greater Manchester Elective Equalities Waiting Time Profiles – GM ADSP 
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Figure 19: RTT Waiting Time Profile by Ethnic Group, Greater Manchester 

 

Source: NHS Greater Manchester Elective Equalities Waiting Time Profiles – GM ADSP 

6.2 Inequalities in percentage of people waiting over 18 weeks, over 52 
weeks, over 104 weeks for community services  

Currently we are not able to demonstrate inequalities in annual change in waiting list size or in 

the percentage of people waiting over 18, 52 and 104 weeks for community services. Work is 

underway to improve the quality, completeness and linkage of community services data to 

support more comprehensive reporting of waiting times by deprivation, age and ethnicity in 

future annual reports. 
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7. Adult Urgent and Emergency Care  

7.1 Overview 

Addressing health inequalities remains a core priority for NHS Greater Manchester. Within 

Urgent and Emergency Care (UEC), inequalities are assessed across experience, access and 

outcomes, with a focus on identifying unwarranted variation between population groups. 

This section presents key inequalities metrics across UEC, covering: 

• Emergency Department (ED) experience. 

• Ambulance care pathways for time-critical conditions. 

• Children and Young People (CYP) ED attendances. 

The analysis considers variation by deprivation, ethnicity, age and locality, and is intended to 

support targeted system action and continuous improvement. 

7.1.1. Summary of Key Inequalities Findings - Analysis of UEC performance in 2025/26 

highlights: 

• Overall improvement in ED waiting times, but with continued variation across localities 

and population groups. 

• Significant age-related inequality, with older patients experiencing substantially longer ED 

waits. 

• Variation by ethnicity in ED experience, requiring further investigation. 

• Clear deprivation gradient in CYP ED attendances, reflecting underlying differences in 

need and access. 

• Data limitations in ambulance care measures and community setting measures restricting 

current ability to assess inequalities in some high-impact pathways. 

These findings reinforce that while overall system performance has improved, inequalities in 

experience and access persist and require targeted, system-wide action. 
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7.2 Core Adult Urgent and Emergency Care Inequalities 

7.2.1 Emergency Department (ED) Waiting Times 

Mean ED waiting time improved from 5 hours 54 minutes in 2024/25 to 5 hours 34 minutes in 

2025/26, representing a reduction of 5.6%. Despite this improvement, waiting times remain 

above 2023/24. 

Substantial variation remains across localities, with mean ED waiting times ranging from 4 hours 

31 minutes in Manchester to 7 hours 26 minutes in Wigan. This variation suggests that local 

system pressures, patient flow and service configuration continue to influence performance. 

Figure 20: Mean Emergency Department (ED) Wait Time (hours:minutes) by Locality 

 

Source: NHS Greater Manchester Emergency Department Performance – GM ADSP  

Age remains the most significant inequality dimension within ED waiting times. Mean waiting 

time increases steadily with age, from around 3 hours in children aged 0-9 to more than 11 

hours in those aged 90-99 years. Patients aged 80 years and over experience average waits 

exceeding 10 hours. Differences between males and females are small across all age bands, 

suggesting that age is a substantially greater driver of variation than sex. The longer waits 

experienced by older adults are likely to reflect increased clinical complexity, higher admission 
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rates and pressures on inpatient capacity. 

Figure 21: Mean Emergency Department (ED) Wait Time by Age Band 

 

Source: NHS Greater Manchester Emergency Department Performance – GM ADSP 

ED waiting times vary by ethnicity. In 2025/26, White patients experienced the longest average 

waits (6 hours 7 minutes), while shorter waits were observed among Asian, Black and Mixed 

ethnic groups. The reasons for this variation require further investigation, including 

consideration of case-mix, acuity and pathway differences. 

Figure 22: Mean Emergency Department (ED) Wait Time by Ethnicity 

 

Source: NHS Greater Manchester Emergency Department Performance – GM ADSP 
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Mean ED waiting times vary across ethnic groups in Greater Manchester. Patients recorded as 

White have the highest mean wait times, whilst shorter waits are observed among several other 

ethnic groups. These differences are likely to reflect a combination of factors including case mix, 

acuity, mode of arrival and admission pathways, and should therefore be interpreted alongside 

wider measures of access and outcomes. 

Mean ED waiting times varied across deprivation deciles, although no consistent deprivation 

gradient was observed. Waiting times were highest among people living in the least deprived 

30-40% areas, while shorter mean waits were observed for those living in the most deprived 

deciles. These differences are likely to reflect a combination of factors, including differences in 

case mix, clinical acuity, mode of arrival and admission pathways, and should therefore be 

interpreted alongside wider measures of access and outcomes. 

Figure 23: Mean Emergency Department (ED) Wait Time by Deprivation Decile 

 

Source: NHS Greater Manchester Emergency Department Performance – GM ADSP 

Differences by sex were minimal, with mean ED waiting times of 5 hours 35 minutes for females 

and 5 hours 34 minutes for males. This indicates that relative to age, ethnicity, locality and 

deprivation, gender is a less prominent driver of variation in mean ED time in the aggregate. 
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While overall ED performance has improved, inequalities in experience remain significant, 

particularly for older patients and across different localities. 

System priorities include: 

• Strengthening frailty pathways and flow for older patients. 

• Improving system flow and discharge capacity. 

• Further analysis of ethnic variation in ED pathways. 

7.3 Ambulance Care  

7.3.1 Post- Return of Spontaneous Circulation (ROSC) Care Bundle (Cardiac Arrest) 

This measure assesses whether patients who achieve ROSC receive the full recommended 

post-resuscitation care bundle prior to hospital arrival. 

At present, there is insufficient data available to robustly assess variation in post-ROSC care by 

age, deprivation, ethnicity or gender.  Work is underway to improve the quality, completeness 

and linkage of the available data to support more comprehensive assessment of inequalities in 

future reporting.  

The absence of detailed inequalities data limits the system’s ability to assess equity in this 

critical pathway. Improving data capture and analytical capability is required to enable 

meaningful assessment in future reporting. 

7.3.2 ST-Elevation Myocardial Infarction (STEMI) Care Bundle 

This measure assesses delivery of the full pre-hospital care bundle for patients experiencing 

ST-elevation myocardial infarction (STEMI). Current data do not support detailed analysis of 

inequalities by age, deprivation, ethnicity or sex. Further development of data collection and 

reporting is planned during 2026/27 to enable assessment of equity of access and care delivery 

across population groups. 
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8. Maternity and Neonatal Health 

8.1 Trends in Early Antenatal Bookings 

Figure 24:                 B  k    (<70 D   ’ G        )          C                   

Demographics

 

Source: NHS Futures - Maternity Services Data Set, Regional Maternity Measures Report 

The Maternity Services Data Set (MSDS), analysed on a rolling 12-month basis to December 

2025, shows that across Greater Manchester approximately half of women are booking before 

70 days (10 weeks) of gestation. Performance has remained broadly stable across the calendar 

year, consistently trending well below nationally recommended standards. 

Disaggregating this picture by demographic group reveals clear and persistent inequalities 

across three dimensions: 

• Ethnicity: Women from Black or Black British and Asian or Asian British backgrounds 

book before 70 days at lower rates than White women. Women recorded as ‘ ny other 
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ethnic group’ show some of the lowest rates, while those in the ‘Not Stated’ category also 

lag behind. These disparities are consistent across the rolling 12-month period and are 

not explained by random variation. 

• Age: Women under 20 and those aged 45 or over show the lowest rates of booking 

before 70 days of any age group. Rates among women aged 25 to 34 are closer to the 

system average, while the extremes of the age distribution represent a consistent area of 

concern. 

• Deprivation: Analysis by IMD deprivation decile shows variation across the range, with 

women living in the most deprived areas showing lower rates of early booking than those 

in less deprived deciles. The relationship is not perfectly linear but the direction of 

inequality is consistent with the national evidence base. 

Delays in booking reduce opportunities for timely screening, early identification of clinical and 

social risk factors, and personalised care planning, all of which are critical to improving maternal 

and neonatal outcomes. The MSDS data on deliveries before 37 weeks of gestation further 

illustrates this risk: women under 20 and those aged 45 or over also show the highest rates of 

preterm delivery, with women aged 45 or over showing a particularly elevated rate above 15%. 
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Figure 25: Preterm Deliveries (<37 Weeks): Patient Characteristics and Demographics 

 

Source: NHS Futures - Maternity Services Data Set, Regional Maternity Measures Report 

Figure 25 highlights the breakdown of the proportion of women booking before 37 days of 

gestation by age, ethnicity and deprivation decile. 

8.1.1 What the Local Maternity and Neonatal System (LMNS) is doing to Address Early 
Access to Antenatal Care 

Improving early access to antenatal care is a core priority within the GMEC LMNS Maternity 

Equity and Equality Action Plan 2022–2027, set out under Intervention 10. This intervention is 

focused specifically on reducing late booking and increasing the proportion of women booking 

before 10 weeks, with a particular focus on women from ethnic minority backgrounds and those 

living in deprivation. 

As part of this work, the LMNS commissioned a scoping exercise to develop an evidence-
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informed understanding of the barriers driving late booking in Greater Manchester and to 

identify what interventions are most likely to be effective. This scoping has examined both the 

local data picture and the national evidence base, and has identified the following as the most 

significant and modifiable barriers: 

• Ethnicity, migration and language: Non-white ethnicity and non-UK birthplace are 

among the strongest predictors of late booking, with language barriers identified as a 

modifiable system failure. These are not patient deficits but reflect gaps in how services 

are designed and communicated. 

• Socioeconomic deprivation and housing instability: Living in a deprived area is 

strongly associated with late booking. Housing instability compounds this through missed 

correspondence, GP registration difficulties, and disrupted continuity of care. Late 

booking in this context reflects structural disadvantage and competing priorities, not 

disengagement from care. 

• Service design and system barriers: Difficulty registering with a GP, unclear or 

inconsistent booking pathways, long waits for appointments, and miscommunication 

between primary care and maternity services are repeatedly identified in the evidence as 

causes of late booking even among women who are motivated to engage early. The 

scoping has examined current booking pathway provision across GM trusts, including the 

availability and accessibility of self-referral routes. 

• Awareness, cultural and psychosocial factors: Cultural norms around not disclosing 

pregnancy in the first trimester, beliefs that care is only needed when unwell, negative 

prior experiences of maternity services, and psychosocial complexity including mental 

health needs, domestic abuse and safeguarding involvement are all identified as 

contributing factors in the evidence base reviewed. 

The LMNS commissioned the ASAP –  s Soon  s You’re Pregnant campaign: a GM-wide 

public-facing resource developed in partnership with Early Years services, Family Hubs, 

Maternity Voices Partnerships and Voluntary Community Sector and Faith Enterprises (VCSFE) 

organisations to encourage women to book by 10 weeks. Following this, the LMNS 

https://www.asapgm.co.uk/
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commissioned a scoping exercise to build a deeper, evidence-informed understanding of the 

barriers driving late booking and to identify what further interventions are most likely to be 

effective. The scoping has reviewed national evidence on intervention models including 

community-based peer outreach, co-produced education programmes, community health 

worker approaches, and digital self-referral models. 

The data is clear that Greater Manchester has not yet achieved the trajectory needed to close 

the gap with national early booking rates, and that inequalities by ethnicity, age and deprivation 

remain pronounced. The next phase of work under Intervention 10 will need to translate the 

insight from the scoping exercise into commissioned, targeted action. 

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

Figure 26: Completeness of Ethnicity Data in the Maternity Services Data Set 

 

Source: Maternity Services Data Set (MSDS) 

Greater Manchester has maintained ethnicity data completeness rates consistently above the 

90% threshold required by Safety Action 2 of the Maternity Incentive Scheme (MIS) throughout 

2024/25. Monthly performance ranged from 93.0% to 97.3% across the year, with a peak in 

September 2024 and the lowest recorded figure of 93.0% in March 2025. While this end-of-year 
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figure remains above the national standard, the downward trend from the mid-year peak 

warrants continued monitoring. 

Throughout the year, Greater Manchester’s performance has tracked broadly in line with, but 

slightly below, the Northwest regional average. The regional average showed more sustained 

performance in the 95–97% range for much of the year, suggesting there is headroom for GM to 

improve further. Both GM and the Northwest regional average remain above the 90% MIS target 

at all data points. 

8.2.1 What the LMNS is doing to Address Completeness of Ethnicity Data in the Maternity 
Services Data Set (MSDS) 

All GM trusts have been supported by the LMNS through a structured assurance process to 

meet the ten national MIS safety actions, including Safety Action 2 on ethnicity data 

completeness. The sustained performance above 90% across all months of 2024/25 reflects the 

effectiveness of this approach and the commitment of provider organisations to embedding 

high-quality data collection as a routine part of maternity care. 

Safety Action 2 is subject to external validation by NHS Resolution following formal Trust Board 

sign-off, providing a robust and transparent assessment framework that ensures reported 

performance reflects genuine data quality. This level of assurance is important in establishing 

the reliability of the ethnicity data that underpins the LMNS’s equity monitoring and improvement 

work. 

While overall performance is strong and above the national standard, the year-end dip and the 

gap with the Northwest average indicate that continued investment in data quality processes is 

needed.  
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9. Vaccinations and Screening 

9.1 COVID-19 and Flu Vaccinations 

COVID-19 and Flu vaccinations in Greater Manchester continue to be delivered through a broad 

and accessible provider model including local pharmacies, Primary Care Networks, Hospital 

Hubs and pop-up clinics. The number of GM residents eligible for AW COVID-19 vaccination in 

the period 2025/26 was 318,986 in comparison 2024/25 had 1,003,125 eligible patients, this 

reduction was due to changes in the eligible cohorts, Flu eligibility remained at 1,629,347. The 

programme maintained a strong focus on identifying and reaching Core20 and "PLUS" 

population groups through analysis of the nationally defined eligible cohorts, supplemented by 

local intelligence and partner insight. In addition to reviewing uptake across eligible cohorts, 

intersectionality is considered where appropriate by exploring variation across characteristics 

such as race/ethnicity, gender, age, disability and deprivation/class, recognising that 

overlapping factors can compound barriers to access and drive unequal uptake.  

To address prevalence and distribution of known risk factors (including digital exclusion, 

transport barriers, health literacy and language needs), the vaccination offer was designed 

around multiple routes of access. This included digital booking opportunities, a phone booking 

option via 119, and walk-in models. The programme also supported physical accessibility 

through a wide footprint of provision, helping to mitigate transport and convenience barriers.  

There were 540 of 639 community pharmacies (84.5%) and 407 of 411 GP practices (99.0%) in 

GM engaged in delivering flu vaccinations in 2025/26. There were 44 of 67 Primary Care 

Networks (65.7%) and 352 of 639 community pharmacies (55.1%) delivering the COVID-19 

vaccination programme. There were 10 hospital trust sites delivering flu vaccinations to staff 

and key at-risk patient groups (maternity, immunosuppressed, long stay inpatients and patients 

discharged to care homes). Two hospital sites also delivered COVID-19 vaccinations to patients 

on wards.  

Communications and information were developed in accessible formats, including translated 

materials (supported by website translation functionality for adverts in a person’s preferred 

language), easy read materials and video content, to reduce language and health-literacy 
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barriers and to support informed decision-making.  

A key feature of programme delivery has been the use of linked and routinely processed data to 

identify under-represented population groups in NHS datasets and to understand patterns of 

access and demand among those experiencing inequalities. We draw on different data sources, 

including the Federated Data Platform and the GM system extracting data from GP records, to 

provide a robust method for establishing the eligible population and measuring uptake in a way 

that reflects recorded population characteristics. Reporting of uptake by MSOA and ethnicity 

has been available for many years in the COVID-19 and Flu programme, enabling localities to 

identify variation, target interventions and monitor change over time. Routine disaggregation of 

performance and quality data, including ethnicity reporting, is embedded within programme 

dashboards that are accessible to all localities and used to support operational decision-making 

and performance conversations.  

Vaccine uptake nonetheless continued to decline year-on-year, reflecting national trends. 

COVID-19 vaccine uptake is not comparable to previous years due to the cohort change, Flu 

vaccine uptake decreased across the largest eligible cohorts for over 65 years old, however a 

large increase in uptake for pregnant women.   

Inequalities in uptake persist across Greater Manchester and with the data reports we can 

demonstrate that they remain by deprivation, age and ethnicity. Uptake in areas of high 

deprivation (IMD Decile 1) for COVID-19 was 32.2% compared to 63.9% in the most affluent 

areas (IMD Decile 10). Non-White British groups continued to show lower vaccination rates, with 

Black/African/Caribbean groups reporting 44% Flu uptake among those aged 65+, compared to 

76.6% for White British individuals.  

These insights have been treated as a driver of performance and resource allocation, with the 

programme using disaggregated data and partner intelligence to prioritise targeted investment, 

improve reach and optimise service delivery. We have used data from previous years to know 

what gaps exist and the programme has worked with Voluntary, Community and Social 

Enterprises (VCSE) and community partners to understand gaps and to use lived experience 

and local knowledge to guide pop-up locations and investments via the Access and Inequalities 

Fund. Approaches that have been effective include targeted mobile clinic sessions delivered at 
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places of worship and community events; PCN-led clinics working alongside community groups 

supporting older people, homeless residents and other at-risk groups; VCSE-led engagement 

with small community and faith groups to constructively challenge myths and support trusted 

community leaders to promote uptake; and the distribution of translated and accessible 

materials (leaflets, posters, social media content and videos) in the most commonly used local 

languages.  

Health inequalities information is incorporated into routine performance reporting and has 

informed operational planning and strategic decision-making, particularly around targeting of 

under-vaccinated groups and the design of pop-up and outreach delivery, with over 50 schemes 

being used to help improve access. Performance is reported to localities and escalated through 

system governance routes, supporting a consistent approach to monitoring and responding to 

inequality patterns. Uptake and inequality metrics are reported bi-weekly in 2025/26 to the 

Primary Care Board and included within the Inequalities ICB reporting, ensuring board-level 

visibility of variation and supporting sustained focus on actions intended to narrow gaps in 

uptake. 

 Figure 27: Autumn 2025 COVID-19 Vaccination Uptake by IMD Decile 

 

 

Source: NHS Federated Data Platform, COVID-19 Vaccination Dashboard 
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Figure 28: Autumn 2025 COVID-19 Vaccination Uptake by Ethnicity 

  

Source: NHS Federated Data Platform, COVID-19 Vaccination Dashboard 

Figure 29: Flu Vaccination Uptake by Ethnicity (%) Among Adults Aged 65+ (Single-

Cohort Waterfall) 

 

Source: NHS Federated Data Platform, COVID-19 Vaccination Dashboard 
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9.2 Cancer 

Early cancer diagnosis is critical for reducing the impact of cancer on people’s health and 

wellbeing, their requirement for health and care services, and for maximising positive outcomes 

and response to treatment.  

Percentage cancers diagnosed at stage 1 and 2 (early stage) measures the number of patients 

with early-stage cancer diagnosis as a percentage of all cancer diagnoses. A higher percentage 

indicates better outcomes. Improvements in the rate of early diagnosis increasing from 59.2% in 

December 24 to 60.7% in December 2025 (12 month rolling position), with GM now consistently 

above the England average. However, there is variation in early diagnosis figures across 

Greater Manchester by locality; with the proportion of people diagnosed at an early stage in 

November 2025 varying from 58.2% in Oldham to 63.2% in Bolton.  

Figure 30: Comparison of 12-Month Rolling Early Diagnosis (RCRD Stage of Diagnosis) 

Performance Between Greater Manchester Cancer Alliance and England 

 

Source: Greater Manchester Cancer Alliance 
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There is also variation by deprivation with a 4.01% difference, as of December 2025 (12 month 

rolling position), in early diagnosis rate between our least and most deprived communities, this 

is a 0.27% improvement since December 2024. 

Figure 31: Comparison of 12-Month Rolling Early Diagnosis (RCRD Stage of Diagnosis) 

Performance Between the Most Deprived and Least Deprived Quintile 

 

Source: Greater Manchester Cancer Alliance  

These figures are presented regularly to the Early Diagnosis Programme Board which feeds into 

our system level Cancer Board to ensure proper oversight of variance within the early diagnosis 

rate. 
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The chart below shows five-year survival in Greater Manchester by Index of Multiple Deprivation 

(IMD). These figures represent crude all-cause survival and are not adjusted for case mix or 

age, but they provide an indication of inequalities in survival across the region. As of March 

2020, the gap between the least and most deprived communities was 10.9%. This reflects an 

improvement of 1.0 percentage point since March 2019 and 4.0 percentage points since March 

2014. 

Figure 32: Five-Year Survival (%) by Year of Diagnosis for Overall, Most Deprived, and 

Least Deprived Quintiles 

 

Source: Greater Manchester Cancer Alliance 

The Greater Manchester Early Cancer Diagnosis Strategy focuses on raising public awareness, 

reducing health inequalities, fostering collaboration with primary care, enhancing cancer 
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screening programs, and driving innovation to improve early diagnosis rates and outcomes. A 

specific pillar of the strategy is a reduction in variation, while identifying and tackling health 

inequalities in a foundation and cross cutting theme. Work in 25/26 to meet these priorities has 

included: 

• The ‘Get Cancer Clever’ campaign and the mobile ‘This Van Can’ initiative will target 

Primary Care Networks (PCNs) with the lowest rates of early-stage cancer diagnosis. By 

directing awareness campaigns and diagnostic capacity towards communities 

experiencing the 4.01% deprivation gap in early diagnosis, these initiatives aim to 

improve earlier diagnosis, increase equitable access to diagnostic services, and reduce 

inequalities in cancer outcomes across Greater Manchester.  

• Barret’s Oesophagus case finding 

• Targeted Lung Health Check (Lung Cancer Screening) programme, where a stratified roll 

out has been planned based on deprivation, smoking rates, and lung cancer mortality at 

a Primary Care Network population level.  

• VCSFE grant funding to support reduction in inequalities of early diagnosis, timely 

presentation and screening uptake. 

The GM Cancer Alliance carries out a robust EIA process for each project to ensure inequalities 

are being considered and addressed. These are reported through our governance process and 

are review at the Early Diagnosis Programme Board. 

9.3 Cancer Screening  

The three Section 7A cancer screening programmes (breast, bowel and cervical) are 

commissioned and delivered locally in line with national direction and service specifications. 

Nationally published data is high-level and does not provide detailed insight into inequalities.  

Locally developed dashboards enable more granular analysis, including breakdowns by 

ethnicity, learning disability (LD), severe mental illness (SMI), deprivation and language, 

however, there are important caveats to this data. It is derived from GP records, which may be 

incomplete or inconsistently coded. This is a particular challenge for breast screening, where 
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data relies on manual coding by practices. 

To complement this, additional intelligence is obtained from providers delivering the screening 

programmes. These services are often able to offer valuable local insight into barriers to access 

and emerging inequalities that may not be fully captured in routine datasets.  

In 2024/25, behavioural insight work was commissioned across Greater Manchester to better 

understand barriers and drivers for cancer screening participation. It combined qualitative and 

quantitative research, including surveys, interviews and stakeholder workshops, followed by 

co-design with communities and partners. Key barriers identified related to knowledge, access 

and motivation, with targeted interventions developed in response. The outputs have informed 

local toolkits, communications and service improvements to support more tailored approaches 

to increasing uptake, particularly in underserved populations. 

Answer Cancer is a VCSE consortium commissioned to work with communities across Greater 

Manchester where screening uptake is lowest, particularly among underserved populations. It 

delivers culturally appropriate awareness and community-led approaches through VCSE 

partners and Cancer Champions, alongside funding local initiatives to address barriers. In 

2024/25, £93,000 was awarded through grants and spot purchasing to support this work. This 

model improves engagement with groups less likely to respond to traditional NHS 

communications, helping to increase awareness, access and informed decision-making, and 

reduce inequalities in screening uptake. 

Health inequalities is a standing agenda item on GM boards and provider performance 

monitoring meetings. It is also evaluated as part of the Screening Quality Assurance (SQAS) 

visits to all screening providers, with recommendations made where there are gaps. All 

screening providers are required to produce health equity audits as part of their service 

specifications.  

To support the awareness raising of all 3 screening programmes among patients whose first 

language is not English, plans are progressing to commission a range of short videos in 

community languages and BSL. These will update previously produced videos with new 
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programme changes and significantly expand the languages available. Accompanying text 

messages will be produced for practices to use in the practice call and recall of non-responders. 

Nationally, programmes are moving to a digital first approach to invitations and results letters. 

This will facilitate the use of alternative formats, such as information in alternative languages in 

the future. Where a patient does not have the app, alternative methods (e.g. letter) will be used 

to prevent digital exclusion.  

9.3.1 Bowel Screening 

Uptake of bowel screening in the 50-59 age group has increased in all areas of GM since March 

2025. Across the GM localities the increase in uptake ranges from 11% - 13.2%. GM uptake is 

currently 35.86%. In the 60-74 age group, all localities are showing a slight increase in uptake 

ranging from 0.8% - 2%. GM uptake is 63.15%. Wigan locality is seeing the highest increase in 

both cohorts. Since January 2026, 9 out of 10 localities are showing increases in both cohorts, 

with only Trafford maintaining the same level of uptake.  

The bowel screening learning disabilities (LD) flagging project has been rolled out to all 

screening centres in GM, following a successful pilot in the Bury locality. Patients with a learning 

disability are offered tailored support to understand their screening invitation and make informed 

choices, including access to reasonable adjustments and specialist help, where required. Of 

those referred to the service the project has resulted in an uptake of 56% within the LD cohort. 

For further information, please read the published story of change on NHS GM Bowel Cancer 

Screening Programme. 

An online video has been developed showing the journey of an LD patient accessing 

colonoscopy services, through the bowel screening pathway: Endoscopy Journey. This has 

been shared with the LD Primary Care practitioners to support their discussions with patients. 

Each screening centre has a designated Cancer Screening Improvement Lead (CSIL).  The 

CSILs attend community events to raise awareness of the bowel cancer screening programme. 

There has been a focus on men as they have a lower uptake of screening than women as well 

https://fairerhealthacademy.gmtableau.nhs.uk/story-of-change-nhs-gm-bowel-cancer-screening-programme
https://fairerhealthacademy.gmtableau.nhs.uk/story-of-change-nhs-gm-bowel-cancer-screening-programme
https://www.youtube.com/watch?v=wLxCyrKim58
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as a focus on raising awareness in areas of higher deprivation. The CSILs are also working with 

patients who have received a Specialist Screening Practitioner (SSP) appointment following a 

positive screening test but fail to attend for the colonoscopy. They work with GP practices who 

have low uptake among their patients, by providing training and support. They also support 

practices in identifying non-responders and have the option to submit a 3rd party screening kit 

request for any patients who wish to take part in the programme. 

In 2026, a severe mental illness (SMI) inpatient pathway for bowel screening has been 

established, at Prestwich hospital.  The first patient has successfully completed the pathway 

following a positive screening result. It is hoped that this can be extended to all sites with SMI 

inpatients and are eligible for bowel screening.  

The screening centres in GM have increased access to services for patients by increasing the 

number of sites offering colonoscopy services. Clinics are now being held in Leigh, Stockport, 

Salford and are due to commence at North Manchester shortly. This allows more patients to 

attend a hospital for colonoscopy at closer and more convenient sites. More sites are being 

considered to expand the offer across Greater Manchester. 

Further work to increase access and provide information in alternative formats has taken place 

in 2026 as a digital pre-invitation is now in place for bowel screening in GM. Patients receive a 

notification on the NHS App, ahead of their bowel screening invitation letter. If a patient does not 

have the app, a letter will be sent, to prevent digital exclusion. 

For patients registered as having additional care needs a letter will continue to be issued 

alongside a digital pre-invitation, with relevant easy-read resources.  

During 2026/27 commissioners are progressing discussions with Northwest colleagues to 

further improve access to bowel cancer screening services, including exploring the use of 

Community Diagnostic Centres (CDCs) to deliver elements of the screening pathway. This work 

will support a more localised, neighbourhood-based offer that reduces barriers to access and 

addresses inequalities in uptake, particularly among populations with historically lower 

participation. 
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9.3.2 Breast Screening 

Uptake regionally has seen a positive uptrend across all three programs with coverage increasing 

nearly 2% in the period (Oct 24 – Oct 25). Current GM coverage as of April 2025 is 69.7% 

compared to national coverage of 67.8%, with Wigan achieving highest at 75.7% and Manchester 

the lowest at 59.6%. Source: Workbook: Cancer_Coverage_Uptake_v3. 

Regional insight work, alongside nationally recognised barriers to engagement, shows that 

screening uptake remains consistently lower among ethnic minority women, particularly South 

Asian communities, as well as Roma and Gypsy women with a learning disability (LD). Key factors 

include language barriers, cultural norms, limited awareness and discomfort with the screening 

pathway. 

Each programme has a Cancer Screening Improvement Lead (CSIL) who supports all practices 

to engage women who are due to be called for breast screening, low-uptake practices, engages 

non-responders and has developed and shared a primary care toolkit. CSILs also run open 

days, develop culturally appropriate materials and videos, and work with local partners to reach 

homeless communities through outreach that builds awareness and trust. They have also led 

targeted work for patients with learning disabilities, including tours of screening facilities with 

local LD teams to make services more inclusive and person-centred. 

Specific targeted work remains ongoing from the regional Answer Cancer service, providing a 

wide range of training and education particularly addressing community groups with low uptake. 

The program also delivers breast screening specific interventions with PCNs and GP as well as 

supporting through grant funding other local VCSFE organisations providing greater reach to 

underserved communities.  

All breast screening programs now operate extended access appointments, with options for 

women to attend evening and weekend appointments across several locations supporting access. 

In line with national strategy, breast screening programs have started to identify and bring online 

Community Diagnostic Centers (CDCs) with both Manchester and Oldham centers expected to 

be live later this year, supporting increased choice and improved access for patients.  
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In 2025/26, the annual capital bid programme supported the purchase of new breast screening 

equipment, enabling two new, more accessible sites in Bolton and Leigh focused on underserved 

communities. It also funded two new mobile units across GM to replace older units that were less 

accessible for disabled patients, removing this barrier.  

Following a successful trial at Bolton FT, plans for 2026 include supporting the introduction of a 

multilingual clerical support worker in each programme to call and recall non-responders and 

women who did not attend appointments.  

9.3.3 Cervical Screening 

Uptake for cervical screening overall in GM ranges from 70.3 % (Manchester) to 80% 

(Stockport) in the 50-64 cohort, and 56.8% (Manchester) to 76.5% (Stockport) in the 25-49 

cohort.  Uptake within localities varies further, with uptake as low as 29.8% in one PCN.  

Across the programme, uptake is highest in the white British population 76.4%, with the lowest 

uptake seen within the Chinese (47.1%), Indian (51.6%) and Arab (51.5%) populations.  In 

areas of deprivation, uptake in the White British population falls to 68.3%, with uptake in the 

least deprived areas at 84.7% -surpassing the 80% ambition.  

Overall uptake among patients on the SMI register is 63%, compared to 68.7% for those not on 

the register. The gap for patients living with a learning disability is wider, with uptake at 40.9% 

compared to 68% for those not on the LD register.  

Extensive work has been ongoing to support the LD community. In the past 12 months, a range 

of videos have been co-produced with patients, to support those with LD to attend cervical 

screening, colposcopy, and to receive their HPV vaccination. A GM primary care pathway, 

outlining best practice for sample takers and GP practices, has been produced and will be 

piloted in Bury.  

Bespoke toolkits have been produced to support primary care in the delivery of the programme. 

A toolkit based on the commissioned behavioural insights work was shared last year, which 
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included evidence-based approaches to improving accessibility and uptake, as well as good 

practice examples from practices and PCNs within GM. In addition, a trans and non-binary 

toolkit was updated and shared to coincide with the introduction of a national call and recall for 

patients with a cervix registered as male in 2025, reducing inequalities within the group. 

Specific targeted work is ongoing from Answer Cancer, addressing community groups with low 

uptake, including work with the Chinese community in South Manchester, an area where uptake 

is particularly low within the group, and further work is planned to understand barriers within this 

population. Answer Cancer deliver cervical screening specific interventions with PCNs and GP 

practices to support call and recall of underserved groups, with support from their grant funding, 

and in 26/7 will be exploring ways of improving the sustainability of this.  

In 2026, the NW cervical screening bus pilot will be expanded into Greater Manchester. So far, 

the bus has reached over 2000 patients, with a high proportion of patients non responders 

and/or from deprived communities. The bus will provide a drop-in cervical screening service 

outside of usual clinical locations, such as supermarkets and leisure centres, and will be 

focused on areas with low uptake and high levels of deprivation.  

10. Adult Mental Health  

10.1 Overall number of Severe Mental Illness (SMI) physical health checks  

Figure 33 shows performance against the Physical Health Severe Mental Illness (SMI) Physical 

Health Check target over the last four years. Performance in 2025/26 has exceeded that 

observed in previous years across all reported months.   

The latest data (February 2026) shows that performance was 62.7%, exceeding the national 

target of 60% and representing an improvement from to 51.9% in February 2025.  This equates 

to 18,991 people on the SMI register receiving all six elements of their annual physical health 

check. Overall, uptake of SMI physical health checks increased during 2025/26 compared with 

2024/25.  
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Figure 33: Achievement of Physical Health Severe Mental Illness (SMI) Targets within the 

ICB, 2022/23–2025/26 

  

Source: NHS Greater Manchester Severe Mental Illness Physical Health Dashboard – GM 

ADSP 

Interpretation of variation by ethnicity remains limited by incomplete ethnicity recording within 

the dataset. Further work is underway to improve data completeness and support more robust 

assessment of inequalities. 

Figure 34: Achievement of Physical Health SMI Targets within the ICB, as of February 

2026, by Ethnic Group 

  

Source: NHS Greater Manchester Severe Mental Illness Physical Health Dashboard - Tableau 
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Cloud 

Among patients with recorded ethnicity, uptake varied by 9.0 percentage points, ranging from 

56.6% to 65.6%. Uptake was highest among Asian or Asian British patients (65.6%), followed 

by White British (63.5%) and Any Other Ethnic Group (63.3%). Lower uptake was observed 

among Black/African/Caribbean/Black British patients (60.1%), while Mixed/Multiple Ethnic 

Groups recorded the lowest uptake (56.6%), representing the largest observed inequality gap. 

10.2 Inequalities in use of the mental health act including use of community 

treatment orders (CTOs)  

The latest Mental Health Services Data Set (MHSDS) for 2025/26 provides an updated view of 

the number of people subject to the Mental Health  ct (MH ), including those receiving mental 

health services. 

 cross Greater Manchester, the number of people subject to the Mental Health  ct has 

increased compared with 2024/25. Local dashboard data indicate variation by ethnicity, 

deprivation, age, sex and locality. Higher numbers are observed within White ethnic groups, 

reflecting the underlying population profile, while greater volumes are also seen in more 

deprived and urban areas. 

However, local dashboard data are based on absolute counts rather than population-adjusted 

rates. In some areas, including Community Treatment Orders, small numbers limit the ability to 

present disaggregated analyses or draw robust conclusions regarding inequalities. 

 mong patients with recorded ethnicity, uptake varied by 9.0 percentage points, ranging from 

56.6% to 65.6%.  ptake was highest among  sian or  sian British patients (65.6%), followed by 

White British (63.5%) and  ny Other Ethnic Group (63.3%). Lower uptake was observed among 

Black/ frican/Caribbean/Black British patients (60.1%), while Mixed/Multiple Ethnic Groups 

recorded the lowest uptake (56.6%), representing the largest observed inequality gap.   

While recognising the system-wide achievement of meeting the 60% national target for annual 

physical health checks for people with SMI, further work is underway across Greater 
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Manchester to improve the completeness of ethnicity recording on the SMI register. Improved 

data quality will support more robust assessment of inequalities and help reduce the current 9.0 

percentage point variation in physical health check completion over time. 

Figure 35: Characteristics and Demographic Profile of Individuals Subject to the Mental 

Health Act, 2025/26 

 

 Source: GMADSP – NHS Greater Manchester Mental Health Services Dataset – GM ADSP 
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Figure 36: Characteristics and Demographic Profile of Individuals Subject to the Mental 

Health Act (and in receipt of services), 2025/26 

 

Source: NHS Greater Manchester Mental Health Services Dataset – GM ADSP 
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Inequalities by age: Crude detention rates vary substantially by age.  ates are highest among 

young adults aged 1 -34 years and decrease progressively across older age groups, with the 

lowest rates observed among children and young people aged under 1  years. This pattern 

indicates that young adults are disproportionately affected by detention under the Mental Health 

 ct compared with other age groups.  

Figure 37: Crude Rate of Detention Under the Mental Health Act per 100,000 Population 

by Age Group, NHS Greater Manchester ICB, 2024/25 

  

Source: NHS England Mental Health Act Time Series Dashboard  
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Inequalities by gender: There is a consistent difference in detention rates by gender, with 

males experiencing higher rates of detention than females. The difference is present but less 

pronounced than other inequality characteristics, indicating a moderate but consistent disparity. 

Figure 38: Crude Rate of Detention Under the Mental Health Act per 100,000 Population 

by Gender, NHS Greater Manchester ICB, 2024/25 

  

Source: NHS England Mental Health Act Time Series Dashboard 
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Inequalities by deprivation: There is a strong and sustained relationship between deprivation 

and detention rates. People living in the most deprived communities experience significantly 

higher rates of detention than those in the least deprived areas, with rates approximately four 

times higher in the most deprived decile compared to the least deprived. 

This demonstrates a clear social gradient, with deprivation strongly associated with higher rates 

of detention under the Mental Health Act. This is likely to reflect wider inequalities in: mental 

health need, access to early support, and the impact of broader social determinants 

Figure 39: Crude Rate of Detention Under the Mental Health Act per 100,000 Population, 

NHS Greater Manchester ICB, by Deprivation (IMD Decile), 2024/25 

 

Source: NHS England Mental Health Act Time Series Dashboard 
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Inequalities by ethnicity: National data demonstrates variation in detention rates by ethnic 

group. However, interpretation should be undertaken with caution as differences may be 

influenced by population size, data completeness and underlying need. 

Figure 40: Comparison of Crude Rate of Detention Under the Mental Health Act by per 

100,000, NHS Greater Manchester ICB by Ethnicity, 2024/25 

 

Source: NHS England Mental Health Act Time Series Dashboard 

Taken together, the data highlights persistent inequalities in the use of the Mental Health Act. 

Detention rates are highest among young adults aged 18-34 years, higher among males than 

females, and show a clear deprivation gradient, with substantially higher rates in more deprived 

communities. Variation by ethnicity is also evident, although interpretation should be considered 

alongside data quality and population factors. 

While local dashboard data provide valuable context on service activity, national rate-based 

analyses offer a more robust assessment of inequality. Both sources indicate that inequalities in 

detention remain significant and are closely associated with wider social and health 

determinants. 

Reducing inequalities in the use of the Mental Health Act and Community Treatment Orders 

remains a system priority and aligns with the objectives of the Patient and Carer Race Equality 

Framework (PCREF) and NHS Oversight Framework, with a focus on improving equity of 

access, experience and outcomes across mental health services. 
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10.3 Inequalities in rates of restrictive interventions in inpatient services  

 educing the use of restrictive interventions remains a priority within the Inpatient  uality 

Transformation Programme and forms a key component of the Patient and Carer  ace Equality 

Framework (PC EF). The programme aims to reduce inequalities in experience, safety and 

outcomes for people receiving inpatient mental health care. 

To support this work, NHS Greater Manchester commissions the HOPES service, which 

provides specialist advice, training and support to clinical teams working with people subject to 

long-term segregation or at risk of restrictive interventions. The service promotes alternative 

approaches to care, improves understanding of patient. 

The latest data on restrictive interventions in inpatient mental health services indicate continued 

variation across providers, localities and population groups within Greater Manchester. 

Differences are likely to reflect a combination of service models, patient acuity and case mix. 

 nalysis of the available data highlights variation by age and ethnicity, although interpretation 

should be considered alongside data quality limitations and the use of activity-based rather than 

population-adjusted measures. 

                    

Higher rates of restrictive interventions continue to be observed among younger adults, 

particularly those aged 1 -24 years.  lthough this age group remains the most affected, 

comparisons between March 2025 and March 2026 suggest some reduction in the number of 

restrictive interventions experienced by younger adults. 

Patterns across other age groups vary between years and providers, indicating that the age 

profile of restrictive interventions is not static. Nevertheless, the findings suggest that younger 

adults remain disproportionately affected and should remain a focus for ongoing quality 

improvement activity. 
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Figure 41: Restrictive Interventions by Age Group for Greater Manchester Providers 

(Pennine Care NHS FT): Comparison of March 2025 and March 2026 

  
Source: NHS England Restrictive interventions Dashboard 

Figure 42: Restrictive Interventions by Age Group for Greater Manchester Providers 

(Greater Manchester Mental Health NHS FT): Comparison of March 2025 and March 2026 

 

Source: NHS England Restrictive interventions Dashboard 
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Variation by ethnicity 

Variation in rates of restrictive interventions is evident across ethnic groups. However, changes 

between March 2025 and March 2026 do not demonstrate a consistent direction of travel, with 

increases observed in some groups and reductions in others. 

Interpretation is further limited by the proportion of records with unknown ethnicity. While the 

available data suggest variation in experience between ethnic groups, improvements in ethnicity 

recording are required to support more robust assessment of inequalities over time. 

Figure 43 and Figure 44: Restrictive Interventions by Ethnicity for Greater Manchester 

Providers (Pennine Care NHS FT): Comparison of March 2025 and March 2026 

 

Source: NHS Greater Manchester Mental Health Act Patient Metrics Dashboard 

Taken together, the data indicate: 

• Continued variation in the use of restrictive interventions across providers and population 

groups. 

• Higher rates among younger adults, particularly those aged 1 -24 years, despite some 

evidence of improvement over the reporting period. 
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• Persistent limitations in ethnicity data, restricting the ability to draw firm conclusions regarding 

inequalities. 

• Fluctuation between reporting periods rather than a clear and consistent trend over time. 

While variation is evident, the data reflect activity rates rather than population-adjusted 

measures and should therefore be interpreted with caution.  educing the use of restrictive 

interventions remains a key priority within the Inpatient  uality Transformation Programme and 

supports the aims of the Patient and Carer  ace Equality Framework (PC EF) to improve 

equity, safety and outcomes in mental health services. 

Figure 45: Characteristics and Demographic Profile of Individuals Subject to Restrictive 

Interventions, 2025/26 

 

Source:  NHS Greater Manchester Mental Health Services Dataset – GM ADSP 
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10.4 Inequalities in people achieving access and outcomes for NHS Talking 

Therapies  

The latest NHS Talking Therapies data demonstrates continued variation in access, treatment 

completion and recovery outcomes across Greater Manchester. Overall recovery performance 

remains below the national standard of 4 % reliable recovery. 

Performance continues to be influenced by local service configuration. In some areas, Step 2 

and Step 3 services are commissioned separately, resulting in care episodes being recorded 

independently.  s recovery is only recorded within the episode in which it is achieved, this may 

lead to an underestimation of overall recovery rates and limit comparability across localities. 

Plans to implement a shared Patient Case Management Information System (PCMIS) across 

Greater Manchester remain a priority for 2026/27 and are expected to support more consistent 

reporting and performance measurement. 

Local variation  

Variation remains evident across Greater Manchester, with the impact of split commissioning 

arrangements most apparent in Manchester, Salford and Stockport. Areas operating more 

integrated service models demonstrate more complete recovery reporting and improved 

comparability of outcomes. 

 Inequalities by deprivation 

Deprivation remains the most pronounced inequality dimension across NHS Talking Therapies. 

Substantial differences are observed between the least and most deprived communities across 

the care pathway: 

•  ccess to treatment: 5 .3% in the least deprived areas compared with 45.7% in the most 

deprived areas. 

• Treatment completion: 52.9% in the least deprived areas compared with 36.7% in the most 

deprived areas. 
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•  ecovery: 5 .0% in the least deprived areas compared with 41.0% in the most deprived areas. 

Although a greater number of people from more deprived communities access NHS Talking 

Therapies services, they are less likely to complete treatment and achieve recovery. This 

pattern reflects wider social determinants of health, including housing, employment and income, 

which continue to influence mental health outcomes. 

Inequalities by ethnicity 

Access among people from Black, Asian and minority ethnic backgrounds has improved and is 

increasingly reflective of the Greater Manchester population. However, recovery outcomes for 

these groups remain below the overall average, indicating persistent inequalities in treatment 

outcomes. 

Inequalities by age 

Access among older adults aged 65 years and over has improved, although uptake remains 

below expected levels. Local data indicates that older adults experience higher treatment 

completion and recovery rates than the overall service population, suggesting that targeted 

interventions for older adults and people living with long-term conditions may be having a 

positive impact. 

Summary 

Taken together, the data demonstrates: 

• Persistent inequalities in access, treatment completion and recovery outcomes, particularly by 

deprivation. 

• Improved access for Black,  sian and minority ethnic communities, although recovery 

outcomes remain lower than average. 

• Stronger treatment completion and recovery outcomes among older adults compared with the 

overall service population. 
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• Ongoing challenges in interpreting recovery performance due to variation in local 

commissioning and reporting arrangements. 

Future focus 

Priorities for 2026/27 include: 

• Implementation of a shared PCMIS across Greater Manchester to improve consistency of 

reporting. 

• Continued action to reduce inequalities in access and outcomes, particularly those associated 

with deprivation and ethnicity. 

• Sustained focus on improving access for older adults and other underserved groups. 

• Broader system-wide action to address the social determinants of mental health that contribute 

to inequalities in recovery outcomes. 

Figure 46: NHS Talking Therapies Performance: Access, Completion, and Recovery, 

2025/26  

 

Source: Improving Access to Psychological Therapies (IAPT) Dataset – GM ADSP. 
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11. Learning Disability & Autism 

11.1 Overview  

Data from the Assuring Transformation (AT) dataset indicates that, at the latest reporting point, 

99 people from Greater Manchester were recorded as being in a mental health inpatient setting 

with a learning disability and/or autism. 

As this figure is derived from the national Assuring Transformation dataset, it should be 

interpreted within the context of the reporting methodology and inclusion criteria used by the 

programme. 

Figures 47 to 49 summarise key indicators relating to people with a learning disability and/or 

autism, including GP learning disability register coverage, annual health check uptake and 

health action plan completion. Annual health checks remain an important mechanism for 

identifying unmet health needs, supporting earlier intervention and reducing health inequalities 

experienced by people with a learning disability. 

Figure 47: Number of People Aged 14 Years and Over Recorded on General Practice 

Learning Disability Registers 

  

Source: NHS England 
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Figure 48: Percentage of Individuals Aged 14 and Over on GP Learning Disability 

Registers Who Have Received an Annual Health Check 

   

Source: NHS England 

Final validated 2025/26 performance data show that Greater Manchester achieved annual 

health check coverage of 85% among people recorded on GP learning disability registers. 
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Figure 49: Percentage of Individuals Aged 14 and Over on GP Learning Disability 

Registers Who Have a Health Action Plan 

 

Source: NHS England 

Final validated 2025/26 performance data show that Greater Manchester achieved health action 

plan coverage in excess of 98%. 

High levels of health action plan completion demonstrate continued commitment to personalised 

care planning and support for people with a learning disability, helping to improve coordination 

of care and health outcomes. 

11.1.1 Waiting Times for Autism Assessment Pathways 

The latest available data indicates that a substantial proportion of people referred for autism 

assessment continue to wait longer than 13 weeks for first contact. 

 nalysis suggests that delays are experienced across all population groups, with no consistent 

pattern of variation by age, ethnicity or deprivation. This indicates that waiting times represent a 

system-wide challenge rather than an inequality concentrated within specific demographic 

groups. 
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Variation is evident at locality level, reflecting differences in demand, service configuration and 

available capacity across Greater Manchester. 

Overall, the findings suggest that improving timely access to autism assessment pathways 

remains a key priority. Work is ongoing through the neurodevelopmental transformation 

programme to improve pathway consistency, increase capacity and reduce waiting times across 

the system. 

11.1.2 Inequalities 

Current data does not demonstrate consistent inequalities in waiting times by age, ethnicity or 

deprivation. However, delays are experienced across all groups, indicating a system-wide 

access challenge affecting the wider population. 

Figure 50: Characteristics and Demographic Profile of Individuals Waiting More Than 13 

Weeks for Initial Autism Contact, 2025/26 

 

Source: NHS Greater Manchester Mental Health Services Dataset – GM ADSP 
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NHS Greater Manchester has access to GP-level Learning Disability Annual Health Check data, 

which provides a more granular understanding of uptake across different population groups. 

This enables further exploration of potential health inequalities by locality, deprivation, age, 

ethnicity and gender, helping to identify variation in uptake and support targeted improvement 

activity across Greater Manchester. Source: Learning Disability (Health Check) Breakdown | 

GM ADSP. 

11.2 Monitoring Inequalities in Learning Disability Annual Health Check 

Source: Learning Disability (Health Check) Breakdown, GM ADSP 05/06/2026. 

Whilst published NHS Learning Disability Annual Health Check data remains the primary source 

for reporting performance, Greater Manchester also uses a locally developed primary care 

dashboard to provide a more granular understanding of variation in uptake across different 

population groups and geographical areas. 

This intelligence enables ongoing monitoring of health inequalities and supports targeted 

improvement activity by identifying differences in annual health check achievement by locality, 

deprivation, age, ethnicity and gender. 
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Figure 51: Trend Analysis of Learning Disability Annual Health Check Achievement, 

2018/19 to 2025/26 

 

Source: NHS Greater Manchester Learning Disability Health Checks Dashboard – GM ADSP 

The proportion of people with a learning disability receiving an annual health check has 

increased substantially over time across Greater Manchester. Achievement has improved from 

approximately 43% in 2018/19 to over 80% in recent years, demonstrating sustained progress 

in delivery of annual health checks. Monitoring trends over time supports understanding long-

term improvement and helps identify periods where additional intervention may be required.  
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Figure 52: Percentage Achievement of Learning Disability Annual Health Checks by 

Greater Manchester Locality 

 

Source: NHS Greater Manchester Learning Disability Health Checks Dashboard – GM ADSP 

Variation in achievement is monitored across all Greater Manchester localities to identify 

geographical inequalities in access and uptake. Current achievement ranges from 75.5% in 

Wigan to 84.8% in Bury, representing a variation of approximately 9 percentage points across 

the system. Understanding locality-level variation supports targeted improvement activity and 

the sharing of good practice between areas. 
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Figure 53: Percentage Achievement of Learning Disability Annual Health Checks by 

Deprivation Decile 

 

Source: NHS Greater Manchester Learning Disability Health Checks Dashboard – GM ADSP 

Achievement is monitored by deprivation to assess whether people living in more deprived 

communities experience different levels of access to annual health checks. Achievement is 

generally lower amongst residents living in the most deprived areas (77.0%) compared with the 

least deprived areas (87.0%), indicating a deprivation-related gradient in uptake. Monitoring 

deprivation supports Greater Manchester’s wider commitment to reducing health inequalities 

and improving outcomes for underserved populations. 
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 Figure 54: Achievement of Learning Disability Annual Health Checks by Age Group 

 

Source: NHS Greater Manchester Learning Disability Health Checks Dashboard – GM ADSP 

Achievement varies across age groups, with lower uptake observed amongst younger adults. 

Achievement is lowest amongst those aged 14-19 years (70.5%), whilst rates generally increase 

amongst older age groups, reaching over 85% in several cohorts. Monitoring age-related 

variation helps identify groups that may benefit from targeted engagement and support to 

improve uptake. 



 

87 

 

Table 3: Achievement of Learning Disability Annual Health Checks by Ethnicity and Sex 

Ethnicity Cis 

female 

Cis 

male 

Trans 

female 

Trans 

male 

Unknown Grand Total 

Any other ethnic group 78.4% 80.0%    79.4% 

Asian or Asian British 80.3% 81.0%  100.0%  80.7% 

Black, African, 

Caribbean … 

80.4% 76.8%    78.2% 

Mixed or multiple 

ethnic groups 

76.0% 71.9%   100.0% 73.6% 

Unknown 63.2% 62.3%    62.6% 

White British 81.3% 79.2% 80.0% 40.0% 66.7% 80.0% 

Grand Total 80.7% 78.8% 80.0% 57.1% 80.0% 79.5% 

Source: NHS Greater Manchester Learning Disability Health Checks Dashboard – GM ADSP 

Results for transgender and unknown gender categories should be interpreted with caution due 

to small numbers. 

Achievement is monitored by ethnicity and gender to identify potential inequalities in access and 

uptake. Overall achievement is broadly similar across most ethnic groups, with rates ranging 

from 78.2% to 80.7% where ethnicity is recorded. Lower achievement is observed amongst 

individuals with unknown ethnicity (62.6%), highlighting the importance of improving data 

completeness. Monitoring protected characteristics enables Greater Manchester to assess 

equity of access and ensure that services are responsive to the needs of diverse communities.  

Together, these analyses demonstrate Greater Manchester’s approach to monitoring 

inequalities in Learning Disability Annual Health Check uptake, providing insight into variation 

across population groups and geographical areas and supporting targeted action to improve 

equitable access to preventative healthcare services. 



 

88 

 

11.3 Inequalities identified in learning from lives and death reviews (LeDeR) 

faced by people with a learning disability and autistic people 

11.3.1 Overview 

King’s College London’s most recently published national LeDe  report, Learning from Lives 

and Deaths: People with a Learning Disability and  utistic People (2023), highlights persistent 

and significant health inequalities experienced by people with a learning disability and autistic 

people. These include reduced life expectancy, higher rates of avoidable mortality, inequitable 

access to preventative healthcare, and poorer health outcomes across a range of long-term 

conditions. 

The findings are consistent with challenges observed across Greater Manchester and continue 

to inform local improvement priorities. Key areas of inequality and the actions being taken to 

address them are summarised below. 

11.3.2 Key priorities and actions include: 

• Preventative care and annual health checks: Improving uptake of annual health checks 

remains a key priority. Performance at the end of January 2026 was 66.11%, representing a 

14.04% increase from the same point in the previous year, with a forecast year-end trajectory of 

90%. 

• Data and intelligence: The Greater Manchester Learning Disability and  utism Dashboard was 

launched in March 2026, providing intelligence on GP learning disability registers, annual health 

checks, screening uptake, vaccination uptake, long-term conditions and wider health 

inequalities to support targeted improvement activity. Source:  dult Social Care Specialist 

Services Dashboard, GM  DSP. 

•  espiratory disease and long-term conditions:  espiratory disease remains a leading cause of 

death identified through LeDe  reviews. Greater Manchester continues to strengthen 

respiratory care, dysphagia pathways, vaccination programmes and long-term condition 

management, including epilepsy improvement work. 
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•  educing ethnic inequalities: Evidence continues to show poorer outcomes for some ethnic 

minority groups. Greater Manchester is strengthening ethnicity data quality, undertaking focused 

reviews and improving access to equitable screening and healthcare pathways. 

• Mental Capacity  ct and reasonable adjustments: Work continues to improve application of the 

Mental Capacity  ct, DN CP  processes and the consistent provision of reasonable 

adjustments, supported by specialist learning disability services and workforce development. 

• Supporting autistic adults: Greater Manchester is aligning improvement activity with the 

Greater Manchester  utism Strategy, including strengthened post-diagnostic support, improved 

mental health pathways and increased focus on reducing health inequalities experienced by 

autistic adults. 

We are currently awaiting publication of the 2025/26 LeDe  report and associated 

recommendations, which will further inform priorities for reducing preventable harm and 

improving outcomes for people with a learning disability and autistic people across Greater 

Manchester. 

11.4 Special Educational Needs and Disabilities (SEND), Learning Disability 

and Autism (LDA) and Epilepsy (Children & Young People (CYP))  

11.4.1 Inequalities in access to epilepsy specialist nurses in the first year of care for 

those with a learning disability or autism  

Regional epilepsy benchmarking completed in April 2025 identified variation in access to 

specialist epilepsy support, including for children and young people with a learning disability or 

autism. Epilepsy remains a significant contributor to avoidable morbidity and mortality for people 

with a learning disability and continues to be a system priority across Greater Manchester. 

Greater Manchester has undertaken system-wide epilepsy benchmarking and improvement 

work with NHS England and specialist partners to better understand variation, identify 

opportunities for improvement and strengthen access to specialist support. Further work is 

planned through ongoing learning disability and long-term condition improvement programmes. 
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Pages 43-47 of the NWENY Step Together report identifies a plethora of learning and actions 

from GM; to be actioned in 2026/27. 

11.4.2 Inequalities identified in National Child Mortality Database (NCMD) deep dives 

experienced by autistic children and young people, and those with a learning disability  

The National Child Mortality Database (NCMD) thematic review identified a number of recurring 

factors associated with avoidable harm among autistic children and young people and those 

with a learning disability. These included inequalities in access to healthcare, delays in 

diagnosis and support, challenges during transition between services, and variation in care 

coordination. 

The findings align with existing priorities across Greater Manchester and continue to inform 

system-wide improvement programmes. 

11.4.3 Key areas of action include: 

•  easonable adjustments and accessible care: Providers are expected to deliver care that is 

accessible and responsive to individual needs, supported by workforce development, autism 

training and implementation of the Accessible Information Standard. 

• Coordinated care for children with complex needs: Greater Manchester continues to 

strengthen care coordination for children and young people with learning disabilities, autism and 

co-existing physical health conditions through improved clinical leadership, named 

professionals, annual health checks and vaccination programmes. 

• Transition between services: Transition remains a key priority, with work underway to 

strengthen planning, improve coordination between services and support autistic young people 

and those at increased risk of mental ill-health, self-harm or suicide. 

•  ccess to neurodevelopmental assessment and support:  educing waiting times for autism 

and ADHD assessment remains a significant priority. The Greater Manchester 

neurodevelopmental transformation programme is redesigning pathways and expanding access 

to support while children and young people await diagnosis. 

https://necldnetwork.co.uk/wp-content/uploads/2025/10/NWNEY-Step-Together-Report-Final-3.10.25.pdf
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•  ccess to mental health support: Continued investment in C MHS, Mental Health Support 

Teams, community provision and digital support aims to improve access, reduce variation and 

provide targeted support for children and young people at greatest risk. 

• Suicide prevention and wellbeing: Suicide prevention remains a priority through school-based 

mental health programmes, workforce development and the wider Shining a Light on Suicide 

programme. 

• Support for bereaved families: Greater Manchester commissions a dedicated bereavement 

service to provide timely emotional and practical support to families following the death of a 

child or young person. 

The Greater Manchester Children and Young People Learning Disability and Autism programme 

continues to support community-based care, reduce avoidable admissions and improve 

outcomes through nationally mandated services, including Dynamic Support Registers, Care, 

Education and Treatment Reviews (CETRs), Keyworker services and intensive support 

provision. 

11.4.4 Number of under 18s with a learning disability or who are autistic in a mental 

health inpatient setting 

At the latest reporting period, there were 9 children and young people aged under 18 with a 

learning disability or who were autistic receiving care within a mental health inpatient setting. 

Reducing avoidable inpatient admissions remains a key priority across Greater Manchester. 

The Children and Young People Learning Disability and Autism programme continues to 

strengthen community-based support, early intervention and crisis prevention services, with the 

aim of enabling more children and young people to receive care closer to home and reducing 

the need for inpatient admission wherever clinically appropriate. 

NOTE: Inpatient figures are derived from operational Assuring Transformational data and 

represent a point-in-time snapshot. They may differ from other published sources due to 

variations in reporting definitions and data collection methods. 
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12. Tobacco Dependence and Smoking Cessation   

12.1 Inequalities in Smoking Prevalence 

Greater Manchester Treating Tobacco Dependency Programme 

Tobacco dependency remains a leading cause of preventable illness, premature death and 

health inequalities across Greater Manchester, disproportionately affecting people living in 

deprivation and those with severe mental illness and long-term health conditions. 

The Greater Manchester Tobacco Treatment Dependency Programme has been designed to 

reduce these inequalities through an evidence-based, opt-out approach across acute, maternity 

and mental health services. The programme ensures patients are routinely identified and 

proactively offered behavioural support and pharmacotherapy, helping to remove barriers to 

treatment access and engagement. 

Combining specialist treatment pathways, digital infrastructure and real-time performance 

assurance, the programme supports more equitable access to evidence-based care and 

improved quit outcomes amongst populations most impacted by smoking-related harm. 

The programme aligns strongly with the NHS Long Term Plan, Core20PLUS5 and wider 

prevention ambitions. By treating tobacco dependency as a clinical condition, the programme 

supports improved health outcomes, reduces pressure on NHS services and contributes to 

narrowing long-standing health inequalities across Greater Manchester.  

The data by age, ethnic group, deprivation decile, and gender is reflective of secondary care 

hospital services. We know that these patients are often older and from more deprived 

communities. The data clearly shows that populations with poorer health outcomes such as 

living in deprived communities and ethnic minority groups are engaging with inpatient treating 

tobacco dependency services. 

There are, however, significant gaps in data reporting across Greater Manchester, which limit 

the completeness of inequalities analyses. Work is ongoing across secondary care providers to 
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improve reporting functionality and support the continued rollout of the Greater Manchester 

Treating Tobacco Dependency digital platform. These improvements are expected to strengthen 

the completeness and consistency of reporting, enabling more robust assessment of 

inequalities across the pathway over time. 

Figure 55: Inpatients Identified as Smokers, Referred to Tobacco Dependency Services, 

Seen by Services, and Making a Quit Attempt, by Deprivation Quintile 

 

Source: NHS England Tobacco Dependence Services Dashboard 
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Figure 56: Proportion of Inpatients Commencing a Quit Attempt by Age Group 

  

Source: NHS England Tobacco Dependence Services Dashboard 

Figure 57: Proportion of Inpatients Commencing a Quit Attempt by Ethnicity Group 

 

Source: NHS England Tobacco Dependence Services Dashboard 
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Figure 58: Proportion of Inpatients Commencing a Quit Attempt by Sex 

 

Source: NHS England Tobacco Dependence Services Dashboard 

Although capacity within our Inpatient Treating Tobacco Dependency Services is challenging, 

and we are aware that there is limited capacity in hospital-based teams to support all inpatient 

smokers, the data demonstrates uptake and engagement by populations who are at greatest 

risk of experiencing inequalities. In our approach to address capacity issues within the services, 

NHS GM is doing a deep dive in to the pathway data which will help to inform decision making.  

12.2 Inequalities in inpatients who successfully quit smoking as measured 

at 28 days after commencing a supported quit attempt 

The data on the proportion on patients who have successfully quit 28 days after commencing a 

quit attempt does demonstrate inequalities by deprivation decile with a higher proportion of 

smokers successfully quitting from deprivation quintile 3 (moderately deprived) followed by 

deprivation 1 (most deprived). In the ethnic group data, the proportion of patients who 

successfully quit smoking at 28 days after commencing a supported quit attempt are highest in 

the white ethnic group and the Asian or Asian British ethnic group. This is reflective of GM’s 

highly diverse region with large numbers of residents identifying with the White ethnic group 

followed by the Asian ethnic group.  
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Figure 59: Inpatients Identified as Smokers, Referred to and Seen by Tobacco 

Dependency Services, Making a Quit Attempt, and Successfully Quitting at 28 Days, by 

Deprivation Quintile  

 

Source: NHS England Tobacco Dependence Services Dashboard 
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Figure 60: Proportion of Inpatients Who Have Quit Smoking at 28 Days Following a 

Supported Quit Attempt, by Age Group 

 

Source: NHS England Tobacco Dependence Services Dashboard 

Figure 61: Proportion of Inpatients Who Have Quit Smoking at 28 Days Following a 

Supported Quit Attempt, by Ethnic Group 

 

Source: NHS England Tobacco Dependence Services Dashboard 
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Figure 62: Proportion of Inpatients Who Have Quit Smoking at 28 Days Following a 

Supported Quit Attempt, by Sex 

 

Source: NHS England Tobacco Dependence Services Dashboard 

12.3 Smoke-free Pregnancy  

Smoking in pregnancy remains a major contributor to health inequalities across Greater 

Manchester, disproportionately affecting women living in deprivation and contributing to poorer 

maternal and neonatal outcomes including stillbirth, pre-term birth, low birth weight, neonatal 

admissions and sudden infant death syndrome (SIDS). 

The Greater Manchester Smoke-free Pregnancy Programme has been designed to address 

these inequalities through an evidence-based, opt-out approach embedded across maternity 

services. The programme combines specialist pregnancy stop smoking support, universal 

carbon monoxide monitoring, behavioural support, nicotine replacement therapy, digital 

engagement and the National Smoke-free Pregnancy Incentive Scheme (NSPIS) to improve 

access, engagement and quit outcomes for women most at risk.  

12.3.1 Inequalities in percentage of pregnant women identified as smokers at antenatal 

booking who are identified as non-smokers at 36 weeks' gestation 

The data in the chart below demonstrates that the highest proportion of pregnant women 

identified as smokers live in quintile one (19.4) compared to quintile five least deprived (7.8%). 

Referral rates are then highest in quintile one where 87.9% women of the identified smokers are 

referred for support compared to 85.7% in quintile five. The proportion of pregnant women seen 
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by the TTD service then remains high in quintile one (85.1%) compared to quintile five (83.3%). 

In contrast, the proportion of pregnant women making a quit attempt is higher in quintile 5 (40%) 

compared to quintile 1 (30.4%). 

Converting quit attempts into quit rates is where inequalities start to develop, with 66.7% of 

pregnant smokers in quintile one beginning at 28 days compared to 50% in deprivation quintile 

five and this then reducing further by 36 weeks to 15.6% of pregnant smokers remaining quit in 

deprivation quintile one. It should also be noted that in deprivation decile five, compared to the 

50% of pregnant smokers beginning a quit at 28 days, 0% of pregnant smokers remained quit at 

36 weeks. 
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Figure 63: Percentage of Pregnant Women Identified as Smokers, Referred to and Seen 

by Tobacco Treatment Dependency (TTD) Services, Commencing a Quit Attempt, and 

Achieving Quit Status at 28 Days and 36 Weeks, by Deprivation Quintile 

 

Source: NHS England Tobacco Dependence Services Dashboard 

The quit rate for pregnant women at 36 weeks is highest among white women at 19.4%. 

However, it should be recognised that there are gaps in the data reported by local maternity 

systems and to resolve this, there is ongoing work to ensure that the inequalities data held in 
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the data tables in the back end of the Greater Manchester Smoke Free Pregnancy digital 

platform can be reported during 2026/27. 

Figure 64:                        W     W        Q       k        6 W  k ’ 

Gestation, by Ethnic Group 

 

Source: NHS England Tobacco Dependence Services Dashboard 

The latest NHS Digital data for  3 2025/26 shows Greater Manchester’s Smoking at Time of 

Delivery (SATOD) rate reduced to 3.7%, compared to the England average of 4.1%. This is the 

first clear indication that Greater Manchester is on trajectory to achieve its ambitious target of 

reducing SATOD to 4% by 2028, while continuing to outperform the national average. 

The programme aligns strongly with national priorities including the NHS Long Term Plan, 

Core20PL S5, the Tobacco and Vapes Bill and the Saving Babies’ Lives Care Bundle. By 

reducing tobacco dependency in pregnancy, the programme supports maternity safety, reduces 

avoidable harm, improves infant outcomes and contributes to breaking intergenerational cycles 

of health inequality across Greater Manchester. For further information on the success of the 

smoke free pregnancy programme visit: Story of Change: Helping with Smokefree Beginnings | 

FHFA Academy. 

https://fairerhealthacademy.gmtableau.nhs.uk/story-of-change-helping-with-smokefree-beginnings
https://fairerhealthacademy.gmtableau.nhs.uk/story-of-change-helping-with-smokefree-beginnings
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13. Cardiovascular Disease Prevention 

13.1 Greater Manchester CVD Prevention: A Whole-Systems Approach to 

Tackling Inequalities  

Over the past year, Greater Manchester has continued to strengthen its whole-system approach 

to CVD prevention, combining intelligence-led population health management, primary care 

improvement, medicines optimisation and community-based case-finding. A major development 

has been the introduction of a validated, live ‘Index of Disparity’ across CVD prevention 

measures, enabling tracking of inequalities by age, sex, ethnicity and deprivation at system, 

locality, PCN and GP practice level. Lower Index of Disparity scores indicate lower inequality. 

This represents a significant improvement in analytical capability, moving the system beyond 

broad descriptions of variation towards routine, measurable tracking of whether improvement is 

being delivered equitably. This new metric and the continued use of CVNeed ensures a data-

driven approach to prevention and that we are reaching the right people at the right time. 

Hypertension blood pressure control has improved substantially, with the latest GM dashboard 

(figure 65) showing achievement increasing from just over 60% in 2022 to above 75% in the 

latest view. This has been accompanied by a reduction in overall Index of Disparity from 6.27 to 

4.69. Age and ethnicity remain the largest residual gaps, although both have reduced. 

Figure 65: CVD007HYP: Increase in Controlled Hypertension in Greater Manchester with 

Reduced Inequalities
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Source: NHS Greater Manchester Hypertension Dashboard – GM ADSP 

The updated inequalities graph for patients with no GP-recorded CVD and a QRISK score of 

20% or more (figure 66) shows that the most deprived quintile is performing above the 65% 

national ambition, with uptake in the most deprived population around 70% and higher than in 

the least deprived population. This is important because it suggests that targeted prevention is 

not simply improving average performance but is also reaching populations with higher 

underlying cardiovascular risk. 

Figure 66: CVD 00 C              W       R        CVD       QR    ≥ 0% R         

Lipid-Lowering Therapy  

 

Source: CVD Prevent NHS Insights Website 

The wider CVDPrevent extract also shows continued improvement for QRISK of 10% or more 

lipid-lowering therapy, increasing from 56.82% to 58.83% over the latest year and from 47.5% in 

March 2021 to 58.83% in September 2025. 

For secondary prevention lipid control, GM’s internal inequalities dashboard shows strong 

improvement in both achievement and equity. The revised cholesterol control measure has 

https://data.cvdprevent.nhs.uk/insights
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increased to around 62% in the latest dashboard view. The clearest reduction in inequality is 

seen in deprivation, where the Index of Disparity has fallen from 6.61 to 1.76, and in ethnicity, 

where it has reduced from 12.15 to 6.30. Age remains the largest residual source of inequality, 

with the Index of Disparity remaining high at around 15 and will therefore be a key focus for 

further targeted improvement. 

The updated prevalence variation dashboard (figure 67) also shows substantial underlying age 

and sex variation in secondary prevention need, with prevalence at 5.6% in males and 3.8% in 

females overall; and marked concentration in older age groups. This reinforces the need to 

interpret variation in achievement alongside variation in underlying need. 

Figure 67: CVNeed Prevalence Variation for Lipid Management 

 

Source: NHS Greater Manchester CVNeed Dashboard – GM ADSP 
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There has also been progress in other CVD prevention measures. For atrial fibrillation 

anticoagulation, GM has achieved around 93%, while reducing overall disparity. The Index of 

Disparity has reduced from 1.65 to 1.01, with particularly notable reductions in ethnicity-related 

disparity (3.31 to 1.62) and age-related disparity (2.51 to 1.63). This demonstrates that high 

levels of achievement can be maintained while also narrowing variation between population 

groups. 

Figure 68: CVDP002AF Performance in Greater Manchester: Achievement of 93% with 

Reductions in Ethnic and Age-Related Inequalities 

 

Source: NHS Greater Manchester CVD Prevention Dashboard – GM ADSP 

The system has also continued to expand access to case-finding through community settings. 

The optometry hypertension case-finding pilot reached 4,625 people, with 1,238 patients from 

the most deprived decile and 2,532 patients from deciles 1-3. This means 54.7% of people 

accessing the pilot were from deprivation deciles 1 to 3. This demonstrates the value of shifting 

prevention into high-access community settings and targeting activity towards areas of greatest 

unmet need. 
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Table 4: Optometry Case-Finding Pilot: Patients by IMD Decile. 

IMD Decile Patients % 

1 1,238 26.8% 

2 733 15.8% 

3 561 12.1% 

4 316 6.8% 

5 290 6.3% 

6 286 6.2% 

7 376 8.1% 

8 342 7.4% 

9 273 5.9% 

10 210 4.5% 

Grand Total 4,625 100.0% 

Source: NHS Greater Manchester Optometry Caso-Finding Pilot – GM ADSP 

Outcomes data continues to improve and is encouraging. In the hypertension cohort, combined 

stroke and MI admissions have reduced from 0.809 to 0.782 over the latest year, driven mainly 

by lower MI admissions. Mortality is also moving in a positive direction overall: all-cause 

mortality in the hypertension cohort has reduced from 1502.5 to 1461.7 per 100,000 over the 

latest year and remains below the 2022 baseline. CVD mortality in the hypertension cohort also 

remains below baseline, although year-on-year change is broadly stable. 

The overall picture is one of improving performance, stronger identification of unmet need and 

early signs of improvement in outcomes. The key challenge for the next year is to ensure that 

the improved analytical capability provided by the Index of Disparity is translated into consistent 

targeted action across localities, PCNs and practices, particularly where age, ethnicity and 

geographic variation remain persistent sources of inequality. 
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13.1.1 Emergency Myocardial Infarction (MI) Admissions in Greater Manchester 

Figure 69: Emergency Myocardial Infarction Admissions in Greater Manchester: Trends, 
Patient Characteristics, and Demographics 

 

Source: Population Health Hospital Activity Explorer v2: Hospital Admissions Deprivation – GM 
ADSP 
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13.1.2 Emergency Stroke Admissions in Greater Manchester 

Figure 70: Emergency Stroke Admissions in Greater Manchester: Trends, Patient 
Characteristics, and Demographics 

 

Source: Population Health Hospital Activity Explorer v2: Hospital Admissions Deprivation – GM 
ADSP 

13.1.3 Deprivation, CORE20PLUS5 and the System Response 

Emergency hospital admissions for myocardial infarction (MI) in Greater Manchester (GM) show 

a clear, persistent and graded relationship with deprivation, with substantially higher admission 

rates in the most deprived communities. In 2025/26, the emergency MI admission rate in the 

most deprived quintile was 213.0 per 100,000 population, compared with 119.4 per 100,000 in 
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the least deprived quintile — a 78.4% higher rate. This inequality is evident across all 

deprivation quintiles and remains consistent over time, indicating a structural rather than 

transient issue. 

The pattern observed in this data is entirely consistent with the epidemiological profile of 

cardiovascular disease in GM, where deprivation, early onset disease, multi-morbidity and 

barriers to prevention combine to drive higher rates of emergency presentation. Viewed through 

a CORE20PLUS5 lens, the data highlights both the population groups at highest risk and the 

priority clinical areas where action is most likely to reduce avoidable admissions and premature 

mortality. 

Importantly, this inequality is already recognised and actively addressed through the GM 

Cardiac Services Strategy (2025–2027) and the wider programme architecture led by NHS GM 

and the GM Cardiac Strategic Clinical Network.  

13.1.4 CORE20: responding to deprivation at scale 

The MI admission gradient represents a strong CORE20 signal. People living in the most 

deprived communities in GM are more likely to: 

• develop cardiovascular disease at a younger age 

• have undiagnosed or sub-optimally managed hypertension and hyperlipidaemia 

• experience barriers to accessing preventative, diagnostic and follow-up care 

This increases the likelihood that disease presents acutely, rather than being prevented 

or stabilised earlier. 

The Cardiac Services Strategy directly responds to this challenge through a full-pathway model, 

explicitly aligned to GM’s CVD Prevention Plan and Multi-Year Prevention Programme. 

Prevention and early detection are positioned as core system priorities, not adjuncts to acute 

care. The expansion of CVNeed and BeCCoR GP cardiovascular prevention incentive scheme, 

GM-wide hypertension,  F and lipid toolkits, and targeted approaches to finding the “missing 

thousands” are all designed to shift risk detection and management upstream, particularly in 
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deprived populations. 

This ensures that the MI admission data does not sit in isolation but is used to justify and 

prioritise system-wide preventative action where the inequality burden is greatest. 

13.1.5 PLUS: recognising overlapping disadvantage 

Although the MI dashboard reports all persons and all ages, the deprivation gradient inevitably 

reflects overlapping PLUS characteristics that are particularly relevant in GM. The Cardiac 

Strategy explicitly acknowledges and responds to: 

• Higher cardiometabolic risk in some ethnic minority communities. 

• Inclusion health populations with barriers to accessing care. 

• Early onset cardiovascular disease in deprived neighbourhoods. 

The Prevention & Early Detection workstream explicitly commits to targeting underserved 

populations, using population health management and VCSE partnerships to reduce inequitable 

access. This strengthens the interpretation that the MI admission pattern reflects intersectional 

inequality, and that system action is being designed accordingly. 

13.1.6 CORE5: clinical priorities aligned to MI admissions 

The MI deprivation gradient aligns most strongly with three CORE5 priorities, all of which are 

central pillars of the Cardiac Services Strategy and supporting programmes. 

1. Hypertension 

The scale of emergency MI admissions in deprived communities is consistent with missed or 

late diagnosis and optimisation of blood pressure. GM’s strategy embeds hypertension 

case-finding, optimisation and education across prevention, primary care, community pharmacy 

and secondary prevention pathways, supported by GM-wide dashboards and standardised 

toolkits. 
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2. Lipid management 

Inequalities in lipid optimisation are a known driver of acute coronary events. The Strategy’s 

secondary prevention work, including GM lipid pathways, post-MI protocols and evaluation 

frameworks, directly addresses this risk. The commitment to structured post-MI care is 

particularly relevant to preventing recurrent events and reducing future emergency admissions. 

3. Smoking 

Although smoking prevalence has reduced overall, it remains concentrated in deprived 

communities. The Strategy recognises smoking cessation as a cross-cutting enabler within 

prevention, secondary prevention and cardiac rehabilitation, reinforcing its central role in 

addressing acute MI risk. 

13.1.7 The role of secondary prevention and rehabilitation 

The Strategy strengthens the link between acute events and long-term risk reduction, 

recognising that emergency MI admissions are only the visible tip of the inequality iceberg. The 

development of a standardised post-MI pathway, improved uptake and quality of cardiac 

rehabilitation, and consistent medicines optimisation are critical system responses to the MI 

admission data. 

By embedding NACR standards, targeting uptake in ACS and heart failure cohorts, and 

integrating rehabilitation with return-to-work and community-based models, GM is explicitly 

acting to break the cycle of repeat admissions, particularly in deprived populations. 

13.1.8 Acute and emergency care: reducing harm and variation 

While prevention is essential, the Strategy also recognises that deprivation-driven MI risk will 

continue to generate urgent need. The Acute & Emergency workstreams (including CATS 

redesign, standardisation of ACS pathways, cath lab optimisation and the implementation of 

direct transfer of patients suffering an Out of Hospital cardiac Arrest) ensure that where 

emergencies do occur, outcomes are equitable, timely and consistent across GM. 

This dual focus is critical: prevent where possible but deliver high-quality acute care 
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everywhere. It reinforces that reducing MI inequality is not solely about reducing admissions, but 

also about improving survival and experience when admission is unavoidable. 

13.1.9 Governance, delivery and assurance 

Critically for the ICB, the Strategy demonstrates that this is not aspirational work without delivery 

infrastructure. The Cardiac Oversight Group and defined task-and-finish workstreams provide: 

• Clear lines of accountability. 

• Clinically led pathway design. 

• Data-driven monitoring against national and GM-specific metrics. 

This ensures that MI admission trends can be tracked, challenged and responded to over time, 

rather than reported retrospectively without consequence. 

13.1.10 Summary  

The emergency MI admission data highlights a significant and entrenched inequality in GM, 

particularly affecting the most deprived communities. However, when considered alongside the 

Cardiac Services Strategy, it becomes clear that: 

• The system understands the drivers of this inequality. 

• The response is multi-year, clinically led and system-wide. 

• Action spans prevention, secondary prevention, acute care and diagnostics. 

• Delivery is explicitly aligned to CORE20PLUS5. 

In this context, the data does not signal a gap in strategy but rather reinforces the importance of 

sustaining and scaling the work already underway, particularly in prevention, post-MI care and 

place-based delivery for CORE20 populations.  



 

113 

 

14. Respiratory Disease 

14.1 Inequalities in Respiratory Disease in Greater Manchester: Non-elective 

bed days for asthma, COPD and community-acquired pneumonia (CAP) 

Respiratory disease represents one of the most significant and unequal causes of avoidable 

harm and system pressure in Greater Manchester (GM).  

Figure 71: Trend in Non-Elective Bed Occupancy by Condition Over Time 

 

Source: NHS England National Respiratory Programme Dashboard 

Non-elective bed days occupied by asthma, chronic obstructive pulmonary disease (COPD) and 

community-acquired pneumonia (CAP) illustrate a clear and persistent inequality gradient, 

reflecting not only higher rates of acute presentation in disadvantaged communities, but also 

longer lengths of stay, slower recovery and repeated admissions. 

Data from NHSE National Respiratory Programme Dashboard (viewed on 12th June 2026) tells 

us across NHS GM ICB there were 39 service providers operating in 25/26 (Latest PR Data 

runs up to December 2025). Within the same time period 1245 patients attended an initial 

assessment, of which 1043 (83.8%) started the PR programme. 651 patients (62.4) completed 
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the discharge assessment. 

Completion rates are predominately within the 65+ age bracket with slightly more Males 

(347M/303F) completing the programme. Majority of those completing the programme can be 

seen in the most deprived IMD quintiles (IMD 1& 2 355 vs IMD 3,4&5 273). 

Figure 72: Number of Completed Pulmonary Rehabilitation by Age Group, 2018/19–

2025/26 

 

Source: NHS England National Respiratory Programme Dashboard 

Figure 73: Number of Completed Pulmonary Rehabilitation by Sex, 2018/19–2025/26 

 

Source: NHS England National Respiratory Programme Dashboard 
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Figure 74: Number of Completed Pulmonary Rehabilitation by Deprivation Quintile, 
2018/19–2025/26 

 

Source: NHS England National Respiratory Programme Dashboard 

Figure 75: Number of Completed Pulmonary Rehabilitation by Ethnic Groups, 2018/19–

2025/26 

 

Source: NHS England National Respiratory Programme Dashboard 

Ethnicity recording shows that from the 651 PR Completed, 585 is recorded as ethnic group 
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white (89.9%) 

Taken together with mortality, pulmonary rehabilitation and pathway data, this evidence 

confirms that respiratory inequality in GM is structural, cumulative and preventable, and that 

addressing it requires sustained, whole-pathway action rather than isolated improvements in 

acute flow. 

14.2 Understanding the inequality in non-elective bed days 

Figure 76: Trend in Total Non-Elective (NEL) Bed Days for Respiratory Conditions 

 

Source: NHS England National Respiratory Programme Dashboard 

Analysis of non-elective respiratory bed days shows that COPD and CAP account for the 

majority of occupied bed days, with asthma contributing smaller but still unequal volumes. 

These bed days are heavily concentrated in the most deprived communities, with demand rising 

sharply during winter and remaining elevated for longer than in less deprived areas. 

This pattern is consistent over time and demonstrates that inequality manifests not only in 

admission rates, but in: 

• Prolonged length of stay once admitted. 
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• Higher likelihood of complications. 

• Greater risk of readmission. 

• Sustained winter escalation and system instability. 

Non-elective bed days therefore act as a downstream indicator of inequity across the respiratory 

pathway, rather than simply an operational metric 

14.2.1 Deprivation, age and ethnicity: compounding disadvantage 

Figure 77: Trend in Total Non-Elective (NEL) Bed Occupancy (%) by Age Group, Ethnic 

Group, Sex, and Deprivation Quintile 

 

Source: NHS England National Respiratory Programme Dashboard 

The inequality is not explained by age alone. While older populations account for higher 
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absolute bed-day use, deprivation remains the dominant driver within age groups, 

demonstrating that socioeconomic factors significantly influence disease severity, recovery and 

access to alternatives to admission. 

Ethnicity-based analysis further reinforces this picture. Differences in non-elective bed days 

across respiratory conditions reflect unequal exposure to risk factors, barriers to early diagnosis 

and variation in access to preventative and recovery services, with uneven recovery following 

the COVID-19 period. These patterns mirror wider evidence of structural inequality in respiratory 

outcomes. 

Together, deprivation, age and ethnicity interact to create overlapping PLUS populations under 

the CORE20PLUS5 framework, who experience disproportionate respiratory harm and system 

reliance. 

14.3 Pulmonary rehabilitation: a critical inequality lever 

Figure 78: Comparison of Pulmonary Rehabilitation (PR) Completion Rates with Other 

Northwest ICBs and National Performance 

 

Source: NHS England National Respiratory Programme Dashboard 
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Inequalities in pulmonary rehabilitation (PR) completion rates provide a crucial explanatory link 

between acute pressure and long-term outcomes. Data shows consistently lower and more 

variable PR completion among populations with the highest non-elective bed-day use, 

particularly in deprived and ethnically diverse communities. 

This is significant because incomplete or absent rehabilitation is associated with: 

• Higher exacerbation rates. 

• Poorer functional recovery. 

• Increased likelihood of future admissions. 

• Prolonged hospital stays for subsequent exacerbations. 

PR inequity therefore contributes directly to sustained non-elective bed occupancy, making it a 

core intervention for reducing respiratory inequality rather than an optional add-on. 

14.4 CORE20PLUS5: why respiratory disease is a system priority 

Chronic respiratory disease, particularly COPD, is identified nationally as a CO E20PL S5 

clinical priority and represents a significant contributor to health inequalities in Greater 

Manchester.  espiratory conditions are associated with higher rates of emergency admission, 

longer hospital stays and poorer outcomes among disadvantaged populations, making them a 

key focus for prevention and system transformation. 

14.4.1 CORE20 – the most deprived communities 

  substantial proportion of Greater Manchester’s population lives within the most deprived 20% 

of neighbourhoods nationally. In these communities, respiratory disease is more likely to: 

• Develop earlier in life. 

• Progress more rapidly. 

• Present at a later stage. 

•  esult in slower recovery following exacerbation or admission. 



 

120 

 

These factors contribute to avoidable emergency admissions, increased non-elective bed use 

and greater pressure on services, particularly during winter. 

14.4.2 PLUS Populations 

Within deprived communities, additional inequalities are experienced by: 

• Older people living with multiple long-term conditions. 

• People living in poor-quality or overcrowded housing. 

• Some ethnic minority groups. 

• People with severe mental illness or other mental health conditions. 

These groups are more likely to experience delayed diagnosis, barriers to accessing care, 

prolonged hospital stays and higher rates of readmission. 

14.4.3 CORE5 relevance 

Respiratory disease aligns closely with the CORE5 priorities through its association with: 

• Tobacco dependence and smoking cessation. 

• Vaccination uptake and prevention of infection. 

• Earlier diagnosis and optimisation of treatment. 

• Long-term condition management and pulmonary rehabilitation. 

Reducing respiratory inequalities therefore requires action across the full CORE20PLUS5 

framework, spanning prevention, early intervention and long-term disease management. 

14.5 The GM Respiratory Strategy: the system response 

The GM Respiratory Strategy provides a coordinated, clinically led response to the inequalities 

described above. It recognises that respiratory ill health and winter pressures are predictable 

and, to a significant extent, preventable, positioning respiratory transformation as central to both 

health equity and system resilience. 

Key elements of the strategy include: 
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Prevention 

• Targeted tobacco dependency treatment and support through Making Smoking History. 

• Equitable delivery of vaccination programmes, including flu, pneumococcal, RSV and COVID-

19 vaccines. 

• Alignment with wider population health initiatives, including housing quality and air quality 

improvement. 

Earlier Diagnosis and Intervention 

• Restoration and expansion of quality-assured spirometry and FeNO testing. 

• Risk stratification to identify individuals at greatest risk of exacerbation. 

• Timely optimisation of medicines and support for self-management. 

Shifting Care Closer to Home 

• Integration of community respiratory teams and consultant-supported neighbourhood models 

• expansion of virtual wards, step-up and step-down care pathways 

• strengthened discharge support and post-discharge follow-up, particularly following 

pneumonia 

Reducing Inequalities in Recovery and Rehabilitation 

• Expansion and standardisation of pulmonary rehabilitation services. 

• Reducing variation in referral, uptake and completion, particularly within CORE20PLUS5 

communities. 

• Embedding rehabilitation across COPD, asthma and post-pneumonia pathways. 

Data-Driven Improvement 

• Use of the NHS GM Respiratory Dashboard to monitor admissions, bed days and outcomes by 

deprivation, ethnicity, age and locality. 

• Targeted improvement support for localities where inequalities are greatest. 
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Summary 

Inequalities in non-elective bed days associated with asthma, COPD and community-acquired 

pneumonia reflect longstanding and interconnected respiratory health inequalities across 

Greater Manchester. These inequalities are driven by preventable disease, delayed diagnosis, 

unequal access to services and variation in recovery following admission. 

The GM Respiratory Strategy provides a comprehensive system response that addresses these 

challenges across the whole pathway, from prevention and early diagnosis through to 

rehabilitation and recovery. Reducing non-elective respiratory bed days is therefore not solely 

an inpatient challenge but a measure of success in delivering sustained, equitable improvement 

across the wider respiratory system. 

15. Core20PLUS5: Children and Young People 

15.1 SEND, Learning Disability, Autism and Epilepsy (CYP) 

Inequalities in access to epilepsy specialist nurses in the first year of care for those with 

a learning disability or autism. 

The Epilepsy12 National Audit collects data on children and young people (CYP) during their 

first year of epilepsy care, including access to Epilepsy Specialist Nurses (ESNs). However, the 

published data are not currently stratified by learning disability or autism, meaning it is not 

possible to assess inequalities in access to ESNs for these groups at Greater Manchester level. 

This limits the ability to understand whether CYP with a learning disability or autism experience 

equitable access to specialist epilepsy support. Improving the availability of disaggregated data 

will be important to support future monitoring of inequalities and targeted service improvement. 

Cohort 7 includes CYP whose first year of care was completed between 1 December 2023 and 

30 November 2024. 
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Figure 79: Access to ESN (%) in Greater Manchester Compared with England, Cohorts 5, 

6, and 7 

 

Source: NHS England 

Access to ESNs in Greater Manchester has increased since 2022 due to focused work to 

support services to address this. All services now have ESNs and the Greater Manchester CYP 

Epilepsy Group has adapted and updated standards developed by Healthy London Partnership 

for use in Greater Manchester. These clinical standards include how and when CYP with 

epilepsy should access ESNs, and workforce recommendations for 1 ESN to 250 caseload. 

Further work to understand caseload demographics, including CORE 20 Plus groups is planned 

for when data becomes readily available. There is a risk to the CYP epilepsy programme 

however as due to reorganisation, GM CYP Epilepsy clinical leadership posts are vacant. 

GM Tableau Inpatient Activity dashboard indicates most inpatient activity occurs in the most 

deprived and second most deprived deciles, with British and Pakistani ethnicities having highest 

rates of emergency and non-elective admissions. 

Figure 80: Comparison of the Number of Emergency and Non-Elective Epilepsy 

Admissions (primary diagnosis G40: Epilepsy or G41: Status epilepticus) in Children and 

Young People (0–17 years) in Greater Manchester between the Current Period (blue bars, 
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May 2026) and the Previous Reporting Period (orange line, April 2026), with the 

Difference shown, by Deprivation Decile 

 

Source: NHS Greater Manchester Inpatients Dashboard Explorer – GM ADSP 

Figure 81: Comparison of the Number of Emergency and Non-Elective Epilepsy 

Admissions (primary diagnosis G40: Epilepsy or G41: Status epilepticus) in Children and 

Young People (0–17 years) in Greater Manchester between the Current Period (blue bars, 

May 2026) and the Previous Reporting Period (orange line, April 2026), with the 

Difference shown, by Ethnicity

 

Source: NHS Greater Manchester Inpatients Dashboard Explorer – GM ADSP 
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15.2. C       ’  M             

Greater Manchester continues to exceed its access target for children and young people’s 

community mental health services, with 55,540 CYP access against a target of 55,000.  

However, access remains unequal. Data from the past 12 months shows variation by ethnicity, 

deprivation, gender, age, and locality. On average, children are referred at age 10.3. Boys are 

referred younger (9.5 years) than girls (10.9), and children from more deprived areas are 

referred earlier (age 10) compared to those from the least deprived areas (11.1). CYP from 

more deprived areas often have greater need but still face more barriers, particularly in 

communities with higher proportions of racially minoritised children. Missing ethnicity data in 

referrals also limits our full understanding of these trends. We will work with Trusts to track CYP 

mental health access by care status, ethnicity, and location to measure reach to vulnerable 

groups.  

We will continue to expand our MHST teams in those areas in most need and expand our digital 

support into communities. We are expanding our Thrive VCSE offer and will looking at 

neighbourhood delivery models to further develop the offer into communities to deliver mental 

health support in trusted spaces.  

In line with NHS operational planning priorities for 26 / 27 we will continue to take action and to 

reduce inequalities in access to CYP mental health services, between disadvantaged groups 

and the wider CYP population. We will utilise GM #BeeWell data to inform service development 

and improvement. As part of our ongoing CAMHS investment we will develop and promote a 

range of supporting materials and ensure they are accessible utilising Youth focus NW to 

coproduce these.  

15.3 C       ’  Urgent, Emergency and Community Care 

15.3.1 Emergency Department Attendances (Aged 0–18) 

ED attendance rates for children and young people vary significantly across Greater 
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Manchester, with several localities reporting rates above the GM average, indicating unequal 

demand on emergency services. This illustrates that where a child lives matters to their 

likelihood of attending ED, reflecting differences in service configuration, availability of urgent 

primary care, community paediatric provision, mental health and SEND pathways, as well as 

local population characteristics. This reinforces the need for place-based analysis and solutions 

rather than a one-size-fits-all approach. 

Figure 82: Children and Young People (CYP) Emergency Department Attendance Rate 

per 1,000 Population by Greater Manchester Locality and Overall Greater Manchester 

Average 

 

Source: NHS Greater Manchester Emergency Department Dashboard – GM ADSP 

A clear social gradient is observed, with higher ED attendance rates among children from more 

deprived communities. This reflects higher levels of underlying health need and differences in 

access to preventative and community-based services. This pattern reflects the well-established 

relationship between deprivation and child health outcomes, including higher rates of respiratory 

illness, injury, long-term conditions and wider social pressures. Persistently higher ED use 

among more deprived CYP indicates unmet need upstream and reinforces the importance of 

targeted prevention, early intervention and neighbourhood-level support. 
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Figure 83: Distribution of Emergency Department Attendances Among Children and 

Young People (CYP) by Deprivation Decile 

 

Source: NHS Greater Manchester Emergency Department Dashboard – GM ADSP 

Variation in attendance rates across ethnic groups indicates differences in how services are 

accessed and utilised. These differences likely reflect a complex interaction of factors, including 

underlying health need, cultural or language barriers, confidence in navigating alternative 

services, and differing experiences of primary and community care. Monitoring these patterns 

supports a more nuanced understanding of CYP inequalities and helps ensure that responses 

are culturally appropriate and effective. 

Figure 84: Distribution of Emergency Department Attendances Among Children and 

Young People (CYP) by Ethnicity Group 

 

Source: NHS Greater Manchester Emergency Department Dashboard – GM ADSP 
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Figure 85: Children and Young People (CYP) Emergency Department Attendance Rate 

per 1,000 Population by Ethnicity Group and Overall Average 

 

Source: NHS Greater Manchester Emergency Department Dashboard – GM ADSP 

Higher ED attendance does not necessarily indicate inappropriate use, but instead highlights areas 

where needs are not being met elsewhere in the system. 

This measure highlights system-level inequalities in access and reliance on emergency care for 

children and young people. 

System priorities include: 

• Strengthening neighbourhood and community-based services. 

• Improving access to urgent primary care and early intervention. 

• Enhancing mental health and SEND support pathways. 

• Supporting a shift toward prevention and demand reduction. 

15.3.2 Inequalities in access to specialist paediatric and multidisciplinary community 
support 

At present, there is insufficient data available to robustly assess variation in access to specialist 

paediatric and multidisciplinary support for CYP in community settings age, deprivation, ethnicity 
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or gender.  This will be progressed through 2026/27. 

15.  C       ’               

In 2025, GM hospitals reported 2,820 decay-related tooth extraction episodes among children 

and young people aged 0-19 years due to tooth decay. This represented 69.5% of all hospital 

tooth extraction episodes in this age group in Greater Manchester. Nationally, there were 

33,976 decay-related tooth extraction episodes among children and young people aged 0-19 

years, representing 60.5% of all hospital tooth extraction episodes in England. These figures 

relate to hospital activity only and do not include tooth extractions undertaken in primary care. 

This represents a small increase of approximately 100 decay-related tooth extraction episodes 

since 2024. There were 1,855 decay-related tooth extraction episodes in NHS GM hospitals 

among children aged 0-9 years. This equated to rates of 180.1 per 100,000 children aged 0-4 

years and 802.2 per 100,000 children aged 5-9 years, compared with 135.0 and 568.7 per 

100,000 children respectively in England. The rate decreases with age, as older children are 

more likely to require dental extractions for reasons other than tooth decay, such as 

malocclusion, and are more likely to have these procedures undertaken in primary care. 

The decay-related tooth extraction episode rate for children and young people living in the most 

deprived communities was over 3 times higher than those living in the most affluent 

communities. In areas with higher comparative caries prevalence, and where deprivation has 

more of an impact on children’s health, it could be expected that there would be more episodes 

and higher rates of decay-related tooth extractions. This pattern is not evident across all areas. 

There were variations by Lower Tier Local Authority (LTLA) in the rates of decay-related tooth 

extraction episodes. Five GM areas report lower rates than 2022. The highest rate of decay-

related tooth extraction episodes was reported in Manchester (557.6 episodes per 100 000 

children with the proportion of decay-related tooth extraction episode 80.6%). The lowest rate 

was reported in Bury (172.8 episodes per 100 000 children with the proportion of decay-related 

tooth extraction episode 65.4%).  
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The following data provides an overview of the demographic cohorts with greater prevalence for 

extraction episodes. The prevalence for 6-10 years olds (shown in Table 5, figure 86) is also 

seen in the 0-5 years age group. The number of tooth extractions for children living in 

Manchester LA and carried out at MFT is significantly higher than in the other Greater 

Manchester Trusts shown.  

Table 5 Hospital Admissions for Tooth extractions in Greater Manchester for children 

aged 6-10 years, by financial year 

      

          

 0 8/ 9  0 9/ 0  0 0/    0  /    0  /    0  /    0  /    0  / 6  

Bolton 220 1 5 1  142 143 107 73  2 

Bury 129 73 7 49 57 57 41 39 

Manchester 406 414 16  422 297 390 465 451 

Oldham 125 97 1   2 101 54 57 56 

 ochdale 152 103 1  67  6 59 66 61 

Salford 17  143 26 106 126 1 3 141 162 

Stockport 1 2 176 50 122 113 135 149 61 

Tameside 159 156 49    79 61 65 56 

Trafford 117 106 41 109  1 111 139 117 

Wigan 361 310 52 232 320 21  1 2 164 

Greater 

Manchester 

2029 1763 447 1419 1403 1375 137  1249 

Source: NHS Greater Manchester Dental Hospital Admissions – GM ADSP 
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Figure 86: Trends, Characteristics, and Demographic Profile of Hospital Admissions for 

Tooth Extraction Among Children Aged 6–10 Years in 25/26 

 

Source: NHS Greater Manchester Dental Hospital Admissions – GM ADSP 

The Greater Manchester Oral Health Improvement Programme targets young children through 

schools to encourage improved tooth brushing and oral hygiene. In addition to the educational 

elements, toothbrush and paste packs were procured for key communities with greatest oral 

health improvement need (which correlates to deprivation). This provision is in addition and 

complementary to the work of the Oral Health Improvement teams undertaken through Local 

Authorities. 

15.5. Childhood Asthma 

The latest data from the Children and Young People’s (CYP) Transformation Programme 

dashboard for Greater Manchester indicates emergency department attendances for asthma in 

CYP are high overall, with rates above the national average (figure 87). The data suggests that 

there is a clear inequality by deprivation, with the highest levels of attendance among children 

living in the most deprived areas. There is also variation by ethnicity with the highest number of 
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attendances seen among children from White backgrounds, followed by those from Asian 

backgrounds, with lower numbers recorded for other groups (figure 88). 

Figure 87: Trend in Emergency Department Attendances for Asthma Among Children and 

Young People Aged 0–19 Years in Greater Manchester, the Region, and England 

Source: NHS Greater Manchester CYP Transformation Programme Dashboard: Asthma 

workstream – GM ADSP 

Figure 88: Emergency Department Attendances for Asthma Among Children and Young 

People Aged 0–19 Years by Ethnicity and deprivation quintile for 2025/26 

Source: NHS Greater Manchester CYP Transformation Programme Dashboard: Asthma 

workstream – GM ADSP 
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Prescribing data for CYP aged 0–19 indicates that Greater Manchester has a rate of 1,980 per 

100,000. Activity is highest in school‑aged children, particularly those aged 6–15, where 

managing asthma day‑to‑day can often be more difficult. The number of children receiving 

treatment is also much higher in the most deprived areas, which mirrors the pattern seen in 

emergency attendances (figure 88 and 89).  

Figure 89: Prescribing for Asthma in Children and Young People in Greater Manchester 

by Age and Deprivation Quintile 

Source: NHS Greater Manchester CYP Transformation Programme Dashboard: Asthma 

workstream – GM ADSP 

Across Greater Manchester, a range of preventative and improvement work has been 

undertaken to support better asthma control and reduce avoidable emergency attendances for 

children and young people. These approaches focus on strengthening care both in the 

community and at key points of contact with services. This includes the rollout of the Asthma 

Friendly Schools programme, which aims to improve how asthma is managed in schools and 

support staff to meet agreed standards of care. Early evaluation of the programme has shown 

positive impact, with schools reporting improvements in practice and reductions in breathing-

related A&E attendances, alongside a 27% reduction in hospital admissions. The programme 

has continued to expand across Greater Manchester, with a growing number of schools 

achieving accreditation. 
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Targeted work has also been undertaken to identify and support children at higher risk. A risk 

stratification tool for primary care is being used in some practices to help identify children who 

may benefit from earlier review, while medicines management has been supported through 

initiatives such as the wheeze discharge leaflet, which aims to improve understanding of inhaler 

use and reduce reliance on reliever inhalers. In secondary care, the TAPES discharge toolkit is 

supporting safer and more consistent discharge following an asthma or wheeze admission, 

helping to ensure children leave hospital with clear plans and appropriate follow-up. 

In addition, wider prevention work is being delivered by Health Innovation Manchester via the 

Innovation for Healthcare Inequalities Programme (InHIP) in Tameside, which focuses on 

improving how asthma is diagnosed and managed, as well as reducing the impact of smoking 

within households. This includes the use of FeNO testing to better understand lung inflammation 

and support more tailored treatment, alongside offering families advice and support to stop 

smoking, recognising that exposure to smoke can worsen asthma symptoms and increase the 

risk of hospital admission. 

Taken together, these interventions are helping to strengthen routine asthma care, improve 

understanding among families and professionals, and support earlier intervention. While the full 

impact will take time to be seen, this joined-up approach is expected to improve asthma control 

and help reduce avoidable escalation to emergency care, particularly in areas with the highest 

levels of need. 

15.6 Childhood Diabetes 

15.5.1 Inequalities in percentage of CYP with type 1 and 2 diabetes receiving all the 

recommended NICE care processes 

The most recent National Paediatric Diabetes Audit 2024/25 (NPDA, 2026) covers the period 

from 1 April 2024 to 31 March 2025. Since 2020/21, caseloads within Greater Manchester 

Paediatric Diabetes (PDUs) have increased by 13.6%, slightly higher than the 13.2% increase 

reported across England, Jersey and Wales.  
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Figure 90: Diabetes Caseload in Greater Manchester from 2020 to 2025  

 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH. 

Data from the National Paediatric Diabetes Audit (NPDA) and Greater Manchester diabetes 

dashboards are reviewed quarterly through the Greater Manchester Children and Young People 

(CYP) Diabetes Group. Findings are used to identify variation in outcomes and access to care, 

inform service improvement activity and monitor progress in reducing inequalities. 

Recent work has focused on improving awareness of Type 1 and Type 2 diabetes, supporting 

equitable access to diabetes technology and developing resources tailored to local population 

needs. 

https://www.rcpch.ac.uk/resources/NPDA-dashboards
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Figure 91: Percentage of Key Recommended Health Checks Received by Individuals with 

Type 1 Diabetes Who Have Not Transitioned to Adult Services, Q1–Q3 2025/26  

 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH. 

Figure 92: Percentage of Key Recommended Health Checks Received: Greater 

Manchester Compared with England and Wales, by Ethnicity, Deprivation, Age Group, 

and Diabetes Type 

 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH. 

Six recommended health checks are monitored for children and young people with Type 1 and 

https://www.rcpch.ac.uk/resources/NPDA-dashboards
https://www.rcpch.ac.uk/resources/NPDA-dashboards
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Type 2 diabetes. Completion rates are generally higher for CYP with Type 1 diabetes than for 

those with Type 2 diabetes, although the Type 2 cohort is substantially smaller. 

In Greater Manchester, performance is broadly comparable with England and Wales. 

Completion rates are slightly higher among CYP living in the least deprived areas compared 

with the most deprived areas. Quarterly NPDA data also indicate improving completion rates 

over time, although some health checks are completed annually and final year-end performance 

will not be confirmed until Quarter 4 data are available. 

Figure 93: Trend in Key Health Checks for Children and Young People with Type 1 

Diabetes on Greater Manchester Paediatric Diabetes Unit (PDU) Caseloads 

 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH. 

https://www.rcpch.ac.uk/resources/NPDA-dashboards
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Table 6: Key Health Checks for Children and Young People with Type 1 Diabetes on 

Greater Manchester PDU Caseloads. 

Audit Year  HbA1c BMI Thyroid  Foot exam 

(Age 12+) 

Urinary Albumin 

(Age 12+) 

Blood 

Pressure (Age 

12+) 

2020-21 91.50 85.60 82.10 62.30 62.90 81.40 

2021-22 98.24 97.19 87.09 73.21 67.56 92.31 

2022-23 96.63 97.49 83.60 75.84 63.52 75.00 

2023-24 99.27 98.60 85.67 62.84 65.65 96.21 

2024-25 99.10 98.70 89.30 76.30 76.60 96.20 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH.  

Figure 94: Trend in Key Health Check Completion for Children and Young People with 

Type 2 Diabetes on Greater Manchester PDU Caseloads 

 

Source: National Paediatric Diabetes Audit (NPDA) - Reporting dashboards | RCPCH. 

https://www.rcpch.ac.uk/resources/NPDA-dashboards
https://www.rcpch.ac.uk/resources/NPDA-dashboards


 

139 

 

Figure 95: Breakdown of Key Health Check Completion for Children and Young People 

with Type 2 Diabetes within Greater Manchester Paediatric Diabetes Unit Caseloads 

 

Source: NHS Greater Manchester Diabetes dashboard – GM ADSP 

The dashboard was designed with consideration for adult patients and therefore with eight key 

health checks (care processes) displayed, compared to six which are routinely conducted for 

CYP. 

Work has been undertaken to test a screening tool in weight management services to identify 

CYP who have, or at risk of T2D but are not diagnosed. A referral pathway has also been 

developed. Clinicians believe that there are likely to be more CYP with T2D who remain 

undiagnosed. Training for primary care staff has been delivered to raise awareness of the 

symptoms of diabetes (T1D and T2D).  

15.5.2 Inequalities in percentage of CYP using diabetes technology, including continuous 

glucose monitoring, insulin pump, and hybrid closed loop 

NPDA data indicate that access to diabetes technology in Greater Manchester is improving and 

broadly follows the national trend. Uptake of continuous glucose monitoring, insulin pumps and 
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hybrid closed-loop systems has increased since Q1 2025/26. 

Figure 96: Hybrid Closed-Loop Use in Greater Manchester Compared with England and 

Wales (NPDA Q1 2025/26 to Q3 2025/26) 

 

Source: National Paediatric Diabetes Audit (NPDA) 

The gap in technology uptake between deprivation groups and ethnic groups has narrowed over 

time, although some variation remains. Local initiatives, including targeted support and culturally 

appropriate patient information resources, have been implemented to support equitable access 

to diabetes technology across Greater Manchester. 
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Figure 97: Technology Usage in Greater Manchester Compared by Ethnicity Group 

 

Source: NHS Greater Manchester Diabetes dashboard – GM ADSP 

Figure 98: Technology Usage in Greater Manchester Compared by Deprivation Quintile 

 

Source: NHS Greater Manchester Diabetes dashboard – GM ADSP 

Emergency admission rates for diabetes vary across deprivation groups and localities. Higher 

admission rates among young adults aged 19-24 years may reflect challenges associated with 

transition from paediatric to adult services. This remains an important area for service 

improvement and ongoing monitoring across Greater Manchester. 
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Appendix 1: NHS England Health Inequalities Improvement Metrics 

Framework  

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

Appendix 2: Greater Manchester Population Demographic Profile – 
Inequalities Statement  

Appendix 2.1 Registered Demographic Population (as at Jan 26) 

Greater Manchester has a diverse population with a registered population of 3.32 million 

people; 81% are under the age of 65, over 62% identify as White/White British and 43% live 

in the most deprived 20% (deciles 1&2).  

Greater Manchester is made up of ten localities or local authorities; Bolton, Bury, Manchester, 

Oldham, Rochdale, Salford, Stockport, Tameside, Trafford and Wigan.  

Registered populations vary across the ten localities from Bury which represents 6.4% of 

registered population to Manchester which represents 22.9%. 

Age distribution and deprivation vary across localities; Trafford has the lowest proportion of 

people living in the most deprived 20%; 10.6% compared to Manchester with 58%. Stockport 

and Wigan have this highest proportion of people aged 65+ (approx. 22%) and are above 

the Greater Manchester average, of 19%. 

Appendix 2.2 Ethnicity Recording (as of January 2026) 

Greater Manchester has a predominately White/ White British community which 

represents 62.4% of the registered population (over 2 million people). This is closely followed 

by the Asian and Asian British community with 14.2% of the registered population (approx. 

472k).  People who identify as mixed, represent 2.6% of the registered population (87k); this is 

the smallest group with ethnicity recorded. 

       %                      G       M                          ‘  k    ’ which 

https://www.england.nhs.uk/long-read/nhs-englands-statement-on-information-on-health-inequalities/
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means that no ethnicity group is recorded. Ethnic recording for the purpose of this statement is 

taken from our commissioning datasets and grouped in accordance with the NHS Data 

dictionary categorisations.  

Appendix Figure A2.1: Ethnicity Recording for Greater Manchester as of Jan 2026 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Variation across Localities/Local Authorities – ethnicity recording (as at Jan 26) 

Summary Of Ethnicity recording. 

All localities have a predominant white/white British community however this does vary across 

Greater Manchester. Manchester has the lowest proportion recorded of this ethnic group; 42.5% 

compared to Wigan with 84%. 

The largest proportion of the Asian/Asian British community can be found in Oldham with 23.7% 

compared to Wigan with 2.6%. 

The largest proportion of the Black community reside in Manchester with 9.9% compared to 

Stockport with 1.3%. 

Please be aware these are proportions of populations, represented as percentages and actual 

numbers should be considered when looking at this data. 

Overall, Manchester has the largest and most diverse population, representing the highest 

proportion of recorded ethnicity for Black and Mixed ethnic groups. It also has the second 
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highest community of Asian/Asian British people. 

Understanding populations and their service utilisation helps strategic commissioners to 

understand level of need. This can sometimes differ depending on a variety of demographic 

factors including ethnicity.  

Percentage of records with blank or null codes for ethnicity 

Demographic data available for the HI statement metrics is variable as the completeness and 

accuracy of recording of ethnicity, country of birth, religion, sexuality or language varies across 

different NHS datasets (see table 1).  This report, therefore, presents an initial analysis, based 

on current demographic data available at locality and GM level.   

Appendix Table A2.1: Data Completeness Across Key NHS Datasets 

Data Source 
Not 

Known 
Not 

stated 
Blank Total 

Ethnicity 
Missing 

Ethnicity 
Completion 

Mental Health Services 12% 13% 2% 27% 73% 

Emergency Care - 5% 6% 11% 89% 

Outpatient Appointments 5% 9% 2% 16% 84% 

Maternity Services 2% 4% 2% 7% 93% 

Inpatient Admissions 3% 5% 0% 8% 92% 

Continuing Health Care 17% 9% 37% 63% 37% 

Community Services 20% 3% 26% 49% 51% 

Improving Access to 
Psychological Therapies 

4% 8% 0% 12% 88% 

NCRAS Cancer Registration 0.1% 0.4% 0.8% 1% 99% 

Alcohol Dependence Record 0.8% 1.4% - 2% 98% 

Tobacco Dependence Record 4% 6% 0% 10% 90% 

All Age Continuing Care 25% 10% 26% 61% 39% 

National Diabetes Audit - 1% 38% 39% 61% 
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Source: NHS Greater Manchester Data Completeness Analysis – GM ADSP 

The next graph shows ethnicity completion from the population segmentation dataset, a 

consolidated dataset that draws on multiple sources to build an overall picture of the population. 

Appendix Figure A2.2: Trend in Missing Ethnicity Recording, Greater Manchester 

Population Segmentation Dataset (2018-2026) 

 

Source: NHS Greater Manchester Population Segmentation Dataset – GM ADSP 

Appendix 2.3 Locality Specific summary  

Bolton has a registered population of 336K (10.1% of GM population). Nearly 58% of the population 

identify as White/White British, which is below the GM average. It has a higher proportion of people 

identifying as Asian/Asian British than GM at 19% v 14.2%. 
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Appendix Figure A2.3: Ethnicity Recording for Bolton 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Bury has a registered population of 213K (6.4% of GM population). Nearly 72% of the 

population identify as White/White British, which is above the GM average. It has lower 

proportions of people identifying in all other ethnic groups including unknown when compared to 

Greater Manchester. 

Appendix Figure A2.4: Ethnicity Recording for Bury 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 
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Manchester has a registered population of 760K (22.9% of GM population). Nearly 43% of the 

population identify as White/White British, which is below the GM average. It has higher 

proportions of people identifying in all other ethnic groups including unknown when compared to 

Greater Manchester. 

Appendix Figure A2.5: Ethnicity Recording for Manchester 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Oldham has a registered population of 269K (8.1% of GM population). Just over 58% of the 
population identify as White/White British, which is below the GM average. It has a higher 
proportion of people identifying as Asian/Asian British compared to Greater Manchester, 23.7% 
V 14.2%. 

Appendix Figure A2.6: Ethnicity Recording for Oldham 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 
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Rochdale has a registered population of 254K (7.7% of GM population). Nearly 64% of the 
population identify as White/White British, which is above the GM average. It has a higher 
proportion of people identifying as Asian/Asian British compared to Greater Manchester, 18.4% 
V 14.2%. 

Appendix Figure A2.7: Ethnicity Recording for Rochdale 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Salford has a registered population of 327K (9.8% of GM population). Just over 66% of the 
population identify as White/White British, which is above the GM average. It has a higher 
proportion of people identifying in most other ethnic groups when compared to Greater 
Manchester.  The Asian/Asian British community is significantly lower than Greater Manchester, 
6.6% V 14.2%. 

Appendix Figure A2.8: Ethnicity Recording for Salford 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 
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Stockport has a registered population of 332K (10% of GM population). Nearly 73% of the 

population identify as White/White British, which is above the GM average. It has a lower 

proportion of people identifying in all other ethnic groups when compared to Greater 

Manchester. 

Appendix Figure A2.9: Ethnicity Recording for Stockport 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Tameside has a registered population of 227K (6.8% of GM population). Just over 71% of the 

population identify as White/White British, which is above the GM average. It has a lower 

proportion of people identifying in all other ethnic groups when compared to Greater 

Manchester. 

Appendix Figure A2.10: Ethnicity Recording for Tameside 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 
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Trafford has a registered population of 250K (7.5% of GM population). Just over 67% of the 

population identify as White/White British, which is above the GM average. It has a lower 

proportion of people identifying most other ethnic groups when compared to Greater 

Manchester. Trafford has a slightly higher proportion of people identifying as mixed compared to 

Greater Manchester, 3.1% v 2.6%. 

Appendix Figure A2.11: Ethnicity Recording for Trafford 

 

Source: NHS Greater Manchester Health Profiles – GM ADSP 

Wigan has a registered population of 353K (10.6% of GM population). Over 84% of people 

identify as White/White British, which is above the GM average and is the highest proportion of 

this community across Greater Manchester.  It has a lower proportion of people identifying in all 

other ethnic groups when compared to Greater Manchester.  

Appendix Figure A2.12: Ethnicity Recording for Wigan 
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Source: NHS Greater Manchester Health Profiles – GM ADSP 

Appendix 2.4 Recording of demographic information in GP IT Systems  

Work is continuing to support practices across Greater Manchester to improve the coding of 

demographics and protected characteristics to support equalities work.  

This includes;  

• Sharing of an EMIS and SystemOne template to support standardised coding   

• “Data cleansing” searches to identify patients who have incorrect or unsuitable codes  

 cross Greater Manchester 91.3% of patients have a “valid” ethnicity code (i.e. an actual value, 

not including patients who have codes such as “ethnicity not recorded”);  

Appendix Figure A2.13: Trend showing Ethnicity Recording for Greater Manchester 

Localities 

 

  

Source: NHS Greater Manchester Ethnicity Recording Dashboard – GM ADSP 

Work is also underway to improve the recording of other demographics and protected 
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characteristics such as Sexual Orientation, Religion or Belief, Marriage or Civil Partnership and 

Spoken and Reading Language.   

Religion or Belief data has been synthesised into individual denominations, allowing 

differentiation between individuals of the same overarching religion but with different beliefs, e.g. 

 omain Catholic Christians having different beliefs to Jehovah’s Witnesses.   

Whilst not at the same recording rate of Ethnicity, these other demographics and protected 

characteristics are seeing incremental gains and in time will allow for rich analysis to be 

undertaken. As shown overleaf for Religion or Belief, the Manchester locality has seen 

significant increases through incentivising recording of this data;  

Appendix Figure A2.14: Trend showing Religion or Belief Recording for Greater 

Manchester Localities 

  

Source: NHS Greater Manchester Religion or Belief Recording Dashboard – GM ADSP 
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Appendix 2.5 Index of Disparity (IoD) to quantity inequalities  

NHS Greater Manchester has, for some time, been trying to utilise the rich patient level GP data 

available to quantify inequalities and to track any improvements.  

We have recently trailed an implementation of the “Index of Disparity (IoD)”, developed by 

Pearcy and Keppel (2002) to monitor disparities across time, indicators and demographic 

groups. Pearcy, Jeffrey N., and Kenneth G. Keppel. 2002. ‘  Summary Measure of Health 

Disparity’. Public Health  eports® 117 (3): 273–80. https://doi.org/10.1093/phr/117.3.273.  

Using the IoD it is possible to attribute a value for inequalities, with a larger value indicating 

greater inequalities. Inequalities have been calculated across 4 groups;  

• Age  

• Sex  

• Ethnicity  

• Deprivation (IMD Quintile)  

As well as calculating the IoD for each of these 4 groups it is also possible to calculate an 

aggregated IoD score. IoD has been implemented across local CVDPrevent data, showing that 

the greatest overall inequalities are within CVDP012CHOL (Cholesterol Control for patients with 

a diagnosed CVD).

https://doi.org/10.1093/phr/117.3.273


   

 

   

 

Appendix Figure A2.15: Achievement Summary and Index of Disparity (IoD) Scores across Four Population Groups 

(Age, Sex, Ethnicity and Deprivation Quintile) for Selected Clinical Indicators (Snapshot from 28 February 2026) 

Name Denomi
nator 

Numerat
or 

Achiev
ement 

Target Absolute 
Distance 
to Upper 
Threshold 

Index of 
Disparity 
Age 

Index of 
Disparity 
Deprivation 

Index of 
Disparity 
Ethnicity 

Index of 
Disparity 
Sex 

Index of 
Disparity 
Total 

CVDP012CHOL 
(CVD 
Cholesterol 
Control 
Revised) 

121,580 75,399 62.02%   15.09 1.76 6.30 8.87 8.01 

Primary 
Prevention 
(  isk ≥ 10%) 

369,849 218,891 59.18%   3.58 3.12 8.15 4.98 4.96 

CVD Lipid 
lowering therapy 
treatment 

143,320 124,174 86.64% 95.0% -8.36% 10.83 0.78 3.61 3.38 4.65 

Primary 
Prevention 
(  isk ≥ 20%) 

152,156 101,891 66.96% 60.0% 6.96% 4.94 4.36 8.24 0.73 4.57 

Hypertension 
Blood Pressure 
control 

392,856 325,735 82.91% 80.0% 2.91% 6.58 0.81 4.54 0.05 3.00 
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Blood Pressure 
monitoring 

437,620 392,856 89.77% 90.0% -0.23% 3.52 0.70 2.78 0.85 1.96 

CHA2DS2-
V Sc ≥2 
anticoagulation 

48,817 45,301 92.80% 95.0% -2.20% 1.81 0.46 1.63 0.17 1.02 

 

Source: NHS Greater Manchester CVD Prevention Dashboard – GM ADSP 

Using the IoD we can then pinpoint specific groups where there is inequality, develop and implement specific interventions to 

hopefully reduce the inequality.  In the example for CVDP012CHOL, we can look at the variation by Age (with an IoD of 15.09). 
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Appendix Figure A2.16: Index of Disparity Summary across Clinical Indicators, with analysis by Age Group (Snapshot 

from 28 February 2026)  

ID Short Name Achievement Index of 
Disparity - Age 

Age - 
Children 

Age - 
Students 

Age - Young 
Adults 

Age - 
Adults 

Age - Older 
Adults 

CVDP012CHOL CVD Cholesterol 
Control (Revised) 

62.02% 15.09  49.12% 42.60% 56.06% 64.72% 

CVDP009CHOL CVD Lipid 
lowering therapy 
treatment 

86.64% 10.83  7.19% 59.99% 87.33% 87.45% 

CVDP007HYP Hypertension 
Blood Pressure 
control 

82.91% 6.58 93.26% 75.70% 70.58% 81.18% 85.20% 

CVDP003CHOL Primary 
Prevention (QRisk 
≥ 20%) 

66.96% 4.94   68.28% 72.44% 65.82% 

CVDP006CHOL Primary 
Prevention (QRisk 
≥ 10%) 

59.18% 3.58  0.00% 59.27% 55.09% 61.36% 

CVDP004HYP Blood Pressure 
monitoring 

89.77% 3.52 69.42% 79.11% 84.98% 87.27% 91.95% 

CVDP002AF CHA2DS2-V Sc ≥ 
2 anticoagulation 

92.80% 1.81  0.00% 79.53% 89.72% 93.09% 

 

Source: NHS Greater Manchester CVD Prevention Dashboard – GM ADSP  



   

 

   

 

Specific work on “Young  dults” and “Students” in particular could lead to a reduction in 

inequalities for this measure by Age. IoD can also be tracked in time to understand if, as 

achievement hopefully increases, if inequalities are exacerbated or reduce. 

IoD can also be tracked in time to understand if, as achievement hopefully increases, if 

inequalities are exacerbated or For CVDP012CHOL we can see that achievement has 

increased by 15% since June 2022, but the total IoD (blue line) has decreased from 10.93 to 

8.01 suggesting that inequalities have decreased. 

Appendix Figure A2.17: Trend showing Achievement Summary and Index of Disparity 

(IoD) Scores across Four Population Groups (Age, Sex, Ethnicity and Deprivation 

Quintile) for Selected Clinical Indicators 

  

Source: NHS Greater Manchester CVD Prevention Dashboard – GM ADSP 

This work has been well received within NHS Greater Manchester and we are looking to 

implement IoD across a range of dashboards in 26/27. 
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Appendix 3: Additional Health Inequalities Activity Programmes 

and Activity 

Additional Work not already shared above, that is happening within Greater Manchester that 

contribute to reduction in/addressing of health inequalities 

Appendix 3.1 Fairer Health for All 

Fairer Health for All (FHFA) is our system-wide commitment and framework for reducing health 

inequalities in Greater Manchester. The framework outlines our priorities for coordinated action 

to reduce inequalities across the life course through a set of shared principles, enablers, tools 

and resources and a set of ambitions for 2030. The Fairer Health for All Ambitions and Goals for 

2030 are to: 

1. Improve the Health & Wellbeing to narrow the gap in life expectancy and healthy life 

expectancy –Narrow the gap by at least 15% between Men and Women living in GM between 

all 10 localities in GM, as well as between GM & England average. 

2. Reduce unwarranted variation in health outcomes and experiences – Eliminate the 

difference between the highest & lowest social groups in the experience of having 2 or more 

multiple health harming behaviours. 

3. Increased social & economic activity because of reduced ill health – Narrow the 15-year 

gap in the onset of multiple morbidities between the poorest & wealthiest sections of the 

population to 5 years. 

4. Reduce preventable or unmet health and care needs leading to reductions in health and 

care demand –Close the health inequalities gap in smoking prevalence with England. Reduce 

avoidable mortality rates by 40%. 

5. Reduce the difference in life expectancy and the incidence of physical health conditions 

for people with Severe Mental Illness (SMI) –Narrow the gap with England by 15%. 
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6. Reduce infant Mortality –Narrow the gap in infant mortality with England by 15% & close the 

school readiness gap. 

For further information please visit the Fairer Health for All Academy. 

Appendix 3.2 Health Profiles for NNHIP (National Neighbourhood Health 

Implementation Programme) 

Across Greater Manchester, two localities, Stockport and Rochdale, were successful in 

application to be part of the National Neighbourhood pilot phase 1 also known as NNHIP. To 

support the programme each locality had to define a population group to target following the 

national definition as below.  

NNHIP definition – target cohort adults with multiple long-term conditions (LTCs) or one LTC 

and identified as being at intermediate or high risk of hospital admission  

   

The national programme focuses on inequalities to try and understand whether some population 

groups are more/less disadvantaged in access to services depending on age, ethnicity and 

deprivation decile they reside in.  

Analytical packs have been developed with a strong focus on disease prevalence, utilisation of 

emergency and planned care services (outpatient only) with a further inequalities breakdown by 

age, gender, ethnicity and deprivation. This intelligence has highlighted inequalities for people 

accessing services which has allowed further approaches to be more targeted.   

To follow on from this work, all ten localities in Greater Manchester can now access a 

‘Neighbourhood’ pack which provides a focus of where to look addressing the delivery 

outcomes of the national programme.   

Below is an extract of some of the key inequalities’ headlines identified for one locality as part of 

this work.  

 

Inequalities are Deep and Widening 

• Deprivation and ethnicity are strongly linked to higher prevalence and urgent care use for 

almost all conditions of concern. 

https://fairerhealthacademy.gmtableau.nhs.uk/
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• Patients in the most deprived areas are more likely to have higher rates of A&E and 

emergency admissions. 

• Ethnic inequalities are evident, with Asian patients more likely to have Diabetes and 

higher urgent care use, and Black patients more likely to have Asplenia and higher rates 

of urgent care activity. 

Appendix 3.3 Socio-Economic Duty (SED) 

NHS Greater Manchester ICB is the only ICB in England to have supported voluntary adoption 

of the Socio Economic Duty (SED). Contained within Section 1 of the Equality Act 2010, but not 

enacted in England, the duty requires that all public bodies actively consider the way in which 

their decisions increase or decrease inequalities that arise from socio-economic 

disadvantage.  The ICB board in July 2025 approved a proposal to voluntarily adopt the duty 

with specific commitments. Adoption of the duty has progressed the commitment in the NHS 

GM Strategy to “Enhance the  ole of NHS GM in Tackling Poverty as a Driver of Poor Health” 

and contributes to the GM prevention Demonstrator.  

SED work to date includes: 

• Visible leadership – NHS GM has established an SED Implementation Group with 

senior representation from across the ICB 

• Commissioned strategic partners to support a poverty literate workforce –  1500 

ICP staff trained in poverty literacy by Resolve  Poverty and The Shared Health 

Foundation facilitated a three day deprivation conference.  

• Meaningful impact assessments - NHS GM include socio-economic disadvantage in all 

EIAs, alongside the nine protected characteristics in the Equality Act 2010.  

• Shaping a new commissioning framework – with SED consideration at its centre 

• Poverty Proofing© - We tested a ‘poverty proofing’ approach to health and care led by 

Children North East with plans to scale up across the health and care system in 2026/27 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fequalitytrust.org.uk%2Fsocio-economic-duty-briefing%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892643503%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=%2B7UW%2FtKZUWMHfh5yB1hkX4xxwHDlnXrvgfXsuLWgHhE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fresolvepoverty.org%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892675031%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=hq5XlwDZJ1LiQkj4XwkTq17eDjd5mfY%2ByKJJaQe0XCQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsharedhealthfoundation.org.uk%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892716553%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=AkCD%2Fib3pn61T99QMcKIPA6lJ8Uj8la336rLBLV6k6U%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsharedhealthfoundation.org.uk%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892716553%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=AkCD%2Fib3pn61T99QMcKIPA6lJ8Uj8la336rLBLV6k6U%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fchildren-ne.org.uk%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892751886%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Qsp1xEJ84Jcodi9qMunRNdscPe%2Bq4hSf0HmBgjPCgzI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fchildren-ne.org.uk%2F&data=05%7C02%7Czoe.neilson1%40nhs.net%7C6f4a5e1211a148fa36f708dea2006a22%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639126319892778999%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=g%2FC9pEE9vSwZE6BGgL%2FyywP1g6T7lAebthQItlcvme4%3D&reserved=0
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• Working in partnership with people with lived experience – The Tackling Poverty 

Programme has established a People with Lived Experience Reimbursement Fund to 

support increased co-production. 

• Using data and insights to inform decisions – analysis of primary care data to identify 

those ‘missing in healthcare’ which will inform missingness research and interventions in 

2026/27 

Strengthening the adoption of the socio-economic duty is a business 2026/27 business priority 

for NHS GM and the Greater Manchester Public Health Network.  

Appendix 3.4 Healthy Life Expectancy (HLE) in Greater Manchester 

Using the same ONS data to present national picture, key insights about healthy life expectancy 

in Greater Manchester are as follows:  

• HLE for males and females is lower at the GM level, and in 8 out of 10 localities, than the 

Northwest and England average and there is significant variation across localities. The 

variation across localities will mask further variation within localities, but the data is 

insufficiently robust to map that.  

• HLE for males in GM is 57 years, 3.9 years below the England average and 9 years 

below pensionable age. It has fallen from 59.7 years in 2012-14 (-2.7) and from a peak of 

60.7 years in 2017-19 (-3.7).  

• HLE for females in GM is 57.9 years, 3.4 years below the England average and 8 years 

below pensionable age. It has fallen from 60.3 years in 2012-14 (-2.4) and from a peak of 

61.2 years in 2018-20 (-3.3).  

• Males (74% v 77%) and Females (70% v 74%) in GM spend a smaller proportion of their 

life in good health compared to the England average, and there is wide variation across 

localities as demonstrated in figure 115. 
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Appendix Figure A3.1: Variation in Healthy Life Expectancy (HLE) Across Greater 

Manchester Localities by Sex (2022–2024), with Comparison to England and the North 

West 

 

Source: NHS Greater Manchester Healthy Life Expectancy Dashboard – GM ADSP 

What next for HLE in GM? 

GM has previously demonstrated that it can generate a ‘value added’ dividend in relation to 

health as shown by the independent academic reviews published in 2022 and 2024, which 

concluded that improvements to population health were driven by a combination of 

“improvements in health services and wider social determinants of health”, “the allocation of 

sustainability and transformation funding” and “the alignment of decision-making across health, 

social care and wider public services”. The improvement in HLE found through the independent 

research mirrors the ONS data for GM which shows gradual improvements in HLE in GM up to 

2018-20 when it peaked and then began to fall. This strong track record, alongside existing 

strategic priorities such as Live Well, the Prevention Demonstrator and the ambitions set out 

within the Greater Manchester Strategy, provide a platform upon which to build and once again 

drive an improvement in the health and wellbeing of our population 

Data Limitations: The latest data release has been designated by ONS as “official statistics in 
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development” due to the underlying  PS data losing its status as accredited official statistics, as 

set out here. The statistical limitations to the data are summarised here. As such, a degree of 

caution should be applied to the data. 

Appendix 3.5 Live Well, Health Literacy, Social Prescribing, Creative Health 

and Equality Health Impact Assessments 

Live Well approach - In the past 12 months Live Well has convened over 2,000 stakeholders in 

high-profile community-based events, growing a bottom-up movement to reduce inequality and 

further enhance collaboration between communities and the local public services that serve them. 

A new Live Well Communities Fund was prototyped, and funded community led health and 

wellbeing work of 400 community groups, reaching over 13000 in deciding and or benefitting from 

grants.  

Social Prescribing - Social prescribing is a key part of Greater Manchester’s approach to 

reducing health inequalities by connecting people to practical, non-clinical support in their 

communities. Through a network of link workers embedded in primary care and neighbourhood 

teams, residents are supported to access services that address wider determinants of health 

such as housing, debt, loneliness, physical activity and employment. This approach helps 

people take more control over their health and wellbeing, particularly those in the most deprived 

communities or experiencing multiple disadvantages. In GM, social prescribing is aligned with 

the Live Well model and wider VCSFE partnerships, helping to shift care closer to communities 

and improve access to trusted, culturally appropriate support. Further information on social 

prescribing services available can be found on the social prescribing page of GMICP website.  

                W  k - NHS Greater Manchester is addressing health inequalities by building a 

system-wide focus on organisational health literacy, recognising that how services communicate 

is a key driver of access, safety and experience, rather than an individual’s ability to understand 

information. This is particularly important locally, where around two thirds of residents struggle 

to understand health information that includes both words and numbers, and where those most 

affected by inequalities face the greatest barriers. Initial work has focused on establishing a 

https://gmintegratedcare.org.uk/find-a-service/type/social-prescribing/
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shared ambition and raising awareness, including convening a cross-system Health Literacy 

Group and delivering a Greater Manchester Health Literacy training event for senior leaders to 

highlight the importance of and increase understanding of organisational health literacy.  

The GM Health Literacy Group is focused on building a shared, GM-wide understanding of 

organisational health literacy, aligned with national policy and local priorities, and embedding 

these principles across health, care and wider public services. Its work centres on promoting 

clear, accessible and inclusive communication, strengthening co-production with communities, 

and bringing organisations together to coordinate efforts and share good practice. The group is 

also supporting the development of workforce skills and confidence in health literacy. By 

improving how services communicate, NHS GM aims to help residents better understand and 

use health information, increasing their ability to access services, participate in their care and 

achieve better outcomes, particularly for those most affected by health inequalities. 

Creative Health in Greater Manchester is addressing health inequalities by embedding 

creative and cultural activity into neighbourhood-level prevention and Live Well approaches, 

with a clear focus on communities experiencing the greatest disadvantage. Through the GM 

Creative Health Place Partnership, activity is targeted towards priority cohorts and pressures 

linked to inequality – including early years and school readiness, older adults with caring 

responsibilities, neurodivergent young people, and residents affected by multiple disadvantage. 

By working through trusted local assets such as libraries, family hubs, carers’ centres and 

community venues, creative health interventions reduce practical and psychological barriers to 

engagement, supporting earlier access to support, improved wellbeing and stronger social 

connection in communities where traditional services often struggle to reach people effectively. 

                                   (    ’ ) - EHI ’s sit alongside the tools available as part 

of the fairer health for all framework, which will enable collation of vast and diverse intelligence, 

data, and insights from across public VCFSE partners to drive resource and interventions where 

they are needed most. These tools will build capacity for people, systems, and places and provide 

strategic insights and collaborative approaches for integrated working. This will ensure we 

hardwire equity, inclusion and sustainability into our policies, initiatives, and programmes to meet 

our six Integrated Care Partnership missions and strengthen leadership and accountability. Over 



 

166 

 

the last year (April 2025 – March 2026) EHIA Rigour Panel have provided insight and guidance 

to review over 60 EHIAs. 

Appendix 4: Abbreviations List 

Abbreviation Full Wording abbreviation stands for 

AF  Atrial Fibrillation 

CSIL Cancer Screening Improvement Lead  

CVD  Cardiovascular Disease 

CYP  Children and Young People 

CVNeed Not an abbreviation but this is a Cardiovascular tool 

CVDPrevent Not an abbreviation but this is a Cardiovascular Disease 

Prevention Audit 

FeNO Fractional Exhaled Nitric Oxide 

FHFA  Fairer Health for All 

GM Greater Manchester 

GMADSP Greater Manchester Analytics and Data Science Platform 

GMMH Greater Manchester Mental Health 

GP General Practitioner 

HI  Health inequalities 

HLE Healthy Life Expectancy  

ICB  Integrated Care Board 

ICP Integrated Care Partnership 

IMD Decile Index of multiple deprivation decile 

InHIP Innovation for Healthcare Inequalities Programme  

IS Providers Independent Sector Providers  

LD Learning Disability 

LSOA Lower Super Output Area 

LTC  Long Term Condition 

LTLA  Lower Tier Local Authorities 
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MI  Myocardial Infarction  

MFT Manchester Foundation Trust 

NHSE NHS England 

NPDA data National Paediatric Diabetes Audit 

NW  North West  

OHID Office for Health Improvement and Disparities 

ONS  Office National Statistics 

PCMIS  Patient care management information system 

PCN Primary Care Network 

QRISK This is a Clinical tool used to estimate the risk of developing 

cardiovascular disease (CVD) over the next 10 years). 

Q1 Quarter 1 (April to end of June) 

Q3  Quarter 3  (October to end of December 

SMI  Severe Mental Illness 

STEMI ST-elevation myocardial infarction 

T1D Type 1 diabetes 

T2D Type 2 diabetes 

VCSE Voluntary, community and social enterprise 

VCSFE  Voluntary, community, social and faith enterprise 

END OF REPORT 

 


