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[bookmark: _Toc94529745][bookmark: _Toc224915523]Equality Delivery System for the NHS
The EDS Reporting Template

Implementation of the Equality Delivery System (EDS) is a requirement on both NHS commissioners and NHS providers. Organisations are encouraged to follow the implementation of EDS in accordance EDS guidance documents. The documents can be found at: www.england.nhs.uk/about/equality/equality-hub/patient-equalities-programme/equality-frameworks-and-information-standards/eds/  
The EDS is an improvement tool for patients, staff and leaders of the NHS. It supports NHS organisations in England - in active conversations with patients, public, staff, staff networks, community groups and trade unions - to review and develop their approach in addressing health inequalities through three domains: Services, Workforce and Leadership. It is driven by data, evidence, engagement and insight.
The EDS Report is a template which is designed to give an overview of the organisation’s most recent EDS implementation and grade. Once completed, the report should be submitted via england.eandhi@nhs.net and published on the organisation’s website. 






	Name of Organisation 
	Nottingham and Nottinghamshire ICB (NNICB) 
	Organisation Board Sponsor/Lead

	
	
	Gemma Whysall; Director of Commissioning – Nottingham and Nottinghamshire

	
	
	
	

	Name of Integrated Care System
	Nottingham and Nottinghamshire ICS 
	

	
	
	
	
	


NHS Equality Delivery System (EDS) 
	EDS Lead 
	Claire Haynes; Senior Public Equality and Diversity Manager
	At what level has this been completed?  Domain 1

	
	
	
	
	*List organisations

	EDS engagement date(s)
	April 2025-March 2026

	Individual organisation 
	Nottingham ICB 


	
	
	
	Partnership* (two or more organisations)
	1. Primary Care Patient Participation Group (PPG)
2. Core 20+5 Ambassador for Nottingham and Nottinghamshire
3. Your Health Nottinghamshire
4. Maggie’s Cancer Charity

	
	
	
	Integrated Care System-wide*
	Shared practices with other Integrated Care Boards (ICBs), the East Midlands Cancer Alliance and the Screening Community of Practice Forum.



	Date completed
	16th March 2026
	Month and year published 
	TBC 2026

	Date authorised 
	TBC 2026
	Revision date
	TBC 2027


[bookmark: _Toc224915524]Introduction
This report outlines Nottingham and Nottinghamshire Integrated Care Board’s (NNICB) work in relation to Domain 1 of the NHS England Equality Delivery System (EDS), which focuses on ensuring that health services are accessible, safe and responsive to the diverse needs and experiences of all patients.
For the 2025 EDS reporting cycle, NNICB has selected the Lung Cancer Screening (LCS) Programme as a key area of focus, recognising its significant role in supporting earlier diagnosis and reducing health inequalities. The programme offers lung health checks and low-dose CT screening to individuals aged 55–74 with a history of smoking, with the aim of detecting lung cancer at an earlier, more treatable stage.
The programme is delivered through a community-based model, utilising mobile CT scanners and targeted engagement and communication strategies. It places particular emphasis on addressing health inequalities by prioritising communities with higher smoking prevalence, greater levels of deprivation and increased lung cancer mortality.
[bookmark: _Toc224915525]Stakeholder Engagement 
To assess performance across the four outcome domains, engagement was conducted with a range of stakeholders, including a Primary Care Patient Participation Group (PPG), a Core20PLUS5 Ambassador for Nottingham and Nottinghamshire, a community care provider (Your Health Nottinghamshire) and a voluntary sector organisation (Maggie’s Cancer Charity). This approach ensured a broad spectrum of perspectives, encompassing patient insight, voluntary and community sector input and expertise in equality and inclusion.

When going through this report, please refer to table 1 in Appendix 1a for the outcomes and evidence collated for this service, and table 2 in Appendix 1b for the Domain 1 EDS Action plan 2026-28.







[bookmark: _Toc224915526][bookmark: _Hlk127191646]Summary Table: Key Evidence and Score by Outcome 
	Domain 
	Key Evidence 
	Patient Participation Group (PPG)
	Core 20 + 5 Ambassador
	Your Health Nottinghamshire
	Maggie’s Cancer Charity 

	1A Patients (service users) have required levels of access to the service
	· Community-based CT scanners with 7-day, extended hours.
· Tailored, multi-language materials.
· Uptake actively monitored by patient demographics.
· Patient case study highlights real-world impact.
	3/3
	3/3
	3/3
	3/3

	1B Individual patients (service users) health needs are met
	· Press release and presentation showcasing delivery of the SMD initiative.
· Patient-led video and dedicated programme website with translation function.
· Targeted engagement with higher-risk communities, including LGBTQI promotion at Pride events.
· Multichannel, culturally inclusive communications and engagement strategy.
· Guidance poster on developing tailored pathways for the prison population.
	3/3
	3/3
	3/3
	3/3

	1C When patients (service users) use the service, they are free from harm
	· Screening delivered in line with national LCS guidance.
· Low-dose CT scans to minimise radiation exposure.
· Specialist thoracic radiologist reporting, supported by AI tools.
· Multidisciplinary clinical pathway with rapid referral to respiratory and oncology services as needed.
· Robust programme governance monitoring safety, quality and performance indicators.
· Safe operation of mobile CT units with trained staff and appropriate clinical equipment.
	2/3
	2/3
	2/3
	3/3

	1D Patients (service users) report positive experiences of the service
	· Review of patient satisfaction survey and summary of improvements made.
· Uptake rate by primary care network (PCN)
· Evidence that the most deprived quintile have seen the greatest improvement in early-stage lung cancer detection.

	3/3
	3/3
	3/3
	3/3

	
	Total
	11/12
	11/12
	11/12
	12/12

	
	
	
	
	Total Score
	45/48






[bookmark: _Toc224915527][bookmark: _Hlk224891934]Further Evidence and Narrative from Stakeholders
Additional Evidence and Insights from Patient Leaders, Including the PPG Member from Eastwood Primary Care Centre, Actively Engaged in Lung Cancer Screening Stakeholder Meetings

1A The team have all the evidence to prove that access is a whole community approach. With coordinated access times,  great efforts go into placing the scanner in the right place to help patients access and with excellent communications tailor strategies in each individual community addressing the culture and particular community centred there. I have seen in each meeting the team active monitoring identifying problem areas and a great example is Bev’s story produced to help improve the identified low uptake of younger women. The team work so hard at each meeting to prepare as they go into each different communities to ensure  that the different cultures with diversity faiths etc have the necessary approach using an excellent communication strategy to target local people  to help them understand the importance of scanning therefore improving up take. I have been involved in helping review booklets and patient information and liaising with local supermarkets to help with siting of the scanner in the most accessible place for patients.

1B A definite top score here there has been a whole team approach to reaching people experiencing severe multiple disadvantage  (SMD) including a real stand out programme working with an SMD working group they tailored a programme for a one stop shop. Positioning a scanner in the city centre and offering more than just scanning working with a street help nurse providing immediate clinical care, mental health support ,smoking sensation, signposting to housing help and even giving follow up care. A real stand out exemplary project one worthy of award, well done team.

The team have collected lots of evidence to demonstrate they have engaged and communicated with all areas and worked with the VCSE  including working with learning disabilities and LGBT. The communications team present at every meeting discussing different approaches and feedback the different ways they have tried to reach the whole community and produce a wide range of literature in different languages and approaches. Excellent communications team.

1C Through excellent leadership of the project we are reassured that screening is delivered safely with a robust programme governance discussed in our multidisciplinary meetings that I attend. I am reassured that the quality and safety of the operation for all patients and staff.

1D The team have overwhelming evidence of the positive support for the programme from all patients including learning disabilities SMD and the minority communities. With scores often four or five and the uptake above the national average lessons have been learned and addressed and implemented to provide a seamless service for patients. The team have listened to people, the VCSE and have worked with the different community teams to improve accessibility and all most of the preventable reasons for not attending. An excellent multidisciplinary team that is well lead, coordinated and work well together to provide a safe excellent service that is making a difference.
Additional Evidence and Narrative from a CORE 20+5 ICB Ambassador for Nottingham and Nottinghamshire
1A Good evidence of targeted activity responsive to specific user needs. Some data showing the participation rates for working age invitees would enhance this.
1B Good evidence of working with VCSEs to develop accessible materials, and literally ‘meeting patients where they are’ for SMD and prison populations.

1C A more detailed example of an escalation pathway might enhance this response. Evidence around providing alternative venues for the screening might also improve the response, thinking particularly about SMD patients. However, patient safety is not my area of expertise.

1D Evidence of good patient engagement demonstrated throughout the pack. Answer might be enhanced by a full breakdown of patient satisfaction responses.

Additional Evidence and Narrative provided by Maggie’s Cancer Charity




To Note: Some stakeholders found it difficult to award an “Exceeding” rating for domain 1C due to the challenge of objectively measuring “freedom from harm” in a screening service, where harm is largely prevented through processes rather than immediately visible outcomes. Despite this, scorers noted that the service demonstrates multiple layers of safety and reassurance.

[bookmark: _Toc224915528]Closing Reflection
The Nottingham and Nottinghamshire LCS Programme demonstrates strong alignment with EDS Domain 1 outcomes. It achieves high levels of accessibility, delivers responsive care, maintains safe screening pathways and supports positive patient experiences. Continuous evaluation, stakeholder engagement, and targeted initiatives ensure that equity remains central, particularly for underserved populations. Future work will focus on extending reach, reducing inequalities and exploring innovative service delivery models. 

The scores collated through stakeholder engagement suggest that the programme is excelling in EDS Domain 1 related activity.



















[bookmark: _Toc224915529][bookmark: _Hlk155270338]Appendix 1a: Table 1 LCS Programme 
	[bookmark: _Hlk145498702]Outcome
	
	Rating
	Owner (Dept/Lead)

	1A: Patients (service users) have required levels of access to the service
	Narrative
The LCS Programme uses population health intelligence to prioritise PCNs with the highest smoking prevalence and lung cancer mortality rates, reducing inequities in access and outcomes.
A community-based delivery model ensures accessibility, with mobile CT scanners located in supermarket car parks and local community hubs. Clinics operate extended hours (typically 8am–8pm, seven days per week) to accommodate work and caring responsibilities.
Evidence
[image: A collage of medical equipment
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An opt-out invitation model simplifies booking and normalises participation. A range of contact strategies are used, including direct telephone calls, letters, and text messages.
Communications are tailored to local populations, with multi-language materials, community champions, GP practice engagement and partnerships with voluntary and faith organisations to reach underserved groups.
Evidence 
 [image: A group of people on a sign

AI-generated content may be incorrect.]
Active monitoring of uptake, combined with a comprehensive demographic analysis of patient attendance, identified lower participation among women and younger age groups.
Evidence



To address this, the programme:
· Highlighted female patient case studies to improve engagement (e.g., Bev’s story). Evidence  https://notts.icb.nhs.uk/2025/07/30/bevs-journey-from-feeling-healthy-to-navigating-the-unexpected-diagnosis-of-lung-cancer/ 
· Partnered with large local employers, such as Boots, Warburtons, and Raleigh, to raise awareness.
· Engaged community organisations, including the Miners Welfare, to reach targeted populations.
	12/12
	LCS Programme Lead

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

	Narrative
Individual risk is assessed via the Lung Health Check, evaluating smoking history, respiratory symptoms, family history, and other risk factors to determine eligibility for low-dose CT screening. 
The programme integrates preventative health interventions using the “Making Every Contact Count” approach, offering immediate referral to local stop-smoking services, behavioural advice and pharmacotherapy.
A core focus of the programme is reaching people experiencing severe multiple disadvantage (SMD) including homelessness, substance misuse and significant mental health challenges, recognising that this population often faces substantial barriers to healthcare and poorer health outcomes.
In Nottingham, which has the eighth highest prevalence of SMD nationally, this approach aligns closely with the Core20PLUS5 initiative, targeting those most at risk and benefiting from tailored interventions.
To ensure the health needs of SMD patients are met, the programme has implemented several adaptations:
· Pathway redesign informed by lived experience: Working with the Nottingham SMD Working Group the programme identified barriers such as lack of transport, fear from previous negative healthcare experiences, complex pathways and language challenges.
· Mobile CT scanners in city centres allowed for drop-in appointments, same-day lung health checks and scans and broader health support removing the need for multiple visits.
· Key workers supported with attendance and the communication of results for patients who have no fixed address.
· The programme also provided additional support, including blood tests and general health checks, mental health signposting, housing advice and immediate clinical care delivered by a street health nurse.
Evidence 
https://notts.icb.nhs.uk/2024/07/02/life-saving-lung-health-checks-successfully-delivered-to-some-of-the-most-vulnerable-people-in-nottingham/
A presentation showcasing the delivery of the SMD initiative has been shared with the screening community as an example of best practice, as well as with the East Midlands Cancer Alliance. This was also presented at a national forum, the HSJ Modernising Diagnostics and Cancer Forum, showcasing the innovative approach taken.

  
Further bespoke pathways include collaboration with learning disability nurses to develop accessible information and a patient-led video to reassure attendees. 
Evidence  
https://www.youtube.com/watch?v=dANObpFgScE
Promotional materials are translated into the most spoken languages in Nottingham and Nottinghamshire and accessible for those with sensory impairments. 
A dedicated programme website provides patient-led resources, videos and full website translation options.
Evidence 
https://nottslungcancerscreening.nhs.uk/
Collaboration with social prescribers, voluntary organisations and primary care ensures patients are not only assessed but also supported to navigate follow-up care. 
Attendance at events such as Nottingham Pride provides an opportunity to engage with LGBTQI communities, who experience higher rates of smoking, the primary risk factor for lung cancer. UK government data from the UK Government Equality Impact Assessment for LCS shows that 22.3% of gay or lesbian adults smoke compared to 15.5% of heterosexual adults (Gov.Uk, 2025).
Evidence
Gov.UK (2025) Equality Impact Assessment: screening for lung cancer. Available at: https://www.gov.uk/government/publications/lung-cancer-screening-equality-impact-assessment/equality-impact-assessment-screening-for-lung-cancer?utm_source=chatgpt.com 
[image: ]
A multi-channel approach has been implemented to maximise reach and engagement across diverse population groups. Activities include:
· Public transport advertising (bus and tram networks) to reach a broad cross-section of the community.
· Billboard and digital screen advertising in high-footfall areas to increase visibility and awareness.
· Targeted social media campaigns, using postcode-level data to reach higher-risk and underserved populations.
· Local radio advertising in both English and Urdu to engage audiences who may not access digital platforms.
· Patient case studies to provide relatable narratives.
· Community engagement events, including outreach at local festivals and targeted events such as football matches.
· Press releases to amplify messaging through local media outlets.
· Direct communications to primary care, including TeamNet messages to GP practices to support case finding and referrals.
· Distribution of promotional materials across community settings, including cafés, pharmacies, community groups, faith centres and libraries.
Evidence 
[image: ]
Collaboration with health and justice commissioners has been undertaken to support the development of a tailored lung cancer screening pathway for the prison population. This work recognises that individuals in secure and detained settings often have significantly higher smoking prevalence and poorer health outcomes, placing them at increased risk of lung cancer.
Evidence 
Improving access to LCS for prison populations in Nottingham and Nottinghamshire.

	 
	12/12














































	LCS Programme Lead and Communications and Engagement Lead

	1C: When patients (service users) use the service, they are free from harm
	Narrative 
The LCS programme delivers screening in line with national clinical standards for targeted LCS. Low-dose CT scanning is used to minimise radiation exposure while maintaining diagnostic accuracy.

All scans are reported by specialist thoracic radiologists and supported by artificial intelligence technology to assist with detection and prioritisation. The programme operates within a multidisciplinary clinical pathway, ensuring that patients with abnormal findings are referred promptly into specialist respiratory and oncology services for further investigation and treatment.

Robust governance and quality assurance processes support the safe delivery of the service. Clinical protocols and pathways are aligned with national screening guidance and programme performance indicators are routinely monitored to ensure safe and consistent delivery.

The service is delivered by a trained multidisciplinary workforce including Specialist Nurses, Radiographers, Clinicians and Radiologists. Staff receive training specific to LCS pathways to ensure assessments are delivered safely and that patients receive appropriate advice.

Although the service operates within community locations using mobile CT units, safety remains a key priority. All units meet required clinical and safety standards and are staffed by appropriately trained professionals with clear escalation pathways for patients requiring further investigation.

Evidence 

• Screening delivered in line with national LCS guidance.
• Use of low-dose CT scanning to minimise radiation exposure.
• Specialist thoracic radiologist reporting supported by artificial intelligence tools.
• Multidisciplinary clinical pathway with referral into respiratory and oncology services where required.
• Programme governance structures monitoring safety, quality and performance indicators.
• Safe operation of mobile CT units with trained staff and appropriate clinical equipment.
	9/12
	LCS Programme Lead, Clinical Director,
Responsible Assessor, Responsible Radiologist, Responsible Clinician.

	1D: Patients (service users) report positive experiences of the service
	Narrative 
The community-based LCS programme is designed to provide a familiar, non-clinical environment, reducing patient anxiety and encouraging engagement. This is supported by extended clinic hours, accessible information resources and patient-led videos that improve understanding of the screening process.
Robust feedback mechanisms include:
· Patient experience surveys
· Follow-up on lower-rated responses
· Direct contact for complaints or concerns
Survey results show consistently high satisfaction, with most responses rated 4 or 5. Negative feedback is actively addressed and used to drive improvements.
The programme is also successfully reaching individuals with additional needs: 127 of 432 survey respondents reported having an impairment, health condition, or learning difference that significantly impacts daily activities.
Evidence 
Review of patient experience survey findings and summary of resulting improvements.


Over 100,000 invitations have been issued, achieving an average uptake of 66.4%, with some areas reaching 75%, well above the 51% national average. This highlights the effectiveness of the opt-out, community-based model and the programme’s comprehensive communication strategy.
Evidence 
[image: A graph of cancer screening rate
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More than 55,000 assessments have been conducted, resulting in 40,000 CT scans and the detection of 500 cancers. Notably, 70% of the lung cancers diagnosed were at an early stage, compared with just 25% before the programme, demonstrating a significant improvement in early-stage detection. People from the most deprived areas (deprivation quintile 1) have experienced the greatest benefit.
Evidence 
[image: ]
GP practices have reported positive engagement with the programme, supported by regular communication. This is essential to ensure consistent messaging is delivered to patients from this trusted source
Evidence 
A quarterly GP newsletter is distributed to maintain awareness and share updates on uptake, rollout progress and key clinical information.
[image: ]
	12/12
	LCS Programme Lead and Communications and Engagement Lead




Domain 1 score = 45

This score reflects only Domain 1 outcomes. The overall score and EDS Organisation Rating will be available after Domains 2 and 3 are assessed and reported.




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

[bookmark: _Hlk217377002]Score each outcome. Add the scores of all outcomes together. This will provide you with your overall score, or your EDS Organisation Rating. Ratings in accordance to scores are below

	

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

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

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

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



	[bookmark: _Toc224915530]Appendix 1b: Table 2 EDS Action Plan

	EDS Lead
	Year(s) active

	Claire Haynes;  Senior Public Equality and Diversity Manager

	April 2021-On-going screening programme

	EDS Sponsor
	Authorisation date

	Gemma Whysall; Director of Commissioning – Nottingham and Nottinghamshire
	TBC March 2026




	Domain 
	Outcome 
	Objective
	Action
	Completion date

	Domain 1: Commissioned or provided services

	1A: Patients (service users) have required levels of access to the service
	Ensure all eligible patients can access lung screening services regardless of location, socioeconomic status or personal barriers.
	· Continue progress with system-wide rollout, with the aim of achieving 100% coverage by September 2028, thereby ensuring no variation in provision across Nottingham and Nottinghamshire.
· Continue focused engagement in areas with the lowest screening uptake to reduce inequalities and improve participation.
· Pilot to study impact of transport assistance to reduce practical barriers to attendance.
· Expand delivery through additional accessible community venues, including the Community Diagnostic Centre, to bring services closer to local populations.
· Regularly review patient feedback on barriers to access and use this insight to adapt and refine service delivery.
	March 27

	
	1B: Individual patients (service users) health needs are met
	Meet individual health needs and reduce engagement barriers for underserved groups.
	· Continue collaboration with learning disability nurses to adapt screening pathways and improve accessibility for individuals with learning disabilities.
· Explore the development of a pilot LCS programme for the prison population, ensuring equitable access to screening regardless of prison category.
· Undertake ongoing monitoring of screening uptake across protected characteristics to identify and address inequalities in access and outcomes.
· Deliver tailored engagement and outreach for underserved communities, including Gypsy, Roma and Traveller populations.
· Further develop and refine personalised screening pathways for individuals with severe mental illness (SMI).
· Continue to share learning and best practice with the wider screening community to support continuous improvement.
· Strengthen the integration of the Making Every Contact Count (MECC) approach to support behaviour change and improve overall health outcomes.
	March 27

	
	1C: When patients (service users) use the service, they are free from harm
	Ensure safe screening with robust clinical governance and clear escalation pathways.
	· Ongoing monitoring of safety indicators to promptly identify and address potential risks.
· Continued staff training and competency assessments to maintain high clinical and procedural standards.
· Participation in external quality assurance and audit programmes, with regular review of outcomes and implementation of recommendations.
· Regular review and updating of protocols in line with emerging evidence and national best practice guidelines.
· Sharing safety lessons and best practice across other screening programmes and partner organisations to support continuous improvement.
	March 27

	
	1D: Patients (service users) report positive experiences of the service
	Provide a patient-centred service with high satisfaction and responsive feedback mechanisms.
	· Patient feedback and experience monitoring: Systematic collection and review of patient feedback (e.g. surveys and qualitative insights) to inform service improvements.
· Continued efforts to reduce inequalities and improve uptake in low-participation areas, ensuring a more inclusive and accessible patient experience.
· Funding and offering transport options (e.g. taxi or tram travel support) to reduce stress and improve attendance.
· Exploring a pilot LCS programme for the prison population to ensure equitable and dignified access to care.
· Ensuring staff are trained in communication skills, cultural competence and supporting individuals with additional needs (e.g. SMI, LD).
· Providing screening in community-based, familiar and accessible settings to enhance patient comfort and engagement.
· Sharing patient experience insights and best practice across the East Midlands and nationally to continuously improve service delivery.
	March 27




Patient Equality Team
NHS England and NHS Improvement
england.eandhi@nhs.net
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[bookmark: _Toc178321815]Introduction

Lung cancer causes more deaths than any other cancer in the UK, and there are often no signs or symptoms at early stages when it is most manageable. Nottingham City and Mansfield were 2 pilot sites in the East Midlands where the Targeted Lung Health Check (TLHC) Programme was trialled. This screening programme seeks to detect lung cancers at an earlier stage than they would otherwise present, through the use of CT scanning in individuals identified as being at high risk of developing lung cancer. The pathway involves an initial telephone triage process for those recorded as either being current or ex-smokers on their GP records. Those identified as being at high risk are then invited for a face to face assessment and if this confirms that they are at high risk, they are offered a CT scan. The different stages of the process are presented in Figure 1. 

Figure 1: Targeted Lung Health Check Pathway

 Completion

Outcome

















Following a successful pilot, the Government have announced that the screening programme will be rolled out across England. To our knowledge, however, evaluations to date have not explored how outcomes from the programme are associated with demographic data of the patients undergoing screening. 

We have therefore undertaken a local evaluation of the pilot sites in Nottingham City and Mansfield to understand how gender, age, deprivation, and ethnicity influence outcomes at each stage of the pathway.



[bookmark: _Toc178321816]Methods

The evaluation was undertaken using a retrospective quantitative cohort study design, utilising programme data collected by the Nottingham City and Mansfield Targeted Lung Health Check pilot sites.



[bookmark: _Toc178321817]Datasets 

[bookmark: _Toc178321818]Programme data

Line list data was provided by the TLHC Programme team in Nottingham City and Mansfield following discussion with their information governance team. The data was extracted in September 2023, was fully anonymised and included the variables listed in Appendix A. 

[bookmark: _Toc178321819]Fingertips GP IMD data

The Indices of Multiple Deprivation (IMD) is the official measure of relative deprivation in England and is publicly available. It provides a measure of deprivation experienced by people living in similar population size (~1,500 residents or ~650 households) known as Lower Layer Super Output Areas (LSOAs). The IMD provides a more holistic measure of deprivation than income alone, by considering 7 domains of deprivation that also include employment, health, education, crime, barriers to housing and services, and living environment. 

General Practices serve large populations across multiple LSOAs. To calculate the LSOA of an individual GP, OHID Fingertips takes a population weighted average of LSOAs based on NHS Digital Patients Registered at a GP Practice – April 2019.



[bookmark: _Toc178321820]Inclusion / Exclusion Criteria

The inclusion criteria for this study were:

Adults partaking in any stage of the TLHC programme in Nottingham or Nottinghamshire, 55 years and older up to September 2023.  

The exclusion criteria for this study were:

Adults for whom there was incomplete recording of the variables required.



[bookmark: _Toc178321821]Preparation of dataset

The programme data was prepared using R Studio. Demographic variables were converted in the following ways:

Gender – no change was needed.

Age – converted from a continuous variable to 5-year groupings

Deprivation – each GP practice was assigned an IMD score 

Outcome variables for each stage were recoded to create a binary “patient proceeds / patient leaves pathway” indication (Appendix B). 

We had also intended to analyse the association with ethnicity, but this was not possible due to the degree of missing data. As many as 93.59% of cases in the dataset did not have ethnicity recorded.

[bookmark: _Toc178321822]Description of variables

The demographic and outcome variables explored for the analysis are shown in Tables 1 and 2.

 Table 1: Demographic variables 

		Variable Name

		Coding Format



		Gender

		Dichotomous (“Male”, “Female”)



		Age

		Categorical (“55-59”, “60-64”, “65-69”, “70-74”, “75+”)



		Deprivation

		Categorical (“Quintile 1”, “Quintile 2”, “Quintile 3”, “Quintile 4”, “Quintile 5”)

















Table 2: Outcome variables

		

		Variable Name

		Coding Format



		Screening Occurrence Variables

		Telephone Triage Completion

		Dichotomous (“Attended” / “Did not attend”)



		

		Face to Face Appointment Completion

		Dichotomous (“F2F Complete” / “F2F Not Complete”)



		

		CT Scan Completion

		Dichotomous (“CT Performed” / “CT Not Performed”)



		Clinical / diagnostic assessment outcomes

		Telephone Triage Outcome

		Dichotomous (“Invited” / “Not Invited”)



		

		Face to Face Appointment Outcome

		Dichotomous (“CT Booked” / “CT Not Booked”)



		

		CT Scan Outcome

		Dichotomous (“Significant Result” / “Non-significant Result”)





[bookmark: _Toc178321823]Analysis

[bookmark: _Toc178321824]Descriptive analysis

Summary statistics were produced to provide an overview of the contents of the programme dataset (Appendix A). For categorical variables, both the proportion of entries were calculated and also the proportion of entries once ‘N/A’ responses were removed. 

[bookmark: _Toc178321825]Evaluation analysis

For each outcome, odds ratios were used to measure the strength of association between our exposure and outcome of interest. Statistical significance was calculated using the chi-squared test, with significance represented using p-values and 95% Confidence Intervals. For outcome variables that were ordered categorical (e.g. deprivation and age), chi-squared test for trend was also calculated. 

The odds ratio is a measure of how strongly an event is associated with an exposure. This is calculated by comparing the odds of an event occurring in an exposed group compared to the odds of the same event occurring in a non-exposed group. The higher the odds ratio, the higher odds that the event will occur with exposure. 
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The dataset contained a total of 37,158 cases. All cases were used for the analysis of gender and age, but due to some missing GP practice data, a total of 36,826 cases were analysed for the impact of deprivation. Figure 2 shows the change in number of people (who had complete gender and age records), at each stage of the TLHC pathway. Each stage is split into 3 sections:

1. Invited - Those invited to attend that stage (calculated as everyone with a result logged in the subsequent “completed” stage on the assumption that patients with a result logged here could only have reached the stage by having being invited)

2. Completion - Those who completed that stage (i.e. underwent the telephone triage, the face-to-face consultation, or had the CT scan performed)

3. Outcome - Those who were identified as needing to progress to the next stage of the pathway



Figure 2: Number of People at Each Stage of the TLHC Pathway



















This shows that the largest reduction is seen during the telephone triage stage, with less than a third of those invited found to be at high risk and invited back for a face-to-face consultation. In comparison, the face-to-face consultation appears to provide limited differentiation between patients, with nearly all of those who complete the consultation being referred onwards for a CT scan. 
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Ideally, patients should only move to the next stage if they have been filtered into the relevant ‘proceed’ pathway. For example, they should only be recorded in the “Face to Face Completion” section if they were found to be either “High Risk” or “Invite Regardless of Risk” during the telephone triage stage. Similarly, only those recorded as being referred for a CT scan should then receive a CT scan. A deep dive into the data for these two transition points (telephone triage -> Face to Face, and Face to Face -> CT Scan) shows this isn’t the case. 

We found that 2,354 people with no risk score recorded at the end of the telephone triage stage, subsequently had a result recorded for Face to Face Completion. This included 36 who were shown to have “Attended” the Face to Face appointment (Table 3). 

Table 3: Face to Face Completions for those with no Telephone Triage risk score recorded

		Outcome Variable

		Number



		Attended

		36



		Opt-Out

		1,759



		Postponed

		17



		Did not attend

		21



		Patient claimed never smoked

		1



		Attended but did not complete 

		1



		Excluded – removed from programme 

		355



		Not known at given address

		163



		Patient claims never smoked

		1







We also found discrepancies in how the use of the “Opt-Out” variable for Face to Face completion was being used. Of these 2,112 people, 353 completed the telephone triage stage and subsequently opted out of the Face to Face appointment. However, the remainder never physically reached the Face to Face stage as they had not completed the Telephone Triage assessment (Table 4). 

Table 4: Telephone Triage Completions for those subsequently reported as ‘Opt-out’ at the Face to Face stage

		[bookmark: _Hlk178251359]Outcome Variable

		Number



		Attended

		353



		Patient claims never smoked

		1



		Patient answered but did not complete

		893



		Patient did not answer

		601



		Patient did not consent for health check

		264







There are also examples in the dataset where patients recorded as “No CT Needed” (30), “Not Suitable for CT” (13), “No CT scan needed” (1), or “Did not consent for CT scan” (1) went on to have one performed. 
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The complete findings from our analysis are found in the accompanying slide deck “TLHC Evaluation Results”, with a summary provided below:
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· Completion: The odds of attending a telephone triage appointment once invited (if all other variables are constant) is:

· 10% higher if you are a man than a woman (OR = 1.10, CI = 1.05 to 1.14).

· 22% higher if you are aged 75+ years than 55-59 years (OR = 1.22, CI = 1.10 to 1.35). There is also a statistically significant association between increasing age and increasing odds of attending the telephone triage appointment once invited.

· 18% lower if you are in the most deprived quintile than if you are in the least deprived quintile (OR = 0.82, CI = 0.76, 0.87). There is also a statistically significant association between increasing deprivation and decreasing odds of attending the telephone triage appointment once invited. 

· Outcome: The odds of being identified as high risk once you have completed the telephone triage (if all other variables are constant) is:

· 38% higher if you are a man than a woman (OR = 1.38, CI = 1.31 to 1.46).

· Higher if you are aged over 60 years than 55-59 years (e.g. for 75+ years [OR = 1.22, CI = 1.10, 1.35] and for 70-74 years [OR = 1.46, CI = 1.37, 1.55]). There is also a statistically significant association between increasing age and increasing odds of being identified as at high risk.

· 46% higher if you are in the most deprived quintile than if you are in the least deprived quintile (OR = 1.46, CI = 1.34 to 1.59). There is also a statistically significant association between increasing age and increasing deprivation of being identified as at high risk.
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· Completion: The odds of attending and completing the face to face appointment at the point of invitation (if all other variables are constant) is: 

· 32% higher if you are a man than a woman (OR = 1.32, CI = 1.23, 1.42).

· Higher if you are aged over 60 years than 55-59 years (e.g. for 75+ years [OR = 1.19, CI = 1.02, 1.40] and for 65-70 years [OR = 1.66, CI = 1.47, 1.86]). There is a statistically significant association between increasing age and increasing odds of attending and completing the face to face appointment. 

· 86% higher if you are in the most deprived quintile than if you are in the least deprived quintile (OR = 1.86, CI = 1.62, 2.12). There is also a statistically significant association between increasing deprivation and increasing odds of attending and completing the face to face appointment. 

· Outcome: The odds of having a CT scan booked after completion of the face to face appointment (if all other variables are constant) is: 

· 42% higher if you are a man than a woman (OR = 1.42, CI = 1.09, 1.84).

· Higher if you are aged over 60 years than 55-59 year (e.g. for 75+ years [OR = 1.82, CI = 1.01, 3.28] and for 70-74 years [OR = 2.01, CI = 1.34, 3.02]). There is a statistically significant association between increasing age and increasing odds of having a CT scan booked. 

· Similar for all deprivation quintiles compared to the reference of quintile 1. 
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· Completion: The odds of having a CT scan performed on site following the identification of need at the face to face appointment (if all other variables are constant) is:

· 52% higher if you are a man than a woman (OR = 1.52, CI = 1.05, 2.23).

· 94% higher if you are aged 70+ years than 55-59 years (OR = 1.94, CI = 1.09, 3.44). There is a statistically significant association between increasing age and increasing odds of having a CT scan performed.  

· 42% lower if you are in the most deprived quintile than if you are in the least deprived quintile (OR = 0.58, CI = 0.34, 0.99). There is not, however, a statistically significant association between overall increasing deprivation and the odds of having a CT scan performed. 

· Outcome: The odds of a CT Scan identifying a significant result (if all other variables are constant) is:

· Similar if you are a man than a woman

· 64% higher if you are aged 70+ years than if you are aged 55-49 years (OR = 1.64, CI = 1.39, 1.94). There is a statistically significant association between increasing age and increasing odds of a CT Scan identifying a significant result. 

· Similar if you are in deprivation quintile 5 than quintile 1. 
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As discussed earlier, we found that 2,354 people with results recorded for Face to Face Completion were found to have no result for Telephone Triage Outcome. I therefore undertook a sensitivity analysis to explore the impact on our findings if these were removed from the Face to Face Completion analysis (Table 5).



Table 5: Sensitivity Analysis Result

		Gender

		F2F Appointment

		Original Analysis

OR (95% CI)

		Sensitivity Analysis

OR (95% CI)



		

		Female 

		Reference

		Reference



		

		Male

		1.32 (1.23, 1.42)***

		1.47 (1.33, 1.62)***



		Age

		F2F Appointment  

		Original Analysis

		Sensitivity Analysis



		

		55-59 yrs

		Reference

		Reference



		

		60-64 yrs

		1.39 (1.24, 1.56)***

		1.30 (1.11, 1.52)**



		

		65-69 yrs

		1.66 (1.47, 1.86)***

		1.44 (1.23, 1.68)***



		

		70-74 yrs

		1.51 (1.35, 1.67)***

		1.49 (1.27, 1.74)***



		

		75+ yrs

		1.19 (1.02, 1.40)*

		1.46 (1.17, 1.83)**



		Deprivation

		F2F Appointment  

		Original Analysis

		Sensitivity Analysis



		

		Quintile 1 (least deprived)

		Reference

		Reference



		

		Quintile 2

		0.81 (0.73, 0.91)***

		0.93 (0.80, 1.08)



		

		Quintile 3

		0.96 (0.86, 1.07)

		0.94 (0.81, 1.09)



		

		Quintile 4

		1.15 (1.03, 1.28)*

		1.00 (0.86, 1.16)



		

		Quintile 5

(most deprived)

		1.86 (1.62,2.12)***

		0.91 (0.78, 1.07)







Note: the number of asterisks denote the degree of statistical significance

·     Not statistically significant 

· *   p<0.05

· **  p<0.005

· *** p<0.0005



This found minimal change for the odds of Face to Face completion based on gender and age so we can therefore be confident in these results. However, deprivation was no longer found to be a statistically significant variable and we can therefore be less certain whether or not the odds of Face to Face completion are dependent on deprivation given the data completeness available. 
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The key findings from our main analysis are summarised and presented in tables 6 and 7. Note that the findings presented for each stage below are dependent on those for the preceding stage. For example, the lack of an association between deprivation and having a CT scan performed (Table 6) does not indicate that there is no link between the two in the general population. Instead, it shows that there is no link between deprivation and having a CT scan for those who were previously found to be at high risk for lung cancer at both the telephone triage and face to face appointment stages. 



Table 6: Odds of screening stage taking place by gender, age, and deprivation 

		

		Gender

		Age

		Deprivation



		Attending Telephone Triage

		↑ if male

		↑ with age

		↓ with deprivation



		Completing Face to Face Appointment

		↑ if male

		↑ with age

		↑ with deprivation



		Having a CT Scan Performed

		↑ if male

		↑ with age

		









Table 7: Odds of diagnostic or clinical outcomes by gender, age, and deprivation

		

		Gender

		Age

		Deprivation



		High Risk at Telephone Triage and invited for a face to face appt

		↑ if male

		↑ with age

		↑ with deprivation



		Having a CT booked after the face to face appt 

		↑ if male

		↑ with age

		



		Having a significant finding identified by the CT 

		

		↑ with age
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To our knowledge, this is the first evaluation of the TLHC programme to explore attendance and outcomes at each stage of the pathway by age, gender, and deprivation. We found that men and older adults are more likely than women to attend and complete each stage of the pathway. We also found that increased deprivation is associated with lower odds of attending telephone triage, but greater odds of attending and completing the face to face appointment (though there remains uncertainty on this latter element due to the way data has been recorded). We are unable to definitively attribute the cause for this, but it is possible that the former is associated with lower digital confidence in this group. Regarding face to face attendance, we are aware that the programme team undertake significant work to identify locations with suitable transport links (including by public transport and walking) for the mobile unit used for appointments and scans, so it is possible that this has contributed to our finding. 

We also evidence that at each stage, being identified as high risk for lung cancer was associated with increasing age. Male sex was also associated with being at high risk at both the telephone triage and face to face appointment stages, as would be expected based on the known risk factors for lung cancer. We also found that deprivation was associated with increased odds of being identified at high risk for lung cancer during the telephone triage stage. 
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Whilst the methods used to undertake this evaluation are robust, these have been informed by the availability of existing data given the nature of it being a retrospective evaluation. As Nottingham City and Mansfield are pilot sites for the TLHC programme, our findings represent an opportunity to not only further strengthen the local service but to also advocate for other providers to consider evaluations prospectively when designing and delivering new services. Limitations with our approach include:

· Poor recording of ethnicity data, meaning we were unable to explore the relationship between ethnicity and the various stages of the TLHC programme.

· The grouping of variables from the original dataset into binary outcomes representing whether or not the patient proceeds or not to the next stage. With some variables in the original dataset including several options (e.g. the Face to Face Outcome variable had 15 different options), it was not possible to explore each and every one individually due to both capacity and in many cases their having only small numbers. This, however, means that some of the potential nuance from our findings is lost e.g. whether women were less likely to complete their face to face appointment due to their not attending, not consenting to it, or claiming to have never smoked. 

· The measure of deprivation used in this evaluation is IMD19 by GP practice. IMD19 provides a relative measure of deprivation to an area, and therefore may not be representative of individuals within that geography. This is further compounded by merging multiple LSOA’s to calculate the deprivation for the catchment area of a GP practice. However, as we did not have access to patient postcodes, a more granular analysis was not possible. 

· The quintiles of deprivation used for this analysis do not represent the full range of deprivation seen nationally. Instead, they are calculated by splitting the deprivation ratings for GP practices included in the original dataset into quintiles. This could have contributed to our finding little association between deprivation and our outcomes of interest. It is possible, for example, that had there been a greater spread of relative deprivation then we would have found statistically significant associations. 

· Analysis of the data shows fewer patients at the end of a ‘stage’ than there are at the start of the next one. For example, whilst 12,386 are identified as being at high risk from the telephone triage, 13,855 are invited for a face to face appointment. A deep dive found that there may be a degree of inconsistency in how some variables are recorded (as discussed in our results section) leading to some uncertainty around our findings for Face to Face completion. We have, however, attempted to address this by undertaking a sensitivity analysis.
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1. Explore opportunities for improving attendance by women at the telephone triage and face to face appointment stages. Interviews or focus groups may be helpful to better understand the reasons for lower attendance rates than men. It may be, for example, that women have greater difficulty in attending daytime appointments due to caring responsibilities, or there may be a misconception that lung cancer screening is not of relevance to them.

2. Explore opportunities for improving attendance by those aged 55-59 years of age. Barriers to attendance may include difficulty in reaching appointments due to employment, or a perception that lung cancer is a disease of older adults than themselves. Interviews or focus groups may be helpful to better understand the barriers to attendance in this group. 

3. Explore opportunities to improve attendance by those in the most deprived quintile at the initial screening stage. This may involve the need for additional follow up. 

4. Improve the completeness and accuracy of ethnicity recording by making the question field mandatory, ensuring that healthcare practitioners understand why this data is collected, and that they feel able to discuss this with patients.

5. Review the drop down options on data collection forms, to build consistency across the County and City (and across individual sites) and aid future service evaluations. For example, responses were recorded as distinct for reasons such as differences in capitalisation and use of the terminology (e.g. “CT scan” vs “CT”) and it appears there may be some inconsistency with how variables such as ‘Opt-out’ are used.    

6. As the programme matures and further service developments are made, seek to consider how ongoing evaluation can form a key part of these improvements in a prospective manner. The Health Equity Assessment Tool (HEAT) may also be helpful when making changes to the programme. 

7. Share the findings of this evaluation with the East Midlands Cancer Alliance to maximise the available learning from the pilot sites. 
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		Number

		%

		Valid %



		Gender



		Female

		17,586

		47.32

		



		Male

		19,572

		52.67

		



		GP Practice Name



		Acorn Medical Practice

		394

		1.06

		1.07



		Ashfield House (Annesley)

		1,254

		3.4

		3.4



		Bridgeway Practice

		4

		0.01

		0.01



		Brierley Park Medical Centre

		1,260

		3.39

		3.42



		Churchside Medical Practice

		951

		2.56

		2.58



		Clifton Medical Practice

		1,122

		3.02

		3.05



		Elmswood Surgery

		21

		0.06

		0.06



		Fairfields Practice

		699

		1.9

		1.9



		Family Medical Centre (Kirkby)

		886

		2.38

		2.41



		Forest Medical

		2,502

		6.73

		6.79



		Health Care complex, Kirkby

		609

		1.63

		1.65



		Highgreen Practice (Khan)

		544

		1.46

		1.48



		Hucknall Road Medical Centre

		1,365

		3.67

		3.71



		Jacksdale medical Centre

		574

		1.54

		1.56



		John Ryle Medical Practice 

		1,211

		3.26

		3.29



		King’s Medical Centre

		1,155

		3.11

		3.14



		Kirkby Community Primary Care Centre (3)

		810

		2.18

		2.20



		Kirkby Health Centre

		516

		1.39

		1.40



		Lowmoor Road Surgery

		1,200

		3.23

		3.26



		Meadows Health Centre (Larner)

		308

		0.83

		0.84



		Meden Medical Services

		1,003

		2.70

		2.72



		Millview Surgery

		931

		2.51

		2.53



		Oakwood Surgery

		1,660

		4.47

		4.51



		Orchard Medical Practice

		1,583

		4.26

		4.30



		Pleasley Surgery

		735

		1.98

		2.00



		Radford Medical Practice (Kaur)

		351

		0.94

		0.95



		Riverbank Medical Services

		607

		1.63

		1.65



		Rivergreen Medical Centre

		1,469

		3.95

		3.99



		Roundwood Surgery

		1,978

		5.32

		5.37



		Sandy Lane Surgery

		643

		1.73

		1.75



		Selston Surgery

		716

		1.93

		1.94



		Sherrington Park Medical Practice

		10

		0.03

		0.03



		Sherwood Rise Medical Centre

		9

		0.02

		0.02



		Skegby Family Medical Centre

		1,224

		3.29

		3.32



		St Peters medical Practice

		240

		0.65

		0.65



		St Luke’s Surgery

		460

		1.24

		1.25



		Sunrise Medical Practice (Ghattaora)

		12

		0.03

		0.03



		The Alice Medical Centre

		322

		0.87

		0.87



		The Forest Medical Practice

		534

		1.44

		1.45



		The Medical Centre (Irfan)

		197

		0.53

		0.53



		Tudor House Medical Practice

		562

		1.51

		1.53



		Welbeck Surgery

		434

		1.17

		1.18



		Willowbrook Medical Practice

		2,030

		5.46

		5.51



		Woodlands Medical Practice

		1,731

		4.66

		4.70



		NA

		332

		0.89

		



		Ethnic Group



		African – Black/Black British

		6

		0.02

		0.06



		Any other ethnic group

		29

		0.08

		0.27



		Asian – Other background

		10

		0.03

		0.09



		Bangladeshi – Asian/Asian British

		2

		0.00

		0.02



		Black (non-Hispanic)

		1

		0.00

		0.00



		Caribbean – Black/Black British

		55

		0.15

		0.52



		Hispanic

		1

		0.00

		0.00



		Indian – Asian/Asian British

		8

		0.02

		0.08



		Mixed – Other background

		5

		0.01

		0.05



		Mixed White & Asian

		2

		0.00

		0.00



		Mixed White & Black Caribbean

		8

		0.02

		0.08



		Not recorded

		8,218

		22.12

		77.52



		Other

		8

		0.02

		0.08



		Prefer Not to Say

		3

		0.01

		0.03



		White – Other Background

		33

		0.09

		0.31



		White (referent group)

		721

		1.94

		6.80



		White British

		1,446

		3.89

		13.64



		White Irish

		10

		0.03

		0.09



		N/A

		26,557

		71.47

		



		Telephone Triage Completion



		Attended

		23,038

		62.00

		



		Did not answer

		2,557

		6.88

		



		Outcome not recorded yet

		289

		0.78

		



		Patient answered but did not complete

		2,444

		6.58

		



		Patient claims never smoked

		3,878

		10.44

		



		Patient did not answer

		4,591

		12.36

		



		Patient did not consent

		44

		0.12

		



		Patient did not consent for health check

		317

		0.85

		



		Telephone Triage Outcome



		High Risk

		12,276

		33.04

		53.29



		Invite Regardless of risk score

		110

		0.30

		0.48



		Low Risk

		10,652

		28.67

		46.24



		N/A

		14,120

		38.00

		



		Face to Face Completion



		Appointment cancelled

		131

		0.35

		0.95



		Attended

		9,601

		25.84

		69.30



		Attended but did not complete

		50

		0.13

		0.36



		Attended but did not consent

		8

		0.02

		0.06



		Did not attend

		979

		2.63

		7.07



		Excluded – removed from programme

		484

		1.30

		3.49



		Follow up call due

		3

		0.01

		0.02



		Invite for appt

		173

		0.47

		1.25



		Not known at given address

		168

		0.45

		1.21



		Opt-out

		2,112

		5.68

		15.24



		Patient claimed never smoked

		2

		0.01

		0.01



		Patient claims never smoked

		1

		0.00

		0.01



		Postponed

		113

		0.30

		0.82



		R.I.P

		9

		0.02

		0.06



		Unable to book

		18

		0.05

		0.13



		Unable to book appointment

		3

		0.01

		0.02



		N/A

		23,303

		62.71

		



		Face to Face Appointment Outcome



		Did not consent for CT scan

		13

		0.03

		0.14



		High risk with CT booked elsewhere

		5

		0.01

		0.05



		High risk with CT scan booked elsewhere

		10

		0.03

		0.10



		No CT needed

		153

		0.41

		1.59



		No CT scan needed

		40

		0.11

		0.42



		Not suitable for CT

		22

		0.06

		0.23



		Referred for CT scan

		2,168

		5.83

		22.58



		Referred for CT Scan

		7,188

		19.34

		74.87



		N/A

		27,557

		74.16

		



		CT Scan Completion



		Appointment booked for future

		3

		0.01

		0.03



		Appointment cancelled

		3

		0.01

		0.03



		CT scan performed

		9,292

		25.01

		98.83



		Did not attend

		29

		0.08

		0.31



		Excluded – Removed from programme

		6

		0.02

		0.06



		Not completed – patient abandoned

		4

		0.01

		0.04



		Not completed – patient unwell

		2

		0.01

		0.02



		Not completed – technical/operational

		9

		0.02

		0.10



		Not completed – Technical/Operational

		14

		0.04

		0.15



		Opt-out

		14

		0.04

		0.15



		Patient did not consent

		2

		0.01

		0.02



		Postponed

		17

		0.05

		0.18



		R. I. P

		2

		0.01

		0.02



		Unable to book

		5

		0.01

		0.05



		NA

		27,756

		74.70

		



		CT Scan Outcome



		Lung cancer diagnosis

		26

		0.07

		0.28



		Outcome not recorded yet

		15

		0.04

		0.16



		Recall in 12 months

		79

		0.21

		0.85



		Recall in 24 months

		7,002

		18.84

		75.36



		recall in 3 months

		413

		1.11

		4.44



		Recall in 3 months

		1,511

		4.07

		16.26



		Under hospital care

		246

		0.66

		2.65



		NA

		27,866

		74.99

		





[bookmark: _Toc178321841]Appendix B: Recoding of variables to create a binary “patient proceeds”/”patient leaves pathway” option
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Introduction 





‹#›



Evaluation Aims

In this evaluation we explore the routinely collected data for the Nottingham and Nottinghamshire Targeted Lung Health Check (TLHC) programme. Data was extracted in September 2023, with the aim of identifying whether there are inequalities in provision based on available demographic data.

Are the people being invited to receive a TLHC representative of those we expect to be eligible and high risk in that geographical area?

How do the demographics of people engaged with the TLHC programme change as they progress along the pathway?

What characteristics are most strongly associated with someone receiving a positive CT result?
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TLHC Pathway
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Number of people at each stage of the process

These figures are those for patients presented in the ‘Gender’ and ‘Age’ datasets with complete data. Due to differences in data completeness, numbers for the ‘Deprivation’ cohort differ slightly (36,826 -> 2,173)

‘Invited’ figures are calculated as the total number of people in the dataset minus the number of ‘N/A’s for the subsequent ‘completed’ or ‘proceed’ stage. This is based on the assumption that anyone who has had some sort of result logged in the relevant “completed” or “performed” field reached that stage of the process and could only have got to that stage by being invited. 
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Variables and Codes

Screening Occurrence Variables

		Telephone Triage Completion		

		Original Code		New Code

		Attended		Attended

		Did not answer		Did not attend

		Outcome not recorded yet		

		Patient answered but did not complete		

		Patient claims never smoked		

		Patient did not answer		

		Patient did not consent		

		Patient did not consent for health check		



		Face to Face Completion		

		Original Code		New Code

		Attended		F2F Complete

		Appointment cancelled		F2F Not Complete

		Attended but did not complete		

		Attended but did not consent		

		Did not attend		

		Excluded – removed from programme		

		Follow up call due		

		Invite for appt		

		Not known at given address		

		Opt-out		

		Patient claimed never smoked		

		Patient claims never smoked		

		Postponed		

		R.I.P		

		Unable to book		

		Unable to book appointment		



		CT Scan Completion		

		Original Code		New Code

		CT scan performed		CT Performed

		Appointment booked for future		CT Not Performed

		Appointment cancelled		

		Did not attend		

		Excluded – Removed from programme		

		Not completed – patient abandoned		

		Not completed – patient unwell		

		Not completed – technical/operational		

		Not completed – Technical/Operational		

		Opt-out		

		Patient did not consent		

		Postponed		

		R. I. P		

		Unable to book		
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Variables and Codes

Outcomes based on clinical/diagnostic assessment

		Telephone Triage Outcome		

		Original Code		New Code

		High Risk		Invited

		Invite Regardless of risk score		

		Low Risk		Not Invited



		Face to Face Appointment Outcome		

		Original Code		New Code

		Referred for CT scan		CT Booked

		Referred for CT Scan		

		High risk with CT scan booked elsewhere		

		High risk with CT booked elsewhere		

		Did not consent for CT scan		CT Not Booked

		No CT needed		

		No CT scan needed		

		Not suitable for CT		



		CT Scan Outcome 		

		Original Code		New Code

		Lung cancer diagnosis		Significant Result

		Recall in 3 months		

		recall in 3 months		

		Under hospital care		

		Recall in 12 months		Non-significant Result

		Recall in 24 months		

		Outcome not recorded yet		
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Breakdown by Gender
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Methods



No additional data preparation was required to analyse this variable. 

For each outcome, odds ratios were used to measure the strength of association between gender and our outcomes of interest.

Statistical significance was calculated using the chi-squared test. 
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Gender as a Predictor for Attendance

Results

		Telephone Triage		Telephone Triage 
(n=37,158)		Did not attend		Attended		Odds Ratio

				Female 
n=17,586 (47.3%)		6,886 (39%)		10,700 (61%)		Reference

				Male
N=19,572 (52.7%)			7,264 (37%)		12,338 (63%)		1.10 (1.05, 1.14)***

		Face to Face Appointment		F2F Appointment  
(n=13,855) 		F2F Not Complete		F2F Complete		Odds Ratio

				Female
N=5,940 (42.9%)		2,028 (34.1%)		3,912 (65.9%)		Reference

				Male
N=7,915 (57.1%)		2,226 (28.1%)		5,689 (71.9%)		1.32 (1.23, 1.42)***

		CT Scan Stage		CT Scan 
(n=9,402) 		CT Not Performed		CT Performed		Odds Ratio

				Female
N=3,810 (40.5%)		56 (1.5%)		3,754 (98.5%)		Reference

				Male
N=5,592 (59.5%)		54 (1.00%)		5,538 (99.0%)		1.52 (1.05, 2.23)*



Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005





‹#›





Breakdown of invitees at each stage by gender

As you progress along the pathway, a greater proportion of invitees are male. 

52.7% of those invited for telephone triage were male, compared to 59.5% of those invited for a CT scan.
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Screening Invitations by Gender at each stage



Female	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	17586	5940	3810	Male	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	19572	7915	5592	







Gender as a Predictor for Clinical Outcomes

Results

		Telephone Triage Stage		Risk Scoring Outcome
(n=23,038)		Not Invited		Invited 		Odds Ratio

				Female
n=10,700 (46.4%)		5,407 (50.5%)		5,293 (49.5%)		Reference

				Male 
N=12,338 (53.6%)		5,245 (42.5%)		7,093 (57.5%)		1.38 (1.31, 1.46)***

		Face to Face Appointment Stage		F2F Outcome
(n=9,601)		CT Not Booked		CT Booked		Odds Ratio

				Female
n=3,912 (41%)		113 (2.90%)		3,799 (97.1%)		Reference

				Male
n=5,689 (59%)		117 (2.1%)		5,572 (97.9%)		1.42 (1.09, 1.84)*

		CT Scan Stage		CT Scan Outcome
(n=9,277)		No Significant Finding		Suspected or Indeterminate Finding		Odds Ratio

				Female
N=3,747 (40.4%)		2,824 (75.4%)		923 (24.6%)		Reference

				Male
N=5,530 (59.6%)		4,257 (77.0%)		1,273 (23.0%)		0.91 (0.83, 1.01)



Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005
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Breakdown by Age
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Methods

The age variable from the local dataset was split into 5-year age brackets.







For each outcome, odds ratios were used to measure the strength of association between age and our outcomes of interest, with 55-59 used as the baseline.

Statistical significance against the baseline was calculated using the chi-squared test.

Chi-squared test for trend was also calculated to assess whether there is a significant trend across groups. 





		55-59		60-64		65-69		70-74		75+

		1		2		3		4		5
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Age as a Predictor for Attendance

Results

		Telephone Triage		Telephone Triage 
(n=37,158)		Did not attend		Attended		Odds Ratio

				55-59 yrs 
N=8,441 (22.7%)		3,632 (43.0%)		4,809 (57.0%)		Reference

				60-64 yrs
N=10,619 (28.6%)		4,164 (39.2%)		6,455 (60.8%)		1.17(1.10, 1.24)***

				65-70 yrs
N=8,608 (23.2%)		3,005 (34.9%)		5,603 (65.1%)		1.41 (1.32, 1.50)***

				70-74 yrs
N=7,556 (20.3%)		2,580 (34.1%)		4,976 (65.9%)		1.46 (1.37, 1.55)***

				75+ yrs
N=1,934 (5.2%)		739 (38.2%)		1,195 (61.8%)		1.22 (1.10, 1.35)***

		Face to Face Appointment		F2F Appointment  
(n=13,855) 		F2F Not Complete		F2F Complete		Odds Ratio

				55-59 yrs 
N=1,963 (14.2%)		750 (38.2%)		1,213 (61.8%)		Reference

				60-64 yrs
N=3,598 (26.0%)		1,107 (30.8%)		2,491 (69.2%)		1.39 (1.24, 1.56)***

				65-70 yrs
N=3,550 (25.6%)		965 (27.2%)		2,585 (72.8%)		1.66 (1.47, 1.86)***

				70-74 yrs
N=3,671 (26.5%)		1,066 (29.0%)		2,605 (71.0%)		1.51 (1.35, 1.67)***

				75+ yrs
N=1,073 (7.7%)		366 (34.1%)		707 (65.9%)		1.19 (1.02, 1.40)*



Chi-squared test for trend for telephone triage shows statistical significance (p<0.0001)

Chi-squared for face to face appointment shows statistical significance (p<0.0001)

Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005
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Age as a Predictor for Attendance

Results

		CT Scan Stage		CT Scan 
(n=9,402) 		CT Not Performed		CT Performed		Odds Ratio

				55-59 yrs 
N=1,169 (12.4%)		20 (1.7%)		1,149 (98.3%)		Reference

				60-64 yrs
N=2,442 (26.0%)		29 (1.2%)		2,413 (98.8%)		1.45 (0.82, 2.57)

				65-69 yrs
N=2,533 (26.9%)		32 (1.3%)		2,501 (98.7%)		1.36 (0.77, 2.39)

				70+ yrs
N=3,258 (34.7%)		29 (0.9%)		3,229 (99.1%)		1.94 (1.09, 3.44)*



Due to small numbers, 75+ group merged with 70-74 yrs

Chi-squared test for trend for CT scan stage shows statistical significance (p = 0.04)

Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005
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Age as a Predictor for Outcomes

Results

		Telephone Triage		Risk Scoring Outcome
(n=23,038)		Not Invited		Invited 		Odds Ratio

				55-59 yrs 
N=4,809 (20.9%)		3,104 (64.5%)		1,705 (35.5%)		Reference

				60-64 yrs
N=6,455 (28.0%)		3,223 (49.9%)		3,232 (50.1%)		1.83 (1.69, 1.97) ***

				65-70 yrs
N=5,603 (24.3%)		2,300 (41.4%)		3,303 (59.0%)		2.61 (2.41, 2.83)***

				70-74 yrs
N=4,976 (21.6%)		1,674 (33.6%)		3,302 (66.4%)		3.59 (3.30, 3.90)***

				75+ yrs
N=1,195 (5.2%)		351 (29.4%)		844 (70.6%)		4.38 (3.81, 5.02)***

		Face to Face Appointment		F2F Outcome
(n=9,601)		CT Not Booked		CT Booked		Odds Ratio

				55-59 yrs 
N=1,213 (12.6%)		46 (3.8%)		1,167 (96.2%)		Reference

				60-64 yrs
N=2,491 (25.9%)		62 (2.5%)		2,429 (97.5%)		1.54 (1.05, 2.28)*

				65-70 yrs
N=2,585 (26.9%)		57 (2.2%)		2,528 (97.8%)		1.75 (1.18, 2.59)*

				70-74 yrs
N=2,605 (27.1%)		50 (1.9%)		2,555 (98.1%)		2.01 (1.34, 3.02)**

				75+ yrs
N=707 (7.4%)		15 (2.1%)		692 (97.9%)		1.82 (1.01, 3.28)*



Chi-squared test for trend for telephone triage shows statistical significance (p<0.0001)

Chi-squared test for trend for face to face shows statistical significance (p=0.002)



Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005
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Age as a Predictor for Outcomes

Results

		CT Scan Stage		CT Scan Outcome
(n=9,277)		No Significant Finding 		Suspected or Indeterminate Finding		Odds Ratio

				55-59 yrs 
N=1,147 (12.4%)		934 (81.4%)		213 (18.6%)		Reference

				60-64 yrs
N=2,410 (26.0%)		1,887 (78.3%)		523 (21.7%)		1.22 (1.02, 1.45)*

				65-69 yrs
N=2,496 (26.9%)		1,913 (76.6%)		583 (23.4%)		1.34 (1.21, 1.59)**

				70+ yrs
N=3,224 (34.8%)		2,347 (72.8%)		877 (27.2%)		1.64 (1.39, 1.94)***



Due to small numbers, 75+ group merged with 70-74 yrs

Chi-squared test for trend for CT scan stage shows statistical significance (p<0.0001)



Note: the number of asterisks denote the degree of statistical significance

    Not statistically significant 

*   p<0.05

**  p<0.005

*** p<0.0005





‹#›







18



Breakdown of invitees at each stage by age

As you progress along the pathway, a greater proportion of invitees are in older age groups.

49% of those invited for telephone triage were aged over 65, compared to 61.6% of those invited for a CT scan.
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Screening Invitations by Age at each stage



55-59	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	8441	1963	1169	60-64	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	10619	3598	2442	65-70	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	8608	3550	2533	70+	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	9490	4744	3258	







Breakdown by Deprivation (GP Practice)
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Methods

GP deprivation scores were sourced from OHID Fingertips.

This uses the English Indices of Deprivation 2019 - an overall measure of multiple deprivation experienced by people living in a Lower Super Output Area (LSOA).

Scores for geographies larger than LSOAs (as in this case) are population weighted averages of LSOAs in that area. Population weighting for GP areas is based on NHS Digital, Patients Registered at a GP Practice – April 2019.

GP deprivation scores were linked to GP code data from the local TLHC dataset and divided into quintiles. 

For each outcome, odds ratios were used to measure the strength of association between deprivation and our outcomes of interest, with quintile 1 (least deprived) used as the baseline.

Statistical significance against the baseline was calculated using the chi-squared test. 

Chi-squared test for trend was also calculated to assess whether there is a significant trend across groups. 
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Deprivation as a Predictor for Attendance

Results

		Telephone Triage		Telephone Triage 
(n=36,826)		Did not attend		Attended		Odds Ratio

				Quintile 1 
(least deprived)
N=7,995 (21.7%)		2,692 (33.7%)		5,303 (66.3%)		Reference

				Quintile 2
N=7,581 (20.6%)		3,134 (41.3%)		4,447 (58.7%)		0.72 (0.67, 0.77)***

				Quintile 3
N=7,172 (19.5%)		2,710 (37.8%)		4,462 (62.2%)		0.84 (0.78, 0.89)***

				Quintile 4
N=8,025 (21.8%)		3,085 (38.4%)		4,940 (61.6%)		0.81 (0.76, 0.87)***

				Quintile 5
(most deprived)
N=6,053 (16.4%)		2,322 (38.4%)		3,731 (61.6%)		0.82 (0.76, 0.87)***

		Face to Face Appointment		F2F Appointment  
(n=13,754) 		F2F Not Complete		F2F Complete		Odds Ratio

				Quintile 1
(least deprived)
N=3,225 (23.4%)		1,027 (31.8%)		2,198 (68.2%)		Reference

				Quintile 2
N=2,854 (20.8%)		1,040 (36.4%)		1,814 (63.6%)		0.81 (0.73, 0.91)***

				Quintile 3
N=2,779 (20.2%)		910 (32.7%)		1,869 (67.3%)		0.96 (0.86, 1.07)

				Quintile 4
N=3,037 (22.1%)		879 (28.9%)		2,158 (71.1%)		1.15 (1.03, 1.28)*

				Quintile 5
(most deprived)
N=1,859 (13.5%)		375 (20.1%)		1,485 (79.9%)		1.86 (1.62, 2.12)***



Chi-squared test for trend for telephone triage shows statistical significance (p<0.0001)

Chi-squared test for trend for Face to Face shows statistical significance (p<0.0001)
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Deprivation as a Predictor for Attendance

Results

		CT Scan Stage		CT Scan 
(n=9,326) 		CT Not Performed		CT Performed		Odds Ratio

				Quintile 1
(least deprived)
N=2,154 (23.1%)		25 (1.2%)		2,129 (98.8%)		Reference

				Quintile 2
N=1,768 (19.0%)		12 (0.7%)		1,756 (99.3%)		1.72 (0.86, 3.43) 

				Quintile 3
N=1,841 (19.7%)		23 (1.2%)		1,818 (98.8%)		0.93 (0.53, 1.64)

				Quintile 4
N=2,111 (22.6%)		18 (0.9%)		2,093 (99.1%)		1.37 (0.74, 2.51)

				Quintile 5
(most deprived)
N=1,452 (15.6%)		29 (2.0%)		1,423 (98.0%)		0.58 (0.34, 0.99)*



Chi-squared test for trend for CT scan stage showed no statistical significance (p = 0.07)
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Deprivation as a Predictor for Outcomes

Results

		Telephone Triage		Risk Scoring Outcome
(n=22,883)		Not Invited		Invited 		Odds Ratio

				Quintile 1
(least deprived)
N=5,303 (23.2%)		2,597 (49.0%)		2,706 (51.0%)		Reference

				Quintile 2
N=4,447 (19.4%)		2,289 (51.5%)		2,158 (48.5%)		0.90 (0.84, 0.98)*

				Quintile 3
N=4,462 (19.5%)		2,088 (46.8%)		2,374 (53.2%)		1.09 (1.01, 1.18)*

				Quintile 4
N=4,940 (21.6%)		2,146 (43.4%)		2,794 (56.6%)		1.25 (1.16, 1.35)***

				Quintile 5
(most deprived)
N=3,731 (16.3%)		1,481 (39.7%)		2,250 (60.3%)		1.46 (1.34, 1.59)***

		Face to Face Appointment		F2F Outcome
(n=9,524)		CT Not Booked		CT Booked		Odds Ratio

				Quintile 1
(least deprived)
N=2,198 (23.1%)		59 (2.7%)		2,139 (97.3%)		Reference

				Quintile 2
N=1,814 (19.0%)		54 (3.0%)		1,760 (97.0%)		0.90 (0.62, 1.31)

				Quintile 3
N=1, 869 (19.6%)		33 (1.8%)		1,836 (98.2%)		1.53 (1.00, 2.36)

				Quintile 4
N=2,158 (22.7%)		55 (2.5%)		2,103 (97.5%)		1.05 (0.73, 1.53)

				Quintile 5
(most deprived)
N=1,485 (15.6%)		27 (1.8%)		1,458 (98.2%)		1.49 (0.94, 2.36)



Chi-squared test for trend for telephone triage gives p<0.0001

Chi-squared test for trend for face to face shows no statistical significance (p=0.08)
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Deprivation as a Predictor for Outcomes

Results

		CT Scan Stage		CT Scan Outcome
(n=9,204)		No Significant Finding 		Suspected or Indeterminate Finding		Odds Ratio

				Quintile 1
(least deprived)
N=2,127 (23.1%)		1,633 (76.8%)		494 (23.2%)		Reference

				Quintile 2
N=1,756 (19.1%)		1,329 (75.7%)		427 (24.3%)		1.06 (0.92, 1.23)

				Quintile 3
N=1,817 (19.7%)		1,385 (76.2%)		432 (23.8%)		1.03 (0.89, 1.20)

				Quintile 4
N=2,084 (22.6%)		1,595 (76.5%)		489 (23.5%)		1.01 (0.88, 1.17)

				Quintile 5
(most deprived)
N=1,420 (15.4%)		1,089 (76.7%)		331 (23.3%)		1.00 (0.86, 1.18)



Chi-squared test for trend for CT scan stage shows no statistical significance (p=0.89)
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Breakdown of invitees at each stage by deprivation

As you progress along the pathway, the proportion of people from each deprivation quintile remains broadly similar. 
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Screening Invitations by Deprivation at each stage



Quintile 1	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	7995	3225	2154	Quintile 2	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	7581	2854	1768	Quintile 3	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	7172	2779	1841	Quintile 4	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	8025	3037	2111	Quintile 5	Telephone Triage (Invited)	Face to Face (Invited)	CT Scan (Invited)	6053	1859	1452	







Breakdown by Ethnicity 
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Summary

We intended to analyse the link between ethnicity and our outcomes of interest, but were unable to do so due to insufficient data completeness.

Ethnicity was either N/A or logged as “not recorded” for 93.59% of cases.

The below table shows the responses for which there were 10 or more respondents.







		N/A		Not Recorded		White British		White (referent group)		Caribbean – Black /Black British		White – other background		Any other ethnic group		Asian – other background		White Irish

		26,557		8,218		1,446		721		55		33		29		10		10
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End slide



 Thank You

        	@nhsengland

        	company/nhsengland

	england.nhs.uk
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Screening Invitations by Gender at each stage
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Screening Invitations by Age at each stage
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Innovative engagement: 

Delivering lung cancer screening to people in Nottingham experiencing severe multiple disadvantage (SMD)















What is Severe Multiple Disadvantage (SMD)? 







































SMD is multifaceted. Housing issues, drug and alcohol issues, mental health



Nottingham has the eighth highest prevalence of SMD in England



People experiencing SMD can be frequent users of emergency services, but their outcomes are still poorer than the general population



Strong partnership working and a system focused approach is required to improve health outcomes for patients experiencing SMD

















Firstly, what do we mean by SMD?

Severe Multiple Disadvantage is multifaceted. It often includes homelessness, drug and alcohol use, and significant mental health challenges,  and many people experience more than one of these at the same time.

We were particularly keen to focus on this group because Nottingham has the 8th highest prevalence of SMD in the country.

We know this population often presents in emergency care, but overall health outcomes are significantly poorer than the general population. So the question for us was - how do we adapt our service to make it genuinely accessible?

As many of you will recognise from Core20PLUS5, this group sits within the ‘Plus 5’ - patients who benefit from a tailored approach. But tailoring services only works if we build strong partnerships around them.

In Nottingham, we’re guided by four key principles when engaging this population and I’ll my next slides will talk you through those.
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Accessibility and associated travel costs



Fear and previous negative experiences with healthcare services



Struggle to attend fixed appointments



Multiple steps in patient pathway



Language barriers



Make sure we listen to the voices of people with lived experience and to frontline workers so that we can identify and address barriers to care, improving the support people receive



















Engagement with the Nottingham SMD working group







































The first principle is listening to people with lived experience.

We engaged with the Nottingham SMD working group - over 150 members from voluntary services, the NHS and local authority. Homeless charities such as Emmanuel House and Framework were especially instrumental in helping us understand real barriers.

What we heard was clear:

•	No money for travel and limited transport

•	Fear due to previous negative healthcare experiences

•	Difficulty attending fixed appointments

•	Complex pathways with too many steps

•	And language barriers

So we had valuable insight,  but insight alone isn’t enough. The next step was redesigning around those barriers.
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Help services work more closely together, planning and delivering services around the person rather than expecting people to navigate what can be a very complex system











📩 Results via Key Worker

🤝 Key Worker Support

📝 GP Registration Onsite

🏥 Hospital System Access

📞 Named Key Contacts

🧭 Signposting Support

❤️ Street Health Nurse

💬 Patient Feedback

One Stop Shop







































The second principle was services working together and delivering care around the person.

We formed a partnership group including InHealth, the ICB, the local hospital trust, primary care and voluntary sector colleagues.

Together, we created a tailored, one-stop model. The lung assessment and scan happened on the same day. No repeat visits. No multiple appointments.

Key workers supported attendance.

We also removed practical barriers:

If someone wasn’t registered with a GP, we registered them on the day.

If they weren’t on the trust system, we arranged immediate registration.

With consent, key workers could receive results if patients had no fixed address.

And we made every contact count, something I will mention throughout this presentation. Alongside the scans, we offered smoking cessation support, housing advice, mental health signposting — and we had a street health nurse on site providing general health checks and wound care.

This was true partnership in action.
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Improve access to services, resolving problems through greater flexibility and making sure that staff know how to engage effectively with people that experience SMD

















Delivered in the City Centre and Mansfield

Drop-in clinics over 2 days in each area

Extended appointment times

Afternoon clinics were advised by SMD working group to 
maximise attendance

Routine bloods taken

Additional health offerings on the day; smoking support and 
crisis sanctuary

Clear simple poster for promotion

Key workers were provided in advance with 
‘what to expect’ flyer with lung health check questions

Incentives – sandwiches (kindly donated by 
Samworth Brothers) and hot drink vouchers











































The third principle was improving access and flexibility.

We delivered the service via InHealths mobile scanning unit right in Nottingham city centre - within walking distance of homeless shelters.

It was drop-in. No appointments.

We ran it in the afternoon based on advice from the SMD group to maximise engagement.

Appointments were slightly longer to allow space for conversation and additional health checks, including blood tests.

We promoted the service with a very simple, clear poster shared through key workers and partner charities - clear time, location, no booking needed.

And thanks to a local food manufacturer, we even had sandwiches available  which helped encourage engagement and created a welcoming environment.
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Develop our understanding of the experience of SMD and how that impacts on people’s lives





































Continue to learn and reflect on the day



Review feedback forms



Monitor patients as they progress through pathways post screening scan



Potential for bundle booking tests to reduce attendances to hospital



Could we have done anything additional to support the Making Every Contact Count initiative (MECC)



Look for other opportunities to make it easier for people experiencing severe and multiple disadvantage (SMD) to attend an appointment





















The final principle is that we continue to develop our understanding of SMD. This project didn’t stop once the scans were done. As a working group, we held a reflective session and asked ourselves - what could we do even better next time? One key learning point was this: it’s fantastic engaging people in the community, but we also need to think carefully about what happens next. For those who require further tests or treatment following their scan, how do we support them through secondary care? Could we work more closely with trusts to bundle appointments and reduce repeated hospital visits? How can we better support with travel costs? So while the initiative was successful, we recognise there’s more we can build on - particularly around continuity and follow-up support.
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Questionnaire feedback



































“Very nice staff, well looked after, quick”

“All good, great service, nice and welcoming”

“Very good thank you”

“Very straight forward, good manners by all staff”

“Patient thinks the service was amazing.”

“Team were very friendly made me feel comfortable”



Outcomes from the SMD drop in clinics 





23 patients attended during ringfenced drop-in clinics - 21 patients were assessed as high risk

From the blood tests, 3 patients with treatable actionable findings

2 patients were referred for suspected lung cancer or other significant incidental finding



“Good”

“Team were very friendly made me feel comfortable”

“It was most pleasant, not bad at all!”

“Good”

“Very professional”













My final slide shares some of the feedback and outcomes. We asked participants how they found the experience, and the feedback was overwhelmingly positive. People said they felt at ease, comfortable, not rushed. They described the environment as welcoming, which is incredibly important for this group. Now, I want to be clear,  these aren’t huge numbers. We scan thousands of patients every month. This wasn’t about volume. It was about reaching higher-risk individuals who likely wouldn’t have attended otherwise. 23 people attended.21 were assessed as high risk - that’s over 91%, compared to around 50% in our general programme population. From the blood tests taken, three people required further care. Two were investigated for suspected cancer. One was unfortunately late stage, but we were able to offer appropriate support. The other turned out not to be cancer, but a significant TB infection which was treated. So this was a really worthwhile initiative. Personally, I found it an incredibly rewarding project to work on and it’s something we’re keen to continue refining and delivering in partnership with InHealth in the future. Thank you.
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CORE20 PLUS 5 NHS

Improving access to lung cancer screening for prison
populations in Nottingham and Nottinghamshire

Region and organisation: » Nottingham and Nottinghamshire Integrated SRS P 7B | W N

Care Board, Midlands

Focusedon:" Health and justice population

Want to know more?

Contact: Katie Lee, Lung Cancer Screening Project Manager
Email: katie.leeS@nhs.net

Addressing the Challenge

In  Nottingham and Nottinghamshire, individuals in prison face
significant barriers to accessing healthcare. A major gap exists in lung
cancer screening pathways for people in contact with the justice
system, a recognised Core20PLUSS inclusion group. Without tailored
pathways, opportunities for early detection and intervention are
severely limited, further entrenching health inequalities. To address
this, the Nottingham and Nottinghamshire Lung Cancer Screening
team sought to establish a viable and secure model of screening within
the prison setting, ensuring equitable access for one of the most at-risk
and underserved groups.

Project Focus

The project concentrated on developing innovative approaches to
improve access to lung cancer screening for prisoners, while
considering the entire care pathway beyond screening. Recognising
that traditional community-based mobile CT scanners cannot be
deployed within prisons due to infrastructure and security constraints, a
remote video-based risk assessment model was introduced. This
alternative allows individuals to be assessed safely within prison, with
those at high risk referred for CT scans in hospital. The pilot approach
enables testing feasibility, maintaining security, and managing demand
through phased patient engagement.

Target Audience

The target audience is the Core20PLUS5 inclusion health group:
people in contact with the justice system. Specifically, the focus is on
prisoners aged 55 to 74 with a history of smoking, a cohort with
heightened risk of lung cancer due to significantly higher smoking rates
than the general population. By prioritising this group, the project seeks
to improve access to preventative screening, address systemic
inequalities in cancer care, and reduce the disparity in outcomes for
this underserved population.

Collaboration and Partners

Collaboration was central to the project. The Nottingham and
Nottinghamshire Lung Cancer Screening team worked with Health and
Justice commissioners to identify eligible individuals across the prison
estate, focusing on sites with the greatest need, including HMP
Whatton. Partnership with the Prison Healthcare Lead enabled co-
design of the pathway, ensuring feasibility within operational
constraints. This close working relationship supported alignment of
healthcare delivery with prison logistics, while building trust and
engagement through on-site healthcare staff who play a critical role in
encouraging participation and supporting assessments.

Intervention and Activities

The intervention involved a multi-step pathway to enable lung cancer
screening in prisons. Remote video-link risk assessments were
conducted by specialist lung cancer screening nurses, with prison
healthcare staff assisting in technical facilitation, participant
engagement, and practical measures such as height and weight

NHSE Health Inequalities Improvement Programme

recording. High-risk individuals were securely escorted to hospital for
CT scans, ensuring safe and timely access to diagnostics.
Participation was capped at 10 patients per month to align with
chaperone capacity and allow careful monitoring. Tailored
communications, including posters and advance briefing of questions,
further encouraged engagement and reduced non-attendance.

Outcomes and Impact

The project has successfully established the infrastructure to deliver
lung cancer screening in prisons through remote clinics. Although
formal evaluation of outcomes is ongoing, early indicators suggest
improved engagement with screening, aided by the involvement of
trusted prison healthcare staff. The controlled pilot structure has
ensured that patient flow remains manageable, while testing the
practicalities of chaperone arrangements and referral pathways.
These initial findings provide a strong foundation for scaling up,
offering evidence that tailored interventions can improve equity of
access and contribute to reducing health inequalities in cancer care.

Lessons Learned

Several key lessons have emerged from the initiative. Screening must
be integrated into a full care pathway, with reliable arrangements for
escorting patients to hospital and ensuring continuity into secondary
care. Prison infrastructure limits flexibility, making remote video-based
assessments a practical and scalable solution. Engagement is most
effective when supported by prison staff, who play a vital role in
building trust with a population often characterised by medical mistrust
and non-attendance. Strong communication strategies, including
advance preparation and tailored messaging, were critical to
encouraging participation. Early pilot data will be essential to secure
expanded support.

What’s next

The next stage is to monitor outcomes from the pilot phase,
particularly uptake, referral completion, and operational bottlenecks.
Evidence will be used to advocate for expanded chaperone capacity,
wider implementation across other prisons, and sustained investment
in tailored cancer screening services for people in contact with the
justice system.

Top 3 Recommendations

1.Collaborate closely with prison healthcare leads to build
trust and overcome historical barriers to engagement.

2.Adopt innovative and flexible approaches, such as video-
based risk assessments, to overcome infrastructure and
security constraints.

3.Start with small-scale pilots, use data to demonstrate
feasibility, and build the case for scaling up with
expanded resources.
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Response to LCS Patient Satisfaction Survey.docx
The local Lung Cancer Screening survey was introduced in November 2023, following the conclusion of the national survey.

Patient feedback, both positive and negative is essential in helping us understand patient experiences and continuously improve the service. It enables the programme to adapt and evolve, ensuring it delivers the best possible care within Nottingham and Nottinghamshire.

To date, the survey has received 432 responses, averaging just over 15 per month. The survey takes approximately 8 minutes to complete and is typically completed by patients who have undergone a telephone assessment, been identified as high risk, and attended a community-based CT scan.

Survey results are shared monthly with the wider Lung Cancer Screening team to keep colleagues informed and support ongoing service development.

The survey covers a broad range of topics, including:

· Waiting times between appointments and receiving results

· Whether smoking cessation support was offered

· Clarity of communication and explanation of results

· Overall ratings of different aspects of the service

· How patients heard about the programme

· Transport methods used to attend appointments

· Open feedback in patients’ own words

Patients are also given the option to leave their contact details if they would like follow-up support.

Service improvements made because of feedback include:

· Providing InHealth with a list of local wheelchair-accessible transport providers

· Revising patient letters to improve clarity

· Adding a graphic to the back of the letter to help patients understand the programmes pathway

· Supporting an individual patient to better understand their follow-up letter upon request

· Updating the answerphone message to ensure clearer guidance for callers

Examples of patient feedback:

· “The whole process was professional yet friendly throughout.”

· “Superb NHS proactive service. Keep up the excellent work and thank you.”

· “The nurse who took care of me during the whole procedure was exemplary. I find it hard to walk after my stroke and the nurse sorted everything out for me.”

· “Excellent NHS service and 2-year follow-up.”

· “Well-organised process, staff efficient and helpful.”

· “Great and convenient service.”

Survey results highlights:

· An average score of 4.75 out of 5 was received for:

· Satisfaction with the time between the telephone assessment and lung scan

· Satisfaction with the time between the scan and receiving results

· 397 respondents confirmed that next steps were explained clearly in a way they could understand

· 89.8% of patients rated staff friendliness as “Very Good”

Overall, the survey has proven to be extremely valuable, providing meaningful insights that continue to shape and enhance the Lung Cancer Screening service for patients.
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Screening Cancer Screening Update

As we (hopefullyl) welcome the first signs of spring, with brighter days and lighter evenings, we're
pleased to share the latest updates from the Nottingham and Nottinghamshire Lung Cancer
Screening Programme.

Since the programme launched in 2021, we have now offered screening to nearly 80% of the
eligible population across Nottingham and Nottinghamshire. This milestone reflects the collective
efforts of primary care colleagues and partners across the system, and we'd like to thank you for
your continued support in helping us engage patients.

We are currently delivering first scans in Eastwood (Nottingham West PCN), alongside recall
appointments in Nottingham City and Mansfield. In the coming weeks and months, we will also be
expanding into Newark and the Rushcliffe area

In this month's newsletter, we'll be sharing further insights into programme performance, upcoming
plans, and key information to support you and your teams.

Stay tuned for more insights on our programme’s performancel
If you would like to know more about the lung cancer screening programme, please email our

‘Communication Lead on lizzie skelton@nhs net. If you feel we have missed anyone from the
distribution list please do forward on, that would be a great help.

Clinical Updates
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