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IMPACT Equality Analysis (EA)
(Formerly Equality Impact Assessment)

After implementing and competing this document in full you will have gathered evidence to ensure, documentation, service design, delivery and organisational decisions have due regard for the Equality Act 2010. This will provide evidence to support the Public Sector Equality Duty (PSED), which requires public bodies to have due regard (conscious thinking) for: 

Elimination of unlawful discrimination, harassment, victimisation and any other conduct prohibited by the Act 
Advancement of equality of opportunity between people who share a protected characteristic and those who do not
Fostering good relations between people who share a protected characteristic and people who do not

This document also supports the Equality Delivery System (EDS) grading process. There are 18 outcomes grouped into four goals. The outcomes focus on the issues of most concern to patients, carers, NHS staff and Boards. It is against these outcomes that performance is analysed, graded and action is determined. The four goals are:

Better outcomes for all 
Improved patient access and experience 
A represented and supported workforce
Inclusive leadership at all levels 

Within this document, evidence is needed to demonstrate:

An understanding that there are differing complexities for each protected characteristic group
Wider engagement and involvement
Impact of the document or process on each protected characteristic group
Data and information from consultations, routine data collection (highlighting areas where this is not collected)
Agreement regarding the impact of the evidence
Agreement on the remedial actions required and identification of a lead to take the action forward, with timescales

29

6 Steps for Implementation
I-tem
M-apping
P-review
A-ssess
C-alculate
T-he Final Stage

Equality Analysis Template

An IMPACT Equality Analysis contains six steps for implementation. The purpose of this exercise is to review a policy / function / practice or provision to establish whether there is a negative effect or positive impact on particular social groups. This enables the organisation to demonstrate it does not discriminate and, where possible, it promotes equality.
It also helps staff think carefully about the likely impact of their work on protected groups and take action to improve services and projects for local people where it has a positive or negative impact.
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	Title of the policy / function / practice or provision:
	Extended Access to  Primary Care services

	Is this a new / existing / revised policy / function / practice or provision?
	This is new provision of access to primary care services beyond the current core GMS contract hours.  CCGs are required to commission weekday access to primary care services in the evenings after 18.30pm to provide an additional 1.5 hours per day and access at weekends to meet local population needs. This additional access should be provided 365 days per year.

Background:
The General Practice Forward View (GPFV) published by NHS England on 21 April 2016 aims to support the sustainability of primary care and to improve access for patients.  The GPFV provides investment to support delivery, the largest pot of money available is for extended access and committed £500 million by 2020/21 to enable CCGs to commission and fund additional capacity across England to ensure that everyone has access to GP services including sufficient routine appointments at evenings and weekends, alongside effective access to out of hours and urgent care services.  
The 2017/19 NHS Shared Planning Guidance sets out the funding trajectory for this work, supporting CCGs to deliver extended access as part of delivering the GPFV. The GPFV commits to provide access to primary care on weekdays evenings after 18.30 and access at weekends 365 days a year.  Funding of £3.34 per head of population will be provided to all CCGs in 2018/19 rising to £6.00 per head in 2019/20 on a recurrent basis to support delivery of extended GP access to 100% of the population by April 2019, as part of the wider transformation of general practice.
Horsham & Mid Sussex/Crawley CCGs are currently in the process of designing the commissioning and procurement process for the delivery of the national 7 core requirements for extended access, including developing the draft specification.  We aim for the service to go live across all localities in October 2018.


	Briefly describe its aims and objectives:
	The overall aim of the extended access service is to improve access to primary care so that no patient should have to attend A&E as a walk-in because they have been unable to get an urgent appointment with a GP.  The desired outcomes are:
· Increased access to primary care services outside core hours
· Increased patient satisfaction
· Sustainability of core hours primary care services
· Reduce demand on other services specifically urgent care services


	Lead/Author: Louise Murphy

	Date Started: December 2017




If you are conducting an IMPACT Equality Anaylsis on a procedural document please identify evidence sources and references, who has been involved in the development and identify positive or negative impacts. It is the discussion and evidence regarding the equality impact of the document that is important.
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What are the intended outcomes? Include an outline of objectives and function aims
The intended outcomes are to improve access to general practice for the general public by increasing the availability of appointments outside traditional general practice core hours.  The intended impact and outcomes are as follows:
· Patients and carers will have improved access to GP services beyond current core hours. 
· Primary care staff will have additional appointment capacity available to them; this should support the current need for same day/urgent access.
· The extended access service can be provided via a hub model to deliver services at scale and build in resilience.
· Build resilience within current core hours general practice services
· Have a positive impact on patient satisfaction with general practice
· Simply pathways within local urgent care system by aligning some capacity currently provided within the Out of Hours service within the proposed extended access service, making it easier for patients to choose the right service when accessing care.
· Potentially free up capacity within core general practice hours to continuity of care to those with complex/long term conditions




Who will be affected? E.g. Staff, carers, patients, service users etc.
Patients, carers, primary care staff and staff in others services will be affected the provision of extended access to primary care services  


[bookmark: _Toc395602370]STEP 3. P-review of Your Document

Go through each protected characteristic below and consider whether the policy / function / practice or provision could have any impact on the following groups. Please ensure any remedial actions are Specific, Measureable, Achievable, Realistic, and Timely (SMART)

	Protected Characteristic Group
	What evidence has been used for this assessment?
This can be census data, research, complaints, surveys, reports etc. Describe how the views of patients and the public have been captured.
What does the evidence tell you?
This should be a representation of the key facts and learning pertinent to the project / policy. It could be demographic data, evidence of inequality of access / outcome and learning from patient and public engagement.
	Identify  positive and negative impacts
Where the negative impact on one particular group is likely to be greater than on another. Note: some negative impacts may be intended in order to achieve a differential impact on groups.

	Age
Applicable across all age ranges. 


	Horsham & Mid Sussex:, The  table below shows the age and sex of the Horsham and Mid Sussex CCG population (resident), 2016 mid year estimate, ONS

	
	Males
	Females

	
	n
	%
	n
	%

	0-19
	        28,891 
	25%
	27,139
	23%

	20-64
	        64,642 
	57%
	66,925
	56%

	65+
	        20,705 
	18%
	25,223
	21%

	Total
	     114,238 
	 
	     119,287 
	 




The GP registered population for Horsham & Mid Sussex in July 2016 is 236,600, Horsham & Mid Sussex CCG has fewer people aged 0-4 and aged 15-34 and more people aged 35+ compared with the resident population if England.  Comparison between the registered population and resident population in Horsham & Mid Sussex CCG shows that there are higher numbers of people in the registered population for older age groups than in the resident population.  Current population’s projections for Horsham & Mid Sussex CCG are estimating an overall population increase of 7.9% over the next ten years and a 14.6% increase over the next 2 decades.  Higher percentage increased are expected in older age groups, specifically person aged 65-84 years or above (+23.0% by 2026 and +122.5% by 2036.  The population of those aged 85 or above is expected to more than double by 2036 in Horsham & Mid Sussex.


Crawley CCG:
The  table below shows the age and sex of the Crawley CCG population (resident), 2016 mid year estimate, ONS


	
	Males
	Females

	
	n
	%
	n
	%

	0-19
	15,206
	27%
	13,722
	25%

	20-64
	33,963
	61%
	33,735
	61%

	65+
	6,519
	12%
	8,230
	15%

	Total
	55,688
	 
	55,687
	 



The GP registered population for Crawley in July 2016 is 130,600. Crawley CCG has more people aged up to 14 years and between 25-69 and less people in the 60+ age groups Comparison between the registered population and resident population in Crawley CCG shows that there are generally higher numbers of people registered to a GP in Crawley than are estimated to be living in the area.  Crawley has an above average percentage of young people aged 0-19 years compared to the whole of West Sussex and England.  It also has below average percentages of people aged 65 and over, and 75 and over compared to West Sussex and England overall.  Current population’s projections for Crawley CCG are estimating an overall population increase of 9.8% over the next ten years and a 17.8% increase over the next 2 decades.  Greater increases are expected in older age groups, specifically the population of adults aged 86 or above is expected to increase by 4.2% by 2026 and 62.5% by 2036. 


It is estimated that people aged 65+ visits their GP on average seven times a year.  Patients with multiple long term conditions may need longer time with a regular GP to ensure continuity of care.

We know in Horsham & Mid Sussex and Crawley we have significantly high call volumes for 0-5 year olds into our current Out of Hours service after 19.00 hrs. We also know that the highest proportion of attendances across our emergency and urgent care system between the hours of 08.00-20.00 is made by those in the 0-17 and 18-64 age brackets.  These attendances are for ‘primary care’ treatable presentations. This may suggest that these cohorts find it difficult to gain a primary care appointment in a timely fashion and therefore seek help elsewhere.

We conducted a patient survey regarding extended access, asking patients and the public to respond to a set of questions focusing on the likelihood of using primary care services in the proposed extended access service times.   Approximately 69% of responses were received from working age adults, which fits with the provision of appointments outside traditional working hours. 


	Extended Access Service 
The provision of additional appointments outside of core hours will impact positively of adults of working age by increasing access to primary care services outside of normal working hours.

Additional appointments in the evening and weekend will impact positively on older people and those with Long Term Conditions as it is assumed that there will be a reduction in demand on appointments within core hours enabling patients to see their regular GP / nurse in their registered practice.

There will be a positive impact on young people who need an appointment in the early evening or at weekends as there will additional appointments available increasing access  to access primary care services avoiding the need to access A&E or UTC appointments.

Although extended access hubs maybe located in central locations within a town there is a potential negative impact on people who do not have access to a private car or can afford a taxi as they may not be able to take advantage of the Hub based appointments due to the location of the Hub.



	Disability
Remember, not all disability is visible. 

	Horsham & Mid Sussex CCG:
A long-term health problem or disability that limits a person's day-to-day activities, and has lasted, or is expected to last, at least 12 months. This includes problems that are related to old age. People were asked to assess whether their daily activities were limited a lot or a little by such a health problem, or whether their daily activities were not limited at all. 

	
	All categories
	Day-to-day activities limited a lot
	Day-to-day activities limited a little
	Day-to-day activities not limited

	Horsham
	131,301
	7,857
	11,550
	111,894

	Mid Sussex
	139,860
	8,084
	11,737
	120,039


(2011 Census)
Crawley CCG:

A long-term health problem or disability that limits a person's day-to-day activities, and has lasted, or is expected to last, at least 12 months. This includes problems that are related to old age. People were asked to assess whether their daily activities were limited a lot or a little by such a health problem, or whether their daily activities were not limited at all. 

	Census 2011 – Long-term health problem or disability
	Crawley

	All categories
	106,597

	Day-to-day activities limited a lot
	7,001

	Day-to-day activities limited a little
	8,701

	Day-to-day activities not limited
	90,895












Our patient survey regarding extended access asked patients and the public to respond to a set of questions focusing on the likelihood of using primary care services in the proposed extended access service times.   Approximately 47% of responses were received from people who described themselves as having a disability, suggesting that there may be a high level of use of these appointments by people with long term illnesses and/or disability. 




The table below represents the provision of unpaid care by hours across our CCG populations (2011 Census):
	 
	Total population
	Provides 1 to 19 Hours Unpaid Care a Week
	Provides 20 to 49 Hours Unpaid Care a Week
	Provides 50 or More Hours Unpaid Care a Week

	Crawley
	106,597
	6,378
	1,418
	2,106

	% total population
	 
	6.0%
	1.3%
	2.0%

	Horsham
	131,301
	10,133
	1,233
	2,276

	% total population
	 
	7.7%
	0.9%
	1.7%

	Mid Sussex
	139,860
	10,375
	1,306
	2,301

	% total population
	 
	7.4%
	0.9%
	1.6%

	West Sussex
	806,892
	58,321
	9,282
	16,792

	% total population
	 
	7.2%
	1.2%
	2.1%



	 
	 Significantly higher than West Sussex

	
	

	 
	Significantly lower than West Sussex






14.1% of respondents to the extended access patient survey described themselves as having caring responsibilities.

This evidence suggests that the marketing and communication plan for the extended access service needs to ensure targeted links with carers support in the localities with high prevalence and robust coverage across all areas.

	Extended Access Service:

The provision of additional appointments outside of core hours will impact positively of adults with a disability or Long Term Condition of working age by increasing access to primary care services outside of normal working hours.

Additional appointments in the evening and weekend will impact positively on people with disabilities and those with Long Term Conditions as it is assumed that there will be a reduction in demand on appointments within core hours enabling patients to see their regular GP / nurse in their registered practice.


All potential premises of the extended access service will be DDA compliant.


We anticipate a positive impact for carers through the provision of extended access appointments.  This may be realised through the ability to access appointments outside working hours but also being able to accompany their cared for person to appointments in the evenings and at weekend.


	Gender Reassignment
Think about creating an environment that is user friendly and non-judgemental, which includes privacy of data and freedom from harassment.

	[bookmark: _Toc413922693]Horsham & Mid Sussex CCG:
Gender reassignment
The Gender Identity Research and Education Society estimated that, in 2007, the prevalence of people who had sought medical care for gender variance was 20 per 100,000.  Extrapolation to CCG resident population (2016 MYE) figures provides an estimate of 47 individuals in Horsham and Mid Sussex CCG who may have sought such care.


Crawley CCG:
[bookmark: _Toc433892364]Gender reassignment
The Gender Identity Research and Education Society estimated that, in 2007, the prevalence of people who had sought medical care for gender variance was 20 per 100,000.  Extrapolation to CCG resident population (2016 MYE) figures provides an estimate of 22 individuals in Crawley who may have sought such care.

86% of Trans people have report mental health difficulties including depression and anxiety.  

We will ensure that data collected regarding users of the service routinely monitors the uptake of the service in relation to gender and take specific communication and marketing actions as appropriate.

Data sharing agreements will be in place to between the service provider and local participating practices which will protect patient confidentiality.  When accessing the service the patient’s record will only be accessed, with the consent of the patient, by the clinicians working in the extended access service hubs.

Potential provider of the extended access service will need to ensure Chaperones are available upon request, supporting patients to access the service when they wish to.

We will expect the extended access service provider to ensure that needs of transgender staff and those going through the reassignment process are met through adequate HR procedures and through the appropriate support networks.   The provider is also expected to have and implement the appropriate gender equality training.

	Extended Access Service:


The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

We anticipate that extended access service appointment’s may impact positively in  that additional appointments outside core hours may provide some element of flexibility for trans patients, as they may be able to access appointments at different times that may suit working hours etc. 

When accessing an extended access service appointment, the patient may not see their own GP; this could put trans patients off using them and result in a negative impact on this group. 
 

	Marriage and Civil Partnership
Think about access and confidentiality, the partner may not be aware of involvement or access to the service.

	
[bookmark: _Toc413922694]Horsham & Mid Sussex CCG:
Marriage and Civil Partnership
Local authority population, age 16+, Census 2011, ONS
"Marital and civil partnership status classifies an individual according to their legal marital or registered same-sex civil partnership status as at census day, 27 March 2011.  Marital and civil partnership states include married/in a registered same-sex civil partnership, separated (but still legally married/in a registered same-sex civil partnership), divorced/formerly in a registered same-sex civil partnership or widowed/surviving same-sex civil partner.  Although the term 'single' is widely used to cover people in a number of states such as divorced or separated it is not a legally recognised status and was not an option on the census questionnaire.   In census results the term 'single' is used to refer only to someone who has never been married or in a registered same-sex civil partnership, which were options on the census questionnaire.

	 
	All categories
	Single (never married or never registered a same-sex civil partnership)
	Married
	In a registered same-sex civil partnership
	Separated (but still legally married or still legally in a same-sex civil partnership)
	Divorced or formerly in a same-sex civil partnership which is now legally dissolved
	Widowed or surviving partner from a same-sex civil partnership

	Horsham
	106,758
	27,914
	59,076
	220
	2,313
	9,428
	7,807

	Mid Sussex
	112,755
	31,622
	60,477
	261
	2,600
	9,824
	7,971





Crawley CCG:
[bookmark: _Toc433892365]Marriage and Civil Partnership
Local authority population, age 16+, Census 2011, ONS
"Marital and civil partnership status classifies an individual according to their legal marital or registered same-sex civil partnership status as at census day, 27 March 2011.  Marital and civil partnership states include married/in a registered same-sex civil partnership, separated (but still legally married/in a registered same-sex civil partnership), divorced/formerly in a registered same-sex civil partnership or widowed/surviving same-sex civil partner.  Although the term 'single' is widely used to cover people in a number of states such as divorced or separated it is not a legally recognised status and was not an option on the census questionnaire.   In census results the term 'single' is used to refer only to someone who has never been married or in a registered same-sex civil partnership, which were options on the census questionnaire."


	
	All categories
	Single (never married or never registered a same-sex civil partnership)
	Married
	In a registered same-sex civil partnership
	Separated (but still legally married or still legally in a same-sex civil partnership)
	Divorced or formerly in a same-sex civil partnership which is now legally dissolved
	Widowed or surviving partner from a same-sex civil partnership

	Crawley
	84,549
	29,363
	39,470
	190
	2,326
	7,903
	5,297




	
Extended Access Service:

The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

Data sharing agreements are in place to protect patient confidentiality.  The patient record can only be accessed, with the consent by the clinicians working in the Extended Access service hubs.  

The current protocol about not leaving messages for patients on anything other than personal mobiles followed by primary care remains in place and will be used by the extended access service provider 



	Pregnancy and Maternity
Think about work arrangements, part- time working, infant care responsibilities and breastfeeding availability in a private area etc.

	
Horsham & Mid Sussex CCG:
[bookmark: _Toc413922695]Pregnancy and maternity
In work, the protected period starts with pregnancy and ends when maternity leave ends or on return to work, if earlier. If the woman is not entitled to maternity leave, the protected period ends two weeks after giving birth.  Outside of work, women are protected during pregnancy and for 26 weeks following the birth. In 2016 there were 1,324 live births to women residing in Horsham and 1,610 live births to women residing in Mid Sussex (ONS Birth Summary tables 2016)

Crawley CCG:
[bookmark: _Toc433892366]Pregnancy and maternity
In work, the protected period starts with pregnancy and ends when maternity leave ends or on return to work, if earlier. If the woman is not entitled to maternity leave, the protected period ends two weeks after giving birth.  Outside of work, women are protected during pregnancy and for 26 weeks following the birth.
In 2016 there were 1,584 live births to women residing in Crawley (ONS Birth Summary Tables 2016).

	
Extended Access Service:
The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

Additional appointments outside of core hours will free up appointments within core hours enabling patients to see their regular GP / nurse in their registered practice.

The provision of additional appointments outside core hours may provide pregnant women who work with greater flexibility to attend for routine/clinically appropriate needs outside working hours. 



	Race
Consider local demographics of the population, cultural issues, languages, identity etc.

	Compliance with medical treatment can be affected by health beliefs of an individual or a group. In addition, the ways in which ill health is defined can negatively influence help-seeking behaviour. 
Health behaviour is any activity undertaken, or not undertaken, by a person for the purposes of preventing disease or detecting it at a symptomatic stage. 
All cultural groups hold concepts related to health and illness. Although people might share the same ethnicity an individual’s socioeconomic, educational, geographic, religious among other factors will shape cultural beliefs.

Horsham & Mid Sussex CCG:

Ethnic Diversity of Local Population – CCG

Ethnic group classifies people according to their own perceived ethnic group and cultural background

	Horsham and Mid Sussex CCG
	Numbers 
	Percentage

	2011 Census Data 
	(Figures rounded so may not sum)
	

	 
	Horsham & Mid Sussex CCG
	SOUTH EAST
	ENG
	Horsham & Mid Sussex CCG
	SOUTH EAST
	ENG

	ALL
	221,345
	8,634,800
	53,012,500
	 
	
	

	White: English/Welsh/Scottish/Northern Irish/British
	200,227
	7,359,000
	42,279,200
	90.50%
	85.20%
	79.80%

	White: Irish
	1,813
	73,600
	517,000
	0.80%
	0.90%
	1.00%

	White: Gypsy or Irish Traveller
	272
	14,500
	54,900
	0.10%
	0.20%
	0.10%

	White: Other White
	8,161
	380,700
	2,430,000
	3.70%
	4.40%
	4.60%

	Mixed/multiple ethnic group: White and Black Caribbean
	659
	46,000
	415,600
	0.30%
	0.50%
	0.80%

	Mixed/multiple ethnic group: White and Black African
	459
	22,800
	161,600
	0.20%
	0.30%
	0.30%

	Mixed/multiple ethnic group: White and Asian
	1,298
	58,800
	332,700
	0.60%
	0.70%
	0.60%

	Mixed/multiple ethnic group: Other Mixed
	815
	40,200
	283,000
	0.40%
	0.50%
	0.50%

	Asian/Asian British: Indian
	2,031
	152,100
	1,395,700
	0.90%
	1.80%
	2.60%

	Asian/Asian British: Pakistani
	307
	99,200
	1,112,300
	0.10%
	1.10%
	2.10%

	Asian/Asian British: Bangladeshi
	541
	28,000
	436,500
	0.20%
	0.30%
	0.80%

	Asian/Asian British: Chinese
	858
	53,100
	379,500
	0.40%
	0.60%
	0.70%

	Asian/Asian British: Other Asian
	2,077
	119,700
	819,400
	0.90%
	1.40%
	1.50%

	Black/African/Caribbean/Black British: African
	847
	87,300
	977,700
	0.40%
	1.00%
	1.80%

	Black/African/Caribbean/Black British: Caribbean
	326
	34,200
	591,000
	0.10%
	0.40%
	1.10%

	Black/African/Caribbean/Black British: Other Black
	147
	14,400
	277,900
	0.10%
	0.20%
	0.50%

	Other ethnic group: Arab
	144
	19,400
	221,000
	0.10%
	0.20%
	0.40%

	Other ethnic group: Any other ethnic group
	363
	31,700
	327,400
	0.20%
	0.40%
	0.60%



Crawley CCG:
	Ethnic Diversity of Local Population - CCG
	
	
	
	

	Ethnic group classifies people according to their own perceived ethnic group and cultural background.



	Crawley Resident Population
	Numbers 
	
	
	Percentage
	
	
	Widowed or surviving partner from a same-sex civil partnership

	2011 Census Data 
	(Figures rounded so may not sum)
	 
	 
	 
	 
	
	7,807

	 
	Crawley
	SOUTH EAST
	ENG
	Crawley
	SOUTH EAST
	
	7,971

	ALL
	106,597
	8,634,800
	53,012,500
	 
	 
	 
	

	White: English/Welsh/Scottish/Northern Irish/British
	76,888
	7,359,000
	42,279,200
	72.10%
	85.20%
	ENG
	

	White: Irish
	967
	73,600
	517,000
	0.90%
	0.90%
	 
	Widowed or surviving partner from a same-sex civil partnership

	White: Gypsy or Irish Traveller
	77
	14,500
	54,900
	0.10%
	0.20%
	79.80%
	5,297

	White: Other White
	7,248
	380,700
	2,430,000
	6.80%
	4.40%
	1.00%
	

	Mixed/multiple ethnic group: White and Black Caribbean
	806
	46,000
	415,600
	0.80%
	0.50%
	0.10%
	

	Mixed/multiple ethnic group: White and Black African
	615
	22,800
	161,600
	0.60%
	0.30%
	4.60%
	

	Mixed/multiple ethnic group: White and Asian
	883
	58,800
	332,700
	0.80%
	0.70%
	0.80%
	

	Mixed/multiple ethnic group: Other Mixed
	794
	40,200
	283,000
	0.70%
	0.50%
	0.30%
	

	Asian/Asian British: Indian
	5,530
	152,100
	1,395,700
	5.20%
	1.80%
	0.60%
	

	Asian/Asian British: Pakistani
	4,548
	99,200
	1,112,300
	4.30%
	1.10%
	0.50%
	

	Asian/Asian British: Bangladeshi
	427
	28,000
	436,500
	0.40%
	0.30%
	2.60%
	

	Asian/Asian British: Chinese
	496
	53,100
	379,500
	0.50%
	0.60%
	2.10%
	

	Asian/Asian British: Other Asian
	2,824
	119,700
	819,400
	2.60%
	1.40%
	0.80%
	

	Black/African/Caribbean/Black British: African
	2,164
	87,300
	977,700
	2.00%
	1.00%
	0.70%
	

	Black/African/Caribbean/Black British: Caribbean
	465
	34,200
	591,000
	0.40%
	0.40%
	1.50%
	

	Black/African/Caribbean/Black British: Other Black
	840
	14,400
	277,900
	0.80%
	0.20%
	1.80%
	

	Other ethnic group: Arab
	424
	19,400
	221,000
	0.40%
	0.20%
	1.10%
	

	Other ethnic group: Any other ethnic group
	601
	31,700
	327,400
	0.60%
	0.40%
	0.50%
	

	Percentage BME (Calculated as the proportion of people who report their ethnicity as anything other than White British)
	 
	 
	 
	 
	 
	0.40%
	

	 Crawley
	27.90%
	
	
	
	
	0.60%
	

	
	
	
	
	
	
	
	



90.8% of respondents to the extended access patient survey described themselves as white, suggesting that we need ensure targeted communications and marketing of the extended access service within our black, Asian and minority ethnic and refugee communities. 

We will expect the provider of the extended access service to regularly monitor the uptake of appointments in relation to these groups and address any challenges identified with the appropriate communications and engagement actions.   We will also expect prospective providers to deliver the appropriate equality and diversity training to their staff.  The extended access service draft specification includes a requirement for the prospective service provider to ensure issues of equality of access are identified and appropriate actions taken to address them, including the provision of support to access appointments such as chaperones and language services. 














	

Extended Access Service:

The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

A negative impact could include patients accessing the additional appointments will not have a choice of clinician and therefore patients who request a gender specific clinician may not be able to access these appointments.

There is currently no access to an interpreting service for patients in extended hours.  This will negatively impact on patients who do not speak English or do so as a second language and need support as they will not be able to access these appointments. 



	Religion or Belief
Consider people with religion, beliefs and non-beliefs
	
Horsham & Mid Sussex CCG:
[bookmark: _Toc413922697]Religion or belief

ONS Census 2011
This is a person’s current religion, or if the person does not have a religion, 'no religion'. No determination is made about whether a person was a practicing member of a religion. Unlike other census questions where missing answers are imputed, this question was voluntary, and where no answer was provided the response is categorised as 'Not stated'.

	 
	All categories: Religion
	Christian
	Buddhist
	Hindu
	Jewish
	Muslim
	Sikh
	Other religion
	No religion
	Religion not stated

	Horsham
	131,301
	83,316
	420
	355
	199
	673
	92
	532
	35,355
	10,359

	Mid Sussex
	139,860
	87,757
	508
	855
	283
	1,130
	88
	924
	37,218
	11,097




Crawley CCG:
[bookmark: _Toc433892368]Religion or belief
ONS Census 2011
This is a person’s current religion, or if the person does not have a religion, 'no religion'. No determination is made about whether a person was a practicing member of a religion. Unlike other census questions where missing answers are imputed, this question was voluntary, and where no answer was provided the response is categorised as 'Not stated'.

	
	All categories: Religion
	Christian
	Buddhist
	Hindu
	Jewish
	Muslim
	Sikh
	Other religion
	No religion
	Religion not stated

	Crawley
	106,597
	57,782
	401
	4,892
	98
	7,681
	729
	448
	27,756
	6,810




The majority of respondents to the extended access patient survey described themselves as Christian.  There were very low numbers of responses from those describing themselves as part of another religious faith. This may be linked to the low response rate from those from black, Asian and minority ethnic communities.  We will ensure that religious background is recorded as part of the extended access service data collection processes. This will enable both the prospective provider and CCGs to target any communications and marketing actions as appropriate. 
	Extended Access Service: 

The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

The patient accessing the additional appointments will not have a choice of clinician and therefore patients who request a gender specific clinician may not be able to access these appointments.




	Gender
For men and women e.g. same sex accommodation, are there areas for privacy?

	
[bookmark: _Toc413922691]Horsham & Mid Sussex CCG:
Age & Sex
Horsham and Mid Sussex CCG population (resident), 2016 mid- year estimate, ONS

	
	Males
	Females

	
	n
	%
	n
	%

	0-19
	        28,891 
	25%
	27,139
	23%

	20-64
	        64,642 
	57%
	66,925
	56%

	65+
	        20,705 
	18%
	25,223
	21%

	Total
	     114,238 
	 
	     119,287 
	 




Crawley CCG:
	[bookmark: RANGE!J2]Age & Sex
	
	
	
	

	Crawley CCG population (resident), 2016 mid -year estimate, ONS

	
	
	
	
	
	

	
	Males
	Females
	

	
	n
	%
	n
	%
	

	0-19
	15,206
	27%
	13,722
	25%
	

	20-64
	33,963
	61%
	33,735
	61%
	

	65+
	6,519
	12%
	8,230
	15%
	

	Total
	55,688
	 
	55,687
	 
	




Nearly twice as many men as women visit their GP less than once a year.
Women are much more likely to use health services routinely. Consequently, when they are ill, they are more likely to know how to access services and feel more comfortable with a healthcare professional.  70.6% of respondents to the extended access patient survey were women and 27% were men, supporting the above view that women may seek assistance and importantly know how to get that when they need it.  We will ensure that the prospective provider of the extended access service regularly monitors the uptake of services from a gender perspective and that the appropriate communications and marketing actions are taken to address any challenges/issues identified.
	Extended Access Service: 

The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

The patient accessing the additional appointments will not have a choice of clinician and therefore patients who request a gender specific clinician may not be able to access these appointments.

Chaperones are provided by the host practice and are available on request. 






















	Sexual Orientation 
Consider gay, lesbian, bisexual and transgender people. Do not make assumptions as orientation may not be visibly obvious.

	
Horsham & Mid Sussex CCG:
[bookmark: _Toc413922698]Sexual orientation
The UK government estimates that 5-7% of the population are lesbian, gay men or bisexual; this figure is accepted by the campaigning organisation Stonewall. Extrapolation to the resident population of Horsham and Mid Sussex CCG (2016 MYE) suggests that between 9,100 and 12,800 individuals aged 18 or over may be lesbian, gay or bisexual.


Crawley CCG:
[bookmark: _Toc433892369]Sexual orientation
The UK government estimates that 5-7% of the population are lesbian, gay men or bisexual; this figure is accepted by the campaigning organisation Stonewall. Extrapolation to the resident population of Crawley (2016 MYE) suggests that between 4,200 and 5,900 individuals aged 18 or over may be lesbian, gay or bisexual.

86.2% of respondents to the extended access patient survey described themselves as heterosexual.  There were very small numbers of respondents describing themselves as lesbian, gay or bisexual. Further work is required to ensure these groups of people are aware of the service and feel comfortable accessing it. The prospective provider of the extended access service will be required to ensure that services give positive messages and positive reception to people who are gay, lesbian, bisexual or transgender. Promotional materials regarding the service should include visual images of people from any background.
	Extended Access Service: 

The provision of additional appointments outside of core hours will impact positively on all patients as it will increase access to primary care services.

The patient accessing the additional appointments will not have a choice of clinician and therefore patients who request a gender specific clinician may not be able to access these appointments.






	Other Identified Groups
Consider those with different socio-economic groups, homeless, carers, residential status (i.e. migrant workers) etc.

	Deprivation Crawley:

[image: ]



Deprivation Horsham & Mid Sussex:

[image: ]


	Extended Access Service: 

The provision of additional appointments outside of core hours and may have a positive impact on carers by providing more opportunity to be able to access appointments.

These appointments are not available to people who are not registered with a local GP practice and will not support the needs of homeless people.  








[bookmark: _Toc395602371]STEP 4. A-ssess Your Evidence

	
Overview of your evidence in support of your policy / function / practice or provision:

The development of the extended access service and the provision of additional pre-bookable appointments on weekday evenings and at weekends are likely to have a positive impact all populations in terms of creating additional capacity at more flexible times.  Working age people are expected to benefit as there will be additional capacity outside working hours.  We also anticipate that this will free up capacity within core general practice hours which may benefit those with long term/complex conditions. 


	
Findings of your analysis: Detail any positive or negative impacts and steps that will be taken to mitigate the negative. (This may be supported by a SMART action plan to identify how you will address these)

The Extended access service may impact positively across all local populations by creating additional capacity outside current core general practice hours. The high level results from the extended access patient survey suggest that working age adults are most likely to use the service and are open to the idea of a range of services to be offered and the potential to use different methods of consultation. This supports the provision of the appointments outside regular working hours.  This additional capacity may also free up capacity within core hours general practice for those with long term/complex conditions, facilitating continuity of care. 


The findings of the analysis on the impact on those with protected characteristics and the response rate to the extended access survey suggests that ongoing work is required to ensure all groups are aware of the service and relevant actions are taken to address any gaps identified in the uptake of services or feedback received as part of patient satisfaction surveys.  Specific mitigations taken by the prospective provider should include:
· The provision of support where English is not the patients first language
· The availability of chaperones should they be requested.
· Accessible well-known local locations for services.
· The provision of the relevant training for staff 
· Regular collection of patient’s demographics and quarterly reviews to identify any issues of access across populations and those with protected characteristics.
· A dynamic and relevant communications and marketing plan that reflects local populations and encourages access for all.

Further work is required to address the needs of homeless populations across all CCGs and how they might access the service if not registered with a GP.


	
Next steps: Detail how you will progress, in terms of review and how you will include equality groups in services or expand participation in public life 

We are currently running temporary additional capacity clinics within core general practice hours across all our localities, patient satisfaction is included as a key performance indicator in this.  We will utilise any learning from this within the extended access service in collaboration with the prospective provider. 

As part of the procurement process for the extended access service we will ensure prospective providers tell us how they would plan to address local inequalities of access. 

The prospective provider of the extended access service will be required to deliver the specification core requirement of ease of access and deliver a communications and marketing plan in collaboration with the CCGs that address aspects of local inequalities and inform all members of the local community about the provision of these appointments and how to access the service. Ideally this plan should be devised using a patient pathway approach (Ford, JA et al 2015) to provide a framework to explore personal, community and healthcare barriers that may limit local access to GP services and how patient experience may differ depending on individuals characteristics (including protected characteristics), circumstances and the capacity of the extended access service to respond.    The provider will also be expected to complete a regular review of the equality assessment using utilisation of services based on demographic data collection to identify and address any gaps via a dynamic and responsive communications and marketing plan. 




	
Further comments (if applicable): 







	
[bookmark: _Toc395602372]STEP 5. C-alculate Overall  Impact




                  ☐                                     ☐                                      ☒                                      ☐

After you have completed your assessment, please tick the relevant box above to indicate the overall impact.

Please write a brief summary here detailing the results.
The overall impact is positive as the project will be increasing the number of primary care appointments available to patients in the HMS and Crawley CCG areas.  The additional appointments outside core general practice hours provided from a central hub location may primarily benefit working age people, those with children and those with caring responsibilities.  This approach will enable more vulnerable patients who would benefit from greater continuity of care to be able to access appointments within their own practice.   There will be data sharing agreements between practices and the provider of the service which will ensure that the service will be delivered safely and patient confidentiality maintained.

The


Please be aware that the information contained in this section should be used to complete the Equality Analysis section of CCG Governing Body and its Sub Committees Front Sheets. It is vital that this information is completed to uphold the CCG’s statutory obligations.




[bookmark: _Toc395602373]STEP 6. T-he Final Stage

	Name and position of the person conducting the IMPACT Equality Analysis:
Louise Murphy – Programme Manager


	Date completed: 01 December 2017



	Name of responsible programme lead:

Clare Allcock

Name of responsible clinical lead:

Dr Darren Tymens (3rd party)


	Programme Lead Signed:


Clinical Lead Signed:


	Date Signed: Click here to enter a date.


Date Signed: Click here to enter a date.

	Date of next review: Click here to enter a date.







[bookmark: _Toc395602374]IMPACT Equality Analysis (EA)
[bookmark: _Toc395602375]Frequently Asked Questions (FAQs)
(Formerly Equality Impact Assessment)

Below are a number of questions to support managers and leaders when conducting an Equality Analysis. The information helps to inform the analysis process by considering the nine protected groups with key equality legislation.

[bookmark: Race]Race
How will you make sure that people from a wide range of ethnic groups use your service? (N.B. You may find it helpful to look at this section alongside the section on Religion or Belief as the actions are closely related). You might find the following prompts useful:
How do people from minority ethnic backgrounds find out about your service? Does your printed information take account of different languages and cultures and is it easy to understand?
Have you publicised your service among minority ethnic communities by making it available at different appropriate venues, as well as visiting them and talking about your service?
Have you decided what core information you need available in other languages?
Do your staff members know how to get advice on material in other languages and formats?
Do you routinely record the language that a person speaks so that you can send letters in the right language, or ring instead if they cannot read?
Have you put in place a procedure to record the uptake of interpreting and translated material?
Have you thought about your assessment materials and methods and made sure that they are relevant to people from different cultures?
Do you currently record the ethnicity of patients/staff so that you know how well your service is being used by people from minority ethnic backgrounds?
What actions would you undertake to ensure that your staff members are treating people from a minority ethnic background with respect and dignity?
Have your staff members received EA Training as well as Equality and Diversity Training and how they are planning to implement this in their work setting?
Have you considered incorporating race equality objectives in staff appraisal?
How will you mainstream these actions into the core business of your service?

[bookmark: RaceBG]Race - Background Information
National evidence shows that there is a higher rate of glaucoma and age‐related macular degeneration in Black ethnic groups and a higher rate of diabetic retinopathy in South Asian populations.  

Stroke:  Nationally, there is known to be higher prevalence of stroke in Black Caribbean men.  Chronic Obstructive Pulmonary Disease (COPD) has prevalence by ethnic group in White and Mixed groups of 4% in England and approx. 4% of the Black population and 2% of the Asian population in England.   For more information, please click the link: http://www.apho.org.uk/diseaseprevalencemodels).  

Coronary heart disease: South Asian men are more likely to develop coronary heart disease at a younger age and have higher rates of heart attacks.

Antenatal and new-born screening: Nationally, approximately 300 babies are born with sickle cell anaemia.   

Maternal and infant health: Maternal smoking prevalence figures per ethnic group not available.

HIV and AIDS:  
The number of people living with HIV in the UK has trebled in the last ten years 
Around 100,000 people are living with HIV in the UK
One in five people with HIV in the UK are undiagnosed
About two thirds of people living with HIV are men and a third are women
Over half of all people living with HIV are aged between 30 and 49, but there are significant numbers both of young people and older people now living with HIV

Healthy weight: 
There is a correlation between obesity and ethnicity, with Black African and Black Caribbean populations exhibiting the highest obesity rates amongst all ethnic minority populations with Chinese and Bangladeshi populations the lowest.  
Women have a higher prevalence of obesity in every ethnic group; the gender difference is significant amongst Pakistani, Bangladeshi and Black African populations.

Adults with learning disabilities: Nationally, learning disabilities are three times more prevalent in South Asians than other ethnic groups.

Diabetes: Diabetes is more common in certain ethnic groups: it is up to six times more common in people of South Asian descent and up to three times more common in those of African and African‐Caribbean descent.

Musculoskeletal conditions: Research conducted in Manchester found that disability prevalence due to musculoskeletal pain is higher for Indian and Bangladeshi people than White people
Carers: Nationally, caring roles vary between ethnic groups. Bangladeshi and Pakistani men and women are three times more likely to provide care compared with their White British counterparts.

Good nutrition and food poverty: Nationally it has been identified that members of BME communities are amongst the groups most likely to experience food poverty. 
For more information, please click the link: http://www.irr.org.uk/research/statistics/poverty/ 

For further information on this section, please click here: http://www.jrf.org.uk/search/site/health  and:

West Sussex Joint Strategic Needs Assessment
https://www.westsussex.gov.uk/social-care-and-health/social-care-and-health-information-for-professionals/adults/joint-strategic-needs-assessment-jsna/

[bookmark: Religion]Religion or Belief
How will you welcome people from all religious backgrounds? You might find the following prompts useful:
How do people from different religious backgrounds find out about services? Is your printed information religiously appropriate/sensitive?
Have you publicised services among various religious communities and groups by making it available at different appropriate venues as well as visiting them and talking about services?
Do you currently record patients’ religion in order to assist you in identifying users and non-users of your service from various religious backgrounds?
What actions would you undertake to ensure that your staff members are treating people from different religions/beliefs/no beliefs with respect and dignity?
Is your organisation religiously and culturally sensitive to meet the needs of people from various religious backgrounds? If not, what approaches would you develop to address this?
Have your staff members received training on religion or belief and how they are planning to implement this in their work setting?
Have you considered incorporating religion or belief equality objectives in staff appraisal?
How will you mainstream these actions into the core objectives of your service?

[bookmark: ReligionBG]Religion or Belief - Background Information
Religion and Belief have health related issues include, dietary needs, medication, patient experience, end of life care which impact on their quality of community and secondary care.  




[bookmark: Disability]Disability
What will you do to make sure that disabled people are using and benefiting from your service/policy? This includes people with a learning difficulty, people with long-term conditions and mental health problems, and people with physical and sensory impairments. You might find the following prompts useful:
How do disabled people find out about your service?
Does your printed information take account of communication requirements of people with various impairments and is it easy to understand?
Have you decided what core information you need available in large print, CD or Braille?
Is your service physically accessible to people with mobility problems or who use a wheelchair?
Do your staff members know how to access a sign language interpreter, or an interpreting service for deaf and hearing impaired people), how to use an Induction Loop and where to get advice on material in different formats?
Have you put in place a procedure to record the uptake for sign language interpreters, appointment letters/leaflets in Braille etc?
Do you currently monitor whether or not patients are disabled, what impairment they have, so that you know how well your service is being used by disabled people?
What actions will you undertake to ensure that your staff members are treating disabled people with respect and dignity?
Is your service religiously and culturally sensitive to meet the needs of disabled people from minority ethnic groups? If not what approaches would you develop to approach this?
Have your staff members received Disability Equality / Etiquette Training in general and more specifically in meeting the needs of patients with a learning difficulties, people with mental health difficulties or people with hearing or sight impairment? How they are planning to implement this in their work setting?
Have you thought about your assessment materials and methods and made sure that they are relevant to disabled people?
Have you considered incorporating disability equality objectives into staff appraisal?
How will you mainstream these actions into the core objectives of your service?

[bookmark: DisabilityBG]Disability - Background Information

Mental Health

Children
1 in 10 children and young people aged 5 - 16 suffer from a diagnosable mental health disorder - that is around three children in every class 
Between 1 in every 12 and 1 in 15 children and young people deliberately self-harm 
There has been a big increase in the number of young people being admitted to hospital because of self-harm. Over the last ten years this figure has increased by 68% 
More than half of all adults with mental health problems were diagnosed in childhood. Less than half were treated appropriately at the time
Nearly 80,000 children and young people suffer from severe depression 
Over 8,000 children aged under 10 years old suffer from severe depression 
72% of children in care have behavioral or emotional problems - these are some of the most vulnerable people in our society 
The number of young people aged 15-16 with depression nearly doubled between the 1980s and the 2000s 

For more information, please click the link: http://www.youngminds.org.uk/training_services/policy/mental_health_statistics?gclid=COOA1dfp574CFSKg2wodtpkADA 

General Mental Health information
1 in 4 people will experience some kind of mental health problem in the course of a year 
Mixed anxiety and depression is the most common mental disorder in Britain 
Women are more likely to have been treated for a mental health problem than men 
About 10% of children have a mental health problem at any one time 
Depression affects 1 in 5 older people
Suicides rates show that British men are three times as likely to die by suicide than British women 
Self-harm statistics for the UK show one of the highest rates in Europe: 400 per 100,000 population 
Only 1 in 10 prisoners has no mental disorder

Autism
[bookmark: _Toc366765641]1.1% of the adult population has autism. Prevalence rate is much higher for men (2%) compared to women (0.3%).
Autism is a serious, lifelong and disabling condition. Without the right support, it can have a profound - sometimes devastating - effect on individuals and families
Autism is much more common than many people think. There are around 700,000 people in the UK with autism - that's more than 1 in 100 
Autism doesn't just affect children. Children with autism grow up to be adults with autism
Autism is a hidden disability - you can't always tell if someone has it
While autism is incurable, the right support at the right time can make an enormous difference to people's lives

For more information, please click the link: http://www.autism.org.uk/about-autism/myths-facts-and-statistics/some-facts-and-statistics.aspx 

[bookmark: _Toc325459600]Diabetic retinopathy (DR): DR is a complication of diabetes mellitus, usually affecting both eyes, It has no early symptoms and can lead to permanent sight loss. Early diagnosis and treatment can prevent up to 98 per cent of severe vision loss and the earlier treatment is received the more likely it is to be effective.  Some health conditions are closely associated with sight loss, which compounds the impact on the individual and on the health and social care services. 

Learning disabilities: An estimated 96,500 adults with learning disabilities in the UK, including 42,000 known to the statutory services, are blind or partially sighted. This means that nearly one in ten adults with learning disabilities is blind or partially sighted. Adults with learning disabilities are 10 times more likely to be blind or partially sighted than the general population.

Obesity: Obesity has been linked to several eye conditions including cataracts and AMD.  Obesity also has a strong link to diabetes and an exacerbation of sight deterioration in diabetic retinopathy.

Stroke: Around 60 per cent of stroke survivors have some visual dysfunction following stroke. The most common condition is homonymous hemianopia, a loss of half a person's visual field, which occurs in 30 per cent of all stroke survivors. 

Blood Pressure /Hypertension: In addition to increasing the risk of stroke, uncontrolled high blood pressure increases the risk of both retinal vein and retinal artery occlusion. Both conditions can cause sudden loss of vision in one eye and can lead to further complications. 

Dementia: At least 123,000 people in the UK have both dementia and serious sight loss. As the population ages an increasing number of people will experience both dementia and sight loss.    

Depression: Older people with sight loss are almost three times more likely to experience depression than people with good vision. The Royal College of Psychiatrists estimates that 85 per cent of older people with depression receive no help at all from the NHS.

West Sussex Joint Strategic Needs Assessment
https://www.westsussex.gov.uk/social-care-and-health/social-care-and-health-information-for-professionals/adults/joint-strategic-needs-assessment-jsna/
[bookmark: Age]
Age
If your service is open to people of all ages, how will you make sure that it is used by people of all ages? You might find the following prompts useful:
Is it easy for someone of any age to find out about your service and to use your service?
Does your service make assumptions about people simply because of their age?
Does your service give out positive messages about all ages in the leaflets and posters that it uses?
When you are recruiting staff, have you thought about age and how you can recruit from a wide range of age backgrounds?
Do younger and older people in your staff team feel equally valued?
Do you monitor age to make sure that you are serving a representative sample of the population (or representative within your relevant age group)?
Do any eligibility criteria for your service discriminate against older or younger people without just cause?
What actions will you take to make sure that your staff treat people of all ages with dignity and respect?
Have you considered including age equality into staff objectives and appraisal?
How will you mainstream these actions into the core objectives of your service?

[bookmark: AgeBG]Age - Background Information
Older Age 
60% of older people in the UK agree that age discrimination exists in the daily lives of older people 
53% of adults agree that once you reach very old age, people tend to treat you as a child 
52% of older people agree that those who plan services do not pay enough attention to the needs of older people
In a study of patients of stroke between 2004 and 2006, only 4% of patients age 75 and above were given an MRI scan, compared to 26 per cent of those under 75 
For more information, please click this link: research@ageuk.org.uk 

Children
Children and young people under the age of 20 years make up 22% of the population of West Sussex. 
There are estimated to be 10-20 visually impaired children per 10,000 children. 
There is an increased rate of severe sight problems and blindness in children from ethnic minorities. This may be linked to socio-economic deprivation.
Over a fifth of 4-5 year olds are overweight or obese in England   
For more information, click here: http://www.noo.org.uk/NOO_about_obesity/child_obesity and:

West Sussex Joint Strategic Needs Assessment
https://www.westsussex.gov.uk/social-care-and-health/social-care-and-health-information-for-professionals/adults/joint-strategic-needs-assessment-jsna/

[bookmark: Gender]Gender
Where gaps in information have been identified, efforts should be made for this to be gathered and continue to record the difference in experience and outcome of health services for men and women. 
Ensure that commissioning and activity focus on addressing gender differences and reducing health inequalities. 
Find ways to encourage men to access health services sooner. 
Special attention should be paid to the mental health needs of men and young people who are at high risk of suicide.

[bookmark: GenderBG]Gender - Background Information
Inequalities persist in older age, with women more likely to be in pensioner poverty, and older people more likely to suffer from fuel poverty and may experience reduced access to services.
For women, nationally breast cancer is the biggest cause of premature mortality.
For men, nationally Coronary Heart Disease (CHD) is the biggest cause of premature mortality 
Key evidence and policy: NHS services have to be designed differently to meet the needs of men and women. For example men tend not to use primary care as effectively as women
Many men are reluctant users of traditional health services, such as GPs and pharmacies and do not always respond to mainstream health awareness campaigns to the same extent as women
Local data on uptake of Chlamydia testing for 15‐24 year olds by gender group is unknown.  
Men have lower awareness of cancer screening programmes than women. 
People who never or rarely brushed their teeth were 70% more likely to develop cardiovascular disease than those who brushed twice a day. People with poor oral hygiene also had higher blood levels of a specific chemical marker of inflammation thought to increase risk.  
From the age of 40, a higher proportion of men than women develop hearing loss. 
81% of suicide deaths in 2010 were men
Nationally, prevalence of autistic spectrum is estimated to be 1.8% in men & 0.2% in women. 
Nationally men are more likely than women to have a mild or severe learning disability. 
Women are more likely than men both to report and to be diagnosed with depression and anxiety with more women are treated. 
End of life care: A higher proportion of women die in a care or nursing home than men. This is likely to be a result of women living longer than men. 

[bookmark: GenderRassign]Gender Reassignment
If your service is for men and women, what will you do to make sure that both benefit? You might find the following prompts useful:
Is it easier for either men or women to find out about and use your service, for example because of where you display leaflets or your opening times?
If your service is for men and women, do you routinely monitor the uptake of your service with gender breakdown and take appropriate action? For example: If you find that men are not accessing your services then you may consider improving the way these services are provided to men, possibly by targeting men and providing drop-in clinics at sporting events or workplaces. Similarly you may consider adopting sensitive approaches to target women from different backgrounds as the services may not be appropriate for some women from particularly minority communities
Have you considered the possible needs of transgender staff and service users in the development of your policy or service?
Have your staff members received Gender Equality Training and how they are planning to implement this in their work setting?
Have you considered incorporating gender equality objectives in staff appraisal?
How would you mainstream these actions into the core business of your service?
For more information, please click here: http://www.gires.org.uk/dysphoria.php

[bookmark: SexOrient]Sexual Orientation
How will you give positive messages and a positive reception to people who are gay, lesbian, bisexual or transgender? You might find the following prompts useful:
Does information about your service use visual images that could be people from any background or are the images mainly heterosexual couples?
Does the language you use in your literature include reference to gay, lesbian and bisexual people?
When carrying out assessments, do you make it easy for someone to talk about their sexuality if it is relevant, or do you assume that they are heterosexual?
Would staff in your workplace feel comfortable about being ‘out’ or would the office culture make them feel that this might not be a good idea?
Have your staff had training in Sexual Orientation and Equality and how will they put what they have learnt into practice?
How will you make sure that staff treat lesbian, gay, bisexual and transgender people with dignity and respect?
Have you included this area of equality in staff objectives and appraisal?
How will you mainstream these actions into the core business of your service?

[bookmark: SexOrientBG]Sexual Orientation - Background Information
Nationally, it is estimated that between 5%-7% of the population are lesbian, gay or bisexual 
93.9% of adults identified themselves as heterosexual/straight
1.1% identified themselves as Gay or Lesbian
0.4%identified themselves as Bisexual
0.3% identified themselves are ‘Other’
3.6% stated ‘Don’t know’ or refused to answer the question
0.6% stated ‘No response’ to the question

LGBT people are statistically more likely to demonstrate significantly higher levels of mental distress.  Research has demonstrated that gay men, lesbians and bisexuals are statistically more likely to demonstrate higher levels of mental distress (less research for transgender, but remember that in order to undergo gender reassignment people often undergo psychiatric counselling).

National estimates suggest around 3% of the population experience sleep problems, but studies suggest between 27-66% of LGB people do.  

Self-harm and suicide rates of self-harm in LGB samples – 25% vs 2.4% of the general population.

(The Integrated Household Survey (IHS) between April 2011 and March 2012)

Lesbian
Rates of breast self-examination and mammography no different, but appears that prevalence of breast cancer is higher - 8% vs 2.5% for general population 
Much lower rates for cervical screening 
No evidence that lesbian women are less prone to cervical cancer – between 80-90% report ever having had sex with a man 
Higher rates of polycystic ovary syndrome leading to infertility 

Gay and Bisexual Men (Stonewall 2013)
In the last year, 3% of gay men and 5% of bisexual men have attempted to take their own life. Just 0.45 of men in general attempted to take their own life in the same period.
1 in 16 (6%) gay and bisexual men aged 16 to 24 have attempted to take their own life in the last year. Less than 1% of men in general aged 16 to 24 have attempted to take their own life in the same period.
Almost half of gay and bisexual men worry about the way they look and wish they could think about it less.
1 in 5 gay and bisexual men have had problems with their weight or eating at some time.
Half of gay and bisexual men have experienced at least one incident of domestic abuse from a family member or partner since the age of 16 compared to 17 per cent of men in general.
More than a third of gay and bisexual men have experienced at least one incident of domestic abuse in a relationship with a man.
1 in 4 gay and bisexual men have never been tested for any sexually transmitted infection.
1 in 10 gay and bisexual men have never had an HIV test in spite of early diagnosis now being a public health priority.
A third of gay and bisexual men who have accessed healthcare services in the last year have had a negative experience related to their sexual orientation.
More than a quarter of gay and bisexual men said their healthcare professional acknowledged they were gay or bisexual after they had come out and just 1 in 8 were told that their partner was welcome to be present during a consultation.
Only a quarter of gay and bisexual men said that healthcare workers had given them information relevant to their sexual orientation.

Sexual Health
80% of HIV infection acquired in this country is from sex between men (Health Protection Agency 2006) 
Rates of all STIs are much higher amongst men who have sex with men 
Around 50% of gay and bisexual men have never been tested for HIV 
85% of lesbians have had sex with men at some time 
Prevalence of most STIs in lesbians is around the same as in all women 
Half of lesbian and bisexual women have never had a sexual health screen 

Transgender 
Not all transsexual people are able to or choose to have genital reassignment surgery, yet they can still be legally recognised in their ‘new’ gender role.
Overall, Count Me in Too demonstrates higher needs among trans people than the LGB community. Directly comparable information is not available in all cases for the whole population so some results are compared with the LGB community.  It is recognised that this group (LGB) also faces greater health and wellbeing issues than heterosexuals. 
As well as being more likely to report long‐term health impairments, anecdotal evidence suggests that trans people struggle to find a trans friendly or non‐trans phobic GP.  
Trans people also struggle to find sexual health information that is appropriate to their gender identity or sexuality.  
Interviews for Count Me In Too revealed general dissatisfaction with gender reassignment services. Opinions echoed those found nationally: that there were delays in access to the service and that the ‘one size fits all’ approach was unacceptable. 
Trans people were twice as likely to have thoughts of suicide and five times more likely to have attempted suicide in the past year than LGB people, with only 26% reporting ‘good/very good’ emotional wellbeing.   86% of trans people reported mental health difficulties, including depression (76%) and anxiety (71%). Respondents described the need for mental health support both during and after transition.
Trans people are more likely to experience hate crime both in the street and at LGBT venues, with 26% reporting experiences of physical violence. 47% reported direct or indirect discrimination from providers of goods, services or facilities in the city and 64% had experienced domestic violence, compared with 18% of men  and 28% of women nationally.  For 2011/12 the police recorded 63 hate incidents or crimes against LGBT people.
As the trans population ages, they will have additional needs for health and wellbeing. Little is currently known about what these needs will be, as this will be the first generation who have taken hormone therapy for a prolonged period, or undergone gender reassignment surgeries in the 1960s or 1970s.
(Brighton and Hove’s “Count Me in Too)

[bookmark: MarriageCP]Marriage/Civil Partnerships
Issues to consider include:
Next of kin 
Sharing of information
Palliative care
Respect and Dignity

[bookmark: PregMatBG]Pregnancy and Maternity - Background Information
Statistics show that 1 in every four women will have a miscarriage 
Pre-eclampsia affects four million women worldwide each year and complicates 2–3% of UK births. Characterised by high blood pressure, it often results in premature birth or worse.
Nearly 50% of UK women of childbearing age are obese or overweight and these women are at greater risk of miscarriage and other pregnancy problems.
More than 7% of UK births are premature (before 37 weeks of gestation). That’s one of the highest rates in Europe and means that many babies and parents have to cope with lifelong problems.
Over 4,000 babies are stillborn every year in the UK and many are unexplained. However, research funded by the voluntary organisation Tommy’s, indicates that stillbirths may occur because the foetus suffers restricted growth due to blood flow problems between mother and baby. Obesity also increases the risk of stillbirth.

For more information, please click this link: http://www.hscic.gov.uk/catalogue/PUB12744

[bookmark: Inequality]
Inequality
How will you make sure that people from a wide range of socioeconomic backgrounds can access your service? There are some groups that experience persistent inequalities, such as minority ethnic communities or disabled people, so this section may overlap with others. However, you may find the following prompts useful:

Do you know where the key pockets of deprivation are within your area? Is it easy for people in these areas to find out about your service and to use your service?
Is your service easily accessible via existing public transport links?
Does your service make assumptions about people simply because of their background or where they live?
Do any eligibility criteria for your service restrict access for people from more deprived communities?
When you are advertising jobs, have you thought about how you can encourage people from more deprived communities to apply?
Are staff aware of existing health inequalities priorities and targets for their area?
How will you mainstream action on reducing inequalities into the core business of your service?

[bookmark: IdentifiedGPs]Other identified Groups
Consider those with different socio-economic groups, homeless, carers, resident status (i.e. migrant workers) etc.

[bookmark: _Toc395602376]Key Equalities Legislation and National Policy

The Equal Pay Act (as amended) 1970
The Equal Pay Act gives an individual a right to the same contractual pay and benefits as a person of the opposite sex in the same employment, where the man and the woman are doing:
Like work; or
Work rated as equivalent under an analytical job evaluation study; or
Work that is proved to be of equal value.

The Sex Discrimination Act (as amended) 1975
The SDA (which applies to women and men of any age, including children) prohibits sex discrimination against individuals in the areas of employment, education, and the provision of goods, facilities and services and in the disposal or management of premises.

The Human Rights Act 1998
The Human Rights Act came fully into force on 2 October 2000. It gives further effect in the UK to rights contained in the European Convention of Human Rights. The Act makes it unlawful for a public authority to breach Convention rights, unless an Act of Parliament meant it could not have acted differently:
means that cases can be dealt with in a UK court or tribunal; and
says that all UK legislation must be given a meaning that fits with the Convention rights, if that is possible.
Employment Equality (Religion or Belief) Regulations 2003

Article 2 	Everyone has the right to life
Article 3 	No one shall be subjected to … degrading treatment
Article 5 	Everyone has the right to … security of person
Article 8 	Everyone has the right to respect for their private and family life,
		home and correspondence
Article 9 	Everyone has the right to freedom of thought, conscience and
		religion… subject only to such limitations as are prescribed by law
		and are necessary in a democratic society in the interests of public
		safety, public order, health, morals, or the freedoms of others
Article 10	Everyone has the right to freedom of expression (subject to the
		same requirements as Article 9), but the exercise of those
		freedoms carries duties and responsibilities to the rights of others
Article 14	Prohibition on Discrimination. The enjoyment of the rights and
freedoms set forth in the convention shall be secured without discrimination on any ground such as sex, race, colour, language, religion, political or other opinion, national or social origin.

Employment Equality (Religion or Belief) Regulations 2003
These regulations outlaw discrimination (direct discrimination, indirect discrimination, harassment and victimisation) in employment and vocational training on the grounds of religion or belief. The regulations apply to discrimination on grounds of religion, religious belief or similar philosophical belief.

Employment Equality (Sexual Orientation) Regulations 2003
These regulations outlaw discrimination (direct discrimination, indirect discrimination, harassment and victimisation) in employment and vocational training on the grounds of sexual orientation. The regulations apply to discrimination on grounds of orientation towards persons of the same sex (lesbians and gay men) and the same and opposite sex (bisexuals).

Race Relations (Amendment) Act 2000
The Act amended the 1976 Act and introduced a positive duty (the race duty). The Act requires that a public body ‘shall in carrying out its functions have due regard to the need to: a) eliminate unlawful racial discrimination; b) promote equality of opportunity between persons of different racial groups; c) promote good relations between persons of different racial groups.’ The Act stated that the general race equality duty was to be supported by specific race equality duties that were to be introduced by future regulations. The Act also made it unlawful for organisations exercising public functions to discriminate in exercising public functions.

The Gender Recognition Act 2004
The purpose of this Act is to provide transsexual people with legal recognition in their acquired gender. Legal recognition will follow from the issue of a full gender recognition certificate by a Gender Recognition Panel. In practical terms, legal recognition will have the effect that, for example, a male-to-female transsexual person will be legally recognised as a woman in English Law. On the issue of a full gender recognition certificate, the person will be entitled to a new birth certificate reflecting the acquired gender and will be able to marry someone of the opposite gender to his or her acquired gender.

The Civil Partnership Act 2004
This Act creates a new legal relationship of civil partnership, which two people of the same-sex can form by signing a registration document. It also provides same-sex couples who form a civil partnership with parity of treatment in a wide range of legal matters with those opposite-sex couples who enter into a civil marriage.




The Disability Discrimination Act 1995
This Act prohibits discrimination against disabled people in the areas of employment, the provision of goods, facilities, services and premises, and education; and provides for regulations to improve access to public transport to be made.

Disability Discrimination Act 2005
This Act makes substantial amendments to the Disability Discrimination Act 1995 (see above). The 2005 Act places a general duty on public authorities to promote disability equality and to have due regard to eliminate unlawful discrimination. Those listed bodies within the public sector will also be subject to specific duties of the 2005 Act. The specific duties provide a clear framework for meeting the general duty and include the requirement to produce a Disability Equality Scheme. The Disability Equality Duty for the Public Sector will come into force in December 2006.

This will mean that DH and all NHS bodies will have to have in place by December 2006 disability equality schemes demonstrating how they intend to fulfil their general and specific duties under the Act. This will include:
a public authority should involve disabled people in the development of the scheme
the scheme should include a statement of:
the way in which disabled people have been involved in the
development of the scheme
the authority’s methods for impact assessment
steps which the authority will take towards fulfilling its general duty (the “action plan”)
the authority’s arrangements for gathering information in relation to employment, and, where appropriate, its delivery of education and its functions
the authority’s arrangements for putting the information gathered to use, in particular in reviewing its action plan and in preparing the next Disability Equality Scheme
A public authority must, within 3 years of the scheme being published, take the steps set out in its action plan (unless it is unreasonable or impracticable for it to do so) and put into effect the arrangements for gathering and making use of information.
A public authority must publish a report containing a summary of the steps taken under the action plan, the results of its information gathering and the use to which it has put the information.
The first scheme must be published by 4 December 2006 and will have to cover the following three years and this must be a living document, regularly monitored and reviewed.




Employment Equality (Age) Regulations October 2006
The Age Regulations will implement the age strand of the EU Employment Directive 2000, which prohibits discrimination on specified grounds in work and vocational training. The Age Regulations will apply to all workers and to people who apply for work. In addition they will cover access to vocational training. The Age Regulations will prohibit direct and indirect age discrimination, harassment and victimisation.

The Equality Act 2006
The Equality Act received Royal Assent on 16 February 2006. The Act’s main provisions include:
the creation of the Commission for Equality and Human Rights (CEHR) which replaces the existing three equality commissions. The new Commission would give individuals suffering from discrimination easier access to support and provide employers and service providers with improved advice and information in a one-stop-shop. The purpose and functions of the CEHR are outlined in the Act and the new Commission will be operational from October 2007 (with the Commission for Racial
Equality joining in 2009);
to make unlawful discrimination on the grounds of religion and belief and sexual orientation in the provision of goods, facilities and services, education, the use and disposal of premises, and the exercise of public functions; and
to create a duty on public authorities to promote equality of opportunity between women and men (‘the gender duty’), and prohibit sex discrimination in the exercise of public functions. The Gender Duty came into force in April 2007.

The Equality Act 2010
The Equality Act received Royal Assent on 8 April 2010. This Act aims to harmonise, and where possible, simplify anti-discrimination and equalities legislation. It will place a single equality duty on public authorities to promote equality across a number of protected characteristics. These are age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation.

[bookmark: _Toc395602377]Background and further information:


Acts of UK Parliament
www.opsi.gov.uk/legislation/uk.htm

A database of recent acts and statutory instruments, including equalities
legislation.

Commission for Equality and Human Rights
www.cehr.org.uk/

The forthcoming single equalities commission for the UK. Contains links to the
separate Commission websites, such as the Disability Rights Commission,
Equal Opportunities Commission and Commission for Racial Equality.

Department for Communities and Local Government
www.communities.gov.uk/

The Government department that leads on cross-cutting policies and
strategies to reduce inequalities and deprivation.

Department of Health
http://www.dh.gov.uk

West Sussex Joint Strategic Needs Assessment
https://www.westsussex.gov.uk/social-care-and-health/social-care-and-health-information-for-professionals/adults/joint-strategic-needs-assessment-jsna/

With thanks to High Weald Lewes and Haven CCG


[bookmark: _Toc395602378]IMPACT Equality Analysis (EA) Flowchart
(Formerly Equality Impact Assessment)
[bookmark: _GoBack]



Have you engaged and involved stakeholders?
Identify positive or negative impact
What evidence has been used?

Negative Impact


Neutral Impact


Positive Impact


No Impact







3. Preview
9x Protected Groups:
Age, Disability, 
Gender reassigment, Marriage & Civil Partnership, Pregnancy &  Maternity, Race, Religeon/Belief, Sex, Sexual Orientation, Other


4. Assess
Overview of your evidence
Findings
Next Step


5. Calculate
Overall  RAG impact
Brief Summary
Capture RAG/Details on the  IMPACT EA Register


6. The Final Stage
Name/date of completion
Signature
Date of next review


2. Mapping
What are the intended outcomes?
Who will be effected?


1. Item 
Name of document
Identify Lead Author
Describe aims & Objectives
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