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1. Introduction

1.1	This Quality Impact Assessment (QIA) policy reflects 1Lincolnshire Integrated Care Board’s (LICB) responsibility to ensure that commissioning decisions, 2service development and improvement plans, 3cost improvement plans, business cases, and any other systemic changes are thoroughly assessed for their impact on quality standards and expectations. The QIA aims to identify potential consequences of plans and projects on quality outcomes, providing a structured framework for assessing, recording, and evaluating these impacts. Where quality risks are identified, the policy ensures appropriate mitigating actions are considered, decided upon, and documented.

1.2 	This QIA policy applies to LICB’s plans and projects that influence the structure, function, or delivery of commissioned services related to the prevention, diagnosis, or treatment of illness, as well as the protection or improvement of public health. It supports these services’ statutory duty to drive continuous quality improvement, as outlined in the Health and Care Act (HCA) 2022. The HCA emphasises quality standards that encompass: (1) The effectiveness of services. (2) The safety of services. (3) The quality of patients’ experiences. (4) The obligation to reduce health inequalities within the population.
	
	Quality standards should also as far as practically possible align with the domains set out in the National Quality Board’s ‘Shared Commitment to Quality.’

2. Purpose

2.1	This policy has three primary purposes:
1. To define the responsibilities for achieving the policy’s aims.
2. To outline the process for assessing, evaluating, and mitigating any potential negative impacts of plans on quality standards.
3. To support the broader goal of ensuring optimal care that is safe, compassionate, effective, responsive, and equitable, enhancing patient and public experiences across all interactions with LICB’s commissioned services.

3. Scope

3.1	This policy is for the attention of:

· All employees undertaking commissioning and related financial decision making 
· All employees engaged in any type of service improvement, development, and re-design
· All employees engaged in project management 
· All employees managing services and staff
· For reference, for all employees not directly involved in any of the above activities

4. Definitions

4.1	Table of definitions 
	Term
	Definition

	1.
	Integrated Care Board (ICB): An ICB has responsibility for NHS commissioning and governance functions (formally conducted by Clinical Commissioning Groups), plus integration with its related Integrated Care Partnership, which is a joint committee that brings together partners such as Social Care, Public Health, and diverse multi-sector organisations that together comprise an Integrated Care System.

	2.
	Service Development and Improvement Plans (SDIPs): An SDIP is typically a plan to develop aspects of services beyond the currently agreed standard. SDIPs may for instance include:
• productivity and efficiency plans agreed as part of the provider’s contribution to 
local commissioner 5QIPP plans; or
• any agreed service redesign programmes; or
• any priority areas for quality improvement (where this is not covered by a 
quality incentive scheme). (NHS Standard Contract 2024/25 Technical Guidance).

	3.
	Cost Improvement Plan (CIP): A CIP outlines strategies to achieve financial savings or efficiencies while maintaining or improving quality of care. It focuses on identifying areas where costs can be reduced or managed more effectively across healthcare services.

	4.
	Intranet: LICB’s intranet is a website for sharing information with staff, and a portal for access to wide-ranging documents. Information includes constantly updated health promotion initiatives, contemporary health related news, details of local services and workforce information.  

	5.
	QIPP: QIPP stands for quality, innovation, productivity, and prevention, and is an incentivised programme intended to support service providers to improve quality, innovate, implement preventative activities and work more efficiently.  

	6.
	Clinical Policies Sub-Group: A sub-group of the Quality and Patient Experience Committee (QPEC) LICB’s Quality Committee providing scrutiny, review and recommendation to QPEC LICB’s Quality Committee on ratification of clinical policies. 

	7.
	[bookmark: _Hlk103157130]The ICB’s Quality Committee (ICB QC): The ICB QC is responsible for assuring that quality requirements pertaining to the safety, effectiveness, positive experience, good leadership, resource sustainability and equity of commissioned services are being delivered. (National Quality Board 2021).

	8.
	Equality Impact Assessment: A process for assessing project plans regarding their impact on patient, public and staff equity, notably with due regard to the protected characteristics detailed in the Equality Act 2010, as set out in section 9 of this policy. 

	9.
	Public Sector Equality Duty (PSED): The PSED requires public bodies to have due regard to the need to eliminate discrimination, advance equality of opportunity and foster good relations between people from different protected characteristics when carrying out their activities. The PSED is found in section 149 of the Equality Act 2010.

	App. A
	NHS Constitution: The NHS Constitution is a set of principles, values, and rights which patients, public and NHS staff are entitled, and which the NHS is committed to achieve. The NHS Constitution aims to ensure that the NHS operates fairly and effectively.

	App. B
	HSE: The Health & Safety Executive (HSE). Britain’s regulator for workplace health and safety.



5. Roles and Responsibilities

5.1	Key responsibilities for staff groups in relation to delivering the policy’s objectives.  
	[bookmark: _Hlk99452496]Role
	Responsibilities

	The Chief Nurse/ICB Board
	The Chief Nurse has responsibility for quality and equality standards and provision of related assurances to stakeholders and NHS bodies. This aligns with the ICB Board’s ultimate responsibility for the ICB’s business decisions.  

	Associate Director/Deputy Director of Nursing & Quality
	The Associate Director/Deputy Director of Nursing & Quality is the executive lead for quality, with oversight of and board accountability for the functions and outcomes of the Quality and Safety directorate’s remit and actions.  

	Associate Chief Nurse

	The Associate Chief Nurse has oversight of the production and review of the QIA policy and assuring the policy and the QIA process is fit to achieve its aims.

	Deputy Director of Nursing & Quality
	Deputy Directors of Nursing & Quality are responsible for ensuring that the duty to continually drive improvements in quality across commissioned services is fulfilled. 

	Senior Responsible Officers / Project and Programme Leads
	Senior Managers and Project Leads are responsible for reviewing, ensuring efficacy of, and signing completed QIAs and related risk assessments undertaken by staff they manage. 

	All staff 
	All staff within the scope of this policy are responsible for familiarising themselves with the purpose of QIAs, the conditions under which QIAs are requisite and adhering to the QIA process when implementing QIAs.



6. 	The Quality Impact Assessment Process

6.1	QIA Online Training 
	Prior to completing a QIA, please see the information on the “QEIA Process & Templates” page on the NHS Futures website.

6.2	Overview
To achieve the aims of this policy, the steps laid out in this section should be followed in sequence when completing a QIA. Before completing a QIA, staff are advised to familiarise themselves with the quality domains in the QIA Initial Screening Tool (Appendix A), the Consequence Score severity definitions and levels (Appendix B table 1) and the Likelihood Score definitions and levels (Appendix B table 2). 

6.3	The Initial Quality Impact Assessment Tool 
Stage one of the QIA requires the completion of a QIA Initial Screening Tool (Appendix A). The purpose of the screening tool is to identify whether the project in question will have a positive, neutral, or adverse impact on quality. Five quality domains are thereby defined in the screening tool, against which the nature of risks associated with the adverse and neutral impact of the project are to be scored. Further guidance on the criteria for scoring risks is set out in paragraph 6.4 and summarised in Appendix B. 

Completion of the QIA Initial Screening Tool will require careful judgement, so this screening tool should ideally be completed collaboratively and signed off by senior manager.
  
6.4	Scoring the impact of the plan
A risk score for adverse and neutral impacts is required for the quality domains listed in the Initial Screening Tool (Appendix A). The score is derived by multiplying the consequence score (Appendix B table 1) with the likelihood score (table 2), as follows in paragraph 6.5:

6.5	Before attempting to complete the QIA, first familiarise yourself with the consequence descriptions and 1-5 ratings (Appendix B table 1 & additional descriptions in table 6) and the likelihood descriptions and 1-5 ratings (table 2). 

	How to complete the QIA
1. Read the ‘Instructions’ at the top of the QIA Initial Screening Tool and explore the 5 ‘Quality Domains’ in the left column of the screening tool (Appendix A).  
2. Evaluate the project against each quality domain in the Initial Screening Tool and complete the ‘Brief description of the impact’ and ‘Mitigation strategy and monitoring arrangements’ sections. 
3. Having described the impact of the project and proposed mitigations to reduce or eradicate adverse (and relevant neutral) impacts, score the impact of the project based on the post-mitigated state as follows: To score the impact of the project against each quality domain, decide if the project’s impact is positive (P), neutral (N) or Adverse (A) and enter a P, N or A as instructed. 
4. Now, for the neutral and adverse impacts only decide and record the appropriate likelihood (L) and consequence (C) score (1 to 5) that most accurately reflects of the project’s impact on each quality domain.  
5. Multiply the likelihood score by the consequence score and record the total in the ‘T’ column for each quality domain. For convenience, the calculated combined totals are also shown in the ‘Risk (5x5) Matrix’ (Appendix B table 3). For example, in the case of a domain in the Initial Screening Tool having a likelihood risk of 2 (unlikely), and consequence risk of 4 (major), the overall risk score for that domain is 8, that being 2x4=8. 
6. For total scores of 8 and over, a Stage 2 QIA (Appendix C) will need completing, so enter ‘Y’ for yes in the ‘Stage 2 QIA required yes or no?’ column.  

6.6	Escalating high risks 
For quality domains that receive a combined likelihood and consequence score of 8 or higher, the completion of the Stage 2 QIA Escalation Tool (Appendix C) is mandatory. The purpose of a Stage 2 QIA is to undertake a thorough and detailed evaluation of the significant risks highlighted in the Initial Screening Tool’s quality domains that scored 8 or above. These risks may necessitate mitigation measures that could influence the project's original aims, scope, or direction. 

The Stage 2 QIA serves as a critical component of the escalation process, enabling the project team to collectively assess the identified risks and determine appropriate mitigation strategies. This ensures that any potential adverse impacts on quality standards - such as patient safety, clinical effectiveness, or patient experience - are proactively addressed. 

6.7	The flowchart below is a summary of required actions when completing a QIA. 
  	


7. 	Communication, Monitoring and Review

[bookmark: _Hlk100519059]7.1	This policy is available to all staff via the 4Intranet, and to the public via the Internet. The policy and its location shall also be made available to all staff as determined by their line manager at induction or at the earliest opportunity for existing staff. Use of this policy is particularly required by staff engaged in commissioning decisions, such as business cases, project management, 5QIPP schemes, workforce redesign, service development and improvement plans, service decommissioning, other significant operational or clinical change and finance plans and any other LICB business plans.
 
7.2	Monitoring & Review:
The 6Clinical Policies Sub-Group will monitor and review this policy, outcomes from which will inform a three-yearly (or earlier) policy review and subsequent reporting on the policy’s efficacy to the ICB’s 7Quality Committee. 

7.3	Monitoring Table

	Actions & responsibilities 
	Monitoring method (e.g., audits/reviews)
	Individual/ department responsible 
	Oversight group / committee 
	Policy review frequency 
	Ratifying group / committee 

	Production of a QIA policy 
	Scrutiny by the Clinical Policies Sub-Group
	Clinical Quality & Governance
	Clinical Policies Sub-Group
	3 yearly reviews
	Quality and Patient Experience Committee

	QIAs are required to accompany all projects, as per paragraphs 1.1 & 7.1 
	Scrutiny of proposal papers and meeting minutes for QIA inclusion
	Programme Lead/SRO/
or appropriate designated person.
	Relevant project or directorate oversight group 
	As detailed by the project’s lead or Board 
	The Programme Board for the directorate producing the project & QIA 

	Managing difficulties with QIAs and related support (see paragraph 7.4) 
	Issue recorded by the project’s lead or relevant person
	Relevant project or department lead
	The project’s oversight and the Clinical Policies Sub-group 
	Clinical Policies Sub-group 
	Clinical Policies Sub-group /(SQPEC)

	All QIA’s to be accompanied by an Equality Impact Assessment (EIA) (see paragraphs 9.1 & 9.2)
	Scrutiny by the project’s lead
	Project Lead/SRO/
other appropriate person
	Clinical Policies Sub-Group
	As per amendments to the project’s QIA.
	The Programme Board for the directorate producing the project & QIA

	Where the QIA screening tool shows risk scores of 8 or above, a Stage 2 QIA is required
	Recorded on the Initial Screening Tool and the Stage 2 QIA
	Project Lead/SRO/
other appropriate person
	
	As detailed by the Project Lead 
	Department manager / SRO overseeing the project



7.4	Any individual who has queries regarding the content of this policy or has difficulty understanding 	how this policy relates to their role, should contact the Associate Chief Nurse or the 	nominated Deputy Director of Nursing.

8.    Staff Training

8.1 Prior to starting a QIA please read the information on the “QEIA Process & Templates” page on the NHS Futures website.

8.2 All staff should familiarise themselves with LICB’s Risk Management Framework, and undertake risk  training, focusing on risk awareness and the process for reporting risks. 

8.3 NHS England’s (NHSE) Impact Framework: As part of NHS’s role supporting large scale change programmes, the Impact Framework has been developed to systematically capture the impact of these programmes of work. The Impact Framework has been developed based on approaches used by others in the field of developmental evaluation, tailored to support improvement work in complex systems. 

8.4 If you are new to Quality Improvement (QI), further QI training can be accessed HERE (available at the  time of this policy update). Based around the Model for Improvement or ‘PDSA Cycle,’ the course contains six modules, as well as a short multiple-choice quiz to test your learning.

9. Equality and Diversity Statement

9.1 All Quality Impact Assessments must be accompanied by an 8Equality Impact Assessment to ensure that changes to services as a result of commissioning decisions do not discriminate against any staff/population group, but ideally promotes equality of opportunity and patient experience.

9.2 The Equality Impact Assessment contributes to improved service delivery by minimising and, if possible, removing adverse and unlawful discriminatory impacts on employees, patients and the public, notably those with the following protected characteristics detailed in the Equality Act 2010: Age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex, and sexual orientation, and any other disadvantaged groups. 

9.3 In applying this policy, LICB will have due regard for the need to eliminate unlawful discrimination, harassment and victimisation, in keeping with the 9Public Sector Equality Duty detailed in s.149 of the Equality Act 2010 (Ministry of Justice 2012).  The attached Equality Impact Assessment has therefore been completed in conjunction with the creation of this QIA policy. 

[bookmark: _MON_1800113712]	
10. Interaction with other Policies

10.1 Regarding LICB’s Equality, Inclusion and Human Rights Policy (2023), an Equality Impact Assessment has been completed in conjunction with the creation of this QIA policy.

11. References

· Health and Care Act (2022) health-and-care-act-2022-summary-and-additional-measures-impact-assessment.pdf
· Ministry of Justice (2012). Public Sector Equality Duty. GOV.UK https://www.gov.uk/government/publications/public-sector-equality-duty
· National Quality Board (2021). Shared Commitment to Quality. NHS Publications. nqb-refreshed-shared-commitment-to-quality.pdf 
· NHS Standard Contract 2024/25. Technical Guidance (2024). NHS Publications. NHS England » NHS Standard Contract 2024/25 – Technical guidance

12. [bookmark: _Hlk99525557]Glossary

12.1 Acronym definitions
	Acronym
	Definition 

	EIA
	Equality Impact Assessment 

	HSCA
	Health and Social Care Act (2012)

	HSE
	Health and Safety Executive 

	LICB
	Lincolnshire Integrated Commissioning Board

	PSED
	Public Sector Equality Duty

	QIA
	Quality Impact Assessment 

	QIPP
	Quality, innovation, productivity and prevention

	QPEC
	Quality & Patient Experience Committee


[bookmark: _Hlk99962315]
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Appendix A

Before starting the QIA  please read the information on the “QEIA Process & Templates” page on the NHS Futures website.

The QIA can be downloaded from the ICB’s Intranet at: QIA Policy and Screening Tools

Stage One - Quality Impact Assessment Initial Screening Tool 
The QIA Initial Screening Tool is required for all projects to identify the project’s impact on quality, be it positive, neutral, or adverse. 

Five quality domains are defined in the Initial Screening Tool, against which risks must be assessed and scored (see Appendix B for instructions on scoring).

For each quality domain in the Initial Screening Tool, highlight the proposal’s impact on quality as either positive (P), neutral (N) or adverse (A). For neutral and adverse impacts, add a score for likelihood (L) and consequence (C) (Appendix B). Multiply the likelihood and consequence scores and record that number as the total score (T), then enter yes or no regarding need for a Stage 2 QIA for any domains with scores of 8 or greater.  
Stage 2 QIA



An Equality Impact Assessment (EIA) should also be completed and the EIA section at the end of the QIA initial screening tool updated.  

Completed QIA’s must be submitted via the submission portal on the NHS Futures website HERE

Please use either the QIA initial screening tool MS Word template or download the MS Excel version here:
[bookmark: _MON_1805707533]  





Please add details of your project here:
	Programme or project being assessed
	

	Date completed
	

	Contact person (name, Directorate, email, phone)
	

	Name of strategic leader
	



	Quality Impact Assessment - Initial Screening Tool
	Instructions:

	
	· Answer Positive, Neutral or Adverse (P, N or A) against each quality domain.
· If Neutral or Adverse, insert a Likelihood (L) score and Consequence (C) score, then multiply the scores and insert the total score in the Total (T) column.
· Add a brief description of the potential impact and mitigating actions.  
· Insert Y (yes) indicating need for a Stage 2 QIA for any domains with scores of 8 or greater. 
· Complete an Equality Impact Assessment (EIA) and the EIA section on the QIA screening tool. 

	
Quality Domain

	Impact Question 
	
P/
N/
A
	L
	C
	T
	Brief description of potential impact
	[bookmark: _Hlk188382543]Mitigation strategy and monitoring arrangements
	Stage 2 QIA?
Y/N

	
	Could the proposal impact on any of the following?
	
	
	
	
	
	
	

	Duty of Quality

	· The duty to safeguard children and vulnerable adults
· The duty to promote equality – see Public Sector Equality Duty
· The functions of other services within the organisation
· The clinical effectiveness of services 
· National Quality Board (NQB) Indicators – see NQB shared commitment to quality
· Patient and public experiences of services 
· Compliance with NHS constitution’s 7 core principles - see NHS Constitution
Any other factors related to the duty to uphold and improve quality
	
	
	
	
	
	 
	

	Patient Safety

	· Avoidable harm; clinical, environmental or other – See World Health Organisation 
· Infection prevention and control practices, systems, statutory expectations and acceptable standards – see NHSE IP&C Manual 
· Referral to treatment times 
· Safeguarding Adults, Young People & Children – see NHSE Safeguarding & Lincs ICB Safeguarding Team
· Workforce levels and competencies 
Other patient safety relevant risk indicators
	
	
	
	
	
	
	

	Patient / Staff experience

	· Informed choice, autonomy, and involvement 
· Access to services
· Dignity, respect, compassion and consent
· Patients’ satisfaction with services
· Complaints and redress
· Impact on staff satisfaction and welfare 
Any other risk indicators relevant to patient experience
	
	
	
	
	
	
	

	Clinical 
effectiveness 

	· Evidence based practice & standards – see NICE guidance, advice and quality standards
· Clinical outcomes
· Clinical leadership and engagement 
· Medicines safety and optimisation – see LICB Medicines Optimisation and Prescribing
Any other risk indicators relevant to clinical effectiveness:
	
	
	
	
	
	
	

	Non-clinical/ operational impact

	· Impact on cost effectiveness
· Impact on infrastructure
· Impact on staff satisfaction and welfare 
· Impact on the public perception of the organisation – liaise with LICB Comms
· Social value impact
· Relationships with partner organisations
	
	
	
	
	
	
	

	EQUALITY
	An Equality Impact Assessment must also be completed
	


	Name of person completing 
the Equality Impact Assessment:
	  

	Date:
	Signature:



	Position:
	
	
	



Appendix B

Scoring the QIA Initial Screening Tool’s quality domains

Staff are advised to first familiarise themselves with the consequence descriptions and scores (table 1 & table 6) and the likelihood descriptions and scores (table 2). For each quality domain in the QIA Initial Screening Tool, a risk score for the adverse and neutral impacts of the project is required. The score is derived by multiplying the consequence score (table 1) with the likelihood score (table 2), as follows in the following four steps: 

(1) Decide an appropriate consequence and likelihood score (1 to 5) for the adverse and neutral impacts of the project related to each quality domain in the Initial Screening Tool. (2) In each quality domain, multiply the consequence score by the likelihood score and record the total. For example, in the case of a domain in the Initial Screening Tool having a likelihood risk of 2 (unlikely) and a consequence risk of 4 (major), the overall risk for that domain is 8 (2x4=8). 

Note that for domains with a score of 8 or higher, those domains and related aspects of the project will require a Stage 2 QIA completing. (4) Add each quality domains’ total score together and record the overall score. 

	Table 1 – Likelihood score (risk occurring during the next year) 

	Likelihood score
	Probability
	Description/Frequency

	5
	Almost certain
	Will undoubtedly happen/recur, expected to occur in most circumstances.

	4
	Likely
	Will probably happen/recur but is not a persisting issue.

	3
	Possible
	Might happen or recur occasionally.

	2
	Unlikely 
	Do not expect it to happen/recur but is possible it may do so.

	1
	Rare
	Probably never happen/recur only in very exceptional circumstances.



	[bookmark: _Hlk100134791]Table 2 - Consequence score (severity levels) 

	Consequence
score
	Descriptor
	Risk to patients
	Organisational impact
	Personal injury

	5
	Catastrophic
	Death
Multiple fatalities or permanent injuries or irreversible health effects.

	Permanent loss of service/ facility.
Loss of several key staff.
Total loss of public confidence.
Significant financial loss.
	Death
An event which impacts on many patients.


	4
	Major
	Major injury leading to long-term incapacity/disability.
	Key objectives not met.
Major financial loss.

	HSE defined major injury including amputation / fracture.

	3
	Moderate
	An event which impacts on a small number of patients.
	Suspension of some operational activity for sustained period.  
Schedule slippage.
High financial loss.
	Serious injury to one or more persons.

	2
	Minor
	Minor injury or illness requiring minor intervention.
	Low staffing level that reduces service quality.
Medium financial loss.
	Minor injury or illness requiring minor intervention.

	1
	Rare
	Minimal/no injury.
	Minimal / no impact.
Low financial loss.
	Minimal /no injury.



	Table 3 - Risk (5 x 5) Matrix

	Likelihood

	
	Rare
1
	Unlikely
2
	Possible
3
	Likely
4
	Almost Certain
5

	Consequence
	5
	Catastrophic
	5
	10
	15
	20
	25

	
	4
	Major
	4
	8
	12
	16
	20

	
	3
	Moderate
	3
	6
	9
	12
	15

	
	2
	Minor
	2
	4
	6
	8
	10

	
	1
	Rare
	1
	2
	3
	4
	5



	[bookmark: _Hlk100327907]Table 4 – Risk Severity Range 

	
	1-3
	Very low risk

	
	4-6
	Low risk

	
	8-12
	Moderate risk

	
	15-25
	High risk 


	Table 5 - Risk Scoring Recap 

	1
	Define the risks in terms of the positive, neutral and adverse consequences that might arise

	2
	Use table 1 to determine the consequence score for any adverse or neutral risks

	3
	Use table 2 to determine the likelihood scores for any adverse or neutral risks

	4
	Calculate the risk score by multiplying the consequence by the likelihood scores, so that consequence x likelihood = risk score

	5
	Complete a Stage 2 QIA for domains with a combined impact score of 8 or greater













	Table 6
	Consequence score (severity levels) and examples of descriptors 

	
	1 
	2 
	3 
	4 
	5 

	Domains 
	Negligible 
	Minor 
	Moderate 
	Major 
	Catastrophic 

	Impact on the safety of patients, staff or public (physical/psychological harm) 
	Minimal injury requiring no/minimal intervention or treatment. 

No time off work
	Minor injury or illness, requiring minor intervention 

Requiring time off work for >3 days 

Increase in length of hospital stay by 1-3 days 
	Moderate injury requiring professional intervention 

Requiring time off work for 4-14 days 

Increase in length of hospital stay by 4-15 days 

RIDDOR/agency reportable incident 

An event which impacts on a small number of patients 

	Major injury leading to long-term incapacity/disability 

Requiring time off work for >14 days 

Increase in length of hospital stay by >15 days 

Mismanagement of patient care with long-term effects 
	Incident leading to death 

Multiple permanent injuries or irreversible health effects
 
An event which impacts on a large number of patients 

	Quality/complaints/audit 
	Peripheral element of treatment or service suboptimal 

Informal complaint/inquiry 
	Overall treatment or service suboptimal 

Formal complaint (stage 1) 

Local resolution 

Single failure to meet internal standards 

Minor implications for patient safety if unresolved 

Reduced performance rating if unresolved 
	Treatment or service has significantly reduced effectiveness 

Formal complaint (stage 2) complaint 

Local resolution (with potential to go to independent review) 

Repeated failure to meet internal standards 

Major patient safety implications if findings are not acted on 
	Non-compliance with national standards with significant risk to patients if unresolved 

Multiple complaints/ independent review 

Low performance rating 

Critical report 
	Totally unacceptable level or quality of treatment/service 

Gross failure of patient safety if findings not acted on 

Inquest/ombudsman inquiry 

Gross failure to meet national standards 

	Human resources/ organisational development/staffing/ competence 
	Short-term low staffing level that temporarily reduces service quality (< 1 day) 
	Low staffing level that reduces the service quality 
	Late delivery of key objective/ service due to lack of staff 

Unsafe staffing level or competence (>1 day) 

Low staff morale 

Poor staff attendance for mandatory/key training 
	Uncertain delivery of key objective/service due to lack of staff 

Unsafe staffing level or competence (>5 days) 

Loss of key staff 

Very low staff morale 

No staff attending mandatory/ key training 
	Non-delivery of key objective/service due to lack of staff 

Ongoing unsafe staffing levels or competence 

Loss of several key staff 

No staff attending mandatory training /key training on an ongoing basis 

	Statutory duty/ inspections 
	No or minimal impact or breech of guidance/ statutory duty 
	Breech of statutory legislation 

Reduced performance rating if unresolved 
	Single breech in statutory duty 

Challenging external recommendations/ improvement notice 
	Enforcement action 

Multiple breeches in statutory duty 

Improvement notices 

Low performance rating 

Critical report 
	Multiple breeches in statutory duty 

Prosecution 

Complete systems change required 

Zero performance rating 

Severely critical report 

	Adverse publicity/ reputation 
	Rumours 

Potential for public concern 
	Local media coverage – 
short-term reduction in public confidence 

Elements of public expectation not being met 
	Local media coverage –
long-term reduction in public confidence 
	National media coverage with <3 days service well below reasonable public expectation 
	National media coverage with >3 days service well below reasonable public expectation. MP concerned (questions in the House) 

Total loss of public confidence 

	Business objectives/ projects 
	Insignificant cost increase/ schedule slippage 
	<5 per cent over project budget 

Schedule slippage 
	5–10 per cent over project budget 

Schedule slippage 
	Non-compliance with national 10–25 per cent over project budget 

Schedule slippage 

Key objectives not met 
	Incident leading >25 per cent over project budget 

Schedule slippage 

Key objectives not met 

	Finance including claims 
	Small loss Risk of claim remote 
	Loss of 0.1–0.25 per cent of budget 

Claim less than £10,000 
	Loss of 0.25–0.5 per cent of budget 

Claim(s) between £10,000 and £100,000 
	Uncertain delivery of key objective/Loss of 0.5–1.0 per cent of budget 

Claim(s) between £100,000 and £1 million

Purchasers failing to pay on time 
	Non-delivery of key objective/ Loss of >1 per cent of budget 

Failure to meet specification/ slippage 

Loss of contract / payment by results 

Claim(s) >£1 million 

	Service/business interruption Environmental impact 
	Loss/interruption of >1 hour 

Minimal or no impact on the environment 
	Loss/interruption of >8 hours
 
Minor impact on environment 
	Loss/interruption of >1 day 

Moderate impact on environment 
	Loss/interruption of >1 week 

Major impact on environment 
	Permanent loss of service or facility 

Catastrophic impact on environment 




Appendix C

[bookmark: _Hlk99970295]Quality Impact Assessment Stage 2 Escalation Tool.
For completion in the case of the domains in the Initial QIA Screening Tool with combined consequence and likelihood scores of 8 or above. See details in paragraph 6.6

Table 1 below is to be used for recording all Stage 2 QIAs.
Table 2 is an example of a Stage 2 QIA entry pertaining to the Duty of Quality domain, and specific to the sub-heading ‘The duty to safeguard children and vulnerable adults.’ 
Table 3 is a blank Stage 2 QIA table. 

Table 1
	
Stage 2 QUALITY IMPACT ASSESSMENT


	PROJECT TITLE
	

	REASON FOR PROPOSED MITIGATIONS 

	

	NAME OF PROJECT LEAD AND ROLE
	

	NAME OF QIA ASSESSOR AND ROLE
	

	DATE OF ASSESSMENT 
	




Table 2 - Example
	[bookmark: _Hlk188464518]


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	EXAMPLE: DUTY OF QUALITY
	
	A
	8
	Initial impact description
	Mitigation strategy
	3
	6
	6

	· [bookmark: _Hlk188464783]The duty to safeguard children and vulnerable adults - LICB LGA
	EXAMPLE:
Individuals with limited mobility, who are subject to multiple deprivations, don’t have access to reliable transportation, and children subject to the above who are also living in precarious family situations, risk access difficulties which might reduce their ability to attend necessary appointments and thereby increase their vulnerabilities.

	EXAMPLE:
In collaboration with stakeholders, review and report on the safeguarding impact of the project. An alternative model will be drawn up based on the Safeguarding Team’s recommendations, that will further account for populations in areas multiple deprivations and rurality, especially in relation to vulnerable people and related clinical risks. 

	Notes – The above mixed-model mitigations, if implemented, indicate minor consequences (2) that could possibly (3) occur, resulting in an overall impact score of 6




Table 3 – Stage 2 QIA (only complete the risk indicators that scored 8 or more in the initial screening tool)
	


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	Duty of Quality
	
	
	
	Initial impact description
	Mitigation strategy
	
	
	

	· The duty to safeguard children and vulnerable adults
· The duty to promote equality – see Public Sector Equality Duty
· The functions of other services within the organisation
· The clinical effectiveness of services 
· National Quality Board (NQB) Indicators – see NQB shared commitment to quality
· Patient and public experiences of services 
· Compliance with NHS constitution’s 7 core principles - see NHS Constitution
Any other factors related to the duty to uphold and improve quality
	
	

	Notes: 

	


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	Patient Safety
	
	
	
	Initial impact description
	Mitigation strategy
	
	
	

	· Avoidable harm; clinical, environmental or other – See World Health Organisation 
· Infection prevention and control practices, systems, statutory expectations and acceptable standards – see NHSE IP&C Manual 
· Referral to treatment times 
· Safeguarding Adults, Young People & Children – see NHSE Safeguarding & Lincs ICB Safeguarding Team
· Workforce levels and competencies 
Other patient safety relevant risk indicators
	
	

	Notes – 

	


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	Patient/staff experience 
	
	
	
	Initial impact description
	Mitigation strategy
	
	
	

	· Informed choice, autonomy, and involvement 
· Access to services
· Dignity, respect, compassion and consent
· Patients’ satisfaction with services
· Complaints and redress
· Impact on staff satisfaction and welfare 
Any other risk indicators relevant to patient experience
	
	

	Notes – 

	


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	Clinical effectiveness 
	
	
	
	Initial impact description
	Mitigation strategy
	
	
	

	· Evidence based practice & standards – see NICE guidance, advice and quality standards
· Clinical outcomes
· Clinical leadership and engagement 
· Medicines safety and optimisation – see LICB Medicines Optimisation and Prescribing
Any other risk indicators relevant to clinical effectiveness:
	
	

	Notes – 

	


RISK INDICATOR
	Initial impact and total score
	


	
	Mitigated impact score (5x5 matrix)


	
	N 
	A
	Total
	
	
	L
	C
	Total

	Non-clinical / operational impact
	
	
	
	Initial impact description
	Mitigation strategy
	
	
	

	· Impact on cost effectiveness
· Impact on infrastructure
· Impact on staff satisfaction and welfare 
· Impact on the public perception of the organisation – liaise with LICB Comms
· Social value impact
Relationships with partner organisations
	
	

	Notes – 




The QIA Initial Screening Tool (Appendicies A & B) will be undertaken by the Project Lead/appropriate person (in consultation with other relavent parties) and reviewed by the project's Programme Lead. 


For domains on the Initial QIA with high risk scores of 8 or above, the Stage 2 QIA (Appendix C) must be completed for additional scrutiny but only for the domains scroing 8 or above.  


The Project/Programme Lead will review, sign off and submit the Initial QIA viat the submission portal on the NHS Futures website (see 6.1).



The Project Lead will review the project's stages and note any arising risks leading to significant changes that indicate need for a new QIA. Such revised QIAs must follow the steps above, including submission to the relevant Programme Board for review in light of the project's revisions.
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Introduction 

It is a key part of Integrated Care Board (ICB) decision-making governance that decisions are subject to Equality Impact Assessment (EIA). This is also a legal requirement and key to making robust, informed decisions that have the greatest possible benefit for those affected by the decision. In particular, the ICB must ensure that vulnerable groups are considered properly, reasonable adjustments are made, and that exception planning is in place.

It is a key part of the ICB’s approach that EIAs are conducted proportionately and only carried out when required. To facilitate this decision making, a two-stage process is in place, with the initial phase being a scoping stage to determine when an assessment is required. This is tied to the ICB’s legal duties under the Equality Act 2010, Public Sector Equality Duty, Human Rights Act and Health and Social Care Act.  

The Equality Act 2010 outlaws direct and indirect discrimination, including less favourable treatment, harassment and victimisation of people based upon their protected characteristics. The Act applies to all individuals, providers of services and employers. 

Direct discrimination means less favourable treatment of a person compared with another person because of a protected characteristic.

Indirect discrimination means the use of an apparently neutral practice, provision or criterion which puts people with a particular protected characteristic at a disadvantage compared with others who do not share that characteristic, and applying the practice, provision or criterion cannot be objectively justified.




















Stage 1: Scoping

Do I need to complete an EIA? 

Examples of documents that would be expected to include an EIA are:

· Policy review or policy development.

· Service specification.

· Business case.

· Business plan.

· Project initiation.

· Decision to implement a service.

· Decision to decommission a service.

	

An EIA is not required in the following circumstances:

· The paper does not represent a decision i.e. it has been provided for information.

· The decision is not being made by the ICB (examples include where NHS England or a provider of services is making the decision) or it is acting under direction from another organisation (in this case, the ICB would have no local discretion). In such a case, it would be wrong to complete an EIA since the ICB is not in a position to influence either the decision or its implementation, meaning that no adjustments could be made. In such a case, an EIA would give a false sense of security since any resulting recommendations could not be implemented.

· The decision has no impact on staff or patients. This is quite an unusual circumstance, but it is possible when reissuing the same contract and terms, or changing back-office functions without impacting staff. Care should be taken in using this rationale as a reason not to complete an EIA. As an example, it is very unlikely that the following statements will be true for all patients:

· This decision affects all patients equally.

· The service is accessible to all.

Statements like those above have featured heavily in successful legal challenges by organisations and individuals against public bodies. In general, services that are considered ‘one size fits all’ are suitable for a large proportion of patients, but fail to meet the needs of key groups.




If you are unsure on whether to do an EIA, the following principles may help:

· Does the decision affect patients/communities or staff significantly?

· Will there be a risk of unhappiness with the decision? 

· Is a likelihood of legal challenge?

· Does the service see inequalities in access, experience and/or outcomes? 

If you aren’t sure, it may be better to conduct one, but advice can be sought from the Equality Team.

It is also important to remember the ICB has a legal duty to understand and reduce the health inequalities that affect local populations. Within an EIA, the key impacts should be identified.

The factors that you must consider are listed below, but there may be others that need considering for a specific project.



Stage 2: Completing a full EIA

When completing an EIA, it is vital that you consider in your response, the impact on the following:

· Human rights.

· The public sector equality duty (this gives the ICB positive proactive duties to support equity of opportunity and outcome).

· health and social care duty to reduce health inequalities. 



Advice on different types of EIA

Service change

The level of change will be key. You should be looking at how the current pattern of use will be changed, especially positive impacts. Are there some patients who need to be able to use the current approach? How will any geographical changes in locations impact patients, especially with regard to patients living in sparsely populated rural areas, more deprived areas with irregular public transport, and so on.  

With the requirement on ICBs to understand and reduce local health inequalities, it is vital that the EIA shows evidence of these considerations.






HR policy 

Changes to these policies will primarily impact staff and are often made on the basis of national guidance. The key focus is how vulnerable groups will be affected.  Examples of principles for consideration are:

· Disabled staff

· Travel

· Access to buildings

· Carers

· Travel 

· Working hours 

Generally, these policies have less impact, but it is vital that exceptions are managed.

Decommissioning 

Where a service is decommissioned, it is vital that the EIA shows how the current patient cohort will be supported and the needs of vulnerable patients are met.

Restricting clinical procedures 

Sometimes, a procedure will be identified as of limited clinical value and either restricted or removed from availability. The impact on patients is key, but there may also be an impact on staff as well. It should be noted that Individual Funding Requests are not normally a suitable mitigation for patients who have a disability. The ICB must consider how to appropriately meet the needs of a patient whose protected characteristics require individual consideration. For example, a disabled patient maybe be unable to make use of non-surgical interventions, so must be considered for an alternative option.

Estate changes 

When the ICB or contracted organisations make changes to their premises, this impacts on the staff working there. Particular consideration must be made to the impact of travel and reasonable adjustments.

Patients are also likely to be affected if the service moved is public facing.  

Consideration must be made to the impacts of such change and mitigations put in place. These will need to be reasonable and proportionate.  

Socio-economic factors (poverty and deprivation) 

While not directly listed in the Equality Act, these considerations have considerable interdependency and are highly likely to be linked to health inequalities. As such, it is recommended that EIAs refer to these where relevant. These can be included in the section ‘other impacts.’

1. Evidence used

A key aspect of completing the EIA is to show how you came to your decision. In this box, you should record the types of evidence you have reviewed. Some examples are given, but any qualitative or quantitative evidence should be noted. There is a proportionality to this, a large service change would be expected to use a broader evidence portfolio than for a minor change. Internal HR policies may not have any direct evidence depending on subject.

2. Impact of decision 

A key aspect of completing the EIA is to show how you came to your decision. In this box, you should record the types of evidence you have reviewed. Some examples are given, but any qualitative or quantitative evidence should be noted. There is a proportionality to this, a large service change would be expected to use a broader evidence portfolio than for a minor change. Internal HR policies may not have any direct evidence depending on subject.

2.1 Age

Describe age-related impact and evidence. This can include safeguarding, consent and welfare issues. It is likely that impacts of a change will not be constant. Older patients may find travel more difficult and challenging for example.

2.2 Disability

Describe disability-related impact and evidence. This can include attitudinal, physical, communication and social barriers, as well as mental health, learning disabilities and cognitive impairments.

The impact of travel and service access are key. Communication is also key since the principles of the Accessible Information Standard apply, and services should ensure appropriate communication of changes to patients. 

2.3 Gender reassignment (including all non cis gender such as non-binary)

Describe any impact and evidence in relation to such groups. This can include issues such as privacy of data and harassment. When referring to this aspect in EIAs, caution should be used on the language chosen. If in doubt, seek advice.

2.4 Marriage and civil partnership

Describe any impact and evidence in relation to marriage and civil partnership. This can include working arrangements, part-time working and caring responsibilities.





2.5 Pregnancy and maternity

Describe any impact and evidence in relation to pregnancy and maternity. This can include working arrangements, part-time working and caring responsibilities.

This section also provides an opportunity to include considerations of the impact of a decision on those looking after young children. Times of appointments, access and travel time are likely to be key. For staff, the impact of being on maternity/paternity leave during any change is key. 

2.6 Race

Describe race-related impact and evidence. This can include information on different ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures and language barriers.

The service should be setting out how changes will be communicated to those whose first language isn’t English. Evidence suggests that considerable health inequalities exist in access to services for these groups.  

2.7 Religion or belief

Describe any impact and evidence in relation to religion, belief or no belief on service delivery or patient experience. This can include dietary needs, consent and end-of-life issues.

2.8 Sex (often referred to as gender)

Describe any impact and evidence in relation to the impact on men and women. This could include access to services and employment. Consideration should be given to being mindful of section 2.3 in responding to this section. 

2.9 Sexual orientation

Describe any impact and evidence in relation to heterosexual people, as well as lesbian, gay and bisexual people. This could include access to services and employment, attitudinal and social barriers.

2.10 Carers

Describe any impact and evidence in relation to part-time working, shift patterns and general caring responsibilities. This is not a legal requirement, but an ICB priority and best practice.




2.11 Other disadvantaged groups

Describe any impact and evidence in relation to groups experiencing disadvantage and barriers to access and outcomes. This can include socio-economic status, resident status (migrants, asylum seekers), homeless people, looked after children, single parent households, victims of domestic abuse and victims of drug/alcohol abuse. This list is not finite. This supports the ICB in meeting its legal duties to identify and reduce health inequalities.

A key impact for this group is the need to register with a GP practice, which is the gateway to many services. Where appropriate, the service should identify alternative routes. 

Consideration should also be given to the impact of geographical isolation in rural areas.  

3. Human Rights Act

It is important that the ICB ensures that its decision making takes account of the Human Rights Act.

· Article 2: Right to life

· Article 3: Freedom from torture and inhuman or degrading treatment

· Article 4: Freedom from slavery and forced labour

· Article 5: Right to liberty and security

· Article 6: Right to a fair trial

· Article 7: No punishment without law

· Article 8: Respect for your private and family life, home and correspondence

· Article 9: Freedom of thought, belief and religion

· Article 10: Freedom of expression

· Article 11: Freedom of assembly and association

· Article 12: Right to marry and start a family

· Article 14: Protection from discrimination in respect of these rights and freedoms

· Protocol 1, Article 1: Right to peaceful enjoyment of your property

· Protocol 1, Article 2: Right to education

· Protocol 1, Article 3: Right to participate in free elections

· Protocol 13, Article 1: Abolition of the death penalty

https://www.equalityhumanrights.com/en/human-rights/human-rights-act









In terms of completing the EIA, ensure that any decision does not impact negatively on Human Rights. Any impact must be measured and lawful. This may require mitigations or actions to be put in place and, where required these should be detailed.

The Human Rights Act requirements can be summarised by the FREDA principles:

· Fairness

· Respect

· Equality 

· Dignity 

· Autonomy 

In cases where there is no impact, ‘N/A’ should be written.

4. Health inequalities 

The Health and Social Care Act 2012 established the first specific legal duties on ICBs to have regard to the need to reduce inequalities between patients in access to, and outcomes from, healthcare services and in securing that services are provided in an integrated way. These duties had legal effect from 1 April 2013. 

This duty requires an ICB to properly and seriously take into account inequalities when making decisions or exercising functions. Furthermore, the ICB must have evidence of compliance with the duties, while also assessing how well commissioned providers have discharged their legal duties on health inequalities. 

What is meant by “…have regard to…” in the duties? 

· Case law (Brown principles) shows that “having regard to the need to reduce” means health inequalities must be properly and seriously taken into account when making decisions or exercising functions, including balancing that need against any alternative factors. 

· Part of having due regard includes accurate record keeping of how the need to reduce health inequalities have been taken into account (the EIA form can be the primary record but, depending on the case, further evidence may be necessary).

It is really important that this section is completed, as this is a key focus of national concern at the moment. In particular, while there may be some areas for which health inequalities are not applicable, a clear rationale should be given as to why that is the case.

In making a decision, particularly one impacting on patients/commissioning you will need to show that you understand the current state of play and where some groups may not be accessing services.



5. Engagement 

This section is used to record evidence that staff/patients’ views have been sought. This is the most effective way of understanding the nuances of any impact and what assistance is required to provide equity of access. It is recognised that any engagement must be proportionate and that there is a risk of consultation fatigue so use must be made of planned engagement where possible.

Engagement should be targeted at the groups most affected, rather than carried out more generally. A key challenge in any engagement is that the most likely to respond are those who are affluent and articulate. You should consider how you will reach those groups who may be more vulnerable and may be experiencing the greatest challenges. 

6. Mitigations or changes

Summarise any activities that should be undertaken to reduce or mitigate the risk below. For example, restricting prescription of over-the-counter medication. In this case, it was identified that some patient groups require high volumes of regular prescribing of paracetamol, this needs to remain under medical supervision for patient safety, therefore, an exception is provided for this group which has resolved the issue.

7. Is further work required to complete this EIA?

This section is used to record any additional work required in order to fully complete the EIA and to which section. For example, if additional consultation or engagement is required to fully understand the impact on a particular protected group (such as, disability).



8. Development of the EIA

If the EIA has been updated from a previous version, a summary of the changes made and the rationale for the change must be included with the date changes have been made. For example, additional information received or consultation feedback resulting in actions identified and dated.



9. Final sign off 

All completed EIA forms must be signed off by the senior responsible officer (SRO). They will be reviewed as part of the decision-making process. Service lines should maintain an up-to-date log of all EIAs.






The Law

This section gives information about legal compliance and should be used as an aid and reminder when filling in the form.

Public sector equality duty (PSED)

The PSED was developed to harmonise the equality duties and to extend it across the protected characteristics. It consists of a general equality duty, supported by specific duties which are imposed by secondary legislation. In summary, those subject to the PSED must, in the exercise of their functions, have due regard to the need to:

· Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited by the Equality Act.

· Advance equality of opportunity between people who share a protected characteristic and those who do not.

· Foster good relations between people who share a protected characteristic and those who do not.



These are sometimes referred to as the three aims or arms of the general equality duty. The Act explains that having due regard for advancing equality involves:

· Removing or minimising disadvantages suffered by people due to their protected characteristics.

· Taking steps to meet the needs of people from protected groups where these are different from the needs of other people.

· Encouraging people from protected groups to participate in public life or in other activities where their participation is disproportionately low.



The Act states that meeting different needs involves taking steps to take account of disabled people's disabilities. It describes fostering good relations as tackling prejudice and promoting understanding between people from different groups. It states that compliance with the duty may involve treating some people more favourably than others.

The equality duty covers the nine protected characteristics: age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex and sexual orientation. Public authorities also need to have due regard for the need to eliminate unlawful discrimination against someone because of their marriage or civil partnership status. This means that the first aim of the duty applies to this characteristic but that the other aims (advancing equality and fostering good relations) do not apply.

https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty



Advancing equality of opportunity involves: 

· Removing or minimising disadvantage experienced by people due to their personal characteristics.

· Meeting the needs of people with protected characteristics. 

· Encouraging people with protected characteristics to participate in public life or in other activities where their participation is disproportionately low. 



Fostering good relations involves: 

· Tackling prejudice with relevant information and reducing stigma.

· Promoting understanding between people who share a protected characteristic and others who do not. 



Due regard:

Having due regard entails considering the above three aims of the PSED in all decision making, with a view to mitigating any risks in a way that is appropriate and proportionate to the issue:

· How we act as an employer.

· Developing, reviewing and evaluating policies. 

· Designing, delivering and reviewing services. 

· Procuring and commissioning. 

· Providing equitable access to services. 



The legislation acknowledges that, in some circumstances, compliance with the PSED may involve treating some persons more favourably than others, but not where this would be prohibited by other provisions of the Act. 


















Equality Impact Assessment Form                 Project Details

		Project name

		



		EIA author

		



		Team

		



		Date completed

		



		Version

		







		What is the aim of the project/proposal?



		







		Who will be affected by this work? e.g. staff, patients, service users, partner organisations etc.



		







		Stage 1: Scoping point



Is a full Equality Impact Assessment (EIA) required for this project?



You should consider whether a full EIA is required, referring to the relevant guidance for information and guidance on making this decision.  



It is important this decision is made with an open mind and correctly, advice should be sought from the EIHR team if you are unsure.







		Yes

		o

		Proceed to the full EIA form

		No

		o

		Explain why full EIA is not required



		If no, explain below why further EIA is not required. 

E.g. ‘This report is for information only’ or ‘The decision has not been made by the ICB’ or ‘The decision will not have any impact on patients or staff’. Very few decisions affect all groups equally and this is not a rationale for not completing an EIA.







Equality Impact Assessment (EIA) Form



If, at an initial stage, further information is needed to complete a section, this should be recorded and updated in subsequent versions of the EIA. An EIA is a developing document, if you need further information for any section then this should be recorded in the relevant section in the form and dated.



		1. Evidence used

To demonstrate that the decision made has been informed you should include examples of the information used to determine the impact and complete the EIA.



Examples are likely to include:



· Population data e.g. demographic profile (census).

· Service activity data e.g. profile of patients using a service.

· Consultation and involvement findings e.g. any engagement with service users, local community, specific groups.

· Research e.g. good practice guidelines, service evaluations, literature reviews, reports.

· Participant knowledge e.g. experiences of working with different population groups, experiences of service users in other service areas/localities.





		























		2. Potential impact of decision 

In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work.



As part of these considerations, you should include how the ICB will be meeting the requirements of the public sector equality duty (PSED):



“In exercising their functions, public authorities must have due regard to the need to: 

· Eliminate unlawful discrimination, harassment and victimisation.

· Advance equality of opportunity between people sharing a protected characteristic and others.

· Foster good relations between people sharing a protected characteristic and others.”



Before completing this section, you should ensure you can suitably answer the following:



What is the equality profile of the population i.e. service users/patients and/or workforce that is intended to benefit from the activity/project?  



(By collecting and analysing demographic data of protected characteristics relating to patients/service users and/or workforce, within the geographical area concerned, the ICB will be able to identify the groups that may be adversely affected at a greater proportion to others).





		2.1 Age

Describe age-related impact and evidence. This can include safeguarding, consent and welfare issues.



		



		2.2 Disability

Describe disability-related impact and evidence. This can include attitudinal, physical, communication and social barriers as well as mental health, learning disabilities and cognitive impairments.



		



		2.3 Gender reassignment (including transgender)

Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment.



		



		2.4 Marriage and civil partnership

Describe any impact and evidence in relation to marriage and civil partnership. This can include working arrangements, part-time working and caring responsibilities.



		



		2.5 Pregnancy and maternity

Describe any impact and evidence in relation to pregnancy and maternity. This can include working arrangements, part-time working and caring responsibilities.



		



		2.6 Race

Describe race-related impact and evidence. This can include information about different ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures and language barriers.



		





		2.7 Religion or belief

Describe any impact and evidence in relation to religion, belief or no belief on service delivery or patient experience. This can include dietary needs, consent and end-of-life issues.



		



		2.8 Sex

Describe any impact and evidence in relation to men and women. This could include access to services and employment.



		



		2.9 Sexual orientation

Describe any impact and evidence in relation to heterosexual people as well as lesbian, gay and bisexual people. This could include access to services and employment, attitudinal and social barriers.



		





		2.10 Carers

Describe any impact and evidence in relation to part-time working, shift patterns and general caring responsibilities (not a legal requirement, but an ICB priority and best practice).



		



		2.11 Other disadvantaged groups

Describe any impact and evidence in relation to groups experiencing disadvantage and barriers to access and outcomes. This can include socio-economic status, resident status (e.g. migrants and asylum seekers), homeless people, looked after children, single parent households, victims of domestic abuse and victims of drug/alcohol abuse. This list is not finite. This supports the ICB in meeting its legal duties to identify and reduce health inequalities.



		











		3. Human rights

The principles are Fairness, Respect, Equality, Dignity and Autonomy.



		Will the proposal impact on human rights?

		Yes

		o

		No

		o



		Are any actions required to ensure patients’ or staff human rights are protected?

		Yes

		o

		No

		o



		If so, what actions are needed? Please explain below.



		







		4. Health inequalities

The Health and Social Care Act 2012 established the first specific legal duties on ICBs to have regard to the need to reduce inequalities between patients in access to, and outcomes from, healthcare services and in securing that services are provided in an integrated way. These duties had legal effect from 1 April 2013. 

The duties require that ICBs properly and seriously take into account inequalities when making decisions or exercising functions, and has evidence of compliance with the duties, whilst also assessing how well commissioned providers have discharged their legal duties on health inequalities.





		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work? 

This can include local and national research, surveys, reports, research interviews, focus groups, pilot activity evaluations or other equality analyses. If there are gaps in evidence, state what you will do to mitigate them. 



 This may be different or similar to that which has informed the EIA.





		





		4.2 What is the potential impact of your work on health inequalities?

Can you demonstrate through evidenced-based considerations how the health outcomes, experience and access to healthcare services differ across the population group and in different geographical locations that your work applies to?



If you feel that the project will not impact / be relevant to health inequalities, please give a rationale.



		



		4.3 How can you make sure that your work has the best chance of reducing health inequalities?









		5. Engagement/consultation 

What engagement is planned or has already been done to support this project?



It is expected that the ICB will have carried out a level of engagement with those affected, whether formal or informal. This should be focused on the groups most affected and as per the guidance document published by NHSE: Working in partnership with people and communities: statutory guidance 





		Engagement activity	

		With whom?

e.g. protected characteristic/group/community

		Date



		

		

		



		

		

		



		

		

		



		Please summarise below the key findings/feedback from your engagement activity and how this will shape the policy/service decisions e.g. “patient told us, so we will…” (If a supporting document is available, please provide it or a link to the document).



		









		6. Mitigations and changes

If you have identified mitigations or changes, summarise them below. E.g. restricting prescribing over-the-counter medication. In this case, it was identified that some patient groups require high volumes of regular prescribing of paracetamol, this needs to remain under medical supervision for patient safety, therefore, an exception is provided for this group, which has resolved the issue.



Are these vital to the project continuing? 



		













		7. Is further work required to complete this EIA?

Please state below what work is required and to what section e.g. additional consultation or engagement is required to fully understand the impact on a particular protected group (e.g. disability)



		Work needed	

		Section

		When

		Date completed



		

		

		

		



		

		

		

		













		8. Development of the Equality Impact Assessment 

If the EIA has been updated from a previous version, please summarise the changes made and the rationale for the change. E.g. Additional information may have been received – examples can include consultation feedback or service activity data.



		Version

		Change and rationale

		Version date



		E.g. version 0.1

		The impact on wheelchair users identified additional blue badge spaces are required on site to improve access for this group.

		26 September 2017



		

		

		







		9. Final sign off 

Completed EIA forms must be signed off by the completing manager. They will be reviewed as part of the decision-making process. Service lines should maintain an up-to-date log of all EIAs.



		Version approved:

		



		

		Name

		Date



		Signature of responsible officer 

		

		



		Which committee will be considering the findings and sign off the EIA?

		

		



		Minute number (to be inserted following presentation to committee)
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The proposal, policy 
strategy or service 
being reviewed or 
being amended.




Carry out Equality 
Impact Assessment  
(EIA) stage 1 scoping 
using the EIA Form.




Have you identi�ed 
any potential 
signi�cant impact on 
one or more protected 
characteristics?




Complete a full EIA.




1




2




3




4




Do you have enough 
evidence from a range 
of sources (that are 
ideally triangulated) 
to inform/populate 
the EIA?




5




Process completed. Submit 
EIA for approval (refer to 
boxes 10 and 11 below) 
until next review date or 
when further changes are 
needed.




Discuss how to acquire the 
evidence to �ll any gaps with 
the small group of 
collaborators. Consider 
national and local research 
and reports from the NHS, 
Public Health England, local 
authorities, voluntary and 
community sectors.




Tip: The best time to 
complete an EIA is at the 
beginning/development 
stage of a proposal, policy,  
strategy or service.




Tip: It is helpful to have a 
small group of collaborators   
on EIAs who can suggest 
where to source evidence 
and to help with the analysis.




Tip: Populating the EIA with 
data, evidence and
engagement information 
together with potential 
impacts identi�ed for 
protected groups and health 
inclusion groups will help to 
identify gaps in the evidence.




YES




YES




YES




NO




NO




NO




YES




YES
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Discuss the comments 
or suggestions with 
the small group of 
collaborators and 
make any suggested 
last changes. 




Has the SRO signed 
off the �nal version   
of the EIA?




10




Ensure you submit the 
completed EIA for 
approval/sign off from the 
SRO before being approved 
by the Board or Committee




NO




6




Are there any adverse 
impacts identi�ed 
from your evidence?




Explain the reasons why 
there are no adverse 
impacts identi�ed.




Tip: : Identifying adverse 
impacts is an important role 
of EIAs, remember to use 
engagement to develop 
mitigation/solutions to the 
adverse impacts identi�ed.




YES




NO




Discuss how to mitigate 
the adverse impact as 
part of the engagement 
and with the small 
group of collaborators. 




Before submitting the 
EIA, have you discussed 
it with the small group 
of collaborators and 
the SRO?




Have they made 
any suggestion or 
comments?




7




8




9




11
Submit to the Board 
or Committee for 
approval and publish 
as appropriate 




Continue proofreading and 
check the evidence and its 
sources and be ready to 
answer any related questions.




Tip: Allow enough 
time for the EIA to go 
through the approval 
process (from the 
SRO signing off the 
last version to the 
Board or Committee 
approval).




YES




YES




NO




Consider sharing the �rst 
draft of the EIA with the 
small group of collaborators 
and the SRO who can sense 
check it and may have further 
contributions.




NO




YES




YES
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Stage 2 Quality Impact Assessment



Quality Impact Assessment Stage 2 Escalation Tool.

For completion in the case of the domains in the Initial QIA Screening Tool with combined consequence and likelihood scores of 8 or above (see details in the QIA Policy paragraph 6.6).



Table 1 below is to be used for recording all Stage 2 QIAs.

Table 2 is an example of a Stage 2 QIA entry pertaining to the Duty of Quality domain, and specific to the sub-heading ‘The duty to safeguard children and vulnerable adults.’ 

Table 3 is a blank Stage 2 QIA table. 



Table 1

		

Stage 2 QUALITY IMPACT ASSESSMENT





		PROJECT TITLE

		



		REASON FOR PROPOSED MITIGATIONS 



		



		NAME OF PROJECT LEAD AND ROLE

		



		NAME OF QIA ASSESSOR AND ROLE

		



		DATE OF ASSESSMENT 

		







Table 2 - Example

		[bookmark: _Hlk188464518]





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		EXAMPLE: DUTY OF QUALITY

		

		A

		8

		Initial impact description

		Mitigation strategy

		3

		6

		6



		· [bookmark: _Hlk188464783]The duty to safeguard children and vulnerable adults - LICB LGA

		EXAMPLE:

Individuals with limited mobility, who are subject to multiple deprivations, don’t have access to reliable transportation, and children subject to the above who are also living in precarious family situations, risk access difficulties which might reduce their ability to attend necessary appointments and thereby increase their vulnerabilities.



		EXAMPLE:

In collaboration with stakeholders, review and report on the safeguarding impact of the project. An alternative model will be drawn up based on the Safeguarding Team’s recommendations, that will further account for populations in areas multiple deprivations and rurality, especially in relation to vulnerable people and related clinical risks. 



		Notes – The above mixed-model mitigations, if implemented, indicate minor consequences (2) that could possibly (3) occur, resulting in an overall impact score of 6









Table 3 – Stage 2 QIA (only complete the risk indicators that scored 8 or more in the initial screening tool)

		





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		Duty of Quality

		

		

		

		Initial impact description

		Mitigation strategy

		

		

		



		· The duty to safeguard children and vulnerable adults

· The duty to promote equality – see Public Sector Equality Duty

· The functions of other services within the organisation

· The clinical effectiveness of services 

· National Quality Board (NQB) Indicators – see NQB shared commitment to quality

· Patient and public experiences of services 

· Compliance with NHS constitution’s 7 core principles - see NHS Constitution

Any other factors related to the duty to uphold and improve quality

		

		



		Notes: 



		





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		Patient Safety

		

		

		

		Initial impact description

		Mitigation strategy

		

		

		



		· Avoidable harm; clinical, environmental or other – See World Health Organisation 

· Infection prevention and control practices, systems, statutory expectations and acceptable standards – see NHSE IP&C Manual 

· Referral to treatment times 

· Safeguarding Adults, Young People & Children – see NHSE Safeguarding & Lincs ICB Safeguarding Team

· Workforce levels and competencies 

Other patient safety relevant risk indicators

		

		



		Notes – 



		





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		Patient/staff experience 

		

		

		

		Initial impact description

		Mitigation strategy

		

		

		



		· Informed choice, autonomy, and involvement 

· Access to services

· Dignity, respect, compassion and consent

· Patients’ satisfaction with services

· Complaints and redress

· Impact on staff satisfaction and welfare 

Any other risk indicators relevant to patient experience

		

		



		Notes – 



		





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		Clinical effectiveness 

		

		

		

		Initial impact description

		Mitigation strategy

		

		

		



		· Evidence based practice & standards – see NICE guidance, advice and quality standards

· Clinical outcomes

· Clinical leadership and engagement 

· Medicines safety and optimisation – see LICB Medicines Optimisation and Prescribing

Any other risk indicators relevant to clinical effectiveness:

		

		



		Notes – 



		





RISK INDICATOR

		Initial impact and total score

		





		

		Mitigated impact score (5x5 matrix)





		

		N 

		A

		Total

		

		

		L

		C

		Total



		Non-clinical / operational impact

		

		

		

		Initial impact description

		Mitigation strategy

		

		

		



		· Impact on cost effectiveness

· Impact on infrastructure

· Impact on staff satisfaction and welfare 

· Impact on the public perception of the organisation – liaise with LICB Comms

· Social value impact

Relationships with partner organisations

		

		



		Notes – 
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Introduction 

It is a key part of Integrated Care Board (ICB) decision-making governance that decisions are subject to Equality Impact Assessment (EIA). This is also a legal requirement and key to making robust, informed decisions that have the greatest possible benefit for those affected by the decision. In particular, the ICB must ensure that vulnerable groups are considered properly, reasonable adjustments are made, and that exception planning is in place.

It is a key part of the ICB’s approach that EIAs are conducted proportionately and only carried out when required. To facilitate this decision making, a two-stage process is in place, with the initial phase being a scoping stage to determine when an assessment is required. This is tied to the ICB’s legal duties under the Equality Act 2010, Public Sector Equality Duty, Human Rights Act and Health and Social Care Act.  

The Equality Act 2010 outlaws direct and indirect discrimination, including less favourable treatment, harassment and victimisation of people based upon their protected characteristics. The Act applies to all individuals, providers of services and employers. 

Direct discrimination means less favourable treatment of a person compared with another person because of a protected characteristic.

Indirect discrimination means the use of an apparently neutral practice, provision or criterion which puts people with a particular protected characteristic at a disadvantage compared with others who do not share that characteristic, and applying the practice, provision or criterion cannot be objectively justified.




















Stage 1: Scoping

Do I need to complete an EIA? 

Examples of documents that would be expected to include an EIA are:

· Policy review or policy development.

· Service specification.

· Business case.

· Business plan.

· Project initiation.

· Decision to implement a service.

· Decision to decommission a service.

	

An EIA is not required in the following circumstances:

· The paper does not represent a decision i.e. it has been provided for information.

· The decision is not being made by the ICB (examples include where NHS England or a provider of services is making the decision) or it is acting under direction from another organisation (in this case, the ICB would have no local discretion). In such a case, it would be wrong to complete an EIA since the ICB is not in a position to influence either the decision or its implementation, meaning that no adjustments could be made. In such a case, an EIA would give a false sense of security since any resulting recommendations could not be implemented.

· The decision has no impact on staff or patients. This is quite an unusual circumstance, but it is possible when reissuing the same contract and terms, or changing back-office functions without impacting staff. Care should be taken in using this rationale as a reason not to complete an EIA. As an example, it is very unlikely that the following statements will be true for all patients:

· This decision affects all patients equally.

· The service is accessible to all.

Statements like those above have featured heavily in successful legal challenges by organisations and individuals against public bodies. In general, services that are considered ‘one size fits all’ are suitable for a large proportion of patients, but fail to meet the needs of key groups.




If you are unsure on whether to do an EIA, the following principles may help:

· Does the decision affect patients/communities or staff significantly?

· Will there be a risk of unhappiness with the decision? 

· Is a likelihood of legal challenge?

· Does the service see inequalities in access, experience and/or outcomes? 

If you aren’t sure, it may be better to conduct one, but advice can be sought from the Equality Team.

It is also important to remember the ICB has a legal duty to understand and reduce the health inequalities that affect local populations. Within an EIA, the key impacts should be identified.

The factors that you must consider are listed below, but there may be others that need considering for a specific project.



Stage 2: Completing a full EIA

When completing an EIA, it is vital that you consider in your response, the impact on the following:

· Human rights.

· The public sector equality duty (this gives the ICB positive proactive duties to support equity of opportunity and outcome).

· health and social care duty to reduce health inequalities. 



Advice on different types of EIA

Service change

The level of change will be key. You should be looking at how the current pattern of use will be changed, especially positive impacts. Are there some patients who need to be able to use the current approach? How will any geographical changes in locations impact patients, especially with regard to patients living in sparsely populated rural areas, more deprived areas with irregular public transport, and so on.  

With the requirement on ICBs to understand and reduce local health inequalities, it is vital that the EIA shows evidence of these considerations.






HR policy 

Changes to these policies will primarily impact staff and are often made on the basis of national guidance. The key focus is how vulnerable groups will be affected.  Examples of principles for consideration are:

· Disabled staff

· Travel

· Access to buildings

· Carers

· Travel 

· Working hours 

Generally, these policies have less impact, but it is vital that exceptions are managed.

Decommissioning 

Where a service is decommissioned, it is vital that the EIA shows how the current patient cohort will be supported and the needs of vulnerable patients are met.

Restricting clinical procedures 

Sometimes, a procedure will be identified as of limited clinical value and either restricted or removed from availability. The impact on patients is key, but there may also be an impact on staff as well. It should be noted that Individual Funding Requests are not normally a suitable mitigation for patients who have a disability. The ICB must consider how to appropriately meet the needs of a patient whose protected characteristics require individual consideration. For example, a disabled patient maybe be unable to make use of non-surgical interventions, so must be considered for an alternative option.

Estate changes 

When the ICB or contracted organisations make changes to their premises, this impacts on the staff working there. Particular consideration must be made to the impact of travel and reasonable adjustments.

Patients are also likely to be affected if the service moved is public facing.  

Consideration must be made to the impacts of such change and mitigations put in place. These will need to be reasonable and proportionate.  

Socio-economic factors (poverty and deprivation) 

While not directly listed in the Equality Act, these considerations have considerable interdependency and are highly likely to be linked to health inequalities. As such, it is recommended that EIAs refer to these where relevant. These can be included in the section ‘other impacts.’

1. Evidence used

A key aspect of completing the EIA is to show how you came to your decision. In this box, you should record the types of evidence you have reviewed. Some examples are given, but any qualitative or quantitative evidence should be noted. There is a proportionality to this, a large service change would be expected to use a broader evidence portfolio than for a minor change. Internal HR policies may not have any direct evidence depending on subject.

2. Impact of decision 

A key aspect of completing the EIA is to show how you came to your decision. In this box, you should record the types of evidence you have reviewed. Some examples are given, but any qualitative or quantitative evidence should be noted. There is a proportionality to this, a large service change would be expected to use a broader evidence portfolio than for a minor change. Internal HR policies may not have any direct evidence depending on subject.

2.1 Age

Describe age-related impact and evidence. This can include safeguarding, consent and welfare issues. It is likely that impacts of a change will not be constant. Older patients may find travel more difficult and challenging for example.

2.2 Disability

Describe disability-related impact and evidence. This can include attitudinal, physical, communication and social barriers, as well as mental health, learning disabilities and cognitive impairments.

The impact of travel and service access are key. Communication is also key since the principles of the Accessible Information Standard apply, and services should ensure appropriate communication of changes to patients. 

2.3 Gender reassignment (including all non cis gender such as non-binary)

Describe any impact and evidence in relation to such groups. This can include issues such as privacy of data and harassment. When referring to this aspect in EIAs, caution should be used on the language chosen. If in doubt, seek advice.

2.4 Marriage and civil partnership

Describe any impact and evidence in relation to marriage and civil partnership. This can include working arrangements, part-time working and caring responsibilities.





2.5 Pregnancy and maternity

Describe any impact and evidence in relation to pregnancy and maternity. This can include working arrangements, part-time working and caring responsibilities.

This section also provides an opportunity to include considerations of the impact of a decision on those looking after young children. Times of appointments, access and travel time are likely to be key. For staff, the impact of being on maternity/paternity leave during any change is key. 

2.6 Race

Describe race-related impact and evidence. This can include information on different ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures and language barriers.

The service should be setting out how changes will be communicated to those whose first language isn’t English. Evidence suggests that considerable health inequalities exist in access to services for these groups.  

2.7 Religion or belief

Describe any impact and evidence in relation to religion, belief or no belief on service delivery or patient experience. This can include dietary needs, consent and end-of-life issues.

2.8 Sex (often referred to as gender)

Describe any impact and evidence in relation to the impact on men and women. This could include access to services and employment. Consideration should be given to being mindful of section 2.3 in responding to this section. 

2.9 Sexual orientation

Describe any impact and evidence in relation to heterosexual people, as well as lesbian, gay and bisexual people. This could include access to services and employment, attitudinal and social barriers.

2.10 Carers

Describe any impact and evidence in relation to part-time working, shift patterns and general caring responsibilities. This is not a legal requirement, but an ICB priority and best practice.




2.11 Other disadvantaged groups

Describe any impact and evidence in relation to groups experiencing disadvantage and barriers to access and outcomes. This can include socio-economic status, resident status (migrants, asylum seekers), homeless people, looked after children, single parent households, victims of domestic abuse and victims of drug/alcohol abuse. This list is not finite. This supports the ICB in meeting its legal duties to identify and reduce health inequalities.

A key impact for this group is the need to register with a GP practice, which is the gateway to many services. Where appropriate, the service should identify alternative routes. 

Consideration should also be given to the impact of geographical isolation in rural areas.  

3. Human Rights Act

It is important that the ICB ensures that its decision making takes account of the Human Rights Act.

· Article 2: Right to life

· Article 3: Freedom from torture and inhuman or degrading treatment

· Article 4: Freedom from slavery and forced labour

· Article 5: Right to liberty and security

· Article 6: Right to a fair trial

· Article 7: No punishment without law

· Article 8: Respect for your private and family life, home and correspondence

· Article 9: Freedom of thought, belief and religion

· Article 10: Freedom of expression

· Article 11: Freedom of assembly and association

· Article 12: Right to marry and start a family

· Article 14: Protection from discrimination in respect of these rights and freedoms

· Protocol 1, Article 1: Right to peaceful enjoyment of your property

· Protocol 1, Article 2: Right to education

· Protocol 1, Article 3: Right to participate in free elections

· Protocol 13, Article 1: Abolition of the death penalty

https://www.equalityhumanrights.com/en/human-rights/human-rights-act









In terms of completing the EIA, ensure that any decision does not impact negatively on Human Rights. Any impact must be measured and lawful. This may require mitigations or actions to be put in place and, where required these should be detailed.

The Human Rights Act requirements can be summarised by the FREDA principles:

· Fairness

· Respect

· Equality 

· Dignity 

· Autonomy 

In cases where there is no impact, ‘N/A’ should be written.

4. Health inequalities 

The Health and Social Care Act 2012 established the first specific legal duties on ICBs to have regard to the need to reduce inequalities between patients in access to, and outcomes from, healthcare services and in securing that services are provided in an integrated way. These duties had legal effect from 1 April 2013. 

This duty requires an ICB to properly and seriously take into account inequalities when making decisions or exercising functions. Furthermore, the ICB must have evidence of compliance with the duties, while also assessing how well commissioned providers have discharged their legal duties on health inequalities. 

What is meant by “…have regard to…” in the duties? 

· Case law (Brown principles) shows that “having regard to the need to reduce” means health inequalities must be properly and seriously taken into account when making decisions or exercising functions, including balancing that need against any alternative factors. 

· Part of having due regard includes accurate record keeping of how the need to reduce health inequalities have been taken into account (the EIA form can be the primary record but, depending on the case, further evidence may be necessary).

It is really important that this section is completed, as this is a key focus of national concern at the moment. In particular, while there may be some areas for which health inequalities are not applicable, a clear rationale should be given as to why that is the case.

In making a decision, particularly one impacting on patients/commissioning you will need to show that you understand the current state of play and where some groups may not be accessing services.



5. Engagement 

This section is used to record evidence that staff/patients’ views have been sought. This is the most effective way of understanding the nuances of any impact and what assistance is required to provide equity of access. It is recognised that any engagement must be proportionate and that there is a risk of consultation fatigue so use must be made of planned engagement where possible.

Engagement should be targeted at the groups most affected, rather than carried out more generally. A key challenge in any engagement is that the most likely to respond are those who are affluent and articulate. You should consider how you will reach those groups who may be more vulnerable and may be experiencing the greatest challenges. 

6. Mitigations or changes

Summarise any activities that should be undertaken to reduce or mitigate the risk below. For example, restricting prescription of over-the-counter medication. In this case, it was identified that some patient groups require high volumes of regular prescribing of paracetamol, this needs to remain under medical supervision for patient safety, therefore, an exception is provided for this group which has resolved the issue.

7. Is further work required to complete this EIA?

This section is used to record any additional work required in order to fully complete the EIA and to which section. For example, if additional consultation or engagement is required to fully understand the impact on a particular protected group (such as, disability).



8. Development of the EIA

If the EIA has been updated from a previous version, a summary of the changes made and the rationale for the change must be included with the date changes have been made. For example, additional information received or consultation feedback resulting in actions identified and dated.



9. Final sign off 

All completed EIA forms must be signed off by the senior responsible officer (SRO). They will be reviewed as part of the decision-making process. Service lines should maintain an up-to-date log of all EIAs.






The Law

This section gives information about legal compliance and should be used as an aid and reminder when filling in the form.

Public sector equality duty (PSED)

The PSED was developed to harmonise the equality duties and to extend it across the protected characteristics. It consists of a general equality duty, supported by specific duties which are imposed by secondary legislation. In summary, those subject to the PSED must, in the exercise of their functions, have due regard to the need to:

· Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited by the Equality Act.

· Advance equality of opportunity between people who share a protected characteristic and those who do not.

· Foster good relations between people who share a protected characteristic and those who do not.



These are sometimes referred to as the three aims or arms of the general equality duty. The Act explains that having due regard for advancing equality involves:

· Removing or minimising disadvantages suffered by people due to their protected characteristics.

· Taking steps to meet the needs of people from protected groups where these are different from the needs of other people.

· Encouraging people from protected groups to participate in public life or in other activities where their participation is disproportionately low.



The Act states that meeting different needs involves taking steps to take account of disabled people's disabilities. It describes fostering good relations as tackling prejudice and promoting understanding between people from different groups. It states that compliance with the duty may involve treating some people more favourably than others.

The equality duty covers the nine protected characteristics: age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex and sexual orientation. Public authorities also need to have due regard for the need to eliminate unlawful discrimination against someone because of their marriage or civil partnership status. This means that the first aim of the duty applies to this characteristic but that the other aims (advancing equality and fostering good relations) do not apply.

https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty



Advancing equality of opportunity involves: 

· Removing or minimising disadvantage experienced by people due to their personal characteristics.

· Meeting the needs of people with protected characteristics. 

· Encouraging people with protected characteristics to participate in public life or in other activities where their participation is disproportionately low. 



Fostering good relations involves: 

· Tackling prejudice with relevant information and reducing stigma.

· Promoting understanding between people who share a protected characteristic and others who do not. 



Due regard:

Having due regard entails considering the above three aims of the PSED in all decision making, with a view to mitigating any risks in a way that is appropriate and proportionate to the issue:

· How we act as an employer.

· Developing, reviewing and evaluating policies. 

· Designing, delivering and reviewing services. 

· Procuring and commissioning. 

· Providing equitable access to services. 



The legislation acknowledges that, in some circumstances, compliance with the PSED may involve treating some persons more favourably than others, but not where this would be prohibited by other provisions of the Act. 


















Equality Impact Assessment Form                 Project Details

		Project name

		



		EIA author

		



		Team

		



		Date completed

		



		Version

		







		What is the aim of the project/proposal?



		







		Who will be affected by this work? e.g. staff, patients, service users, partner organisations etc.



		







		Stage 1: Scoping point



Is a full Equality Impact Assessment (EIA) required for this project?



You should consider whether a full EIA is required, referring to the relevant guidance for information and guidance on making this decision.  



It is important this decision is made with an open mind and correctly, advice should be sought from the EIHR team if you are unsure.







		Yes

		o

		Proceed to the full EIA form

		No

		o

		Explain why full EIA is not required



		If no, explain below why further EIA is not required. 

E.g. ‘This report is for information only’ or ‘The decision has not been made by the ICB’ or ‘The decision will not have any impact on patients or staff’. Very few decisions affect all groups equally and this is not a rationale for not completing an EIA.







Equality Impact Assessment (EIA) Form



If, at an initial stage, further information is needed to complete a section, this should be recorded and updated in subsequent versions of the EIA. An EIA is a developing document, if you need further information for any section then this should be recorded in the relevant section in the form and dated.



		1. Evidence used

To demonstrate that the decision made has been informed you should include examples of the information used to determine the impact and complete the EIA.



Examples are likely to include:



· Population data e.g. demographic profile (census).

· Service activity data e.g. profile of patients using a service.

· Consultation and involvement findings e.g. any engagement with service users, local community, specific groups.

· Research e.g. good practice guidelines, service evaluations, literature reviews, reports.

· Participant knowledge e.g. experiences of working with different population groups, experiences of service users in other service areas/localities.





		























		2. Potential impact of decision 

In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work.



As part of these considerations, you should include how the ICB will be meeting the requirements of the public sector equality duty (PSED):



“In exercising their functions, public authorities must have due regard to the need to: 

· Eliminate unlawful discrimination, harassment and victimisation.

· Advance equality of opportunity between people sharing a protected characteristic and others.

· Foster good relations between people sharing a protected characteristic and others.”



Before completing this section, you should ensure you can suitably answer the following:



What is the equality profile of the population i.e. service users/patients and/or workforce that is intended to benefit from the activity/project?  



(By collecting and analysing demographic data of protected characteristics relating to patients/service users and/or workforce, within the geographical area concerned, the ICB will be able to identify the groups that may be adversely affected at a greater proportion to others).





		2.1 Age

Describe age-related impact and evidence. This can include safeguarding, consent and welfare issues.



		



		2.2 Disability

Describe disability-related impact and evidence. This can include attitudinal, physical, communication and social barriers as well as mental health, learning disabilities and cognitive impairments.



		



		2.3 Gender reassignment (including transgender)

Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment.



		



		2.4 Marriage and civil partnership

Describe any impact and evidence in relation to marriage and civil partnership. This can include working arrangements, part-time working and caring responsibilities.



		



		2.5 Pregnancy and maternity

Describe any impact and evidence in relation to pregnancy and maternity. This can include working arrangements, part-time working and caring responsibilities.



		



		2.6 Race

Describe race-related impact and evidence. This can include information about different ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures and language barriers.



		





		2.7 Religion or belief

Describe any impact and evidence in relation to religion, belief or no belief on service delivery or patient experience. This can include dietary needs, consent and end-of-life issues.



		



		2.8 Sex

Describe any impact and evidence in relation to men and women. This could include access to services and employment.



		



		2.9 Sexual orientation

Describe any impact and evidence in relation to heterosexual people as well as lesbian, gay and bisexual people. This could include access to services and employment, attitudinal and social barriers.



		





		2.10 Carers

Describe any impact and evidence in relation to part-time working, shift patterns and general caring responsibilities (not a legal requirement, but an ICB priority and best practice).



		



		2.11 Other disadvantaged groups

Describe any impact and evidence in relation to groups experiencing disadvantage and barriers to access and outcomes. This can include socio-economic status, resident status (e.g. migrants and asylum seekers), homeless people, looked after children, single parent households, victims of domestic abuse and victims of drug/alcohol abuse. This list is not finite. This supports the ICB in meeting its legal duties to identify and reduce health inequalities.



		











		3. Human rights

The principles are Fairness, Respect, Equality, Dignity and Autonomy.



		Will the proposal impact on human rights?

		Yes

		o

		No

		o



		Are any actions required to ensure patients’ or staff human rights are protected?

		Yes

		o

		No

		o



		If so, what actions are needed? Please explain below.



		







		4. Health inequalities

The Health and Social Care Act 2012 established the first specific legal duties on ICBs to have regard to the need to reduce inequalities between patients in access to, and outcomes from, healthcare services and in securing that services are provided in an integrated way. These duties had legal effect from 1 April 2013. 

The duties require that ICBs properly and seriously take into account inequalities when making decisions or exercising functions, and has evidence of compliance with the duties, whilst also assessing how well commissioned providers have discharged their legal duties on health inequalities.





		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work? 

This can include local and national research, surveys, reports, research interviews, focus groups, pilot activity evaluations or other equality analyses. If there are gaps in evidence, state what you will do to mitigate them. 



 This may be different or similar to that which has informed the EIA.





		





		4.2 What is the potential impact of your work on health inequalities?

Can you demonstrate through evidenced-based considerations how the health outcomes, experience and access to healthcare services differ across the population group and in different geographical locations that your work applies to?



If you feel that the project will not impact / be relevant to health inequalities, please give a rationale.



		



		4.3 How can you make sure that your work has the best chance of reducing health inequalities?









		5. Engagement/consultation 

What engagement is planned or has already been done to support this project?



It is expected that the ICB will have carried out a level of engagement with those affected, whether formal or informal. This should be focused on the groups most affected and as per the guidance document published by NHSE: Working in partnership with people and communities: statutory guidance 





		Engagement activity	

		With whom?

e.g. protected characteristic/group/community

		Date



		

		

		



		

		

		



		

		

		



		Please summarise below the key findings/feedback from your engagement activity and how this will shape the policy/service decisions e.g. “patient told us, so we will…” (If a supporting document is available, please provide it or a link to the document).



		









		6. Mitigations and changes

If you have identified mitigations or changes, summarise them below. E.g. restricting prescribing over-the-counter medication. In this case, it was identified that some patient groups require high volumes of regular prescribing of paracetamol, this needs to remain under medical supervision for patient safety, therefore, an exception is provided for this group, which has resolved the issue.



Are these vital to the project continuing? 



		













		7. Is further work required to complete this EIA?

Please state below what work is required and to what section e.g. additional consultation or engagement is required to fully understand the impact on a particular protected group (e.g. disability)



		Work needed	

		Section

		When

		Date completed



		

		

		

		



		

		

		

		













		8. Development of the Equality Impact Assessment 

If the EIA has been updated from a previous version, please summarise the changes made and the rationale for the change. E.g. Additional information may have been received – examples can include consultation feedback or service activity data.



		Version

		Change and rationale

		Version date



		E.g. version 0.1

		The impact on wheelchair users identified additional blue badge spaces are required on site to improve access for this group.

		26 September 2017



		

		

		







		9. Final sign off 

Completed EIA forms must be signed off by the completing manager. They will be reviewed as part of the decision-making process. Service lines should maintain an up-to-date log of all EIAs.



		Version approved:

		



		

		Name

		Date



		Signature of responsible officer 

		

		



		Which committee will be considering the findings and sign off the EIA?

		

		



		Minute number (to be inserted following presentation to committee)
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The proposal, policy 
strategy or service 
being reviewed or 
being amended.




Carry out Equality 
Impact Assessment  
(EIA) stage 1 scoping 
using the EIA Form.




Have you identi�ed 
any potential 
signi�cant impact on 
one or more protected 
characteristics?




Complete a full EIA.




1




2




3




4




Do you have enough 
evidence from a range 
of sources (that are 
ideally triangulated) 
to inform/populate 
the EIA?




5




Process completed. Submit 
EIA for approval (refer to 
boxes 10 and 11 below) 
until next review date or 
when further changes are 
needed.




Discuss how to acquire the 
evidence to �ll any gaps with 
the small group of 
collaborators. Consider 
national and local research 
and reports from the NHS, 
Public Health England, local 
authorities, voluntary and 
community sectors.




Tip: The best time to 
complete an EIA is at the 
beginning/development 
stage of a proposal, policy,  
strategy or service.




Tip: It is helpful to have a 
small group of collaborators   
on EIAs who can suggest 
where to source evidence 
and to help with the analysis.




Tip: Populating the EIA with 
data, evidence and
engagement information 
together with potential 
impacts identi�ed for 
protected groups and health 
inclusion groups will help to 
identify gaps in the evidence.




YES




YES




YES




NO




NO




NO




YES




YES
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Discuss the comments 
or suggestions with 
the small group of 
collaborators and 
make any suggested 
last changes. 




Has the SRO signed 
off the �nal version   
of the EIA?




10




Ensure you submit the 
completed EIA for 
approval/sign off from the 
SRO before being approved 
by the Board or Committee




NO




6




Are there any adverse 
impacts identi�ed 
from your evidence?




Explain the reasons why 
there are no adverse 
impacts identi�ed.




Tip: : Identifying adverse 
impacts is an important role 
of EIAs, remember to use 
engagement to develop 
mitigation/solutions to the 
adverse impacts identi�ed.




YES




NO




Discuss how to mitigate 
the adverse impact as 
part of the engagement 
and with the small 
group of collaborators. 




Before submitting the 
EIA, have you discussed 
it with the small group 
of collaborators and 
the SRO?




Have they made 
any suggestion or 
comments?




7




8




9




11
Submit to the Board 
or Committee for 
approval and publish 
as appropriate 




Continue proofreading and 
check the evidence and its 
sources and be ready to 
answer any related questions.




Tip: Allow enough 
time for the EIA to go 
through the approval 
process (from the 
SRO signing off the 
last version to the 
Board or Committee 
approval).




YES




YES




NO




Consider sharing the �rst 
draft of the EIA with the 
small group of collaborators 
and the SRO who can sense 
check it and may have further 
contributions.




NO




YES




YES
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