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Introduction 
 
Purpose and scope 

CCGs are legally obliged to have in place and publish arrangements for making decisions and 
adopting policies on how particular healthcare interventions are to be accessed.  This document is 
intended to be a statement of such arrangements made by the CCGs and will act as a guidance 
document for patients, clinicians and other referrers in primary and secondary care.  It sets out the 
eligibility criteria under which CCGs will commission the service. 
 
The purpose of this policy is to describe the eligibility criteria under which the CCGs listed below will 
commission treatments or interventions classified as ‘Criteria Based Clinical Treatments’ (CBCT).  The 
term Criteria Based Clinical Treatments, refers to procedures and treatments that are of value, but 
only in the right clinical circumstances.  Previously, they were referred to as Procedures of Low 
Clinical Priority (PLCP).  
 
In making these arrangements, the CCGs have given regard to relevant legislation and NHS guidance, 
including their duties under the National Health Service Act 2006, the Health and Social Care Act 
2012, Equality legislation – duties discharged under the  Public Sector Equality Duty 2011, the 
National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities 
and Standing Rules) Regulations 2012, the Joint Strategic Needs Assessment, relevant guidance 
issued by NHS England and the NHS Constitution. 
 
Context 

CCGs have been established under the National Health Service Act 2006 as the statutory bodies 
charged with the function of commissioning healthcare for patients for whom they are statutorily 
responsible.  CCGs receive a fixed resource allocation from NHS England to enable them to fulfil their 
duties and have to decide how and where to allocate resources to best meet the healthcare needs of 
their population.  
 
It is evident that the need and demand for healthcare is greater than the resources available to a 
society to meet it.  Therefore, it will not be possible for CCGs to commission all the healthcare needs 
of the population they serve.  As a result, CCGs need to prioritise their commissioning intentions to 
ensure their limited resources are allocated effectively and based on the needs of the local 
population.   
 
The CCGs intention is always to ensure access to NHS resources is equal and fair, whilst considering 
the needs of the overall population.  
 
Using the CBCT policies as presented in this document, the CCGs can prioritise their resources using 
evidence based information that determines what is clinically effective and therefore cost effective 
and likely to provide the greatest proven health gain for the whole of the CCG’s population.  
 
The main objective for having CBCT policies is to ensure that:  

• Patients receive appropriate health treatments in the right place and at the right time;  
• Treatments with no or a very limited clinical evidence base are not routinely undertaken; 

and  
• Treatments with minimal health gain are restricted.  
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This also means that certain procedures will not be commissioned by CCGs unless patients meet all 
the criteria set out in relation to a procedure or treatment; or exceptional clinical circumstances can 
be demonstrated. 
 
CCGs recognise there may be exceptional clinical circumstances where it may be clinically effective 
to fund any of the procedures listed in this policy for individual patients.  Either where: 

• The clinical threshold criteria as specified by this policy is not met; or  
• The procedure is not routinely commissioned; 

 
In accordance with each CCG’s Individual Funding Request (IFR) process, the patient’s circumstances 
as clinically evidenced in an application made by the patient’s clinician will be considered on a case-
by-case basis.  This position is supported by each CCG’s Ethical Framework which can be found on 
the respective CCG website.  
 
Background 

The following CCGs have worked collaboratively to develop this harmonised core set of 
commissioning criteria:  

• Halton CCG; 
• Knowsley CCG; 
• Liverpool CCG; 
• St Helens CCG; 
• South Sefton CCG; 
• Southport and Formby CCG; 
• Warrington CCG; 

 
This policy aims to improve consistency by bringing together one common set of criteria for 
treatments and procedures across the Merseyside and Warrington CCG footprints.  This will help to 
reduce variation of access to NHS services in different areas (which is sometimes called ‘postcode 
lottery’ in the media) and allow fair and equitable treatment for all local patients.  
 
Principles 

Commissioning decisions by CCG Commissioners are made in accordance with the commissioning 
principles set out as follows: 

• CCG Commissioners require clear evidence of clinical effectiveness before NHS resources are 
invested in the treatment; 

• CCG Commissioner require clear evidence of cost effectiveness before NHS resources are 
invested in the treatment; 

• The cost of the treatment for this patient and others within any anticipated cohort is a 
relevant factor; 

• CCG Commissioners will consider the extent to which the individual or patient group will 
gain a benefit from the treatment; 

• CCG Commissioners will balance the needs of each individual against the benefit which could 
be gained by alternative investment possibilities to meet the needs of the community; 

• CCG Commissioners will consider all relevant national standards and take into account all 
proper and authoritative guidance;  

• Where a treatment is approved CCG Commissioners will respect patient choice as to where a 
treatment is delivered; 
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• Commissioning decisions will give ‘due regard’ to promote equality and uphold human 
rights.  Decision making will follow robust procedures to ensure that decisions are fair and 
are made within legislative frameworks.  

 
Core eligibility criteria 

However, there are a number of circumstances where  a patient may meet a ‘core eligibility 
criterion’ which means they are eligible to be referred for the procedures and treatments listed 
within this policy, regardless of whether they meet the criteria; or the procedure or treatment is not 
routinely commissioned.   
 
These core clinical eligibility criteria are as follows: 

• Any patient who needs ‘urgent’ treatment will always be treated.  
• All NICE Technology Appraisals Guidance (TAG), for patients that meet all the eligible criteria 

listed in a NICE TAG will receive treatment; 
• In cancer care (including but not limited to skin, head and neck, breast and sarcoma) any 

lesion that has features suspicious of malignancy, must be referred to an appropriate 
specialist for urgent assessment under the 2 week rule; 
NOTE: Funding for all solid and haematological cancers are now the responsibility of NHS 
England; 

• Reconstructive surgery post cancer or trauma including burns; 
• Congenital deformities: Operations on congenital anomalies of the face and skull are usually 

routinely commissioned by the NHS.  Some conditions are considered highly specialised and 
are commissioned in the UK through the National Specialised Commissioning Advisory Group 
(NSCAG).  As the incidence of some cranio-facial congenital anomalies is small and the 
treatment complex, specialised teams, working in designated centres and subject to national 
audit, should carry out such procedures; 

• Tissue degenerative conditions requiring reconstruction and/or restoring function e.g. leg 
ulcers, dehisced surgical wounds, necrotising fasciitis; 

• For patients wishing to undergo Gender reassignment, this is the responsibility of NHS 
England and patients should be referred to a Gender Identity Clinic (GIC) as outlined in the 
Interim NHS England Gender Dysphoria Protocol and Guideline 2013/14.   

 
Policy Categories 
 
Each procedure/treatment is categorised as either ‘not routinely funded’ or ‘restricted’ and these 
are defined as follows:  
 

• Not routinely funded (NRF) – This means the CCG does not routinely commission the 
treatment and will only commission this treatment for an individual patient where an IFR 
application in line with the CCG’s IFR process, demonstrates clinical exceptionality; 

 
• Restricted – This means the CCG will commission the treatment where the patient meets 

the specific criteria as set out within this Commissioning Policy.  Where a patient does not 
meet the specific criteria specified the CCG will only commission this treatment for an 
individual patient where an IFR application in line with the CCG’s IFR process, demonstrates 
clinical exceptionality;  
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Diagnostic Procedures 

Diagnostic procedures to be performed with the sole purpose of determining whether or not a 
restricted procedure is feasible should not be carried out unless the eligibility criteria are met or 
approval has been given by the CCG or GP (as set out in the approval process of the patients 
responsible CCG) or as agreed by the IFR Panel as a clinically exceptional case. 
 
Where a General Practitioner/Optometrist/Dentist requests only an opinion the patient should not 
be placed on a waiting list or treated, but the opinion given and the patient returned to the care of 
the General Practitioner/Optometrist/Dentist, in order for them to make a decision on future 
treatment. 
 
Psychological factors 

Psychological distress alone will not be accepted as a reason to fund surgery. Only very rarely is 
surgical intervention likely to be the most appropriate and effective means of alleviating 
disproportionate psychological distress.  In these cases ideally an NHS psychologist with expertise in 
body image or an NHS Mental Health Professional (depending on locally available services) should 
detail all treatment(s) previously used to alleviate/improve the patient’s psychological wellbeing, 
their duration and impact.  The clinician should also provide evidence to assure the IFR Panel that a 
patient who has focused their psychological distress on some particular aspect of their appearance is 
at minimal risk of having their coping mechanism removed by inappropriate surgical intervention.  
 
Psychological assessment and intervention may be appropriate for patients with severe 
psychological distress in respect of their body image but it should not be regarded as a route into 
aesthetic surgery. Any application citing psychological distress will need to be considered as an IFR .  
 
Lifestyle and surgery 

Lifestyle factors can have an impact on the functional results of some elective surgery.  In particular, 
smoking is well known to affect the outcomes of some foot and ankle procedures.  In addition, many 
studies have shown that the rates of postoperative complications and length of stay are higher in 
patients who are overweight or who smoke.  Therefore, to ensure optimal outcomes, all patients 
who smoke or have a body mass index of 35 or greater and are being considered for referral to 
secondary care, should be able to access CCG and Local Authority Public Health commissioned 
smoking cessation and weight reduction management services prior to surgery.  
 
Patient engagement with these “preventive services” may influence the immediate outcome of 
surgery.  While failure to quit smoking or lose weight will not be a contraindication for surgery, GPs 
and Surgeons should ensure patients are fully informed of the risks associated with the procedure in 
the context of their lifestyle.   
 
CBCT Referral/Treatment Listing Processes 

Primary Care  

Referrals for treatment should not be made unless the patient clearly meets the criteria as this can 
raise unrealistic expectations for the patient and lead to disappointment.  If a General 
Practitioner/Optometrist/Dentist considers a patient might reasonably fulfil the eligibility criteria for 
a restricted procedure, as detailed in this document (i.e. they meet the specific criteria listed for 
each treatment) the General Practitioner/Optometrist/Dentist should follow the process for referral.  
NB.  This may be via a referral management or prior approval team.   
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If in doubt over the local process, the referring clinician should contact the relevant CCG, IFR Team 
or Referral Management Team for guidance.  Failure to comply with the local process may delay a 
decision being made. 
 
Any referral letter should include specific information regarding the patient’s potential eligibility.  If 
the referral letter does not clearly outline how the patient meets the criteria, then the letter should 
be returned to the referrer for more information. 
 
In cases where there may be an element of doubt the General Practitioner/Optometrist/Dentist 
should discuss the case with the IFR Team in the first instance.  
 
Secondary Care 

The secondary care consultant will also determine whether the procedure is clinically appropriate 
for a patient and whether the eligibility criteria for the procedure are fulfilled or not.  The consultant 
may also request additional information before seeing the patient. 
 
If a secondary care consultant considers a patient might reasonably fulfil the eligibility criteria for a 
restricted procedure, as detailed in this document (i.e. they meet the specific criteria listed for each 
treatment) the consultant should follow the listing process for treatment.  NB.  For some CCGs this 
will involve following a process of prior approval.  If in doubt over the CCG requirements, the 
consultant should contact the relevant CCG or the IFR Team for guidance.  Failure to comply with the 
CCGs’ processes may delay a patient’s treatment and/or release of funding resources. 
 
Patients who fulfil the criteria may then be placed on a waiting list according to their clinical need. 
The patient’s notes should clearly reflect exactly how the criteria were fulfilled including prior 
approval authorisation where relevant.  This will allow for case note audit to support contract 
management.   
 
Should the patient not meet the eligibility criteria this should be recorded in the patient’s notes and 
the consultant should return the referral back to the General Practitioner/Optometrist/Dentist, 
explaining why the patient is not eligible for treatment. 
 
IFR Applications/Clinical Exceptionality 

Exceptionality is where a patient does not meet all of the criteria outlined for a specific procedure or 
treatment or, the procedure or treatment is not routinely commissioned.  
 
In this scenario, should a patient not fulfil the clinical criteria but the referring clinician is willing to 
support the application as clinically exceptional, the case can be referred to the IFR Panel for 
consideration. The person who fills in the IFR can be a consultant or a GP. 
 
In dealing with clinically exceptional requests for an intervention that is considered to be a poor use 
of NHS resources, the Merseyside CCGs have endorsed through the CCG Alliance the following 
description of exceptionality contained in a paper by the NW Medicines and Treatment Group: 
 

• The patient has a clinical picture that is significantly different to the general population of 
patients with that condition; and as a result of that difference; the patient is likely to derive 
greater benefit from the intervention than might normally be expected for patients with that 
condition. 
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The CCGs are of the opinion that exceptionality should be defined solely in clinical terms.  To 
consider social and other non-clinical factors automatically introduces inequality, implying that some 
patients have a higher intrinsic social worth than others with the same condition.  It runs contrary to 
a basic tenet of the NHS, namely that people with equal need should be treated equally.  Therefore, 
non-clinical factors will not be considered except where this policy explicitly provides otherwise. 
 
The CCG must justify the grounds upon which it is choosing to fund treatment for a particular patient 
when the treatment is unavailable to others with the condition. 
 
Individual Funding Requests should only be sent to the respective NHS.net accounts as below. 
Guidance regarding IFRs and an application form, can be found on the CCGs websites. 
  
IFR contact information follows, however please refer to the CCG IFR policy for more information:  
 

Individual Funding Request Case Manager  
Midlands and Lancashire Commissioning Support Unit (MLCSU) 
1829 Building 
Countess of Chester Health Park 
Liverpool Road 
Chester 
CH2 1HJ 
Telephone: 01244 650 305 

 
Email addresses for Individual Funding Request teams at CCGs: 
 

CCG Email Address 
Halton CCG  

IFR.manager@nhs.net 

Knowsley CCG 
Liverpool CCG  
South Sefton CCG  
Southport & Formby CCG  
St Helens CCG  
Warrington CCG Warringtonccg.IFR@nhs.net 

 
 

  

mailto:Ifr.manager@nhs.net
mailto:Warringtonccg.IFR@nhs.net
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Medicines 

Prior approval for treatment should always be sought from the responsible Medicine Management 
Team when using medicines as follows: 
 

• Any new PbR excluded drug where the drug has not yet been approved/prioritised for use in 
agreement with the local CCG; 

• Any existing PbR excluded drugs to be used outside of previously agreed clinical 
pathways/indication; 

• Any PbR excluded drugs that are being used out with the parameters set by NICE both in 
terms of disease scores or drug use. It must not be assumed that a new drug in the same 
class as one already approved by NICE can be used, this must be subject to the process in 
Point 1; 

• Any drug used out with NICE Guidance (where guidance is in existence); 
• Any proposed new drug/new use of an existing drug (whether covered by NICE or PBR 

excluded or not) should first be approved by the relevant Area Medicines Management 
Committee, and funding (where needed) agreed in advance of its use by the relevant CCG; 

• Any medicines that are classed by the CCG as being of limited clinical value; 
• Any medicines that will be supplied via a homecare company agreement; 

 
Clinical Trials 

The CCGs do not expect to provide funding for patients to continue treatment commenced as part of 
a clinical trial.  This is in line with the Medicines for Human Use (Clinical Trials) Regulations 2004 and 
the Declaration of Helsinki which stipulates that the responsibility for ensuring a clear exit strategy 
from a trial, and that those benefiting from treatment will have ongoing access to it, lies with those 
conducting the trial.  This responsibility lies with the trial initiators indefinitely. 
 
Photographic evidence 
 
Photographic evidence may be required in cases which are being considered for clinical 
exceptionality in line with the IFR processes.  However, photographic evidence will not be accepted 
for consideration unless it is impossible to make the case in any other way.   
 
The decision to submit photographic evidence remains with the patient and responsible clinician and 
must meet the CCGs criteria for submission as outlined by the CCGs IFR Policy.  
 
If photographs are accepted for consideration in accordance with the CCGs criteria, they will be 
examined by clinical members of the IFR team.  In the course of the work for the case the applicant 
should be aware that other members of the IFR Panel, IFR Process Reviews Panel or IFR team who 
prepare the papers may need to handle or see the photographs. 
 
Personal data 

In making referrals to the IFR Team, clinicians and other referrers in primary and secondary care 
should bear in mind their obligations under the Data Protection Act 1998 and their duty of 
confidence to patients.  Where information about patients (including photographs) is sent to the IFR 
Team and is lost or inadvertently disclosed to a third party before it is safely received by the IFR 
Team, the referrer will be legally responsible for any breach of the Data Protection Act 1998 or the 
law of confidence. 
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Therefore, please consider taking the following precautions when using the Royal Mail to forward 
any information about patients including photographic evidence: 
 
Clearly label the envelope to a named individual i.e. first name & surname, and job title.   
 
Where your contact details are not on the items sent, include a compliment slip indicating the 
sender and their contact details in the event of damage to the envelope or package. 
 
Use the Royal Mail Signed for 1st Class service, rather than the ordinary mail, to reduce the risk of the 
post going to the wrong place or getting lost. 
 
Costs incurred will be the responsibility of the referrer, this includes photographic evidence.   
 
OPCS Codes 

OPCS codes have been recorded against procedures and treatments where possible, however these 
lists are not exhaustive and providers will have to satisfy themselves that procedures are coded 
correctly. 
 
Copies of this policy 

Electronic copies of this policy can be found on the websites of the respective CCGs. Alternatively; 
you may contact the CCG and ask for a copy of the Criteria Based Clinical Treatments 2017-18 policy 
document. 
 
Monitoring and review  

This policy will be subject to continued monitoring using a mix of the following approaches:  
• Prior approval process; 
• Post activity monitoring through routine data;  
• Post activity monitoring through case note audits; 

 
This policy will be kept under regular review, to ensure that it reflects developments in the evidence 
base regarding clinical and cost effectiveness.  
 
From time to time, CCGs may need to make commissioning decisions that may suspend some 
treatments/criteria currently specified within this policy.  
 
Evidence 

At the time of publication the evidence presented per procedure/treatment was the most current 
available.  Where reference is made to older publications these still represents the most up to date 
view. 
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Guidance for reading the comparison tables 
 

The current procedure or treatment name is listed in the first column of each table, with the current criteria from the Cheshire and Merseyside 
Commissioning Policy 2014/15 listed in the second column. 

The third column captures the proposed policy wording and in some instances, a change to the policy title as well, for example Policy for non-invasive 
interventions for low Back pain and sciatica at page 40.  

The final column summarises the difference between the current and the proposed policy. 
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Suite 1 Red rated Policies 
Procedure C&M Current Policy Proposed Policy  criteria 2018/2019 Difference  

Policy for Surgical 
Treatments for Minor 
Skin Lesions  
 

Will  be commissioned in any of the following 
circumstances: 

• Symptomatic e.g. ongoing pain or 
functional impairment. 

• Risk of infection. 
• Significant facial disfigurement. 

All vascular lesions on the face except benign, 
acquired vascular lesions such as thread veins. 

The CCG will only fund this treatment if the patient meets ONE of the following: 

• Suspected or proven malignancy (cancerous) (if suspected or proven malignancy 
refer via appropriate pathway) 

OR 
• Symptomatic e.g. ongoing pain or functional impairment. 

OR 
• Risk of infection. 

OR 
• Significant facial disfigurement. 

OR 
• All vascular lesions on the face except benign, acquired vascular lesions such as 

thread veins.  
For any of the above scenarios, referral for treatment should be made to a community 
provider 

Policies are aligned 
 
Suspected or proven 
malignancy 
(cancerous) (if 
suspected or proven 
malignancy refer via 
appropriate pathway) 
added. 

 
Layout has been 
simplified and criteria 
are now clearer. 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Rhinoplasty This procedure is NOT available under the NHS on cosmetic grounds. 
• Only commissioned in any of  the following circumstances: 
• Objective nasal deformity caused by trauma. 
• Problems caused by obstruction of nasal airway. 
• Correction of complex congenital conditions e.g. cleft lip and 

palate. 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

The CCG will fund this treatment if the patient meets the following 
criteria:  

• Documented medical problems caused by obstruction of the 
nasal airway OR  

• Correction of complex congenital conditions e.g. Cleft lip and 
palate  

 
This means (for patients who DO NOT meet the above criteria or 
require the procedure for cosmetic reasons) the CCG will only fund 
the treatment if an Individual Funding Request (IFR) application 
proves exceptional clinical need and that is supported by the CCG. 
 

There is some 
difference between the 
current and new 
criteria, with 
tightening of the 
proposed criteria to 
remove the criteria 
around nasal deformity 
caused by trauma. 
 
Proposed policy does 
not refer to Non-core 
procedure Interim 
Gender Dysphoria 
Protocol & Service 
Guidelines 2013/14. 
 
Proposed policy states 
‘This means (for 
patients who DO NOT 
meet the above 
criteria or require the 
procedure for cosmetic 
reasons) the CCG will 
only fund the 
treatment if an 
Individual Funding 
Request (IFR) 
application proves 
exceptional clinical 
need and that is 
supported by the CCG.’ 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Surgical removal of 
Lipoma 

Will only be commissioned where severely functionally disabling and/ 
or subject to repeated trauma due to size and/or position. 
 
Lipomas that are under 5cms should be observed only unless the 
above applies. 
 
 

The CCG will fund this treatment if the patient meets the following 
criteria:  

• Lipoma is on the face or neck  
AND one of the following: 

• suspected malignancy 
 OR  

• significant functional impairment caused by the lipoma 
OR  

• to provide histological evidence in conditions where there 
are multiple subcutaneous lesions  

 
This excludes lipomas unless they are on the face (including pinna) or 
the neck and they become infected or be symptomatic. Lipomas on 
other areas of the body should be referred back to primary care as 
agreed locally  
 
This means (for patients who DO NOT meet the above criteria) the 
CCG will only fund the treatment if an Individual Funding Request 
(IFR) application proves exceptional clinical need and that is supported 
by the CCG. 

There is some 
difference between the 
current and new 
criteria, with 
tightening of the 
proposed criteria to 
include the Lipoma 
now having to be on 
the face or neck in 
addition to one if the 
additional criterion 
listed. 
 
Lipoma needs to be 
present on the face or 
neck  
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Haemorrhoidectomy 
- Rectal Surgery & 
Removal of 
Haemorrhoidal Skin 
Tags 

Surgery commissioned for symptomatic: 
• Grade III and IV haemorrhoids. 
• Grade I or II haemorrhoids if they are large, 

symptomatic, and have not responded to the 
following non-surgical or out-patient treatments:- 
o Diet modification to relieve constipation. 
o Topical applications. 
o Stool softeners and laxatives. 
o Rubber band ligation. 
o Sclerosant injections. 
o Infrared coagulation. 

• Surgical treatment options include:- 
o Surgical excision (haemorrhoidectomy). 
o Stapled haemorrhoidopexy. 
o Haemorrhoidal artery ligation. 

 
Removal of skin tags is not routinely commissioned. 
 

a) Haemorrhoidectomy for grades 1 or 2 is not routinely 
commissioned.  
 
b) Haemorrhoidectomy for grades 3 or 4 will be funded if 
the patient meets one or more of the following criteria.  
 

• Recurrent grade 3 or grade 4 combined 
internal/external haemorrhoids with persistent 
pain or bleeding  

OR  
• Irreducible and large external haemorrhoids  

 
Removal of skin tags is not routinely commissioned. 
 
This means (for patients who DO NOT meet the specified 
criteria) that the CCG will only fund the treatment if an 
Individual Funding Request (IFR) application proves 
exceptional clinical need and that is supported by the 
CCG. 

There is some difference between the current and 
new criteria, with Specific criteria for grade 3 and 4 
haemorrhoids being introduced. 
 
In addition the proposed policy no longer 
commissions haemorrhoidectomy for grade 1 or 2 
Haemorrhoids. 
 
Proposed policy states: ‘Recurrent grade 3 or grade 4 
combined internal/external haemorrhoids with 
persistent pain or bleeding’ 
 
Proposed policy no longer states that patients must 
have ‘responded to the following non-surgical or out-
patient treatments:- 
o Diet modification to relieve constipation. 
o Topical applications. 
o Stool softeners and laxatives. 
o Rubber band ligation. 
o Sclerosant injections. 
o Infrared coagulation. 

• Surgical treatment options include:- 
o Surgical excision (haemorrhoidectomy). 
o Stapled haemorrhoidopexy 
o Haemorrhoidal artery ligation.’ 
 
Layout has been simplified and criteria are now 
clearer. 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Policy for Hair Removal 
Treatments including 
Depilation, Laser 
Treatment or 
Electrolysis – for 
Hirsutism 

Routinely commissioned in the case of those undergoing 
treatment for pilonidal sinuses to reduce recurrence. 
 
In other circumstances only  commissioned if all of the 
following clinical circumstances are met; 
• Abnormally located hair-bearing skin following 

reconstructive surgery located on face and neck. 
• There is an existing endocrine medical condition and 

severe facial hirsutism. 
1. Ferryman Gallwey (A method of evaluating and 

quantifying hirsutism in women) Score 3 or more per 
area to be treated. 

2. Medical treatments have been tried for at least one 
year and failed. 

3. Patients with a BMI of>30 should be in a weight 
reduction programme and should have lost at least 
5% body weight. 

 
All cases will be subject to individual approval by the IFR 
Team and must be accompanied by an opinion from a 
secondary care consultant (i.e. endocrinologist).  
 
Photographs will also be required to allow the CCG’s to 
visibly asses the severity equitably. 
 
Funded for 6 treatments only at an NHS commissioned 
premises. 
 
Non-core procedure Interim Gender Dysphoria Protocol & 
Service Guidelines 2013/14. 
Where the provision of “non-core” surgeries is appropriate, 
the GIC should apply for treatment funding through the CCG; 
the GIC should endeavour to work in partnership with the 
CCG. 

The CCG will fund this treatment if the patient meets the 
following criteria:  

• Has undergone reconstructive surgery leading to 
abnormally located hair-bearing skin OR  

• Is undergoing treatment for pilonidal sinuses to 
reduce recurrence  

  
This means (for patients who DO NOT meet the above 
criteria) the CCG will only fund the treatment if an Individual 
Funding Request (IFR) application proves exceptional clinical 
need and that is supported by the CCG. 
 

There is some difference between the current and the new 
criteria. The criteria around an existing endocrine medical 
condition and severe facial hirsutism has been removed. 
 
Proposed policy no longer includes:  ‘Ferryman Gallwey (A 
method of evaluating and quantifying hirsutism in women) 
Score 3 or more per area to be treated. 
Medical treatments have been tried for at least one year and 
failed. 
Patients with a BMI of>30 should be in a weight reduction 
programme and should have lost at least 5% body weight. 
All cases will be subject to individual approval by the IFR 
Team and must be accompanied by an opinion from a 
secondary care consultant (i.e. endocrinologist).  
 
Photographs will also be required to allow the CCG’s to visibly 
asses the severity equitably. 
 
Funded for 6 treatments only at an NHS commissioned 
premises.’ 
 
Proposed policy does not refer to Non-core procedure Interim 
Gender Dysphoria Protocol & Service Guidelines 2013/14. 
 
Layout has been simplified and criteria are now clearer 

  

http://en.wikipedia.org/wiki/Hirsutism
http://en.wikipedia.org/wiki/Hirsutism
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference  

Surgical Revision of 
Scars 

Funding of treatment will be considered only for scars which interfere 
with function following burns, trauma, treatments for keloid, or post-
surgical scarring. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 
 

The CCG will fund this treatment if the patient meets the following 
criteria:  

• For severe post burn cases or severe traumatic scarring  
OR  
• Revision surgery for scars following complications of surgery, 

keloid formation or other hypertrophic scar formation will 
only be commissioned where they are significantly 
functionally disabling  or to restore normal function  

 
This means (for patients who DO NOT meet the above criteria) the 
CCG will only fund the treatment if an Individual Funding Request 
(IFR) application proves exceptional clinical need and that is 
supported by the CCG. 

There is some 
difference between the 
current and the 
proposed criteria. The 
criteria has been 
tightened to include 
‘severe’ post-burn or 
‘severe’ traumatic 
scarring. 
 
Layout has been 
simplified and criteria 
are now clearer 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 
Cataracts policy Referral for cataract surgery should be based on symptomatic deterioration of 

vision e.g. difficulty reading, seeing TV, driving or visual disturbance e.g. 
glare/dazzle with bright sunlight or oncoming headlights. An example of a referral 
template for use by optometrists is given in appendix 1. 
There is good evidence that bilateral cataract replacement is beneficial 
 

Appendix 1 Cataract Referral Guide 
 

Referrals for cataract should only be made in the following context:- 

  
1) ASSESSMENT OF VISION AND QUALITY OF LIFE  

Interpretation  
• If answer to question 4 is b or c, this is often an indication of macular 

problems rather than cataract. If this is the only problem, referral for 
cataract surgery is inappropriate. However, referral for an opinion on 
maculopathy might be required.  

• If answers to questions 1 to 3 are mainly (c), this is probably cataract-related 
and referral may be appropriate.  

• If glare is the ONLY problem (question 5), the referrer (after discussion with 
the patient) will need to make a judgment as to the potential impact of 
cataract removal before deciding whether surgery is appropriate.  
2)    FITNESS FOR SURGERY  

Is the patient medically fit for surgery?  
3)    RISKS AND CONSENT  

Has the potential to benefit been explained?  
Have details of the procedure and risks been explained to patient?  
Is patient still willing to proceed?  

  The referrer should be satisfied that the criteria outlined in (1) to (3) have all 
been met before referring 

Questions 
Responses 
A B C 

How well can patient see 
objects in the distance? 

without 
difficulty 

with slight 
difficulty 

with great 
difficulty 

How well can patient read 
writing on the TV and/or road 
signs? 

without 
difficulty 

with slight 
difficulty 

with great 
difficulty 

How well can patient recognise 
people on the street? 

without 
difficulty 

with slight 
difficulty 

with great 
difficulty 

How well can patient read 
from newspapers/books? 

without 
difficulty 

with slight 
difficulty 

with great 
difficulty 

How often does patient suffer 
from glare at night? 

never occasionally frequently 

Referral of patients to ophthalmologists for cataract surgery  should be based 
on the following indications:    

1. The patient has sufficient cataract to account for visual symptoms.  

It is strongly recommended that only those cases with best corrected visual 
acuity of 6/9 (Snellen) or +0.2 (Logmar) or worse in the poorer eye be referred. 
However, exception may be made where the impact of symptoms is such that 
the patient’s quality of life is significantly impaired.   

A description of the impact on quality of life must be documented and 
accompany the referral information for all cases. Examples of the Impact on 
quality of  life may include any of the following factors, although this is not an 
exhaustive list: 

a. the patient is at significant risk of falls 

b. the impact of the visual symptoms is affecting the patient’s ability to access 
their chosen mode of transport including driving 

c. the impact of symptoms is compromising the patient’s independence 

d. the impact of the visual symptoms is affecting the patient’s ability to 
continue their employment or undertake caring responsibilities  

e. the impact of the visual symptoms is substantially affecting the patient’s 
ability to undertake daily activities such as reading, watching television, leaving 
the house or recognising faces. 

f. the patient is experiencing disabling glare.  

AND 

2.  Where the referral has been initiated by an optometrist, there has been a 
discussion on the risks and benefits of cataract surgery based around the 
Patient Decision Aid For Cataract. http://sdm.rightcare.nhs.uk/pda/cataracts/ 

3. The patient has understood what a cataract surgical procedure involves and 
wishes to have surgery 

Guidance for second eye surgery in patients with bilateral cataracts 
 
The second eye criteria is 

• As for the first eye, i.e. the impact of visual symptoms is sufficiently 
impairing the patient’s quality of life despite one eye having been 
operated upon 

There are a number of differences between the 
current and the proposed criteria. 
 
In the revised criteria it is strongly recommended that 
only those cases with  best corrected visual acuity of 
6/9 (Snellen) or +0.2 (Logmar) or worse in the poorer 
eye be referred. However, exception may be made 
where the impact of symptoms is such that the 
patient’s quality of life is significantly impaired.    
 
In addition a description of the impact on quality of 
life must be documented and accompany the referral 
criteria, with a number of examples of impacts on the 
quality of life given. 
 
The proposed criteria no longer includes an example 
referral template 
 
The proposed criteria now draws out the criteria for 
second eye referral 

http://sdm.rightcare.nhs.uk/pda/cataracts/
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Suite 2 Red rated Policies 
Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Removal and/or 
Replacement of 
Silicone Implants -  
Revision of Breast 
Augmentation 

Revisional surgery will ONLY be considered if the NHS commissioned 
the original surgery and complications arise which necessitates 
surgical intervention. 
 
If revisional surgery is being carried out for implant failure, the 
decision to replace the implant(s) rather than simply remove them will 
be based upon the clinical need for replacement and whether the 
patient meets the policy for augmentation at the time of revision. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

Removal and/or replacement of silicone implants is not routinely 
commissioned.  
 
The removal of ruptured silicone implants  will only be commissioned 
in the  following circumstances: 
 
Where a patient has implants that have ruptured or failed, the patient 
should be referred back to the provider of the implants. If the clinic no 
longer exists or refuses to remove the implants, the NHS will remove 
ruptured implants or implants that have failed only, but will not 
replace them. 

There is some change 
to the criteria here: the 
proposed policy now 
states that patients 
should be referred back 
to the original provider 
and only if the clinic no 
longer exists or refuses 
to remove the implants 
will they be removed 
by the NHS. In this 
instance the NHS will 
only remove the 
implants on rupture or 
failure and will not 
replace them. 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Male Breast Reduction 
Surgery for 
Gynaecomastia 

Not routinely commissioned except on an exceptional basis where all 
of the following criteria are met: 
• True gynaecomastia not just adipose tissue. 
AND 
• Underlying endocrine or liver abnormality excluded. 
AND 
• Not due to recreational use of drugs such as steroids or cannabis 

or other supplements known to cause this. 
AND 
• Not due to prescribed drug use. 
AND 
• Has not responded to medical management for at least three 

months e.g. tamoxifen. 
AND 
• Post pubertal. 
AND 
• BMI <25kg/m2 and stable for at least 12 months. 
AND 
• Patient experiences persistent pain. 
AND 
• Experiences significant functional impairment. 
AND 
• In cases of idiopathic gynaecomastia in men under the age of 25 

then a period of at least 2 years has been allowed for natural 
resolution. 

Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

This procedure is not routinely commissioned.  
 

There is no change to 
this policy position. 
 
Additional information 
in the current criteria 
has been removed for 
clarity. The previous 
format of this criteria 
was misleading as it 
implied this was a 
criteria based policy. 
However the overall 
position remains the 
same. 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Laser Tattoo Removal Only commissioned in any of the following circumstances: 
• Tattoo is result of trauma inflicted against the patient’s will. 
• The patient was a child and not responsible for his/her actions at 

the time of tattooing. 
• Inflicted under duress. 
• During adolescence or disturbed periods (only in very exceptional 

circumstances where tattoo causes marked limitations of psycho-
social function). 

 
An individual funding request will be required. 

Removal of Tattoos is not routinely commissioned.  
 
 

There is no change to 
this policy position. 
 
Additional information 
in the current criteria 
has been removed for 
clarity. The previous 
format of this criteria 
was misleading as it 
implied this was a 
criteria based policy. 
However the overall 
position remains the 
same. Given the 
additional clarity, this 
has been rated as a red 
policy. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Abdominoplasty/Apronectomy 
(sometimes called ‘tummy tuck’) 

Not routinely commissioned other than if all of the following criteria are met: 
 
The flap hangs at or below the level of the symphysis pubis. 
 
Patients BMI is <25 and stable for at least 12 months. (Some allowance may be 
made for redundant tissue not amenable to further weight reduction). 
 
Bariatric surgery (if performed) was performed at least 3 years previously. 
 
AND any of the following: 
 
Causes significant problems with activities of daily life (e.g. ambulatory 
restrictions). 
 
Causes a chronic and persistent skin condition (e.g. intertriginous dermatitis, 
panniculitis, cellulitis or skin ulcerations) that is refractory to at least six months of 
medical treatment. In addition to good hygiene practices, treatment should include 
topical antifungals, topical and/or systemic corticosteroids and/or local or systemic 
antibiotics. 
 
Poorly-fitting stoma bag. (If the patient does not fulfil all of the required criteria, an 
IFR should be submitted detailing why exception should be made). 
 
IFR information must contain the following information:- 
• Date of bariatric surgery (where relevant). 
• Pre-operative or original weight and BMI with dates. 
• Series of weight and BMI readings demonstrating weight loss and stability 

achieved. 
• Date stable weight and BMI achieved. 
• Current weight/BMI. 
• Patient compliance with continuing nutritional supervision and management 

(if applicable). 
• Details of functional problems. 
Details of associated medical problems. 

These procedures are not routinely commissioned. 
 

There is no change to this 
policy position. 
 
Additional information in 
the current criteria has been 
removed for clarity. The 
previous format of this 
criteria was misleading as it 
implied this was a criteria 
based policy. However the 
overall position remains the 
same. Given the additional 
clarity, this has been rated 
as a red policy. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Other Skin Excisions/ Body 
Contouring Surgery e.g. 
Buttock Lift, Thigh Lift, Arm 
Lift (Brachioplasty) 

Not routinely commissioned. 
 
If an IFR request for exceptionality is made, the patient must fulfil all of the following 
criteria before being considered. 
 
Patients BMI is <25 and stable for at least 12 months. (Some allowance may be made 
for redundant tissue not amenable to further weight reduction). 
Bariatric surgery (if performed) was performed at least 3 years previously. 
 
AND any of the following: 
 
Causes significant problems with activities of daily life (e.g. ambulatory restrictions). 
 
Causes a chronic and persistent skin condition (e.g. intertriginous dermatitis, 
panniculitis, cellulitis or skin ulcerations) that is refractory to at least six months of 
medical treatment. In addition to good hygiene practices, treatment should include 
topical antifungals, topical and/or systemic corticosteroids and/or local or systemic 
antibiotics. 
 
IFR information must contain the following information; 
• Date of bariatric surgery (where relevant). 
• Pre-operative or original weight and BMI with dates. 
• Series of weight and BMI readings demonstrating weight loss and stability 

achieved. 
• Date stable weight and BMI achieved. 
• Current weight/BMI. 
• Patient compliance with continuing nutritional supervision and management (if 

applicable). 
• Details of functional problems. 
• Details of associated medical problems. 
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC should apply for 
treatment funding through the CCG; the GIC should endeavour to work in partnership 
with the CCG. 

These procedures are not routinely commissioned. 
 

There is no change to this 
policy position. 
 
Additional information in the 
current criteria has been 
removed for clarity. The 
previous format of this 
criteria was misleading as it 
implied this was a criteria 
based policy. However the 
overall position remains the 
same. Given the additional 
clarity, this has been rated as 
a red policy. 
 
In addition, reference to 
Non-core procedure Interim 
Gender Dysphoria Protocol & 
Service Guidelines 2013/14 
have been removed for 
additional clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Surgical Treatments for 
hair Loss 

Treatments to Correct Hair Loss for Alopecia 
Only commissioned in either of  the following circumstances: 
 
• Result of previous surgery. 
• Result of trauma, including burns. 
 
Hair Intralace System is not commissioned. 
 
Dermatography is not commissioned. 
 
NHS wigs will be available according to NHS policy. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG 

Hair Transplantation 

Commissioned only in exceptional circumstance, e.g. reconstruction of 
the eyebrow following cancer or trauma. 
 
Dermatography may be an acceptable alternative in eyebrow 
reconstruction. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

Treatments to Correct Male Pattern Baldness 

This is not routinely commissioned 

Surgical Treatment for Alopecia, hair transplantation, Male Pattern Baldness and hair 
intralace systems will not be routinely commissioned.  
 
The NHS has a policy for Wigs which may be an alternative option for 
patients: http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx 
The current cost is £67.75 for an acrylic wig with 2 allowed per year. There is no charge for 
chemotherapy patients. 
 
 

The differences in this policy are as follows:   
• the title of the policy has been clarified 

as ‘Surgical Treatments for hair loss’ 
• the proposed position for treatments to 

correct alopecia is that these are no 
longer commissioned 

• the proposed position for hair 
transplantation is that these are no 
longer commissioned 

• under the current commissioning policy, 
there are separate entries for 
Treatments to Correct Hair Loss for 
Alopecia, Hair Transplantation and 
Treatments to Correct Male Pattern 
Baldness so these have all been merged 
into one policy statement 

• clarity around access to wigs via the NHS 
has been included 

 
In addition, reference to Non-core procedure 
Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14 have been removed for 
additional clarity 

 

 

http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Rhytidectomy - Face or 
Brow Lift 

This procedure is not available under the NHS on cosmetic grounds. 
 
Routinely commissioned in the following circumstances: 
 
Congenital facial abnormalities. 
Facial palsy. 
 
Treatment of specific conditions affecting the facial skin, e.g. cutis 
laxa, pseudoxanthoma elasticum, neurofibromatosis. 
• To correct consequences of trauma. 
• To correct deformity following surgery. 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

Rhytidectomy is restricted for non-cosmetic/other reasons. The CCG 
will fund this treatment if the patient meets the minimum eligibility 
criteria below.  

• Recognised diagnosis of Congenital (present from birth) facial 
abnormalities 

OR  
• Facial palsy (congenital or acquired paralysis)  
OR  
• As part of the treatment of specific conditions affecting the 

facial skin e.g. cutis laxa, pseudoxanthoma elasticum, 
neurofibromatosis 

 

There are some 
differences between 
the current and the 
proposed criteria. The 
criteria has been laid 
out more clearly and 
the following criteria 
have been removed  
• To correct the 

consequences of 
trauma OR  

• For significant 
deformity following 
corrective surgery. 
However funding will 
not be approved to 
improve previous 
cosmetic surgery.  
 

In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Policy for male 
circumcision for 
medical reasons only 

This not offered for social, cultural or religious reasons.  
However certain CCGs may have individual policies*. 
 
Indicated for the following condition; 
• Balantis xerotica obliterans. 
• Traumatic foreskin injury/scarring where it cannot be salvaged. 
• 3 or more episodes of balanitis/balanoposthitis.  
• Pathological phimosis. 
• Irreducible paraphimosis. 
• Recurrent proven Urinary Tract. Infections (UTIs) with an abnormal 

urinary tract. 
 

 

Circumcision will be funded in the following medical circumstances:  
• Balantis xerotica obliterans. 
• Traumatic foreskin injury/scarring where it cannot be salvaged. 
• 3 or more episodes of balanitis/balanoposthitis.  
• Pathological phimosis. 
• Irreducible paraphimosis. 
• Recurrent proven Urinary Tract. Infections (UTIs) with an abnormal 

urinary tract. 
• Tight foreskin causing pain on arousal/ interfering with sexual 

function  
 
This is because if the patient does not meets the medical indications 
above non-medical circumcisions do not confer any health gain but do 
carry health risk.  
 
This procedure is not offered for social, cultural or religious reasons. 

There is some change 
to this policy: 
• The title has been 

clarified to now read 
‘Policy for male 
circumcision for 
medical reasons 
only’  

• the criteria now 
makes it clear that 
the procedure is not 
offered for social, 
cultural or religious 
reasons and  

• Congenital 
abnormalities are 
now provided for in 
the revised criteria. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Pinnaplasty May be commissioned in the following circumstances: 
 
Surgical “correction” of prominent ear(s) only when all of the 
following criteria are met: 
 

1. Referral only for children aged 5 to 18 years at the time of 
referral. 

AND 
2. With very significant ear deformity or asymmetry. 

 
Patients not meeting these criteria should not be routinely referred 
for surgery. 
 
Incisionless otoplasty is not commissioned. 

Pinnaplasty is not routinely commissioned.  

 

This procedure is 
moving from a criteria 
based position to a not 
routinely 
commissioned position. 
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Suite 1 Green rated Policies 
Procedure C&M Current Policy  Proposed Policy 2018/2019  

Surgery for 
Treatment of 
Asymptomatic 
Incisional and 
Ventral Hernias and 
Surgical correction of 
Diastasis of the Recti 

Surgery: not commissioned if no symptoms, easily reducible (i.e. can be 
‘pushed back in’) and not at significant risk of complications. 
 
Surgical repair is not routinely commissioned. 
 

Not routinely commissioned 
 
This means (for patients who DO NOT meet the specified criteria) the 
CCG will only fund the treatment if an Individual Funding Request 
(IFR) application proves exceptional clinical need and that is supported 
by the CCG. 

Policies are aligned 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Surgery for 
Asymptomatic 
Gallstones 

N/A - This procedure is not routinely commissioned. This procedure is not routinely commissioned. Policies are aligned 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Dilatation and 
Curettage 

Not routinely funded 
 

Not routinely commissioned.  
 
This means the CCG will only fund the treatment if an Individual 
Funding Request (IFR) application proves exceptional clinical need and 
that is supported by the CCG. 

Policies are aligned 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Policy for Private 
Mental Health Care- 
Non-NHS 
Commissioned 
Services: including 
Psychotherapy, adult 
eating disorders, 
general in-patient 
care, post-traumatic 
stress, adolescent 
mental health 

This will not normally be funded. 
 
Most mental health conditions can be managed in the community with 
input from Community Mental Health teams. 
 
NHS England Specialist Commissioning provides specialist services for 
various conditions including PTSD, eating disorders and severe OCD. 
 
There is also a specialist NHS MH service provided for affective 
disorders. 
 
A request for private MH care should be initiated by a consultant 
psychiatrist and give full explanation as to why NHS care is 
inappropriate or unavailable. 

Not routinely commissioned.  
 

Policies are aligned 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Policy for Hyaluronic 
Acid and Derivatives 
Injections for 
Peripheral joint pain 

Hyaluronic Acid and Derivatives Injections are not commissioned for 
joint injection. 
 

Not routinely commissioned. 
 

Policies are aligned 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Knee Replacement 
Surgery 

Referral is based on local referral pathways. 
 
Funding for total or partial knee replacement surgery is available if 
the following criteria are met  
 

1. Patients with BMI <40. 
AND  
2. Patient complains of moderate joint pain AND moderate to severe 

functional limitations that has a substantial impact on quality of 
life, despite the use of non-surgical treatments such as adequate 
doses of NSAID analgesia, weight control treatments and physical 
therapies.  

AND  
3. Has radiological features of severe disease.  
OR  
4. Has radiological features of moderate disease with limited mobility 

or instability of the knee joint. 
 

Referral is based on local referral pathways.  Where MCAS services are 
in place the patient needs to be seen in an MCAS service before 
referral to a consultant. 
 
Funding for total or partial knee replacement surgery is available if 
the following criteria are met  
 

1. Patients with BMI <40. 
AND  
2. Patient complains of moderate joint pain AND moderate to severe 

functional limitations that has a substantial impact on quality of 
life, despite the use of non-surgical treatments such as adequate 
doses of NSAID analgesia, weight control treatments and physical 
therapies.  

AND  
3. Has radiological features of severe disease.  
OR  
4. Has radiological features of moderate disease with limited 

mobility or instability of the knee joint. 

Policies are aligned 
with additional 
guidance around 
referral via the 
appropriate local 
referral pathway 
 
Proposed policy has an 
expanded reference: 
‘Referral is based on 
local referral 
pathways.  Where 
MCAS services are in 
place the patient needs 
to be seen in an MCAS 
service before referral 
to a consultant.’ 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Hip Replacement 
Surgery 

Referral criteria for Total Hip Replacements (THR) should be based on 
the level of pain and functional impairment suffered by the patient. 
Funding is available for patients who fulfil the following criteria;  
 
1. Patient complains of severe joint pain.  
AND  
2. Functional limitation, despite the use of non- surgical treatments 

such as adequate doses of NSAID analgesia, weight control 
treatments and physical therapies.  

OR  
3. Patient complains of mild to moderate joint pain AND has severe 

functional limitation, despite the use of non-surgical treatments 
such as adequate doses of NSAID analgesia, weight control 
treatments and physical therapies. 

 
The CCGs will fund hip resurfacing for those who otherwise qualify for 
primary total hip replacement, but are likely to outlive conventional 
primary hip replacements as restricted by NICE Guidance Hip disease - 
metal on metal hip resurfacing (TA44). 

Referral is based on local referral pathways.  Where MCAS services are 
in place the patient needs to be seen in an MCAS service before 
referral to a consultant. 
 
Referral criteria for Total Hip Replacements (THR) should be based 
on the level of pain and functional impairment suffered by the 
patient. Funding is available for patients who fulfil the following 
criteria;  
 
1. Patient complains of severe joint pain.  
AND  
2. Functional limitation, despite the use of non- surgical treatments 

such as adequate doses of NSAID analgesia, weight control 
treatments and physical therapies.  

OR  
3. Patient complains of mild to moderate joint pain AND has severe 

functional limitation, despite the use of non-surgical treatments 
such as adequate doses of NSAID analgesia, weight control 
treatments and physical therapies. 

 
The CCGs will fund hip resurfacing for those who otherwise qualify for 
primary total hip replacement, but are likely to outlive conventional 
primary hip replacements as restricted by NICE Guidance Hip disease - 
metal on metal hip resurfacing (TA44). 

Policies are aligned 
with additional 
guidance around 
referral via the 
appropriate local 
referral pathway. 
 
Proposed policy 
includes: ‘Referral is 
based on local referral 
pathways.  Where 
MCAS services are in 
place the patient needs 
to be seen in an MCAS 
service before referral 
to a consultant.’ 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Surgical Removal of 
Ganglions 

Aspiration and Surgery for ganglion (open or arthroscopic) are 
not routinely commissioned. Reassurance that no treatment is 
required should be given to the patient. 

Aspiration and Surgery for ganglion (open or arthroscopic) are not routinely 
commissioned. 
 
Reassurance that no treatment is required should be given to the patient. 

Policies are aligned 
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Procedure C&M Current Policy Proposed Policy 2018/2019 Difference 

Adenoidectomy Commissioned only in either of the following clinical 
situations.  
 
In Children 
For the treatment of obstructive sleep apnoea or upper 
airways resistance syndrome in combination with 
tonsillectomy.  
 
In conjunction with grommet insertion where there are 
significant nasal symptoms, in order to prevent repeat 
grommet insertion for the treatment of glue ear or 
recurrent otitis media. See 5.3 
 
Adenoidectomy is not routinely commissioned as an 
isolated procedure. 
 

Adenoidectomy will only be funded if Primary and Secondary Care 
clinicians undertake maximum medical therapy by following the Royal 
College of Surgeons High Value Care Pathway for Rhinosinusitis, with 
surgery reserved for recalcitrant cases, with a diagnosis confirmed by 
radiology, after an appropriate trial of treatment. 
  
Or  
 
Children or adults with sleep disordered breathing/apnoea confirmed 
with sleep studies undergo procedure in line with recognised 
management of these conditions.  
 
This means (for patients who do not require tonsillectomy and/or 
grommets) the CCG will only fund the treatment if an Individual 
Funding Request (IFR) application proves exceptional clinical need and 
that is supported by the CCG. 

There is some difference between 
the current and new criteria, with 
tightening of the proposed 
criteria to ensure: Primary and 
Secondary Care clinicians 
undertake maximum medical 
therapy by following the Royal 
College of Surgeons High Value 
Care Pathway for Rhinosinusitis, 
with surgery reserved for 
recalcitrant cases, with a 
diagnosis confirmed by radiology, 
after an appropriate trial of 
treatment. 
 
Proposed policy Includes adults 
with sleep disordered 
breathing/apnoea confirmed with 
sleep studies undergo procedure 
in line with recognised 
management of these conditions.  
 
Layout has been simplified and 
criteria are now clearer. 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Policy for Tonsillectomy for 
recurrent Tonsillitis 
(excluding peri-tonsillar 
abscess) Adults and Children 

Tonsillectomy will only be commissioned where: 
 
• Seven or more well documented clinically significant 

adequately treated sore throats in the preceding 
year;  

OR 
• Five or more such episodes in each of the previous 

two years;  
OR 
• Three or more such episodes in each of the 

preceding three years. 
 
Is commissioned if appropriate following peri-tonsillar 
abscess. 
 
Tonsillectomy is not commissioned for tonsil stones or 
halitosis. 
 
Tonsillectomy may be appropriate for significant 
hypertrophy causing OSA. 
 
Tonsillectomy is recommended for severe recurrent sore 
throats in adults as above. 

The CCG will fund this treatment if the patient meets one or more of the 
following criteria:  
• 7 or more documented clinically significant, adequately treated episodes in 
the preceding year;  
OR  
• 5 or more documented episodes in each of the preceding two years  
OR  
• 3 or more documented episodes in each of the preceding three years.  
AND  
• If symptoms are disabling and prevent normal functioning  
 
 
Each episode of tonsillitis should be documented in the patient’s medical 
records and characterised by at least one of the following:  

• Aural temperature of at least 38.3°C  
• Tender anterior cervical lymph nodes  
• Tonsillar exudates  
• Tonsillar enlargement giving rise to symptoms of upper airways 

obstruction  
 
Note: Walk in Centre or Out of Hours documented episodes that are 
communicated in writing to GP Practices are included in the episode count. 
  
There are a small proportion of patients with specific clinical conditions or 
syndromes, who require tonsillectomy as part of their on-going management 
strategy, and who will not necessarily meet the SIGN guidance below (e.g. 
those presenting with psoriasis, nephritis, Periodic fever, aphthous stomatitis, 
pharyngitis and adenitis (PFAPA) syndrome.  
Children or adults with sleep disordered breathing/apnoea confirmed with 
sleep studies undergo procedure in line with recognised management of these 
conditions.  
 
Note:  
When in doubt, implement a six month period of clinical watchful waiting. 
(Watchful waiting involves carefully monitoring your symptoms to see whether 
they improve or get worse.)  
 
This means (for patients who DO NOT meet the specified criteria) the CCG will 
only fund the treatment if an Individual Funding Request (IFR) application 
proves exceptional clinical need and that is supported by the CCG. 
 

There is some difference between the current and new criteria, with 
tightening of the proposed criteria to ensure that episodes are 
documented. 
 
There is no longer any reference to peri-tonsillar abscess, tonsil 
stones. Halitosis or significant hypertrophy causing OSA 
 
Proposed policy includes: If symptoms are disabling and prevent 
normal functioning 
 
Proposed policy  includes: Each episode of tonsillitis should be 
documented in the patient’s medical records and characterised by at 
least one of the following:  
• Aural temperature of at least 38.3°C  
• Tender anterior cervical lymph nodes  
• Tonsillar exudates  
• Tonsillar enlargement giving rise to symptoms of upper airways 

obstruction  
 
Layout has been simplified and criteria are now clearer. 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Hysterectomy for 
Heavy Menstrual 
Bleeding 

Hysterectomy not commissioned unless all of the following 
requirements have been met: 
• An unsuccessful trial with a levonorgestrel intrauterine system (e.g. 

Mirena) unless medically contra-indicated or the woman has made 
an informed choice not to use this treatment. 

• The following treatments have failed, are not appropriate or are 
contra-indicated in line with NICE guidance. 
o Tranexamic acid or nonsteroidal anti-inflammatory drugs or 

combined oral contraceptives. 
o Norethisterone (15mg) daily from days 5 to 26 of the menstrual 

cycle, or injected long-acting progestogens. 
Endometrial ablation has been tried (unless patient has fibroids >3cm) 
 

Hysterectomy not commissioned unless all of the following criteria 
have been met: 

• The following treatments have failed, are not appropriate or 
are medically contra-indicated: 

o An unsuccessful trial with a levonorgestrel 
intrauterine system (e.g. Mirena)  

o Tranexamic acid or nonsteroidal anti-inflammatory 
drugs or combined oral contraceptives. 

o Norethisterone 15 mg daily from days 5 to 26 of the 
menstrual cycle, or injected long-acting 
progestogens 

o Up to 4 courses of ulipristal acetate 5mg for women 
with heavy menstrual bleeding and fibroids of 3cm 
or more in diameter. 

o Endometrial ablation has been tried (unless patient 
has fibroids >3cm) 

 
The procedure should not be offered where a patient wishes to cease 
menstruation.  

There is some 
difference between the 
current and new 
criteria, with the 
addition of specific 
criteria around the use 
of ulipristal acetate 
5mg.  
Criteria has also been 
tightened to state that 
the procedure should 
not be offered as an 
option to cease 
menstruation - 
proposed policy no 
longer includes: ‘the 
woman has made an 
informed choice not to 
use this treatment.’ 
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Procedure C&M Current Policy  Proposed Policy 2018/2019 Difference 

Varicose Veins 
Treatments 

Treatment of varicose veins is not commissioned except in 
the following circumstances: 
• Ulcers/history of ulcers secondary to superficial venous 

disease. 
• Liposclerosis. 
• Varicose eczema. 
• History of phlebitis. 
 

Treatment of varicose veins is only commissioned  in the following 
circumstances: 

• Varicose veins which have bled and are at risk of bleeding 
again (immediate referral recommended).  

OR 
• A history of varicose ulceration  

OR 
• Signs of prolonged venous hypertension (haemasiderin 

pigmentation, eczema, induration lipodermatosclerosis), or 
significant oedema associated with skin changes 

OR 
• Superficial thrombophlebitis in association with varicose veins  

 
Note: compression hosiery should not be offered to treat varicose veins 
unless interventional treatment is unsuitable. 
 
This means (for patients who DO NOT meet the specified criteria) the 
CCG will only fund the treatment if an Individual Funding Request (IFR) 
application proves exceptional clinical need and that is supported by the 
CCG.  

Policies are aligned. 
 
Proposed policy includes: 
‘Varicose veins which have bled 
and are at risk of bleeding again 
(immediate referral 
recommended).’ 
 
Proposed policy describes ‘signs 
of prolonged venous 
hypertension’ more clearly.  
 
Proposed policy includes: 
‘Superficial thrombophlebitis in 
association with varicose veins.’ 
 
Proposed policy includes: ‘Note: 
compression hosiery should not 
be offered to treat varicose veins 
unless interventional treatment is 
unsuitable.’ 
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Suite 2 Green rated Policies 
Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Reduction 
Mammoplasty - 
Female Breast 
Reduction 

Commissioned only if all of  the following circumstances are met: 
• Musculo-skeletal symptoms are not due to other causes. 
AND 
• There is at least a two year history of attending the GP with the 

problem. 
AND 
• Other approaches such as analgesia and physiotherapy have been 

tried. 
AND 
• The patient is suffering from functional symptoms as a result of 

the size of her breasts (e.g. candidal intertrigo; backache). 
AND 
• The wearing of a professionally fitted brassiere has not helped. 
AND 
• Patients BMI is <25 and stable for at least twelve months. 
AND 
• The patients breast is a cup size H or larger. 
AND 
• There is a proposed reduction of at least a three cup sizes. 
AND 
• Aged over 18 years old. 
AND 
• It is envisaged there are no future planned pregnancies. 
Unilateral breast reduction is considered for asymmetric breasts of 
three or more cup size difference as measured by a specialist. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 

The CCG will fund this treatment if the patient meets ALL of the 
following criteria 
• Musculo-skeletal symptoms are not due to other causes. 
AND 
• There is at least a two year history of attending the GP with the 

problem. 
AND 
• Other approaches such as analgesia and physiotherapy have been 

tried. 
AND 
• The patient is suffering from functional symptoms as a result of 

the size of her breasts (e.g. candidal intertrigo; backache). 
AND 
• The wearing of a professionally fitted brassiere has not helped. 
AND 
• Patients BMI is <25 and stable for at least twelve months. 
AND 
• The patients breast is a cup size H or larger. 
AND 
• There is a proposed reduction of at least a three cup sizes. 
AND 
• Aged over 18 years old. 
AND 
• It is envisaged there are no future planned pregnancies. 
Unilateral breast reduction is considered for asymmetric breasts of 
three or more cup size difference as measured by a specialist – see 
the Breast Augmentation policy. 

Policies are aligned 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Augmentation 
Mammoplasty - Breast 
Enlargement 

Only commissioned in the following circumstances: 
 
In all cases: 
• The BMI is <25 and stable for at least twelve months. 
AND 
• There is congenital absence of breast tissue unilaterally of three or 

more cup size difference as measured by a specialist. 
OR 
• Congenital absence i.e. no obvious breast tissue. 
 
In special circumstances reconstructive surgery may be appropriate 
for tubular breast abnormality. 
 
All non-surgical options must have been explored e.g. padded bra. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 

Augmentation Mammoplasty will be funded if the patient meets ALL  
of the following criteria: 
 
• There is congenital absence of breast tissue unilaterally of three or 

more cup size difference as measured by a specialist. 
AND 
• The patient’s BMI is under 25 and has been stable for at least 12 

months 
AND 
• Aged over 18 years old. 
 

Policies are aligned 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Mastopexy - Breast 
Lift 

Not routinely commissioned. 
 
May be considered as part of other breast surgery to achieve an 
appropriate cosmetic result subject to prior approval. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

This procedure is not routinely commissioned. There is no change to 
this policy position. 
 
Additional information 
in the current criteria 
has been removed for 
clarity. 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Surgical Correction of 
Nipple Inversion 

This is not routinely commissioned. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

This procedure is not routinely commissioned. There is no change to 
this policy position. 
 
Additional information 
in the current criteria 
has been removed for 
clarity. 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 

 

  



 

38 
 

Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Surgical Treatment for 
Pigeon Chest 

This procedure is not routinely commissioned by the NHS on cosmetic 
grounds 

This procedure is not routinely commissioned. There is no change to 
this policy position. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Labiaplasty, 
Vaginoplasty and 
Hymenorrhaphy 

This is not routinely commissioned. These procedures are not routinely commissioned. 
 
 

There is no change to 
this policy position. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Liposuction  Liposuction is sometimes an adjunct to other surgical procedures e.g. 
thinning of a transplanted flap.  
 
Not commissioned simply to correct fat distribution. 
 
May be commissioned as part of the management of true 
lipodystrophies or non-excisable clinically significant lipomata. An 
individual funding request will be required. 
 
Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14. 
 
Where the provision of “non-core” surgeries is appropriate, the GIC 
should apply for treatment funding through the CCG; the GIC should 
endeavour to work in partnership with the CCG. 

Liposuction is not routinely commissioned.  
 

There is no change to 
this policy position. 
 
Additional information 
in the current criteria 
has been removed for 
clarity. The previous 
format of this criteria 
was misleading as it 
implied this was a 
criteria based policy. 
However the overall 
position remains the 
same. 
 
In addition, reference 
to Non-core procedure 
Interim Gender 
Dysphoria Protocol & 
Service Guidelines 
2013/14 have been 
removed for additional 
clarity 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Policy for Diagnostic 
Interventions and 
Treatments for Early 
Management of Back 
Pain 

The following treatments should not be 
offered for the early management of 
persistent non-specific low back pain. 
• Selective serotonin re-uptake inhibitors 

(SSRIs) for treating pain. 
• Injections of therapeutic substances into 

the back. 
• Laser therapy. 
• Interferential therapy. 
• Therapeutic ultrasound. 
• Transcutaneous electrical nerve stimulation 

(TENS). 
• Lumbar supports 
Traction. 

Policy for non-invasive interventions for low Back pain and sciatica 
Acupuncture  
Acupuncture for low back pain and sciatica is not routinely commissioned 
 
Manual Therapy 
The following procedures are not routinely commissioned: 
• Lumbar traction 
• Technology Assisted Micromobilisation and Reflex Stimulation (TAMARS) 
• Manual therapy (spinal mobilisation, manipulation, soft tissue techniques and massage) in isolation. 

 
Note: Consider manual therapy (spinal manipulation, mobilisation or soft tissue techniques such as massage) for 
managing low back pain with or without sciatica, but only as part of a treatment package including exercise, with or 
without psychological therapy. 
 
Orthotics 
The following are  not routinely commissioned: 
• Foot orthotics 
• Rocker shoes 
• Belts and corsets 
 
Electrotherapy  
The following are not routinely commissioned: 
• Transcutaneous electrical nerve stimulation (TENS) 
• Percutaneous electrical nerve stimulation (PENS) 
• Ultrasound 
• Interferential  
• Laser therapy  
 
The CCG does not routinely commission the following in the treatment of low back pain without Neuropathic pain: 
• Paracetamol used alone 
• Selective serotonin re-uptake inhibitors (SSRIs)  
• Serotonin– norepinephrine reuptake inhibitors  
• Tricyclic antidepressants  
• Anti-convulsants 
• Opioids for the management of acute back pain (if NSAIDs are contraindicated, ineffective or not tolerated then 

weak opioids may be given +/- paracetamol) 
 
Patients with neuropathic pain should be managed in line with NICE CG 173: 
• Offer a choice of amitriptyline, duloxetine, gabapentin or pregabalin as initial treatment for neuropathic pain 

(except trigeminal neuralgia) 
• 1.1.9 If the initial treatment is not effective or is not tolerated, offer one of the remaining 3 drugs, and consider 

switching again if the second and third drugs tried are also not effective or not tolerated. 
• 1.1.10 Consider tramadol only if acute rescue therapy is needed (see recommendation 1.1.12 about long-term 

use). 

There is some difference between the 
current and proposed policy.  The 
proposed policy is aligned with NG59. 
 
Treatment options have been clearly 
broken down in the proposed policy into 5 
headings: 
• Acupuncture 
• Manual therapy 
• Orthotics 
• Electrotherapy 
• Pharmacology 
These make reference to specific 
treatments under these areas, all of which 
are not routinely commissioned. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

• 1.1.11 Consider capsaicin cream[4] for people with localised neuropathic pain who wish to avoid, or who cannot 
tolerate, oral treatments. 

Treatments that should not be used 
1.1.12 Do not start the following to treat neuropathic pain in non-specialist settings, unless advised by a specialist to 
do so: 
• cannabis sativa extract 
• capsaicin patch 
• lacosamide 
• lamotrigine 
• levetiracetam 
• morphine 
• oxcarbazepine 
• topiramate 
• tramadol (this is referring to long-term use; see recommendation 1.1.10 for short-term use) 
• venlafaxine. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

X rays and MRI scans 
as diagnostic tools for 
back related problems 
 

There is no specific C&M policy around X rays and MRI scans, 
however it is noted in the comments section of 16.1 that ‘X 
Rays and MRI scans should not be offered unless in a context 
of referral for surgery.’ 

Imaging for patients presenting with back pain. 
Imaging is commissioned in AED only where patients present with red flags or 
concerns of serious underlying pathology (cancer, infection etc.) and requires 
urgent management. 

X rays, MRI and CT scans are NOT routinely commissioned in non-specialist 
settings. Imaging for patients with non-urgent presentations should not be 
offered imaging in AED and is not routinely commissioned. 
 
Consider imaging in specialist musculoskeletal settings for people with low 
back pain with or without sciatica only if the result is likely to change 
management i.e. prior to surgery. 
 
 

The proposed criteria 
provide a clear position 
that indicates imaging 
for patients presenting 
with back pain is not 
routinely 
commissioned in non-
specialist settings. 
 
Imagining should only 
be considered in 
specialist 
musculoskeletal 
settings for patients 
with low back pain, 
with or without sciatica 
only if the result is 
likely to change 
management. 
 
Imaging is 
commissioned in AED 
only where patients 
present with red flags 
or concerns of serious 
underlying pathology 
and requires urgent 
management. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Facet Joint - Non 
Specific Back Pain 
Over 12 Months 
including radio 
frequency ablation 

Non specific back pain over 12 months – Not routinely 
commissioned.  
 
May have a role as a diagnostic procedure when considering 
radio frequency ablation. This would require an individual 
funding request. 

Injections for back pain 
Therapeutic Facet Joint injection, therapeutic medial branch block, 
prolotherapy, Botulinum Toxin and Trigger Point Injections are Not 
routinely commissioned 
 
 
Epidural 
 
Single shot epidural steroid is of short-term benefit in acute and 
severe sciatica and may enable normal activity to resume. Benefits 
and risks should be discussed with the patient. Epidural injections 
should be targeted at the affected nerve root(s) and under image 
guidance where required.  
 
Only one injection should be offered and this should only be 
offered where: 

• symptoms are acute 
AND 

• The patient is experiencing severe sciatica. 
 
Epidural Injection for Non-specific Low Back Pain of greater than 
12 months, is not routinely commissioned.  
Epidural injection for neurogenic claudication in patients with 
central stenosis is not routinely commissioned.  
 
Radiofrequency Facet Joint Denervation 
 
Treatments for low back pain will only be commissioned in line 
with NICE guidance NG59 'Low back pain and sciatica in over 16s: 
assessment and management' (November 2016) 
 
The CCG will fund  a single procedure of radiofrequency 
denervation for people with chronic low back pain when: 
• comprehensive conservative treatment approach has not  
• worked for them  

There is some difference between 
the current and the proposed 
policy. The proposed policy is clear 
that Therapeutic Facet Joint 
injection, therapeutic medial 
branch block, prolotherapy, 
Botulinum Toxin and Trigger Point 
Injections are Not routinely 
commissioned. 
 
The proposed policy covers  
multiple injection options within 
one policy rather than having 
separate policies. 
 
The proposed policy states that for 
epidural injections, these should be 
offered only where symptoms are 
acute and the patient is 
experiencing severe sciatica and 
that only one injection should be 
offered. 
 
Epidural Injection for Non-specific 
Low Back Pain of greater than 12 
months and Epidural injection for 
neurogenic claudication in patients 
with central stenosis is not 
routinely commissioned. 
 
The proposed policy now outlines 6 
specific criteria a patient must 
meet in order for one procedure of 
radiofrequency denervation. 
 

Epidural Injection Radicular Pain – Single injection may be of benefit to enable 
normal activity to resume in prolapsed disc & spinal stenosis 
where surgery is not desirable.’ 
 
‘Non Specific Back Pain – Not routinely commissioned’. 

Radiofrequency Facet 
Joint Denervation 
Intra Discal Electro 
Thermal Annuloplasty 
(IDET) Percutaneous 
intradiscal 
radiofrequency 
thermocoagulation 
(PIRFT) Technology 
Assisted 
Micromobilisation and 
Reflex Stimulation 
(TAMARS) 

The following should not be offered for the early 
management of persistent non-specific low back pain. 
 
Radiofrequency facet joint denervation. 
 
Intra Discal Electro Thermal Annuloplasty (IDET)Percutaneous 
intradiscal radiofrequency thermocoagulation (PIRFT), 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

AND  
•  the main source of pain is thought to come from structures 

supplied by the medial branch nerve 
AND 
•  The clinical presentation is consistent with symptoms arising 

from the facet joint:  
o Increased pain unilaterally or bilaterally on lumbar 

paraspinal palpation  
o Increased back pain on 1 or more of the following:  o 

extension (more than flexion); rotation; 
extension/side flexion; extension/rotation 

o No radicular symptoms  
o No sacroiliac joint pain elicited using a provocation 

test 
AND  
• they have moderate or severe levels of localised back pain 

(rated as 5 or more on a visual analogue scale, or equivalent) 
at the time of referral 

AND 
• low back pain is chronic in nature 
AND 
• The patient has significant short term pain relief to a 

diagnostic medial branch block.  
 
Do not offer imaging for people with low back pain with specific 
facet join pain as a prerequisite for radiofrequency denervation. 
 
Providers who offer radiofrequency denervation will be expected 
to submit patient outcome data to the UK National Spinal RF 
Registry 
http://cl1.n3-dendrite.com/csp/spinalrf/FrontPages/index.html  

IDET and PIRFT have now been 
grouped with the disc and 
decompression procedures, 
however these remain not routinely 
commissioned. 

 

http://cl1.n3-dendrite.com/csp/spinalrf/FrontPages/index.html
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Fusion Not routinely commissioned. 
There is limited data on effectiveness and no data on 
superiority over other treatments. 
 
Fusion not commissioned unless the patient has completed 
an high intensity package of care, including a combined 
physical and psychological treatment programme. 
 
AND 
 
Still has severe non-specific low back pain for which they 
would consider surgery. 

Spinal Fusion 
The following procedures are not routinely 
commissioned: 
• Fusion 
• Non-rigid stabilisation techniques 
• Lateral body fusion in the lumbar spine 
• Transaxial interbody lumbrosacral fusion 
• Anterior lumbar interbody fusion (ALIF) 
• Posterior lumbar interbody fusion (PLIF) 
• Or any other combination of approach where 

surgical fixation is performed 
 

There is no difference between the current and 
the proposed criteria for  Non-rigid stabilisation 
techniques, Lateral body fusion in the lumbar 
spine, Transaxial interbody lumbrosacral fusion. 
 
For fusion, the current criteria stating Fusion not 
commissioned unless the patient has completed 
an high intensity package of care, including a 
combined physical and psychological treatment 
programme and still has severe non-specific low 
back pain for which they would consider surgery 
has been removed. 
 
The proposed criteria now makes clear that ALIF 
and PLIF  and any other combination of approach 
where surgical fixation is performed is not 
routinely commissioned.  

Non-Rigid Stabilisation 
Techniques 
 

This procedure is NOT routinely commissioned. 

Lateral (including 
extreme, extra and 
direct lateral) 
Interbody Fusion in 
the Lumbar Spine 
 

This procedure is NOT routinely commissioned. 

Transaxial Interbody 
Lumbosacral Fusion 
 
 

This procedure is NOT routinely commissioned. 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Endoscopic Laser 
Foraminoplasty 

This procedure is NOT routinely 
commissioned. 

Disc and Decompression procedures 
Spinal decompression i.e. laminectomy, discectomy, 
facetectomy, foraminotomy, is commissioned where: 
 

• Patient presents with severe and acute sciatica 
AND 

• have failed to respond to conservative intervention  
AND 

• have imaging findings concordant with clinical 
presentation 

Patient outcome data must be entered onto the international 
registry database Spine Tango and providers are expected to 
regularly participate in the Cheshire and Mersey MDT Spinal 
Network. 
 
The following procedures are NOT routinely commissioned: 

• Endoscopic Laser Foraminoplasty 
• Endoscopic Lumbar Decompression 
• Percutaneous Disc Decompression using Coblation for 

Lower Back Pain 
• Percutaneous Intradiscal Laser Ablation in the Lumbar 

Spine 
• Automated Percutaneous Mechanical Lumbar 

Discectomy 
• Prosthetic Intervertebral Disc Replacement in the 

Lumbar Spine 
• Intradiscal Electro Thermal Annuloplasty (IDET) 
• Percutaneous Intradiscal Radiofrequency 

Thermocoagulation (PIRFT) 
 

There is some difference between the current and 
the proposed policy.  
 
The proposed policy covers all types of disc and 
decompression procedures rather than having 
separate policies. 
 
Endoscopic Laser Foraminoplasty, 
Endoscopic Lumbar Decompression, 
Percutaneous Disc Decompression using Coblation 
for Lower Back Pain, 
Percutaneous Intradiscal Laser Ablation in the 
Lumbar Spine, 
Automated Percutaneous Mechanical Lumbar 
Discectomy, 
Prosthetic Intervertebral Disc Replacement in the 
Lumbar Spine, 
Intradiscal Electro Thermal Annuloplasty (IDET), and  
Percutaneous Intradiscal Radiofrequency 
Thermocoagulation (PIRFT) all remain not routinely 
commissioned. 
 
The proposed policy states that Spinal 
decompression i.e. laminectomy, discectomy, 
facetectomy, foraminotomy, is commissioned where: 
• Patient presents with severe and acute sciatica 

AND 
• have failed to respond to conservative 

intervention  
AND 
• have imaging findings concordant with clinical 

presentation 

Endoscopic Lumbar 
Decompression 

This procedure is NOT routinely 
commissioned 

Percutaneous Disc 
Decompression using 
Coblation for Lower 
Back Pain 

This procedure is NOT routinely 
commissioned.  
 

Percutaneous 
Intradiscal Laser 
Ablation in the 
Lumbar Spine 

This procedure is NOT routinely 
commissioned. 

Automated 
Percutaneous 
Mechanical Lumbar 
Discectomy 

This procedure is NOT routinely 
commissioned 

Prosthetic 
Intervertebral Disc 
Replacement in the 
Lumbar Spine 

This procedure is NOT routinely 
commissioned 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Peripheral Nerve-field 
Stimulation (PNFS) for 
Chronic Low Back Pain 

This procedure is NOT routinely commissioned. This procedure is NOT routinely commissioned.  There is no difference between the current and the 
proposed criteria 
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Procedure C&M Current Policy Proposed Policy  criteria 2017/18 Difference  

Therapeutic Endoscopic 
Division of Epidural 
Adhesions 

This procedure is NOT routinely commissioned. This procedure is NOT routinely commissioned. There is no difference between the current and the 
proposed criteria 

 

 



Communications and Engagement Suite 1 and 2 Governing Body Summary 
 

Executive Summary 
This summary outlines the methodology, summary of results and external factors in relation 
to suite 1 and suite 2 policies as part of the Procedures of Lower Clinical Priority review 
work, publically known as ‘Reviewing local health policies’. Detailed results analysis and 
comments from the survey, meetings and focus group can be found amongst appendices 5, 
6 and 7. 

Introduction 
The Health and Social Care Act 2012 says NHS organisations have a duty to promote 
involvement of each patient and have, in S.14Z2 a duty to involve the public and consult 
where commissioning arrangements will change and this means that the implementation of 
changes will have an impact on the manner in which these services are delivered or the 
range of health services delivered to them. 

The following section outlines the methodology used to determine appropriate engagement 
levels per policy and a summary of the results from the survey, meetings and events in 
accordance with the Health and Social Care Act 2012. 

Methodology 
 
Equality Impact Assessments and their role in the engagement plan 
An Equality Impact Assessment was carried out for each of the policies reviewed in suite 1 
and 2, which set out the approach for the engagement plans, providing a clear 
understanding of the change to each policy and what would be proportionate and fit for 
purpose engagement, considering the level of change. The Gunning principles were applied 
as follows; Public groups, OSCs and other clinic stakeholders were consulted as part of 
policy development work. There was then an open public engagement period of 12 weeks 
where surveys, meetings and focus groups were held. This length of time was chosen to 
reflect the volume of policies out for engagement. After this engagement period, all 
responses have been analysed and fed back to each CCG to consider in their final decision 
making. 

NHS England were consulted upon during the development of engagement plans, in relation 
to the approach to engagement, ensuring the activity carried out would be meaningful and 
patients and public would be considered proportionately and fairly. Feedback from NHS 
England confirmed the approach was fit for purpose.  

A communications and engagement working group was established with representation from 
all seven CCGs involved, as well as a project lead, a media lead, 2 senior engagement team 
members and Cheshire and Merseyside Area Lead from MLCSU. This group met on a 
monthly basis to discuss and make decisions about engagement plans for each of the 
policies. Additionally, a working plan was set out on a weekly basis outlining key activity for 
the upcoming week and any tasks which need to be completed. This allowed for an open, 
comprehensive and agile approach to the project. 

 



It was clear from both the levels of proposed change and the EIAs that varying levels of 
engagement would be required for the policies and so a 'levelling' structure was developed. 
This structure ensured that each policy was given the due regard required and specifically 
identified and targeted the associated members of the public for their views. Levels were 
assigned to policies by the communications and engagement working group and approved 
by commissioners and third sector stakeholders.  

Please see below a description of these engagement levels.  

Table 1 – Engagement level explanation 
Engagement Level   Description   

1   Survey posted online and offline with no specific target   

2   Survey posted online and offline, targeted as specific cohorts of 
people through social media and support groups/charities. Additional 
specific FAQs.   

3   Survey posted online and offline, targeted as specific cohorts of 
people through social media and support groups/charities with, 
additional specific FAQs and 1 event OR face to face meeting with 
relevant groups   

 

Once an engagement level has been assigned to the policy, an individual plan was 
developed for each of the policies outlining the specific cohorts of the public who will be 
targeted for engagement, and how this will be carried out. 

For members of the public, clinicians, staff and third sector, 12 week engagement was 
carried out from 26th June until 18th September 2017 in the following forms. 

Survey  
The survey was designed in accordance with the Office of National Statistics where 
protected characteristics were included and measured as part of the survey.  

The survey was designed with a mixture of both quantitative and qualitative questions, 
allowing respondents to provide free text to support the reason why they may have chosen 
to agree or disagree with the proposed change. For each policy, a plain English document 
was provided which summarised the policy and provided the rationale for the proposed 
change to allow participants to make an informed decision. 

The following survey was provided in three ways;  

1. Online – via elesurvey, a system that is compliant with UK Information Governance 
laws.  

2. Hard copy –provided with a freepost envelope for return 

3. Telephone - The phone line was available for members of the public to find out more 
information or ask questions about the survey and engagement process as well as 
carrying out the survey over the phone.  



Providing the survey in these formats ensured that it was made as accessible as possible for 
all. In addition, all information about the project was provided in an easy read format and 
options for those who required the information in an alternative language was also promoted 
on all CCG websites, on the survey and on promotional materials such as the leaflet.  

Meetings and events  
Meetings and events attended followed a consistent approach and structure to allow for 
meaningful analysis and responses to coincide with survey results. 

The following structure was used at each of the events and meetings attended; 
• Introduction to project 
• Approach to engagement outlined 
• Discussion with group around aims and objectives 
• Overview of policies included in suite 1 and 2 
• Any specific policies highlighted by the group for further discussion and evaluation 
• Feedback collected  
• close 

 

At each event or meeting the following materials were provided; 
• Hard copies of the survey, including freepost envelope 
• Leaflet explaining the rationale for the project 
• All attendees were encouraged to complete the surveys  

 
Throughout the engagement process and analysis of survey and meeting results, it became 
clear that further clarity and information regarding the removal of the ‘children’s statement’ 
was required and so a focus group was conducted with the support of Young Peoples 
Advisory Service to gain better insight to the concerns raised in the survey results about the 
statement being removed.  

For full details of outcomes of meetings and events and list of meetings and events 
attended, please see appendix 5. 

External factors to consider 
 
Media misrepresentation of facts 
Although most media coverage for this work was balanced (see Appendix 5 for full media 
outcome details), for some of the policies, media misrepresentation of proposed changes to 
the policy caused some respondents to disagree with the change when asked if they agree 
or disagree, however within their comments supporting their agreement choice, respondents 
fundamentally disagree with the ‘cut’ of a service, as opposed to the update of criteria. In 
these instances, it was found that the negative comments supported the proposed change, 
resulting in quantitative analysis suggesting a larger proportion of people disagree with 
proposed change than the real number of people.  

The following policies were mostly affected by this coverage; 

• Hemorrhoidectomy 
• Cataract surgery 

 
 
 



Demographic responses 
The volume of protected characteristics responding to the survey was recorded throughout, 
particularly those which were identified in the phase 1 EIA as could be more affected by a 
proposed policy change. It has been evidenced throughout the process that these identified 
groups have been targeted through support from the third and voluntary sector, as well as 
targeted online campaigns where appropriate. In some areas, responses from particular 
groups have been low, due to low interest in the topic and/or low volumes in communities.  

Local area response rates 
This work was carried out across the footprint of the seven CCGs involved. This meant that 
the CCGs could benefit from a larger cross section of responses, rather than being limited to 
their own area for views, particularly where some demographics may be lacking in some 
areas.  

For the areas where response rates for some policies were low, it was identified that in 
addition to being able to learn from the other areas results, more extensive face to face 
engagement was required. The low response rates were generally due to one of the 
following factors; 

• A more elderly population 
• A low literacy rate 
• Low internet access 
• Low volume of people from various characteristics living in the area 
• Where there is no change to criteria, but there is updated wording – feedback 

indicated they did not feel compelled to respond as they did not see the change as 
concerning or a risk.  
 

Where there was little or no response to some policies which have a higher impact on 
patients and public, such as the age change for breast surgery and the removal of the 
statement allowing children to have access to surgical treatments based on psychological 
distress alone, the group worked to target the survey online to these audiences and also 
increase engagement, with offer of face to face groups and meetings to these target 
audiences. This additional work is documented in the documents below (see appendices 5, 
6 and 7.). 

All feedback from meetings and events was then coded in the same way as survey 
responses to provide consistency of analysis. 

Results Summary 
In total 187 people responded to the survey and over 120 people were reached via meetings 
and events across the 7 areas. The total number of responses and detailed responses per 
policy can be found in appendix 6. 

Survey results were monitored on a weekly basis and any areas for concern, such as low 
response rate, was addressed either by increasing face to face activity or using social media 
targeting. 

There was additional focus in areas where patient’s impact was higher, for example, age 
changes or psychological distress restriction.  



On review of results analysis as a project as well as local results, there were two key areas 
for concern raised by respondents for commissioners to consider; 

1. Disagreement with changing the age of breast surgery from 18 to 21 years.  

2. Some disagreement with the removal of the statement, currently allowing children 
under the age of 16 to have access to treatments purely based on cosmetic of 
psychological distress.  

Based on these results and some additional face to face engagement with YPAS, MLCSU 
provided the CCGs with three options for addressing these issues, each relating the risk 
each option presents. These were then discussed as a working group and an option chosen, 
which takes into consideration the engagement work. This has been explored in detail at 
pages 11 to 13. 

Once all Governing Bodies have reviewed and agreed on proposed updates to policies, a 
public facing summary document will be produced to share with the third and voluntary 
sector and to those who took part in the survey in order to demonstrate how their views 
made an impact on decision making.  
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Media 
A press release was issued both locally by the CCGs and regionally by the CSU to the following 
publications. 

Publication Local/Regional Coverage 

Liverpool Echo Regional/Local (St 
Helens CCG) 

The publication picked this up from 
a St Helens CCG perspective and 
tied the project to other headlines 
for the CCG including financial 
difficulties. 

BBC North West 
Tonight 

Regional No coverage recorded 

ITV Granada Regional ‘Shake up of NHS services in 
Merseyside & Cheshire’ – 4th July 
2017 

Made in Liverpool Regional No coverage recorded 

BBC Radio 
Merseyside 

Regional No coverage recorded 

Global Radio Regional No coverage recorded 

Baurer Radio Regional No coverage recorded 

St Helens Star Local - St Helens No coverage recorded 

Local Life Local - St Helens Coverage in summer edition 
including direction to website for 
review 
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Warrington 
Guardian 

Local - Warrington 4th July - Treatments including 
nose jobs and tummy tucks may 
no longer be available on NHS for 
some residents. 

This article triggered 24 online 
comments. These have 
contributed towards to the 
comments themes below. 
Additionally, the media outlet 
carried out a poll on cosmetic 
surgery. Please see Figure 1.0 for 
results. 

14th July - Health Chiefs review 
100 NHS treatments and policies 

 

Figure 1.0 - Warrington guardian online poll, 4th July 2017. 
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Media - online comments key themes 
 
For full comments, please see Appendix 1 
 

Key themes of online comments include the following; 
 Reluctant to pay for cosmetic procedures as part of NHS funding. 
 Work is potentially linked to NHS cuts and privatisation. 
 Agreement that cosmetic procedures should be provided for ‘illness’ or ‘functional’ reasons and not 

purely cosmetic. 
 

Stakeholder engagement  
Clinical Engagement 
All detailed clinical engagement for suite 1 and 2 policies has been documents within the appendix 
of this document. 

Microsoft Word 
Document  

Figure 1 Cataract and Botox feedback 

Microsoft Word 
Document  

Figure 2 Phase 2 policies feedback 

Microsoft Word 
Document  

Figure 3 Pinnaplasty feedback 

Microsoft Word 
Document  

Figure 4 Phase 1 policies GP and provider feedback 

Microsoft Word 
Document  

Figure 5 Back pain policies clinical feedback 
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Third Sector and Provider  
Stakeholder Action Comments/follow up 

4Wings Email to organisations promoting 
the survey 

  

5 Borough Partnerships 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

ABCC (Anfield Breckside 
Community Council) 

Email to organisations promoting 
the survey  

  

Al Ghazali Email to organisations promoting 
the survey 

  

Alderhey Hospital 6x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Alive Believers Centre Email to organisations promoting 
the survey 

  

Alt Valley Community Trust Email to organisations promoting 
the survey 

  

Amadudu Women and Children's 
Refuge 

Email to organisations promoting 
the survey 

  

Asylum link 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Beacon Counselling Trust Email to organisations promoting 
the survey 

  

Bee Sparkling CIC Email to organisations promoting 
the survey 

  

Big Love Sista CIC Email to organisations promoting 
the survey 
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Catalyst Email to organisations promoting 
the survey 

  

Changing Faces 121 call with Head of Advocacy Survey link shared via their 
channels and social media as well 
as the organisation themselves 
responding to the survey 

Cobalt Housing Email to organisations promoting 
the survey 

  

Cycling Projects Email to organisations promoting 
the survey 

  

Elevate Potential Email to organisations promoting 
the survey 

  

Emmanuel Westly Foundation Email to organisations promoting 
the survey 

  

Everton in the Community Email to organisations promoting 
the survey 

  

Faiths4Change 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Gather in Circle Email to organisations promoting 
the survey 

  

Greenbank Email to organisations promoting 
the survey 

  

Halton and St Helens VCA Face to face meeting to discuss 
policies and potential 
opportunities for promotion and 
support 

  

Healthwatch Halton 4 x emails including content for 
newsletters and  social media to 
support promotion 

  

Healthwatch Knowsley Face to face meeting   

Healthwatch Liverpool 4 x emails including content for 
newsletters and  social media to 
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support promotion 

Healthwatch South Sefton Face to face meeting   

Healthwatch Southport and 
Formby 

4 x emails including content for 
newsletters and  social media to 
support promotion 

  

Healthwatch St Helens 4 x emails including content for 
newsletters and  social media to 
support promotion 

  

Healthwatch Warrington 4 x emails including content for 
newsletters and  social media to 
support promotion 

  

Home Start Liverpool Email to organisations promoting 
the survey 

  

HOTA Email to organisations promoting 
the survey 

  

Kind Email to organisations promoting 
the survey 

  

LCVS Email to organisations promoting 
the survey 

  

Listening Ear Email to organisations promoting 
the survey 

  

Little Angels Foundation Email to organisations promoting 
the survey 

  

Live Wire 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Liverpool Pride Email to organisations promoting 
the survey 

  

MDI Email to organisations promoting 
the survey 

  

Merseyside Council of Faiths 3x email to share survey link and 
information with offer of a local 

Offer of meeting/focus group not 
taken up 
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meeting or focus group 

Merseyside Domestic Email to organisations promoting 
the survey 

  

Merseyside Polonia Email to organisations promoting 
the survey 

  

Methodist Centre Email to organisations promoting 
the survey 

  

Mpower People Email to organisations promoting 
the survey 

  

MRANG Email to organisations promoting 
the survey 

  

MYA 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Pakistan Association Liverpool Email to organisations promoting 
the survey 

  

Parks Option Email to organisations promoting 
the survey 

  

Prosperity Hub Email to organisations promoting 
the survey 

  

PSS ltd (UK) Email to organisations promoting 
the survey 

  

Psychological Therapies Unit Email to organisations promoting 
the survey 

  

Raise Ltd Email to organisations promoting 
the survey 

  

Rialto Neighbourhood Council Email to organisations promoting 
the survey 

  

RNIB 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 
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Rotunda Ltd Email to organisations promoting 
the survey 

  

Sefton Health and Social Care 
Forum 

Attendance at meeting to discuss 
project with representatives 

Organisation sent link to survey 
with explanation to 181 contacts 

Sefton in Mind Attendance at meeting to discuss 
project with representatives 

Organisation sent link to survey 
with explanation to 140 contacts 

Sefton Park Day Centre Email to organisations promoting 
the survey 

  

Self Injury Support (Warrington) 3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Shrewsbury House Email to organisations promoting 
the survey 

  

Somali Women’s Group Email to organisations promoting 
the survey 

  

South Liverpool Domestic Abuse 
Services 

Email to organisations promoting 
the survey 

  

SPARC Email to organisations promoting 
the survey 

  

The Blackie Email to organisations promoting 
the survey 

  

Tomorrow’s People Email to organisations promoting 
the survey 

  

Violence Services Email to organisations promoting 
the survey 

  

Voice of Nations Email to organisations promoting 
the survey 

  

Warrington ethnic community 
association 

3x email to share survey link and 
information with offer of a local 
meeting or focus group 

Offer of meeting/focus group not 
taken up 

Women’s Organisation Email to organisations promoting 
the survey 
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Writing on the Wall Email to organisations promoting 
the survey 

  

YPAS Focus group Centred around young people and 
the children’s access to services 
for psychological reasons 

 

Online Activity 
 Social media Website 

Knowsley CCG NA Dedicated webpage with link to 
materials and online survey 

Liverpool CCG Continuous promotions via social media 
platforms through 12 week period 

Dedicated webpage with link to 
materials and online survey  

St Helens CCG Facebooks Ads to promote online survey 
for Age 18-21 Women and young people 

Dedicated webpage with link to 
materials and online survey 

Warrington CCG Targetted Facebook for younger people 
and women aged 18-21 

Dedicated webpage with link to 
materials and online survey 

Halton CCG Facebooks Ads to promote online survey 
for Age 18-21 Women and young people 

Dedicated webpage with link to 
materials and online survey 

Southport and 
Formby CCG 

Continuous promotions via social media 
platforms through 12 week period 

Dedicated webpage with link to 
materials and online survey 

South Sefton CCG Continuous promotions via social media 
platforms through 12 week period 

Dedicated webpage with link to 
materials and online survey 

 

Meetings and Events 
Structure 
The following structure was followed at each of the events and meetings attended for PLCP 
engagement. 

At each event or meeting the following materials were provided; 
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● Hard copies of the survey, including freepost envelope 
● Leaflet explaining the rationale for the project 
● All attendees were encouraged to complete the surveys  

 

Section Summary 

Introduction to 
project 

Overview provided to the groups explaining that the review 
of these policies/policy is something which happens on a 
regular basis to ensure that the policies are in line with the 
latest medical guidance and the most appropriate for all. 

The CCGs taking part doing this together were outlined to 
provide context for the scale of the project. The batch review 
process was explained, telling groups that there are over 
100 policies in total being reviewed. The first batch of 
policies included 36 which were reviewed and 18 of which 
have proposed amends or changes made to them. Some of 
the changes are merely wording updates and clarification 
and some changes may have a wider impact.  

Approach to 
engagement 
outlined 

Each of the policies has been reviewed and specific groups 
of people who may potentially be more affected identified in 
the Equality Impact Assessments. For each of these 
policies, there has been a mini plan developed for how these 
cohorts of people might be engaged with, including targeted 
online activity, face to face group engagement and sharing 
of the survey amongst third sector groups. The survey is 
available online, hardcopy and over the phone to ensure that 
accessibility standards for all are met.  

Discussion on aims 
and objectives 

The three main objectives were outlined; 

● Making the most of NHS resources - this not only 
refers to the finances, but also staff time, operating 
theatre space, equipment etc. 

● Make sure that treatments are provided based on up-
to date guidelines and the latest methods and 
technology. 

● Additionally, where possible, we would like to try and 
standardise policies and treatments available across 
the seven CCGs areas. All of this will help move 
towards patients having more equal access to 
healthcare.  
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●  
The session is then opened up to the group to see if they 
both understand and agree with the aims. 

Overview of policies 
included in batch 
one 

The policies included in batch one are then run through and 
examples of the engagement is included. 

Any specific policies 
highlighted for 
discussion by group 

The group then have the opportunity to discuss or ask 
further questions on any of the specific policies and discuss 
their agreement or disagreement with the proposed 
changes. In some groups all policies were discussed and in 
other specific ones were chosen based on attendees 
interests. 

Feedback noted by 
event/meeting 
attendee 

Feedback is then summarised and agreed with the group to 
ensure that they are happy with the output and that their 
views have been heard.  

Close  

 

Aims and Objectives 
The following table demonstrated the general consensus reached at the following meetings where 
the aims and objectives of the project were discussed. 

Strongly Agree = SA 
Agree = A 
Neither Agree nor Disagree = N 
Disagree = D 
Strongly Disagree = SD 

 Aims and Objectives 

 Making the most of 
NHS resources - this 
not only refers to the 
finances, but also staff 
time, operating theatre 

Make sure that 
treatments are provided 
based on up-to date 
guidelines and the latest 

Where possible 
and appropriate, 
standardise 
policies and 
treatments 
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space, equipment etc. 

 

methods and technology. available across 
the seven CCGs 
areas.  

St Helens - PEIG 
x3 

SA SA SA 

St Helens- PPG SA SA SA 

Warrington - 
Health Forum 

A SA SA 

Southport and 
Formby SPOC 

Mix of A&D SA SA 

Healthwatch 
Knowsley – Focus 
group 

SA SA SA 

Halton - Peoples 
health forum  

SA SA SA 

Changing Faces - 
Call 

SA SA SA 

Healthwatch - 
South Sefton 

50/50 Mix of A&D SA SA 

South Sefton 
Consultation and 
Engagement 
review panel 

SA SA SA 

Halton PPG SA SA SA 
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Southport and 
Formby 
Community 
Champions 

SA SA SA 

St Helens OSC SA SA SA 

South Sefton - 
Health and social 
care forum 

SA SA SA 

Liverpool CCG    

Knowsley PPG    

Halton PPG Plus SA SA SA 

 

Policies 
The following table indicated where there have been agreements or disagreements to changes to 
policies in each meeting.  

 Strongly 
Agree 

Agree Neither 
agree nor 
disagree 

Disagree Strongly 
Disagree 

St Helens - 
PEIG x3 

Strongly 
agreed with 
all other 
policies 

  Children’s 
statement 
‘Children 
under the age 
of 16 are able 
to access 
services for 
cosmetic and 
psychological 
reasons’  
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St Helens- 
PPG/worksh
op 

 Abdominopl
asty and 
apronectom
y – Tummy 
tuck 

Cataract 

Face and 
Brow Lift 

Hemorrhoid
ectomy 

Laser tattoo 
removal 

Laser hair 
removal 

Male 
Circumcisio
n 

Surgical 
body 
contouring  

Surgical 
correction of 
scars  

Surgical 
removal of 
lipoma (fatty 
tissue)  

Surgical 
removal of 
minor skin 
lesions  

Surgical 
treatment 
for hair loss 
– hair 
transplantati
on  

Pinnaplasty 
and Rhino 
plasty- the 
group were 
split on this 
policy and the 
group did not 
achieve a 
consensus. 
This was 
predominantl
y down to 
some 
disagreement 
regarding the 
potential 
psychological 
impact. 

 

Removal of 
breast 
implants 

Breast 
Enlargement 

Breast 
Reduction 

Male breast 
reduction - no 
disagreement 
with 
simplifying 
the policy, 
however 
disagree with 
the policy and 
would 
suggest an 
age bracket 
be entered.   
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Warrington - 
Health 
Forum 

 All other 
policies 

 Removal of 
Children 
under 16 
having 
access to 
treatments for 
psychological 
reasons 
statement 

 

Southport 
and Formby 
SPOC 

 All Policies    

Healthwatch 
Knowsley 

All policies     

Halton - 
Peoples 
health forum  

All Policies     

Changing 
Faces - Call 

    Removal of 
Children under 
16 having 
access to 
treatments for 
psychological 
reasons 
statement 

Healthwatch 
- South 
Sefton 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 

South 
Sefton 
Consultation 
and 
Engagemen
t review 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 
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panel 

Halton PPG All Policies     

Southport 
and Formby 
Community 
Champions 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 

South 
Sefton - 
Health and 
social care 
forum 

 All 
policies 

   

Liverpool 
CCG 

     

Knowsley 
PPG 

     

Halton PPG 
Plus 

All policies     

Sefton in 
Mind 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 

Southport 
and Formby 
and 
Southport 
and Seftons 
CCGs ‘Big 
Chat’ events  

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 

Leaflets, hard copy surveys and freepost envelopes were available event. 

 

Sefton 
Council’s 
Public 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 
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Engagemen
t and 
Consultation 
Panel 

Leaflets, hard copy surveys and freepost envelopes were available event 

CCGs’ 
Engagemen
t and Patient 
Experience 
Group 
(EPEG) 

Those at the meeting discussed, but shared views via completion of surveys 
individually, as well as sharing the survey via their channels. 

Leaflets, hard copy surveys and freepost envelopes were available event 

 

Reasons for agreeing 
The following table highlights the key themes for agreement at meetings and events. These 
themes are in line with those highlighted in the survey also. 

Policies Themes 

 Making it 
simple for 
people to 
access 

More clear 
wording 
and easier 
to 
understand 

Improved 
quality of 
life 

Positive 
Psychological 
Impact 

Making 
access to 
treatments 
more fair 

Using NHS 
resources 
in the best 
way 
possible 

Cataract X X X X   

Surgical and laser 
treatment for minor 
skin lesions 

     X 

Haemorrhoidectomy X X X    

Surgical Treatment 
for Removal of 
Lipoma in 
Secondary Care 

     X 

Rhinoplasty     X X 

Hair removal 
treatment including 
depilation and laser 

    X X 
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treatment of 
electrolysis 

Pinnaplasty     X X 

Female reduction of 
mammoplasty 

X    X X 

Removal of breast 
implants 

    X X 

Laser tattoo 
removal 

    X X 

Abdominoplasty 
and apronectomy 

X X     

Cosmetic surgery 
for body contouring 

X X     

Rhytidectomy X X     

Male Circumcision   X   X 

Treatments for 
hairloss 

X X     

 

Reasons for disagreeing 
The following table highlights the key themes for disagreement at meetings and events. These 
themes are in line with those highlighted in the survey also. 

Policies Themes 

 Concern over 
removal of 
clinicians power 
to make 
judgement 

Negative 
Psychological 
impact 

Concerns this is 
purely a cost 
cutting exercise 

Concerns this 
might make waiting 
times longer 

Cataract X   X 

Surgical and laser 
treatment for minor 

 X X  
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skin lesions 

Haemorrhoidectomy X    

Surgical Treatment 
for Removal of 
Lipoma in 
Secondary Care 

No 
disagreement 

   

Rhinoplasty  X   

Hair removal 
treatment including 
depilation and laser 
treatment of 
electrolysis 

No 
disagreement 

   

Pinnaplasty  X X  

Female reduction of 
mammoplasty 

 X   

Removal of breast 
implants 

No 
disagreement 

   

Laser tattoo 
removal 

No 
disagreement 

   

Abdominoplasty 
and apronectomy 

No 
disagreement 

   

Cosmetic surgery 
for body contouring 

No 
disagreement 

   

Rhytidectomy No 
disagreement 

   

Male Circumcision No 
disagreement 

   

Treatments for 
hairloss 

 X   
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Appendix 
Appendix 1 – Online media comments – Warrington Guardian 

Good! I don't work full time and pay national insurance to pay for someone's cosmetic surgery!!! 

Can’t you see what you've just fallen for? Its misdirection and you've just been conned by this 
group and the Warrington Guardian. By positioning cosmetic surgery to the front this story, they've 
got you to nod along with them. Either that or you've been employed to set the narrative 

Slowly but surely privatisation of the NHS is beginning to happen. 

The NHS has been misused by some for years, it was only a matter of time before those costs 
became critical. Having said that NHS management also has a case to answer for allowing this 
situation to develop. 

Too bad most people are still too blind to see it. Wastage is simply a ruse used by the vile Tory 
scum to fuel it's privatisation. The Tories have wasted billions on this venture that could have gone 
in to actually funding the NHS. The tendering process alone is a costly waste of money.  

If people truly believe that the 'abusers' of the NHS are responsible for it's downfall, they are part of 
the problem. The NHS was running at a surplus in 2010. This deficit has been deliberately and 
whole engineered for their gain, at the expense of all of us. 

Cosmetic surgery should not be an NHS treatment unless it has been due to an illness 

You should ask the question what else is being axed and don't fall for this. You have only read 
what they want you to read 

Should be done for people who have had accident or illness but not for vanity. I went to Warrington 
general for a problem with my eye. Got refused surgery but the doctor while on a NHS consultation 
said he could do it for 1,800 private!!! 

Hopefully making cutbacks like this will prolong the NHS. Good move. 

No it won't. Unless you've been asleep for the last 7 years, the Tories have gone all out to run the 
NHS into the ground and privatise many of the most 'profitable' services, while at the expense of 
other essential services that can't make a profit for these sub humans. The head of NHS England 
has spent his 7 years in his previous role within the American Health Insurance system, which by 
the way bankrupts over 600,000 Americans each year. These cut backs along with every other 
aspect of restructuring are nothing at all to do with prolonging the NHS, it is about preparing it for 
the great sell off. By that time, there will be no NHS left and we will all be paying astronomical 
amounts for treatment and insurance. 

Absolutely spot on 

What a ridiculous comment. It's a race to the bottom and you're happy to take part. 

I can only agree with Warrington Wife....too much is wasted on totally unnecessary cosmetic 
surgery to pamper to vanity. If a procedure isn't medically necessary it shouldn't be carried out on 
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the NHS. Furthermore anybody without a NI no should not be treated unless an emergency and 
then billed a later date! 

And I can only agree that you and Warrington Wife have been hoodwinked by the Tory 
propaganda machine. Far more is wasted on top down restructuring and contract tendering, but 
what ever daily **** rag you both read won't tell you that. All it will tell bigots like you is that vane 
people wanting cosmetic surgery and immigrants are responsible for all the ills of the NHS. Wake 
up for **** sake. 

Too bad most people are still too blind to see that this NHS crisis has been deliberately engineered 
by the Tories. Wastage is simply a ruse used by the vile Tory scum to fuel it's privatisation. The 
Tories have wasted billions on this venture that could have gone in to actually funding the NHS. 
The tendering process alone is a costly waste of money.  

If people truly believe that the 'abusers' of the NHS are responsible for it's downfall, they are part of 
the problem. The NHS was running at a surplus in 2010. This deficit has been deliberately and 
whole engineered for the Tory scum gain, at the expense of all of us. 

The NHS should be for people who need treatment not who simply want stuff 

Want stuff?? You mean like urgent treatment for the stroke they're having that is now unavailable 
in warrington? 

cosmetic surgeries such as nose jobs, face and brow lifts, breast reductions and augmentations, 
tummy tucks, the removal of breast implants and surgery to remove moles and freckles, hair-loss 
cures, laser tattoo removals, surgical scar reductions. All not necessary. 

Other procedures under review include cataract treatments, haemorrhoidectomies. I wouldn't 
consider these to be cosmetic. Why are they under review.  

And penile implants? What are they? Cosmetic? Are the NHS making a rod for their own backs? 
They need to stiffen their resolve and cut-out cosmetic surgery on the NHS. 

Cataract treatments, hemorrhoidectomies, should be available. Who wants hemorrhoids and be 
unable to see. The rich who avoid paying their taxes will just go privately. 

Can understand that most would be deemed to be cosmetic but Cataracts - thought having them 
removed could save someone's sight - so would deem that to be a very needy and worthwhile 
procedure. 

 

END 

 

 

 

 



Add you web site here 

Review of your local policies. Have your say. 

Survey results – Local CCGs 
Suite 1 and 2 policies 



Review of your local policies. Have your say. 

Respondent profile per CCG 
Organisation type Are you a Carer? 

  

Total number 
of 
respondents 

As a member 
of the public 

On behalf of 
an 
organisation 
(Private/Volunt
ary, charity) 

Any other 
organisati
on 

Voluntary
/third 
sector 
organisati
on 

NHS 
Organisat
ions None No Yes 

Age 
range of 
people 
being 
cared for 

Halton  7 7 0 2 2 1 2 6 1 35 

Knowsley 20 20 0 4 2 5 9 15 5 50-85 

Liverpool 84 75 9 5 8 11 51 63 21  6-96 

Southport and 
Formby/South 
Sefton 39 39 0 1 5 11 22 30 9  8-89 

St Helens 14 14 0 0 1 1 12 12 2 56-87 

Warrington 17 17 0 1 2 2 12 13 4 28-86 

2 



Review of your local policies. Have your say. 

Respondents profiles - age 

Area 15 - 19 20 - 24 25 - 29 30 - 34 35 - 39 40 - 44 45 - 49 50 - 54 55 - 59 60 - 64 65 - 69 70 - 74 75 - 79 80+ 
Halton     1 1         1 1 1 1 1   

Knowsley   1 1 1 2 2 1 6 1 4 

Liverpool 1 1 1 7 3 9 8 9 12 14 10 4 3 

South Sefton / 
Southport and Formby   1 2 2 2 6 4 1 7 4 4 2 3 

St Helens 2 1 3 1 1 3 2 1 

Warrington   1 1 2 1 2 1 5 1 1 1 

3 



Review of your local policies. Have your say. 

Respondents profiles - religion 

4 

Area 
Atheist / no 
religion Buddhism Christianity Hinduism Islam Judaism 

Other, please 
state 

Prefer not to 
say 

Halton   1 6           

Knowsley 4 11 2 3 

Liverpool 25 44 4 2 5 4 

South Sefton / 
Southport and 
Formby 7 27 3 2 

St Helens 2 6 1 5 

Warrington 4 7 2 4 

Grand Total 44 1 104 1 4 2 12 19 



Review of your local policies. Have your say. 

Respondents profiles – gender and gender identity 

5 

Area Female Male Other Prefer not to say Grand Total 
Halton 4 3     7 
Knowsley 15 5 20 
Liverpool 44 38 2 84 
South Sefton / 
Southport and 
Formby 27 11 1 37 
St Helens 9 2 3 14 
Warrington 8 6 3 17 

Area No 
Prefer not 
to say Yes 

Grand 
Total 

Halton 7     7 
Knowsley 20 20 
Liverpool 80 3 1 84 
South Sefton / Southport and 
Formby 39 37 
St Helens 11 3 14 
Warrington 14 3 17 

Have you ever identified as transgender? 



Review of your local policies. Have your say. 

Respondents profiles – gender and gender identity 

6 

Area Female Male Other Prefer not to say Grand Total 
Halton 4 3     7 

Knowsley 15 5 20 

Liverpool 44 38 2 84 

South Sefton / 
Southport and Formby 27 11 1 37 

St Helens 9 2 3 14 

Warrington 8 6 3 17 

Area No 
Prefer not 
to say Yes Grand Total 

Halton 7     7 

Knowsley 20 20 

Liverpool 80 3 1 84 

South Sefton / Southport and Formby 39 37 

St Helens 11 3 14 

Warrington 14 3 17 

Have you ever identified as transgender? 



Review of your local policies. Have your say. 

Respondents profiles – sexual orientation 

7 

Area 

Bisexual 
(people of 
either sex) 

Gay (both 
men) 

Heterosexual 
(people of the 
opposite sex) 

Lesbian (both 
female) 

Prefer not to 
say (blank) Grand Total 

Halton     7       7 

Knowsley   1 16 3 20 

Liverpool   2 73 1 8 84 

South Sefton / 
Southport and 
Formby  1 1 33 4 37 

St Helens   10 4 14 

Warrington 1 12 4 17 

Grand Total 2 4 156 1 24   187 



Review of your local policies. Have your say. 

Respondents profiles – relationship status 

8 

Area Divorced 
Live with 
Partner Married Other Separated Single Widowed 

Grand 
Total 

Halton     3     2 2 7 

Knowsley 2 11 1 3 2 19 

Liverpool 6 6 49 1 1 16 4 83 

South Sefton / Southport 
and Formby 2 7 18 1 2 5 2 37 

St Helens   1 6 2 5 14 

Warrington 1 7 2 4 2 16 

Grand Total 11 14 96 8 3 37 15 184 



Review of your local policies. Have your say. 

Aims and Objectives 

9 

We want our policies to 
follow the latest medical 
evidence and clinical 
guidance. 

We want our GPs and consultants 
to follow the same criteria for 
referring patients and providing 
treatments wherever possible. 

We want to make sure that 
NHS resources are spent in 
the best way for all patients 

We want to provide GPs and 
consultants with clear criteria 
and guidelines to work with. 

Halton  

SA 6 5 7 6 

A 1 2 0 1 

NAD 0 0 0 0 

D 0 0 0 0 

SD 0 0 0 0 

Knowsley 

SA 16 17 17 16 

A 3 3 3 4 

NAD 1 0 0 0 

D 0 0 0 0 

SD 0 0 0 0 

Liverpool 

SA 70 69 73 71 

A 11 10 4 7 

NAD 0 0 0 0 

D 1 2 1 0 

SD 0 0 0 0 



Review of your local policies. Have your say. 

Aims and Objectives 

10 

We want our policies to follow 
the latest medical evidence and 
clinical guidance. 

We want our GPs and consultants 
to follow the same criteria for 
referring patients and providing 
treatments wherever possible. 

We want to make sure that NHS 
resources are spent in the best 
way for all patients 

We want to provide GPs and 
consultants with clear criteria and 
guidelines to work with. 

Southport and 
Formby/South 

Sefton 

SA 29 29 35 30 

A 6 6 2 5 

NAD 2 2 1 3 

D 1 1 0 0 

SD 1 1 1 1 

St Helens 

SA 10 9 12 11 

A 3 4 0 2 

NAD 1 1 2 1 

D 0 0 0 0 

SD 0 0 0 0 

Warrington 

SA 10 11 14 13 

A 4 4 0 2 

NAD 0 0 0 0 

D 0 1 0 1 

SD 1 1 2 1 



Review of your local policies. Have your say. 

Contents - Policies 
• Cataracts 

• Surgical treatment for minor skin lesions 

• Haemorrhoidectomy 

• Surgical removal of lipoma 

• Rhinoplasty 

• Surgical revision of scars 

• Laser removal of excessive hair – Hirsutism 

• Pinnaplasty 

• Breast reduction 

• Breast enlargement 

• Breast implant removal 

• Male breast reduction 

• Laser tattoo removal 

• Tummy tuck - Abdominoplasty 

• Surgical body contouring 

• Face and brow lift 

• Male circumcision 

• Treatment for hairloss – Alopecia, male patterned baldness and hair transplantation 
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Review of your local policies. Have your say. 

Cataract 

12 

Cataract Agreement level 

Location 
Strongly 
agree 

Slightly 
agree 

Neither 
agree nor 
disagree 

Slightly 
disagree 

Strongly 
disagree 

Grand 
Total 

Halton  0 1 1 1 1 4 

Knowsley 7 2 1  0 4 14 

Liverpool 23 10 5 9 5 52 

South Sefton / Southport and Formby 3 8 3 3 5 22 

St Helens 2     1 6 9 

Warrington 2   2 1 7 12 

Grand Total 39 22 12 15 28 116 



Review of your local policies. Have your say. 

Surgical treatment for minor skin lesions 

13 

Agreement level 

Area 
Strongly 
agree 

Slightly 
agree 

Neither 
agree nor 
disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 2 1 1 1 5 

Liverpool 11 5 4 2 3 25 

South Sefton / Southport and 
Formby 3 4 1 2 5 15 

St Helens 2 1 3 

Warrington 2 2 4 

Grand Total 20 12 8 4 11 55 



Review of your local policies. Have your say. 

Haemorhoidectomy 

Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 0 1 0 0 1 2 

Knowsley 3 1 0 2 6 

Liverpool 10 6 3 0 3 22 

South Sefton / Southport and 
Formby 4 3 0 0 4 11 

St Helens 1 1 0 0 2 

Warrington 1 0 0 0 1 2 

Grand Total 19 12 3 0 11 45 
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Review of your local policies. Have your say. 

Surgical removal of Lipoma 
Agreement level 

Area 
Strongly 
agree 

Slightly 
agree 

Neither 
agree nor 
disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 3 1 1 1 6 

Liverpool 5 3 2 1 2 13 

South Sefton / Southport and 
Formby 5 2 2 2 4 15 

St Helens 2 2 

Warrington 1 1 2 

Grand Total 17 6 6 3 8 40 
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Review of your local policies. Have your say. 

Rhinoplasty 
Agreement level 

Area 
Strongly 
agree 

Slightly 
agree 

Neither 
agree nor 
disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 

Knowsley 5 1 6 

Liverpool 7 4 3 1 3 18 

South Sefton / Southport and 
Formby 2 5 1 1 4 13 

St Helens 2 3 5 

Warrington 1 2 3 

Grand Total 17 13 5 2 9 46 
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Review of your local policies. Have your say. 

Surgical revision of scars 
Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 4 2 6 

Liverpool 9 2 2 1 4 18 

South Sefton / 
Southport and 
Formby 3 3 3 3 3 15 

St Helens 2 1 3 

Warrington 2 1 1 4 

Grand Total 21 7 7 4 10 49 
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Review of your local policies. Have your say. 

Laser hair removal for excessive hair growth 

Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 

Knowsley 3 1 4 

Liverpool 7 1 3 3 14 

South Sefton / 
Southport and 
Formby 4 3 1 1 4 13 

St Helens 3 1 1 5 

Warrington 1 1 2 

Grand Total 18 5 7 4 5 39 
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Review of your local policies. Have your say. 

Pinnaplasty – Ear Pinning 
Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 2 2 4 

Liverpool 6 3 3 3 15 

South Sefton / 
Southport and 
Formby 2 3 2 8 15 

St Helens 2 1 1 4 

Warrington 1 3 4 

Grand Total 13 8 5 4 16 46 
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Review of your local policies. Have your say. 

Breast reduction 

Area Agreement level 

Row Labels 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 4 1 1 2 8 

Liverpool 7 3 1 2 4 17 

South Sefton / 
Southport and 
Formby 3 5 2 1 2 13 

St Helens 2 1 2 1 6 

Warrington 1 1 

Grand Total 17 11 4 5 9 46 
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Review of your local policies. Have your say. 

Breast enlargement 

Agreement level 

Area Strongly agree Slightly agree 
Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 4 1 1 6 

Liverpool 7 1 2 3 3 16 

South Sefton / 
Southport and 
Formby 6 1 2 4 13 

St Helens 2 2 1 2 7 

Warrington 1 1 2 

Grand Total 21 6 5 4 9 45 
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Review of your local policies. Have your say. 

Breast implant removal 
Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 4 1 1 6 

Liverpool 10 1 2 2 15 

South Sefton / 
Southport and 
Formby 6 2 2 1 2 13 

St Helens 3 1 4 

Warrington 1 1 1 3 

Grand Total 25 5 6 2 5 43 
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Review of your local policies. Have your say. 

Male breast reduction 
Ageement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 2 2 

Knowsley 2 2 1 5 

Liverpool 10 2 2 14 

South Sefton / 
Southport and 
Formby 1 2 1 4 

St Helens 3 1 1 5 

Warrington 1 1 1 1 4 

Grand Total 17 5 3 1 9 35 
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Review of your local policies. Have your say. 

Laser tattoo removal 
Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 

Knowsley 6 1 7 

Liverpool 8 3 1 3 15 

South Sefton / 
Southport and 
Formby 5 2 2 4 13 

St Helens 2 2 4 

Warrington 2 1 3 

Grand Total 23 4 8 1 7 43 
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Review of your local policies. Have your say. 

Tummy tuck 

Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 2 3 1 6 

Liverpool 8 1 3 1 2 15 

South Sefton / 
Southport and 
Formby 5 1 2 1 3 12 

St Helens 3 3 

Warrington 1 2 3 

Grand Total 19 6 6 2 8 41 
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Review of your local policies. Have your say. 

Body contouring 
Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 3 1 1 1 6 

Liverpool 9 1 3 1 2 16 

South Sefton / 
Southport and 
Formby 4 2 3 1 2 12 

St Helens 2 1 3 

Warrington 2 1 1 4 

Grand Total 20 5 10 5 4 44 
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Review of your local policies. Have your say. 

Face and brow lift 

Agreement level 

Area 
Strongly 
agree Slightly agree 

Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 1 1 

Knowsley 3 1 2 6 

Liverpool 8 3 2 4 17 

South Sefton / 
Southport and 
Formby 3 1 4 1 9 

St Helens 2 1 3 

Warrington 2 1 3 

Grand Total 18 5 7 3 8 41 
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Review of your local policies. Have your say. 

Male circumcision 

28 

Agreement level 

Area Strongly agree Slightly agree 
Neither agree 
nor disagree 

Strongly 
disagree Grand Total 

Halton 2 2 4 

Knowsley 4 4 

Liverpool 11 1 3 5 20 

South Sefton / 
Southport and 
Formby 3 1 4 

St Helens 4 1 1 6 

Warrington 2 2 4 

Grand Total 27 5 3 8 43 



Review of your local policies. Have your say. 

Treatment for hair loss – Alopecia, male patterned 
baldness and hair transplantation 

Agreement level 

Area Strongly agree Slightly agree 
Neither agree 
nor disagree 

Slightly 
disagree 

Strongly 
disagree Grand Total 

Halton 

Knowsley 6 1 7 

Liverpool 8 4 1 1 2 16 

South Sefton / 
Southport and 
Formby 2 4 2 2 10 

St Helens 2 2 

Warrington 2 2 

Grand Total 21 8 5 1 4 39 
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Add you web site here 

Review of your local policies. Have your say. 

Overall Survey and Focus Group results 
Suite 1 and 2 policies 



Review of your local policies. Have your say. 

Survey results 

2 

Respondent Profiles 



Review of your local policies. Have your say. 3 

Respondent types 
Response percent Response total 

As a member of the public 94.12% 176 
On behalf of an organisation (private or voluntary 
/ charity) 5.88% 11 

Organisations 
Merseyside Jewish Care and Childwall Hebrew Congregation  
Bridge Community Centre L4 9rg 
Ravenhead Foyer 
Liverpool Muslim Society 
Sanctuary Family Support 
Parkinson's UK   Southport and District Branch 
Central Mersey Local Optical Committee 
Faiths4Change-Charity 
Saints community foundation  
Healthwatch Knowsley and Knowsley Older Peoples Voice 
Changing Faces 



Review of your local policies. Have your say. 4 

Respondent types 
Response 
percent 

Response 
total 

NHS Organisation e.g. local hospital 17.61% 31 
Voluntary / Charitable organisation e.g. HealthWatch 12.50% 22 
None 61.93% 109 
Any other organisation (please specify) 7.95% 14 

Total of respondents 187 
Statistics based number of response 176 
Filtered 0 
Skipped 11 



Review of your local policies. Have your say. 5 

Respondent types 
Response 
percent 

Response 
total 

NHS Organisation e.g. local hospital 17.61% 31 
Voluntary / Charitable organisation e.g. HealthWatch 12.50% 22 
None 61.93% 109 
Any other organisation (please specify) 7.95% 14 

Total of respondents 187 
Statistics based number of response 176 
Filtered 0 
Skipped 11 



Review of your local policies. Have your say. 6 

Respondent types 

Please tell us if you care for someone and how old they are. 
Response 
percent 

Response 
total 

No 77.96% 145 
Yes (Please give the age of the person you care for) 22.04% 41 

7% 
2% 

7% 

5% 

14% 

10% 
24% 

21% 

10% 

Age of person being cared for 

0-9  10-19   20-29   30-39   40-49   50-59   60-69   70-79   80-89 90-99



Review of your local policies. Have your say. 7 

Respondent types 
What is your age? Response percent Response total 
10 - 14 0.00% 0 
15 - 19 1.66% 3 
20 - 24 2.21% 4 
25 - 29 3.87% 7 
30 - 34 3.31% 6 
35 - 39 4.97% 9 
40 - 44 6.08% 11 
45 - 49 8.84% 16 
50 - 54 7.18% 13 
55 - 59 13.26% 24 
60 - 64 11.60% 21 
65 - 69 17.68% 32 
70 - 74 8.29% 15 
75 - 79 5.52% 10 
80+ 5.52% 10 



Review of your local policies. Have your say. 8 

Respondent types 
What is your religion or belief? Response percent Response total 
Hinduism 0.53% 1 
Christianity 55.61% 104 
Judaism 1.07% 2 
Buddhism 0.53% 1 
Islam 2.14% 4 
Sikhism 0.00% 0 
Atheist / no religion 23.53% 44 
Prefer not to say 10.16% 19 
Other, please state 6.42% 12 

What is your gender? Response percent Response total 
Male 35.29% 66 
Female 59.36% 111 
Intersex 0.00% 0 
Prefer not to say 4.81% 9 
Other 0.53% 1 



Review of your local policies. Have your say. 9 

Respondent types 
Have you ever identified as a transgender or trans 
person? Equality organisations use the terms 
“transgender” and “trans” as inclusive umbrella 
terms for a diverse range of people who find their 
gender identity differs in some way from the sex 
they were originally assumed to be at birth. Response percent Response total 
Yes 0.53% 1 
No 94.12% 176 
Prefer not to say 5.35% 10 

What is your sexual orientation? Response percent Response total 
Heterosexual (people of the opposite sex) 83.42% 156 
Gay (both men) 2.14% 4 
Lesbian (both female) 0.53% 1 
Bisexual (people of either sex) 1.07% 2 
Prefer not to say 12.83% 24 



Review of your local policies. Have your say. 10 

Respondent types 
What is your relationship status? Response percent Response total 
Married 52.17% 96 
Single 20.11% 37 
Divorced 5.98% 11 
Live with Partner 7.61% 14 
Separated 1.63% 3 
Widowed 8.15% 15 
Civil Partnership 0.00% 0 
Other 4.35% 8 

We need to know we’ve spoken to women 
who are pregnant or have recently given 
birth. Please tick as appropriate Response percent Response total 
Currently pregnant 0.00% 0 
Given birth within the last 26 week period 0.89% 1 
Given birth within the last 27 to 52 week period 0.89% 1 
Plan to become pregnant within the next 6 
months 1.79% 2 
No plans to become pregnant in the next 6 
months  75.89% 85 
Prefer not to say 20.54% 23 



Review of your local policies. Have your say. 11 

Respondent types 
Do you consider yourself to have a disability? (The Equality Act 2010 states a person has 
a disability if they have a physical or mental impairment which has a long term (12 month 
period or longer) or substantial adverse effects on their ability to carry out day to day 
activities). 

Response 
percent 

Response 
total 

I do not consider myself to have a disability 69.52% 130 

Physical impairment 8.56% 16 

Sensory impairment 1.60% 3 

Mental health need 2.67% 5 

Learning disability or difficulty 0.53% 1 

Long term illness 11.76% 22 

Prefer not to say 7.49% 14 

Other (please state) 3.21% 6 



Review of your local policies. Have your say. 12 

Respondent volume by area 

Knowsley 
11% 

Liverpool 
45% 

St Helens 
7% 

Halton 
4% 

Southport and 
Forby/South Sefton 

20% 

Warrington 
9% 

Southport and 
Forby/South 

Sefton/Knowsley 
0% 

Out of area 
1% 

No area given 
3% 

Respondents location 

Area Volume Percentage 

Knowsley 20 11% 

Liverpool 84 45% 

St Helens 14 8% 

Halton 7 4% 

Southport and 
Forby/South Sefton 37 20% 

Warrington 17 9% 

Southport and 
Forby/South 
Sefton/Knowsley 1 1% 

Out of area 1 1% 

No area given 5 3% 



Review of your local policies. Have your say. 

Policy Survey Results 
Including all seven CCG results 

13 



Review of your local policies. Have your say. 

Number of responses per policy 

14 

Response percent Response total 

Cataract Surgery 62.03% 116 

Surgical and laser treatments for minor skin lesions 29.41% 55 

Rectal Surgery &  Removal of Haemorrhoidal Skin Tags - Haemorrhoidectomy   24.06% 45 

Removal of ‘fatty tissues’ - Surgical Treatment for Removal of Lipoma in Secondary Care 21.39% 40 

Surgery to Reshape the Nose ‘nose job’ - Rhinoplasty 24.60% 46 

Surgery to improve or correct scars - Surgical revision of scars 26.20% 49 

Hair Removal Treatments including Depilation and Laser Treatment or Electrolysis – for Hirsutism 20.86% 39 

Ear pinning - Pinnaplasty 24.60% 46 

Breast reduction - Female reduction of mammoplasty 24.60% 46 

Breast Enlargement - Augmentation Mammoplasty  24.06% 45 

Removal of Breast Implants 22.99% 43 

Male Breast Reduction 18.72% 35 

Laser Tattoo Removal 22.99% 43 

‘Tummy tuck’ - Abdomioplasty and Apronectomy 21.93% 41 

Removal of excess skin - Cosmetic Surgery for Body Contouring 23.53% 44 

Face and Brow Lift - Rhytidectomy 21.93% 41 

Male Circumcision – For Clinical Reasons only 22.99% 43 

Treatments for hairloss - 3 policies merging into 1 including Alopecia, Male Patterned Baldness and Hair Transplantation 20.86% 39 



Review of your local policies. Have your say. 

Cataract 

15 

Have you:  Please tick all that apply to you Response percent Response total 
Received this treatment 21.55% 25 

Had a close family member receive this treatment 40.52% 47 

Had a close friend receive this treatment 11.21% 13 

I am aware of it, but have not used it 44.83% 52 

To what extent do you agree with the proposed criteria for this 
policy? Response percent Response total 
Strongly agree 33.62% 39 

Slightly agree 18.97% 22 

Neither agree nor disagree 10.34% 12 

Slightly disagree 12.93% 15 

Strongly disagree 24.14% 28 



Review of your local policies. Have your say. 

Cataract – Reason for Agreement or Disagreement 
Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 12 13.95% 

Do not agree or feel confident with some or all of new criteria/policies 7 8.14% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 

38 44.19% 

Do not fully understand the criteria/policies and they need to be made clearer 11 12.79% 

The procedure should only be available for medical reasons on the NHS 1 1.16% 

More awareness/education is needed in the general public around the policy 1 1.16% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover 
costs of treatment 

4 4.65% 

The policy is masking a hidden agenda i.e. cost savings  4 4.65% 

More awareness/education is needed in the general public around patient conditions 2 2.33% 

Referral is important 2 2.33% 

Do not agree or feel confident with some or all of new criteria/policies 4 4.65% 

16 

These comments were as a result 
of a media outlet reporting that this 
surgery might become unavailable. 



Review of your local policies. Have your say. 

Cataract – Suggestion for policy 

17 

Theme Volume Percentage 
Easy referral is important 6 16.22% 

Consider the impact on patient's quality of life if these procedures are 
removed/not available 

4 10.81% 

Do not agree or feel confident with some or all of new criteria/policies 
– Concerns this procedure might be removed as a result of media 
article 

20 54.05% 

More awareness/education is needed in the general public around 
patient conditions 

1 2.70% 

The policy is masking a hidden agenda i.e. cost savings 1 2.70% 

Do not fully understand the criteria/policies and they need to be made 
clearer – examples of clinical measurements to be included 

5 13.51% 



Review of your local policies. Have your say. 

Cataract – Sample comments 

18 

Answering lifestyle questions might not always tell you if you need this doing. 

In many cases cataract treatment is essential to prevent further deterioration 

I feel it should be a right for everyone to have this surgery to enhance their current life style 
or improve it for their independence 

Will reduce numbers of inappropriate procedures undertaken 

Individuals lifestyles differ a great deal and individual circumstances and lifestyle should be 
taken into account. 

It makes the process more straightforward 
I feel that this surgery can have a life changing effect if successful  
The degree of visual impairment should not be extreme as older people who may already 
have problems with balance or hearing may rely more on eyesight. 



Review of your local policies. Have your say. 

Surgical and Laser treatments for minor skin lesion 

19 

Have you:  Please tick all that apply to you Response percent Response total 
Received this treatment 27.27% 15 

Had a close family member receive this treatment 20.00% 11 

Had a close friend receive this treatment 9.09% 5 

I am aware of it, but have not used it  50.91% 28 

To what extent do you agree with the proposed criteria for this 
policy? Response percent Response total 
Strongly agree 36.36% 20 

Slightly agree 21.82% 12 

Neither agree nor disagree 14.55% 8 

Slightly Disagree 7.27% 4 

Strongly disagree 20.00% 11 



Review of your local policies. Have your say. 

Surgical and Laser treatments for minor skin lesion 
– Reasons for agreement and disagreement 

20 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 11.11% 

Psychological problems could occur if issue(s) left untreated 4 22.22% 

Consider the impact on patient's quality of life if these procedures are 
removed/not available 

2 11.11% 

Do not fully understand the criteria/policies and they need to be made clearer 1 5.56% 

Do not agree with age requirement change 4 22.22% 

Do not agree or feel confident with some or all of new criteria/policies 2 11.11% 

The policy is masking a hidden agenda i.e. cost savings 1 5.56% 

Tax payers pay for this service and are entitled to it/existing NHS funding 
should cover costs of treatment 

2 11.11% 



Review of your local policies. Have your say. 

Surgical and Laser treatments for minor skin lesion – 
Changes to the proposed policy you would recommend 

21 

Theme Total Percentage 
Do not agree or feel confident with some or all of new criteria/policies 5 31.25% 

Referral is important 3 18.75% 

More awareness/education is needed in the general public around the policy 1 6.25% 

More awareness/education is needed in the general public around patient conditions 1 6.25% 

Do not agree with age requirement change 3 18.75% 

Psychological problems could occur if issue(s) left untreated 1 6.25% 

Do not want to be treated by a private company 1 6.25% 

The policy is masking a hidden agenda i.e. cost savings 1 6.25% 



Review of your local policies. Have your say. 

Surgical and Laser treatments for minor skin lesion 
– Sample comments 

22 

The most serious cases will be funded. 
Skin lesions in children, were not facial, but still visible, still require removal if they impact on the appearance of the child e.g. A prominent 
visible mole which grows as the child grows.  
makes sense to clarify, evidence based, not cosmetic 

This procedure should be commissioned at a primary care level  
What may appear to the patient or others to be a "minor skin lesion" may actually be malignant melanoma, actinic ketatosis or basal cell 
carcinoma, or any one of hundreds of other skin conditions. Diagnosis is complex and calls for great experience and skill on the part of 
the diagnostician. Any skin abnormality should be examined quickly by an expert, and should not be dismissed as unnecessary worry, 
especially in the case of children and the elderly. 
All skin lesions shoud be candidate for removal as they affect people's sense of wellbeing with their own bodies.  

I would support this if it were still possible for GPs to conduct minor surgery 
There can be lesions that cause irritation which are not visible. These may not be covered as it suggested only facial ones were 
considered. I have had ones that became partly detached and infected around my bra line.  



Review of your local policies. Have your say. 

Rectal Surgery &  Removal of Haemorrhoidal Skin 
Tags - Haemorrhoidectomy   

23 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 4.44% 2 

Had a close family member receive this treatment 4.44% 2 

Had a close friend receive this treatment 8.89% 4 

I am aware of it, but have not used it  82.67% 39 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 42.22% 19 

Slightly agree 26.67% 12 

Neither agree nor disagree 6.67% 3 

Slightly disagree 2.22% 1 

Strongly disagree 22.22% 10 



Review of your local policies. Have your say. 

Rectal Surgery &  Removal of Haemorrhoidal Skin Tags - 
Haemorrhoidectomy – Reasons for agreement and 
disagreement 

24 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 10.00% 

Do not agree or feel confident with some or all of new criteria/policies 8 40.00% 

Consider the impact on patient's quality of life if these procedures are 
removed/not available 

3 15.00% 

Referral is important 2 10.00% 

More awareness/education is needed in the general public around 
patient conditions 

1 5.00% 

Tax payers pay for this service and are entitled to it/existing NHS funding 
should cover costs of treatment 

2 10.00% 

The policy is masking a hidden agenda i.e. cost savings 2 10.00% 



Review of your local policies. Have your say. 

Rectal Surgery &  Removal of Haemorrhoidal Skin Tags - 
Haemorrhoidectomy – Changes to the proposed policy 
you would recommend 

25 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 1 7.14% 

Do not agree or feel confident with some or all of new criteria/policies 5 35.71% 

Referral is important 2 14.29% 

Psychological assessment should be carried out on all patients before a decision 
is made 

1 7.14% 

Consider the impact on patient's quality of life if these procedures are 
removed/not available 

1 7.14% 

More awareness/education is needed in the general public around patient 
conditions 

2 14.29% 

More respect for the condition/procedure is needed by staff 1 7.14% 

The policy is masking a hidden agenda i.e. cost savings 1 7.14% 



Review of your local policies. Have your say. 

Rectal Surgery &  Removal of Haemorrhoidal Skin 
Tags - Haemorrhoidectomy –  Sample comments 

26 

Once again the logical approach as serious issues will be funded. 
The policy needs tightening to be consistent with the evidence and save costs 
As the proposal suggests there are many other options to offer before a need to operate 

This is a condition that can be coped with but would ease strain if carried out 
in line with evidence 



Review of your local policies. Have your say. 

Removal of ‘fatty tissues’ - Surgical Treatment for 
Removal of Lipoma in Secondary Care 

27 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 10.00% 4 

Had a close family member receive this treatment 5.00% 2 

Had a close friend receive this treatment 5.00% 2 

I am aware of it, but have not used it  80.00% 34 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 42.50% 17 

Slightly agree 15.00% 6 

Neither agree nor disagree 15.00% 6 

Slightly disagree 7.50% 3 

Strongly disagree 20.00% 8 



Review of your local policies. Have your say. 

Removal of ‘fatty tissues’ - Surgical Treatment for 
Removal of Lipoma in Secondary Care – Reasons for 
agreeing and disagreeing 
 

28 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 11.76% 

Do not agree or feel confident with some or all of new criteria/policies 7 41.18% 

Do not fully understand the criteria/policies and they need to be made clearer 1 5.88% 

By not spending money on this treatment the NHS will spend more money on other 
services 

1 5.88% 

Policies do not cover certain conditions/illness (e.g. mental health) 1 5.88% 

The policy is masking a hidden agenda i.e. cost savings 1 5.88% 

More respect for the condition/procedure is needed by staff 1 5.88% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 

1 5.88% 

The procedure should only be available for medical reasons on the NHS 2 11.76% 



Review of your local policies. Have your say. 

Removal of ‘fatty tissues’ - Surgical Treatment for 
Removal of Lipoma in Secondary Care – changes to 
proposed policy you would recommend 
 

29 

Theme Volume Percentage 
Do not agree or feel confident with some or all of new criteria/policies 3 25.00% 

Do not fully understand the criteria/policies and they need to be made clearer 1 8.33% 

More awareness/education is needed in the general public around the policy 1 8.33% 

More awareness/education is needed in the general public around patient conditions 1 8.33% 

The procedure should only be available for medical reasons on the NHS 4 33.33% 

More respect for the condition/procedure is needed by staff 1 8.33% 

The policy is masking a hidden agenda i.e. cost savings 1 8.33% 



Review of your local policies. Have your say. 

Removal of ‘fatty tissues’ - Surgical Treatment for 
Removal of Lipoma in Secondary Care – Sample 
comments 
 

30 

Once again, you would not go for this treatment, only as a last resort 
Biopsy first punch biopsy to ascertain histology.  

More important 
Financial grounds, down to the patient. 
See first comment 



Review of your local policies. Have your say. 

Rhinoplasty – Surgical reshape of the nose 

31 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 2.17% 1 

Had a close family member receive this treatment 15.22% 7 

Had a close friend receive this treatment 6.52% 3 

I am aware of it, but have not used it  76.09% 35 

10) (*) To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 36.96% 17 

Slightly agree 28.26% 13 

Neither agree nor disagree 10.87% 5 

Slightly disagree 4.35% 2 

Strongly disagree 19.57% 9 



Review of your local policies. Have your say. 

Rhinoplasty – Surgical reshape of the nose – 
Reasons for agreeing and disagreeing 

32 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 5.71% 

Do not agree or feel confident with some or all of new criteria/policies 7 20.00% 

Do not fully understand the criteria/policies and they need to be made clearer 1 2.86% 

The procedure should only be available for medical reasons on the NHS 7 20.00% 

Correction surgery as a result of private surgery should not be available on the NHS 2 5.71% 

Everyone should be treated equally/fairly 2 5.71% 

Do not agree with age requirement change 7 20.00% 

Psychological assessment should be carried out on all patients before a decision is 
made 

1 2.86% 

Psychological problems could occur if issue(s) left untreated 3 8.57% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 

1 2.86% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 

2 5.71% 



Review of your local policies. Have your say. 

Rhinoplasty – Surgical reshape of the nose – 
Changes for proposed policy you would recommend 

33 

Theme Volume Percentage 
Do not agree or feel confident with some or all of new criteria/policies 7 25.93% 

Do not fully understand the criteria/policies and they need to be made clearer 1 3.70% 

Do not agree with age requirement change 5 18.52% 

Correction surgery as a result of private surgery should not be available on the NHS 1 3.70% 

Psychological problems could occur if issue(s) left untreated 5 18.52% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 

6 22.22% 

The procedure should only be available for medical reasons on the NHS 2 7.41% 



Review of your local policies. Have your say. 

Rhinoplasty – Surgical reshape of the nose – Sample 
comments 

34 

I don't think that rhinoplasty should be available to anyone unless they have suffered very 
serious injury or birth deformity. 
Anyone over the age of 16 who wants a"nose job" should have to fund it themselves 
This should only be available in extreme cases 
I don’t think this is a medical requirement or should be available on NHS 
I am struggling to understand the rationale of removing the separate criteria for children 
under 16 years on the grounds of equality of access. I believe that the negative impact of 
disfigurement to children is greater and can have life long consequences. Indicating that 
there will be psychological remedy for these impacts is dishonest and would be rendered 
unnecessary by early intervention.  
Makes sense to clarify, evidence based, not cosmetic 



Review of your local policies. Have your say. 

Surgical Revision of Scars 

35 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 2.04% 1 

Had a close family member receive this treatment 4.08% 2 

Had a close friend receive this treatment 8.16% 4 

I am aware of it, but have not used it  85.71% 42 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 42.86% 21 

Slightly agree 14.29% 7 

Neither agree nor disagree 14.29% 7 

Slightly disagree 8.16% 4 

Strongly disagree 20.41% 10 



Review of your local policies. Have your say. 

Surgical Revision of Scars – Reasons for agreeing 
and disagreeing 

36 

Theme Volume Percentage 

Do not agree with age requirement change 2 5.26% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 

5 13.16% 

Fully agree and feel confident with all the new criteria/policies 7 18.42% 

Psychological problems could occur if issue(s) left untreated 8 21.05% 

The decision for the procedure should be made by health care professionals 2 5.26% 

Do not agree or feel confident with some or all of new criteria/policies 4 10.53% 

By not spending money on this treatment the NHS will spend more money on 
other services 

2 5.26% 

Concerns around how patients are evaluated for procedures/feeling that 
evaluation processes are not accurate enough or consider all of the variables 

5 13.16% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 

2 5.26% 

Everyone should be treated equally/fairly 1 2.63% 



Review of your local policies. Have your say. 

Surgical Revision of Scars – Changes to proposed 
policy you would recommend 

37 

Theme Volume Percentage 

Psychological assessment should be carried out on all patients before a decision is made 1 6.25% 

The decision for the procedure should be made by health care professionals 1 6.25% 

The decision for the procedure should be made by health care professionals 1 6.25% 

Do not agree with age requirement change 1 6.25% 

Psychological problems could occur if issue(s) left untreated 1 6.25% 

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not accurate enough or 
consider all of the variables 

3 18.75% 

Fully agree and feel confident with all the new criteria/policies 1 6.25% 

Everyone should be treated equally/fairly 1 6.25% 

Alternative options/support to surgery should be offered 2 12.50% 

Referral is important 1 6.25% 

Do not agree with age requirement change 1 6.25% 

More respect for the condition/procedure is needed by staff 1 6.25% 

Do not agree or feel confident with some or all of new criteria/policies 1 6.25% 



Review of your local policies. Have your say. 

Surgical Revision of Scars – Sample comments 

38 

it is clear and acceptable  
The impact on quality of life and mental health of scars is a inevitably a subjective manner and should be left to the discretion of 
the doctor in consultation with the patient . 
makes sense to clarify, evidence based, not cosmetic 
The criteria doesnt allow for enough flexibility or discretion to be applied by the clinician. The cost to the individual and the taxpayer 
if an individual is likely to be affected psychologically, which in turn could lead to a requirement to need treatment for depression 
and impact economic contribution of the individual, could be greater than the cost of treating the issue.  
Scarring can be vastly more distressing than is normally realised, especially wben it results from criminal activity, e.g. children 
scarred through dog attacks, slashing/stabbing, acid attacks, vehicle attacks in which the scarred person was an innocent party, 
scarring caused by incompetent cosmetic surgery, scarring due to the surgeon being competent in his own field but not in the field 
of cosmetic surgery, e.g. scars following heart pacemaker implants, and even circumcision scarring. 
Unless causing pain or for assistance I. Healing should not be considered  
Scar removal will improve the quality of life of the individual concerned. The assessment to determine whether such treatment 
should be undertaken should be based mainly on the GP's assessment of the individual's mental and physical wellbeing.  
"Severe" seems like quite a high bar when someone has had a disfiguring accident.  
Would question the cost savings of excluding under 16s, when factoring in psychology costs and impact on social development  
I agree that fair treatment is necessary for all. I do however believe that there are major psychological considerations where scars 
are involved and revisions should be something that anyone with severe scarring can access without having to make an individual 
application.  
Should only be available to improve functionality or following sever injury 



Review of your local policies. Have your say. 

Hair Removal Treatments including Depilation and 
Laser Treatment or Electrolysis – for Hirsutism 

39 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 5.13% 2 

Had a close family member receive this treatment 7.69% 3 

Had a close friend receive this treatment 5.13% 2 

I am aware of it, but have not used it  82.05% 32 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 46.15% 18 

Slightly agree 12.82% 5 

Neither agree nor disagree 17.95% 7 

Slightly disagree 10.26% 4 

Strongly disagree 12.82% 5 



Review of your local policies. Have your say. 

Hair Removal Treatments including Depilation and Laser 
Treatment or Electrolysis – for Hirsutism – Reasons for 
agreeing and disagreeing 
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Theme Volume Percentage 

The procedure should not be available on the NHS under any circumstances 3 15.00% 

Fully agree and feel confident with all the new criteria/policies 3 15.00% 

The procedure should only be available for medical reasons on the NHS 1 5.00% 
Psychological problems could occur if issue(s) left untreated 3 15.00% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 3 15.00% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 3 15.00% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 2 10.00% 

Do not agree or feel confident with some or all of new criteria/policies 1 5.00% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover 
costs of treatment 1 5.00% 



Review of your local policies. Have your say. 

Hair Removal Treatments including Depilation and Laser 
Treatment or Electrolysis – for Hirsutism – Changes to 
proposed policy you would recommend 

41 

Themes Volume Percentage 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 1 11.11% 

Do not agree or feel confident with some or all of new criteria/policies 1 11.11% 

The procedure should not be available on the NHS under any circumstances 2 22.22% 

The procedure should only be available for medical reasons on the NHS 4 44.44% 

Alternative options/support to surgery should be offered 1 11.11% 



Review of your local policies. Have your say. 

Hair Removal Treatments including Depilation and Laser 
Treatment or Electrolysis – for Hirsutism – Sample 
comments 

42 

I do not think that purely cosmetic procedures should be funded by nhs 
Unless needed to be removed urgently due to health reasons     
makes sense to clarify, evidence based, not cosmetic 
Strongly object to the link to BMI , no clinical reason and a disgraceful attack on vulnerable members of the community 
PAID PRIVATE NOT ON THE NHS... 
The BMI requirement seems harsh. If someone has this and it affects their self esteem it could be harder for them to adapt to healther 
eating and lifestyle.  
I feel that patients with an endocrine disorder causing hirsutism should still be able to access these hair removal treatments, subject to 
the previous criteria. 
It was hard enough to be considered for this treatment as a sufferer of Polycystic Ovaries syndrome and even when I did the six sessions 
provided are not enough to give long-lasting results. The effects hirsutism has on my mental health have been detrimental and I am 
undergoing other NHS treatment to deal with the depression. Money would be better spent providing the treatment so that ongoing costs 
for Mental Health difficulties are not racked up. I can assure you that more money has been spent on me for Mental Health difficulties 
owing to the delay and lack of treatment for hirsutism than would be spent on ongoing laser hair removal. 
Shouldn't be available on NHS 
For some people it can be very unpleasant. I am hirsute but have fair hair. I know of friends who had dark hair which can be distressing 
for teenagers.  
There are lots of ways you can remove excess hair for cosmetic reasons and not all are really expensive.  



Review of your local policies. Have your say. 

Ear Pinning – Pinnaplasty 
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Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 8.70% 4 

Had a close family member receive this treatment 6.52% 3 

Had a close friend receive this treatment 6.52% 3 

I am aware of it, but have not used it  78.26% 36 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 28.26% 13 

Slightly agree 17.39% 8 

Neither agree nor disagree 10.87% 5 

Slightly disagree 8.70% 4 

Strongly disagree 34.78% 16 



Review of your local policies. Have your say. 

Ear Pinning – Pinnaplasty – Reasons for agreeing 
and disagreeing 
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Theme Volume Percentage 
The procedure should not be available on the NHS under any circumstances 3 6.25% 

Fully agree and feel confident with all the new criteria/policies 1 2.08% 

Psychological assessment should be carried out on all patients before a decision is 
made 3 6.25% 

Psychological problems could occur if issue(s) left untreated 12 25.00% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 13 27.08% 

Do not agree or feel confident with some or all of new criteria/policies 3 6.25% 

Do not agree with age requirement change 8 16.67% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 1 2.08% 

By not spending money on this treatment the NHS will spend more money on other 
services 3 6.25% 

The policy is masking a hidden agenda i.e. cost savings  1 2.08% 



Review of your local policies. Have your say. 

Ear Pinning – Pinnaplasty – Changes to proposed 
policy you would recommend 

45 

Theme Volume Percentage 

The procedure should only be available for medical reasons on the NHS 1 4.76% 

Do not agree with age requirement change 1 4.76% 

The decision for the procedure should be made by health care professionals 1 4.76% 

Do not agree with age requirement change 6 28.57% 

Psychological problems could occur if issue(s) left untreated 2 9.52% 

The decision for the procedure should be made by health care professionals 1 4.76% 

Do not agree or feel confident with some or all of new criteria/policies 4 19.05% 

Do not change the criteria/policy 3 14.29% 

The procedure should not be available on the NHS under any circumstances 2 9.52% 



Review of your local policies. Have your say. 

Ear Pinning – Pinnaplasty – Sample comments 

46 

The psychological impact of any condition should not be underestimated. Your policy risk being discriminatory if it does not give clear 
guidelines about access to surgery based on psychological distress. It should not be assumed that this approach is a way of 'getting 
around things' neither should this become onerous to local mental health services- ie psychiatric assessment needed. Health 
psychologists should be able to make this assessment. 
I am struggling to understand the rationale of removing the separate criteria for children under 16 years on the grounds of equality of 
access. I believe that the negative impact of disfigurement to children is greater and can have life long consequences. Indicating that 
there will be psychological remedy for these impacts is dishonest and would be rendered uneccesary by early intervention.  
Children under 16yrs should be able to have this procedure if they are not coping psychololical also added pressure by other children can 
be so cruel. 
I received this surgery as a young teenager . it changed my life as I had been very self conscious of my 'jug ears ' and had been bullied 
about them  
The cost to the individual of potential harmful affects to their self-esteem, and for children the risk of bullying, could be far greater than 
treating the condition.  
Ear pinning can dramatically improve the quality of life of the individual concerned. The assessment to determine whether such treatment 
should be undertaken should be based mainly on the GP's assessment of the individual's  mental and physical wellbeing.  
I had this procedure (although under general anaesthetic) when I was an introverted 15-year-old and I dread to think of how my 
confidence levels would have been affected up to this day had I not had it done. It was seriously life-changing to me and so restricting the 
availability of the procedure is of concern. 
this could lead to more demand on mental health cases  
I strongly disagree with this change, as a teacher I see a number of students aged between 11 and 16 struggle phsychologicaly with this 
issue but who are getting treatment needed and have seen students then have the confidence to thrive fully within education because 
they no longer have to think and worry about this issue. 
Would not provide this on nhs 
I think this will result in a finance driven decision. The psychological impact of not being able to have this op are devastating to the 
individual. 
Depends on the individual circumstances e.g personality, are they being bullied? 



Review of your local policies. Have your say. 

Female Breast Reduction 

47 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 0.00% 0 

Had a close family member receive this treatment 6.52% 3 

Had a close friend receive this treatment 6.52% 3 

I am aware of it, but have not used it  86.96% 40 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 36.96% 17 

Slightly agree 23.91% 11 

Neither agree nor disagree 8.70% 4 

Slightly adsagree 10.87% 5 

Strongly disagree 19.57% 9 



Review of your local policies. Have your say. 

Female Breast Reduction – Reasons for agreeing or 
disagreeing 

48 

Theme Volume Percentage 
The procedure should not be available on the NHS under any circumstances 2 7.69% 

Do not agree with age requirement change 3 11.54% 

The policy is masking a hidden agenda i.e. cost savings  1 3.85% 

The procedure should only be available for medical reasons on the NHS 2 7.69% 

Fully agree and feel confident with all the new criteria/policies 2 7.69% 

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not 
accurate enough or consider all of the variables – e.g changing age is not valid 5 19.23% 

Psychological assessment should be carried out on all patients before a decision is made 1 3.85% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 3 11.54% 

Do not agree or feel confident with some or all of new criteria/policies 1 3.85% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover costs of treatment 1 3.85% 

Physical problems could occur if issue(s) left untreated 4 15.38% 

Psychological problems could occur if issue(s) left untreated 1 3.85% 



Review of your local policies. Have your say. 

Female Breast Reduction – Changes to proposed 
policy you would recommend 

49 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 1 5.88% 

Do not agree or feel confident with some or all of new criteria/policies 3 17.65% 

Physical problems could occur if issue(s) left untreated 2 11.76% 

Psychological problems could occur if issue(s) left untreated 1 5.88% 

Do not agree with age requirement change 1 5.88% 

The procedure should not be available on the NHS under any circumstances 1 5.88% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 3 17.65% 

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are 
not accurate enough or consider all of the variables – changes to age 3 17.65% 

Psychological assessment should be carried out on all patients before a decision is made 1 5.88% 

Do not change the criteria 1 5.88% 



Review of your local policies. Have your say. 

Female Breast Reduction – Sample comments 

50 

I had a friend who had this surgery under nhs & didnt really need it - waste of public money 
I think that the change from 18 to 21 is to save money. I do not see why a girl with problems in this area needs to wait for three years, 
especially at a sensitive and socially important age. I would expect a consultation to explore the ideas of waiting, but I think if there are 
problems and the patient wants to do this there should not be a reason to have an embargo on this. 
Should only be carried out for health reasons not cosmetic 



Review of your local policies. Have your say. 

Breast Enlargement 

51 

Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 0.00% 0 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 4.65% 2 

I am aware of it, but have not used it  95.35% 41 

To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 58.14% 25 

Slightly agree 11.63% 5 

Neither agree nor disagree 13.95% 6 

Slightly disagree 4.65% 2 

Strongly disagree 11.63% 5 



Review of your local policies. Have your say. 

Breast Enlargement – Reasons for agreeing and 
disagreeing 

52 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 4 18.18% 

Do not agree or feel confident with some or all of new criteria/policies 1 4.55% 

Physical problems could occur if issue(s) left untreated 1 4.55% 

Psychological problems could occur if issue(s) left untreated 3 13.64% 

Do not agree with age requirement change 2 9.09% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 1 4.55% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 1 4.55% 

The procedure should not be available on the NHS under any circumstances 4 18.18% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 1 4.55% 

Psychological assessment should be carried out on all patients before a decision is 
made 4 18.18% 



Review of your local policies. Have your say. 

Breast Enlargement – Changes to proposed policy 
you would recommend 

53 

Theme Volume Percentage 
Do not agree or feel confident with some or all of new criteria/policies 1 10.00% 

Do not fully understand the criteria/policies and they need to be made clearer 1 10.00% 

The procedure should only be available for medical reasons on the NHS 2 20.00% 

Do not agree with age requirement change 2 20.00% 

The procedure should not be available on the NHS under any circumstances 1 10.00% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 2 20.00% 

Psychological assessment should be carried out on all patients before a decision is 
made 1 10.00% 



Review of your local policies. Have your say. 

Breast Enlargement – Sample comments 

54 

Purely cosmetic 
it is clear and acceptable  

This operation should be performed only if there is evidence of psychological problems only.  
it would be better just not to fund or raise expectations that there is even a policy for augmentation.  plus historically any discrepancy of 
sizes has been to reduce the larger breast as per policy above meaning no need for further surgery when the time has elapsed on the 
breast implant - this appears to be adding in new criteria rather than tightening up on previous. I believe it should be breast augmentation 
is not funded on the NHS. for discrepancies in size see previous policy.  
Is there evidence that giving psychological support only to women who have congenital absence of breasts improves the self-esteem of 
that woman? Women who suffer from this condition should be asked about this in terms of there psychological well-being.  
Should not be available on NHS.  
Anyone wanting any form of breast enlargement should have to fund it themselves 
If someone has congenital absence of breast tissue and it is having a psychological impact on their life, then surgery should be offered. It 
would not be surgery for vanity reasons.  
You become an adult legally at 18, so should be able to decide what to do with your body then 
Slightly Disagree with the age change. You shouldn't have to wait when the legal adult age is 18, but agree with the other changes about 
not having an enlargement when your breasts are the same size, even if they are small 
I had this surgery at 19 because I had two breasts very different sizes and the difference it made to me both mentally and physically was 
life-changing.     I don't feel that waiting until 21 would do any good and could do more damage to someone, making them wait with such 
an obvious problem at such an important part of your life.   



Review of your local policies. Have your say. 

Removal of Breast Implants 
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Removal of Breast Implants   9) (*) Have you:  Please tick all that apply to you Response percent 
Response 
total 

Received this treatment 0.00% 0 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 4.65% 2 

I am aware of it, but have not used it  95.35% 41 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent 
Response 
total 

Strongly agree 58.14% 25 

Slightly agree 11.63% 5 

Neither agree nor disagree 13.95% 6 

Slightly disagree 4.65% 2 

Strongly disagree 11.63% 5 



Review of your local policies. Have your say. 

Removal of Breast Implants – Reasons for agreeing 
or disagreeing 

56 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 5 16.13% 

Do not fully understand the criteria/policies and they need to be made clearer 2 6.45% 

The procedure should only be available for medical reasons on the NHS 6 19.35% 

Physical problems could occur if issue(s) left untreated 2 6.45% 

Psychological problems could occur if issue(s) left untreated 2 6.45% 

Do not agree with age requirement change 1 3.23% 

The procedure should not be available on the NHS under any circumstances 4 12.90% 

Alternative options/support to surgery should be offered 1 3.23% 

Correction surgery as a result of private surgery should not be available on the NHS 3 9.68% 

People should not put themselves in the position to need surgery 3 9.68% 

The decision for the procedure should be made by health care professionals 1 3.23% 

Do not change the criteria 1 3.23% 



Review of your local policies. Have your say. 

Removal of Breast Implants – Changes to proposed 
policy you would recommend 

57 

Theme Volume Percentage 

The procedure should only be available for medical reasons on the NHS 4 30.77% 

More respect for the condition/procedure is needed by staff 1 7.69% 

The procedure should not be available on the NHS under any circumstances 3 23.08% 

Correction surgery as a result of private surgery should not be available on the NHS 1 7.69% 

People should not put themselves in the position to need surgery 1 7.69% 

Do not change the criteria 3 23.08% 



Review of your local policies. Have your say. 

Removal of Breast Implants – Sample comments 

58 

This is entirely cosmetic - and a person's choice to have breast implants. why should tax payers cover cost  
Im a man but implants can cause issues 

Individuals who have paid privately for implants should pay to have them removed if they so wish 

If someone has paid for breast implants they can pay to have them removed 

This operation should only be done in some circumstances.  

makes sense to clarify, evidence based, not cosmetic 

Removal should only be carried out where their is a clinical need not just psychological. 
if known to be faulty, do the work, reclaim cost from whoever did original work 

Again if implants for cosmetic reasons and paid for priveately or abroad should be removed by same not nhs  
Should be paid for privately by patient since the procedure was funded privately by them in the first place 
If breast implants have been put in and then are found to be faulty they are covered by the "sale of goods 
act".Action should be taken against the original supplier through normal channels 
This is fair and makes sense the follow national guidance 



Review of your local policies. Have your say. 

Male Breast Reduction 

59 

Male Breast Reduction  9) (*) Have you:  Please tick all that apply to you Response percent 
Response 
total 

Received this treatment 2.86% 1 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 0.00% 0 

I am aware of it, but have not used it  97.14% 34 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent 
Response 
total 

Strongly agree 48.57% 17 

Slightly agree 14.29% 5 

Neither agree nor disagree 8.57% 3 

Slightly disagree 2.86% 1 

Strongly disagree 25.71% 9 



Review of your local policies. Have your say. 

Male Breast Reduction – Reason for agreeing or 
disagreeing 

60 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 5 23.81% 

Do not agree or feel confident with some or all of new criteria/policies 4 19.05% 

Everyone should be treated equally/fairly 1 4.76% 

The procedure should only be available for medical reasons on the NHS 1 4.76% 

Psychological problems could occur if issue(s) left untreated 1 4.76% 

Consider the impact on patient's quality of life if these procedures are removed/not available 2 9.52% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover costs of treatment 1 4.76% 

By not spending money on this treatment the NHS will spend more money on other services 1 4.76% 

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not 
accurate enough or consider all of the variables 1 4.76% 

Psychological assessment should be carried out on all patients before a decision is made 2 9.52% 

The decision for the procedure should be made by health care professionals 2 9.52% 



Review of your local policies. Have your say. 

Male Breast Reduction – Change to proposed policy 
you would recommend 

61 

Theme Volume Percentage 

Do not agree or feel confident with some or all of new criteria/policies 1 12.50% 

Everyone should be treated equally/fairly 1 12.50% 

The procedure should only be available for medical reasons on the NHS 2 25.00% 

Psychological problems could occur if issue(s) left untreated 1 12.50% 

The procedure should not be available on the NHS under any circumstances 3 37.50% 



Review of your local policies. Have your say. 

Male Breast Reduction – Sample comments 

62 

Makes sense to clarify, evidence based, not cosmetic - previously having criteria meant people then fit it 
should be the same criteria for men and women gender equality. 
Removing the criteria for male breast reduction will make it more difficult for GPs & Consultants to know when 
somebody is/isn't eligible for exceptional funding 

Breast reduction can dramatically improve the quality of life of the individual concerned. The assessment to 
determine whether such treatment should be undertaken should be based mainly on the GP's assessment of the 
individual's  mental and physical wellbeing.  

I feel that there is no gender equality with the male reduction mammoplasty policy. The male policy should have 
criteria or the female policy should also be Not Routinely Commisisoned.   
I believe that the procedure should be a commissioned service on this NHS and should not be subject to funding 
requests. 
Shouldn't be available on NHS 
If anyone who wants this procedure they should have to pay for it themselves. 



Review of your local policies. Have your say. 

Laser Tattoo Removal 

63 

Laser Tattoo Removal   9) (*) Have you:  Please tick all that apply to you Response percent Response total 
Received this treatment 0.00% 0 

Had a close family member receive this treatment 2.33% 1 

Had a close friend receive this treatment 4.65% 2 

I am aware of it, but have not used it  95.35% 41 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent Response total 
Strongly agree 53.49% 23 

Slightly agree 9.30% 4 

Neither agree nor disagree 18.60% 8 

Slightly disagree 2.33% 1 

Strongly disagree 16.28% 7 



Review of your local policies. Have your say. 

Laser Tattoo Removal – Reason for agreeing or 
disagreeing 

64 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 1 5.26% 

The procedure should only be available for medical reasons on the NHS 3 15.79% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 1 5.26% 

The procedure should not be available on the NHS under any circumstances 11 57.89% 

Correction surgery as a result of private surgery should not be available on the 
NHS 2 10.53% 

By not spending money on this treatment the NHS will spend more money on 
other services 1 5.26% 



Review of your local policies. Have your say. 

Laser Tattoo Removal – Change to proposed policy 
you would recommend 

65 

Theme Volume Percentage 
Do not change the criteria 2 22.22% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 1 11.11% 

The procedure should not be available on the NHS under any circumstances 6 66.67% 



Review of your local policies. Have your say. 

Laser Tattoo Removal – Sample comments 

66 

People get tattoos knowing they are permanent. They should pay to have them removed. This is a cosmetic not an 
health issue 
it is clear and acceptable  
makes sense to clarify, evidence based, not cosmetic 
I'm of the opinion this was agreed and paid for and should only be available for private use  
People should not expect the NHS to correct  problems they have created and paid for. I consider  it an abuse of 
the NHS to allow for removal of tattoos at the taxpayers expence 
Tattoo removals  are self inflicted and I believe should not be a service offered by the NHS  
The NHS should not be funding tattoo removal for the vast majority. Individuals need to live with the consequences 
of their bad decisions. 
VERY FEW PEOPLE ARE FORCED INTO HAVING TATTOOS EXCEPT IN CERTAIN CULTURES OF ABUSIVE 
SIUATIONS- IF ITS PERSONAL CHOICE THEN PAY FOR THE REMOVAL IF YOU COULD AFFORD TO PAY 
THE HIGH PRICE FOR HAVING THEM DONE IN THE FIRST INSTANCE  
Should not be available NHS 
Anyone who wants this procedure should be made to pay for it themselves. Nothing to do with the NHS 
The NHS should not spend scarce resources to remove what is basically a self inflicted problem. 
Following 'abuse' only. Self-inflicted should not apply. 



Review of your local policies. Have your say. 

Abdominoplasty and Apronectomy 

67 

Abdominoplasty and Apronectomy - 'Tummy tuck'   9) (*) Have you:  Please tick all 
that apply to you Response percent Response total 
Received this treatment 4.88% 2 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 9.76% 4 

I am aware of it, but have not used it  85.80% 36 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent Response total 
Strongly agree 46.34% 19 

Slightly agree 14.63% 6 

Neither agree nor disagree 14.63% 6 

Slightly disagree 4.88% 2 

Strongly disagree 19.51% 8 



Review of your local policies. Have your say. 

Abdominoplasty and Apronectomy – Reasons for 
agreeing or disagreeing 

68 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 10.53% 

The procedure should only be available for medical reasons on the NHS 10 52.63% 

Psychological problems could occur if issue(s) left untreated 1 5.26% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover 
costs of treatment 1 5.26% 

The procedure should not be available on the NHS under any circumstances 1 5.26% 

Correction surgery as a result of private surgery should not be available on the NHS 1 5.26% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 1 5.26% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 1 5.26% 

Psychological assessment should be carried out on all patients before a decision is 
made 1 5.26% 



Review of your local policies. Have your say. 

Abdominoplasty and Apronectomy – Change to 
proposed policy you would recommend 

69 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 1 11.11% 

The procedure should only be available for medical reasons on the NHS 1 11.11% 

Physical problems could occur if issue(s) left untreated 1 11.11% 

More respect for the condition/procedure is needed by staff 1 11.11% 

The procedure should not be available on the NHS under any circumstances 2 22.22% 

Disagree with the link to BMI/BMI is too low/more accurate way of measuring is 
needed 1 11.11% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 1 11.11% 

Do not change the criteria 1 11.11% 



Review of your local policies. Have your say. 

Abdominoplasty and Apronectomy – Sample 
comments 

70 

This is vanity - should not be available on NHS unless medically required. 
Only to be carried out in extreme cases where there is an health issue 
The psychological impact of any condition should not be underestimated. Your policy risk being discriminatory if it does not give clear 
guidelines about access to surgery based on psychological distress. It should not be assumed that this approach is a way of 'getting 
around things' neither should this become onerous to local mental health services- ie psychiatric assessment needed. Health 
psychologists should be able to make this assessment. 
I think this operation should only be performed on NHS after serious injuries or weight loss.  
makes sense to clarify, evidence based, not cosmetic 
It may be difficult for those with large volumes of excess skin to meet the BMI criteria 
the conditions which create the need for such surgery are very painful 
The current policy is routinely commissioned ... but only in the listed circumstances.     there is an established cohort and they are unlikely 
to be approved on an exceptional basis via the IFR route.  
Shouldn't be available on NHS unless it would cause serious medical problems 

Health professionals need to find a more accurate way of measuring BMI as the present method is not fit for purpose.  
Anyone wanting any form of cosmetic surgery should have to pay for it themselves. Nothing to do with the NHS except where a huge 
weight loss has occurred. 
People who have private bariatric surgery should then have to go private for any follow on reconstructive surgery this should not be 
funded by the tax payer .   
This surgery should not be offered at all. Needing a tummy tuck is entirely preventable.  
Should be considered following massive weight loss to prevent the patient re-gaining weight. 



Review of your local policies. Have your say. 

Cosmetic Surgery for Body Contouring 

71 

Cosmetic Surgery for Body Contouring   9) (*) Have you:  Please tick all that apply to you Response percent Response total 
Received this treatment 0.00% 0 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 4.55% 2 

I am aware of it, but have not used it  95.45% 42 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent Response total 
Strongly agree 45.45% 20 

Slightly agree 11.36% 5 

Neither agree nor disagree 22.73% 10 

Slightly disagree 11.36% 5 

Strongly disagree 9.09% 4 



Review of your local policies. Have your say. 

Cosmetic Surgery for Body Contouring – Reasons 
for agreeing or disagreeing 

72 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 2 9.09% 

The procedure should only be available for medical reasons on the NHS 7 31.82% 

Psychological problems could occur if issue(s) left untreated 3 13.64% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 1 4.55% 

Tax payers pay for this service and are entitled to it/existing NHS funding should cover 
costs of treatment 1 4.55% 

The procedure should not be available on the NHS under any circumstances 1 4.55% 

By not spending money on this treatment the NHS will spend more money on other 
services 1 4.55% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed 1 4.55% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 4 18.18% 

Psychological assessment should be carried out on all patients before a decision is 
made 1 4.55% 



Review of your local policies. Have your say. 

Cosmetic Surgery for Body Contouring – Change to 
proposed policy you would recommend 

73 

Theme Volume Percentage 

Policies do not cover certain conditions/illness (e.g. mental health) 1 11.11% 

The procedure should only be available for medical reasons on the NHS 2 22.22% 

Physical problems could occur if issue(s) left untreated 1 11.11% 

Psychological problems could occur if issue(s) left untreated 1 11.11% 

Correction surgery as a result of private surgery should not be available on the 
NHS 1 11.11% 

Object to the link to BMI/BMI is too low/more accurate way of measuring is 
needed 1 11.11% 

Concerns around how patients are evaluated for procedures/feeling that 
evaluation processes are not accurate enough or consider all of the variables 2 22.22% 



Review of your local policies. Have your say. 

Cosmetic Surgery for Body Contouring – Sample 
comments 

74 

Again - this is cosmetic, not medically necessary < lose skin such as after losing weight is not harming someones health  
No cosmetic surgery unless it is a health issue 
it is clear and acceptable  
This should be only done on NHS as private practice doesn't always do a good job.  
I feel there is a contradiction on this policy that need to be analysed more closely. It reads you are rewarded with body contouring if you 
have has surgery to help reduce weight. This is not inclusive of people who may have worked hard to lose weight through diet and 
exercise and end up with excess skin. I feel this is discriminatory, and promotes Bariatric surgery as an easy alternative where you 
continue to receive ongoing care in the form of body contouring. 
makes sense to clarify, evidence based, not cosmetic 
cosmetic not on the nhs 
It may be difficult for those with large volumes of excess skin to meet the BMI criteria 
helping a serious dieter to finally achieve the look they want after shedding a lot of weight 
it looks like it is fair enough and explained enough  
I know many people whop have lost a lot of weight only to find the excess skin is like an apron hanging down.  Imagine the phsycological 
effect this has especially on somebody that is a young person, male or female 
clinical evidence 
If it's a preventable reason that the person would like body contouring, then surgery should not be offered.  
I believe that the NHS should not pay for Body Contouring. 



Review of your local policies. Have your say. 

Rhytidectomy – Face and Brow Lift 

75 

Rhytidectomy - Face and Brow Lift  9) (*) Have you:  Please tick all that apply to you 
Response 
percent 

Response 
total 

Received this treatment 0.00% 0 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 2.44% 1 

I am aware of it, but have not used it  97.56% 40 

10) (*) To what extent do you agree with the proposed criteria for this policy? 
Response 
percent 

Response 
total 

Strongly agree 43.90% 18 

Slightly agree 12.20% 5 

Neither agree nor disagree 17.07% 7 

Slightly disagree 7.32% 3 

Strongly disagree 19.51% 8 



Review of your local policies. Have your say. 

Rhytidectomy – Face and Brow Lift – Reason for 
agreeing or disagreeing 

76 

Theme Volume Percentage 
Concerns around how patients are evaluated for procedures/feeling that 
evaluation processes are not accurate enough or consider all of the variables 7 36.84% 

The procedure should not be available on the NHS under any circumstances 1 5.26% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 1 5.26% 

The procedure should only be available for medical reasons on the NHS 9 47.37% 

Fully agree and feel confident with all the new criteria/policies 1 5.26% 



Review of your local policies. Have your say. 

Rhytidectomy – Face and Brow Lift – Changes to 
proposed policy you would recommend 

77 

Theme Volume Percentage 
Everyone should be treated equally/fairly 1 8.33% 

The procedure should only be available for medical reasons on the NHS 2 16.67% 

Psychological problems could occur if issue(s) left untreated 1 8.33% 

Do not agree with age requirement change 1 8.33% 

More awareness/education is needed in the general public around the policy 1 8.33% 

The procedure should not be available on the NHS under any circumstances 2 16.67% 

Concerns around how patients are evaluated for procedures/feeling that 
evaluation processes are not accurate enough or consider all of the variables 3 25.00% 

Do not change the criteria 1 8.33% 



Review of your local policies. Have your say. 

Rhytidectomy – Face and Brow Lift – Sample 
comments 

78 

Again - not medically necessary procedure, just cosmetic  
No cosmetic surgery without a health issue 
it is clear and acceptable  
Shockingly narrow criteria. Too drastic to exclude accidental scarring and  deformity caused by surgery with no 
recourse to a funding panel.  
makes sense to clarify, evidence based, not cosmetic 
I was not a aware that this treatment and most of the other treatments have been offered on the nhs. I am not sure 
of the circumstances.  If for beauty reasons then not but if necessary due to facial injury following a car accident 
then yes.  Cataracts and lipoma are medical.   
There could be other reasons for the treatment --if you provide a list of reasons then this becomes a necessary 
requirement rather than 'examples'.  
Removing 'facial deformity following surgery' suggests the damaged caused is severe, and although this policy 
now implies this procedure for this reason is cosmetic....is it?  Is fixing a deformity really cosmetic? I would think 
that damage leading to a deformity would have significant impact on a persons day to day life with significant 
psychological issues. If this deformity is a result if surgery then further damage to the patient should/could be 
avoided by correcting it   
it's traumatic to face the world with facial disfigurement whatever the cause 
Never for cosmetic 
Not on NHS unless facial deformity / pain etc 
Absolutely nothing to do with the NHS and should have to be paid for in full by the individual 
Except in exceptional circumstances, such as to repair damage caused by an accident,I believe that the NHS 
should not pay for Cosmetic Surgery. 
The proposal is unfair on those who have had accidents 



Review of your local policies. Have your say. 

Male Circumcision 

79 

Male Circumcision – For Clinical Reasons only   9) (*) Have you:  Please tick all that apply to 
you Response percent 

Response 
total 

Received this treatment 12.5% 6 

Had a close family member receive this treatment 12.5% 6 

Had a close friend receive this treatment 6.25% 3 

I am aware of it, but have not used it  68.75% 33 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent 
Response 
total 

Strongly agree 62.79% 27 

Slightly agree 11.63% 5 

Neither agree nor disagree 6.98% 3 

Slightly disagree 0.00% 0 

Strongly disagree 18.60% 8 



Review of your local policies. Have your say. 

Male Circumcision – Reasons for agreeing and 
disagreeing 

80 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 3 16.67% 

Do not agree or feel confident with some or all of new criteria/policies 1 5.56% 

The procedure should only be available for medical reasons on the NHS 8 44.44% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 3 16.67% 

Consider the impact on patient's quality of life if these procedures are removed/not 
available 1 5.56% 

More respect for the condition/procedure is needed by staff 1 5.56% 

Tax payers pay for this service and are entitled to it/existing NHS funding should 
cover costs of treatment 1 5.56% 



Review of your local policies. Have your say. 

Male Circumcision – Changes to proposed policy 
you would recommend 

81 

Theme Volume Percentage 
Fully agree and feel confident with all the new criteria/policies 1 10.00% 

Do not agree or feel confident with some or all of new criteria/policies 1 10.00% 

The decision for the procedure should be made by health care professionals 1 10.00% 

Everyone should be treated equally/fairly 1 10.00% 

The procedure should only be available for medical reasons on the NHS 1 10.00% 

More awareness/education is needed in the general public around the policy 1 10.00% 

More awareness/education is needed in the general public around patient conditions 1 10.00% 

More respect for the condition/procedure is needed by staff 1 10.00% 

Alternative options/support to surgery should be offered 1 10.00% 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 1 10.00% 



Review of your local policies. Have your say. 

Male Circumcision – Summary comments 
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it is clear and acceptable  
are you having a circumcision through choice, religiously or feel you have to follow tradition After all have it done and sex will not 
be as enjoyable as initially is 
Male Jews and Muslims are required to circumcise. One shouldn't have to make a case on medical grounds  for it. It should be 
made available to those who would like to adhere to the religious beliefs. 

Fortunately this area has improved greatly during the last 80 years, but still needs further improvement. There is also a need to be 
aware that, for example, the cessation of NHS funding for religious ritual circumcision will inevitably move the procedure into the 
hands of operators who are not doctors or other full medical professionals. There is also a need to question whether circumcision 
for religions or even social reasons is any longer acceptable in the 21st Century. FGM is now accepted and recognised to be 
nothing more than mutilation and is a criminial offence in may civilised contries, so why is MGM not in the same category? There is 
a need for a fundamental change of attitude and rethink on this topic at a very high level, World Health Organisation at the least. 
Male circumcision should be undertaken for clinical reasons only.      
It is shocking that it was available in Liverpool for "cultural, religious and social reasons" and I am relieved to hear that such a non-
essential service is being cut at a  time when budgets are stretched.  
It should most certainly not be available for any reason other than for an actual medical problem. 
it looks like it is fair enough and explained enough  
should not be offered on the NHS for social reasons 
if it needs to be done for medical reasons - I agree 
purpose of having this in the first place was to stop GP's undertaken this work. What is the risk of GP's being paid privately to 
undertaken this work and the clinical risk to child if mistakes occur. Also cost to the NHS to rectify the mistakes.       I believe the 
NHS should offer this service on religious grounds.  The saving to the NHS would be cost avoidance! control this procedure in safe 
way will reduce clinical negligence and the QALY cost of the patient life improved.  
Should not be an issue if it is for a medical issue. 
The NHS cannot afford to do this type of procedure for everyone who wants it, there must be a medical reason underpinning any 
decision to perform the operation. 



Review of your local policies. Have your say. 

Treatments for Hairloss – Alopecia, Male Patterned 
Baldness and Hair Transplantation 
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Treatments for hairloss - 3 policies merging into 1 including Alopecia, Male Patterned 
Baldness and Hair Transplantation   9) (*) Have you:  Please tick all that apply to you Response percent 

Response 
total 

Received this treatment 4.76% 2 

Had a close family member receive this treatment 0.00% 0 

Had a close friend receive this treatment 9.52% 4 

I am aware of it, but have not used it  85.71% 36 

10) (*) To what extent do you agree with the proposed criteria for this policy? Response percent 
Response 
total 

Strongly agree 53.85% 21 

Slightly agree 20.51% 8 

Neither agree nor disagree 12.82% 5 

Slightly disagree 2.56% 1 

Strongly disagree 10.26% 4 



Review of your local policies. Have your say. 

Treatments for Hairloss – Alopecia, Male Patterned 
Baldness and Hair Transplantation – Reasons for agreeing 
or disagreeing 

84 

Theme Volume Percentage 

Fully agree and feel confident with all the new criteria/policies 2 20.00% 

Everyone should be treated equally/fairly 1 10.00% 

The procedure should only be available for medical reasons on the NHS 2 20.00% 

More respect for the condition/procedure is needed by staff 1 10.00% 

The procedure should not be available on the NHS under any circumstances 3 30.00% 

By not spending money on this treatment the NHS will spend more money on other 
services 1 10.00% 



Review of your local policies. Have your say. 

Treatments for Hairloss – Alopecia, Male Patterned 
Baldness and Hair Transplantation – Change to proposed 
policy you would recommend 

85 

Theme Volume Percentage 

Concerns around how patients are evaluated for procedures/feeling that evaluation 
processes are not accurate enough or consider all of the variables 2 66.67% 

Do not fully understand the criteria/policies and they need to be made clearer 1 33.33% 



Review of your local policies. Have your say. 

Treatments for Hairloss – Alopecia, Male Patterned 
Baldness and Hair Transplantation – Sample comments 

86 

Poor use of NHS resourses 
makes sense to clarify, evidence based, not cosmetic 

glad alopecia has been brought inline with the male pattern baldness policy. 
Never for cosmetic 
Not on NHS 

Absolutely nothing to do with the NHS and the individual should bear the cost themselves 
Perhaps some patients could ware a wig? 
Female pattern baldness is ignored 



Review of your local policies. Have your say. 

Focus Group 
YPAS – Focus on Removal of ‘Children under 16 being exempt where psychological 
distress is present’ statement 

87 



Review of your local policies. Have your say. 

Focus Group – Attendee Profile 

88 

  10-19 
17% 

  20-29 
33% 

  40-49 
50% 

Age 

3 ‘young people’ and 3 YPAS representatives 
and councillors attended this session. All 
attendees where of English ethnicity 
 
 

Male 
16% 

Female 
67% 

Transgender 
17% 

Gender 

Pinnaplasty Rhinoplasty 
Surgical Revision 
of Scars 

Surgical Removal 
of Skin Lesions 

Surgical Removal of 
Lipoma 

I have had this treatment/surgery 1 1 

I know a family member who has had this 2 1 

I have a close friend or someone I know has 
had this 1 3 

I am aware of this, but have not had it myself 4 5 5 4 4 



Review of your local policies. Have your say. 

Focus Group – When should NHS help you, help 
others? 

89 

Comments 

All the time, as lots of people need help from the NHS 

That both types of problems should be examined to a priority with cases relevant (Referring to both mental and physical) 

All the time, through both mental and physcial health 

Our looks can impact our mental health so individuals may need surgery to help improve this mental health or if itaffects  physical health 

Any need that can be met by the NHS, both physical and mental health conditions. Mental Helath conditions could be impacted by ohysical 
appearance ie, if someone is feeling that their mental health is being impacted by something that can be helped by cosmetic surgery then this 
should be allowed. 
Physical and mental health are entwined together. If a person is very distressed because of a physical condition requiring surgery, then this 
should be given equal consideration as to a functional condition. NHS is very good at emergency situations, but for preventative strategies which 
would include surgeies that may be deemed for 'vanity purposed', the NHS is not so functional. I would like to see NHS consider person as a 
whole, giving individuals more time and respect. If a piece of surgery is not completed as a proactive measure, then crisi intervention, costimg 
more in most cases could be neede. Mental health does deterioriate and will reach crisi, costing far more. 
When you need help with something that you can't resolve yourself 
Whenever there is a medical need or issue, physical or psychological distress. There should be parity of esteem between physical and mental 
health.Mental health affects access to services and procedures. NHS should help people regardless of demographic 

Key themes; 
• People should have help when they can’t help themselves 
• Physical and mental health should both be treated, and treated equally by the NHS 



Review of your local policies. Have your say. 

Focus Group – Do you agree with the removal of the 
statement so that the same criteria and rules apply to all 
ages? 

90 

Please explain why you have chosen this answer 

Everyone should be given the opportunity to be eligble for surgeries as psychological problems can appear at any age as young people 
are starting to leave home and education, they may need that sort of help in order to forget about past memories 

Different surgeries might only be needed after turning 16. EVERYONE should have access to surgery as it can impact their mental and 
physcial health 

I feel that people aged over 16 should alos be allowed surfert as lots of psychological impact can arise above the age of 16 when young 
people are moving out of school and into different chapters of their life 
Everyone should have access on osychological grounds 

Everyone should have access to surgery for psychological distress, regardless of age 

100% of the group disagreed with this 



Review of your local policies. Have your say. 

Focus Group – Do you think that surgery is the only way 
to solve psychological issues caused by physical 
appearance? 

91 

100% of the group said no – they do not believe that surgery is the only answer. The main theme which arose was 
that social and physiological interventions should always be made before surgery is the answer, but surgery should 
still remain an option. 

Please explain why you have chose this answer 

Therapy is required because issues with child psych may be hurt by issues around their appearance 
Counselling, therapy and other psychological help is available (for body dismorphia) 
Community support 
Multidisciplinary 
There needs to be a combination of medical, social and therputic interventions 

If more than the medical model is applied, a whole person perspective then surgery along side community support, talk therpaies. Social 
model should be considered before surfery which may result in no surgery and is more cost effective 

Surgery is not always the only options, but it is important to know that it is there. Having surgery could cause more self esteem issues, 
because they feel they have had to change something that is wrong with them 

Medical and social treatment should work together hand in hand. Social value and social model of difference is important. Mental health 
should be considered alongside the pohysical interventions. Parity of esteem is vital in a modern medical world. 



Review of your local policies. Have your say. 

Focus Group – Do you think that children under 16 should 
have different access to treatments on the ground of 
Psychological distress? 

92 

17% of the group said yes, 83% of the group said no. It was generally believed that access to treatments should not 
be biased based on age.  

Please explain why you have answered in this way 
As children, when they go through changes, often have psychological problems as their body changes, which could lead them to be both 
mentally and physically bullied, which could lead them to suicide problems as well as many different mental health problems 
Everyone should have the same access - human rights act 
Everyone should have equal access 

Psyhcological distress at any age is just as important as a presenting phsyical issues. Having treatment available to children and young 
people at a young age will lessen the 'ong term cost', prevent rather than react - Equality act 2010 
I think there is a higher likelihood of people under 16 years needing this surgery but I think it should be equally available for people over 
16 years with significant psychological distress. Specifically improval of scars as though scars from self harm may be made in childhoos, 
in adulthood they are more likely to have got through self harm anand thereforeit will have a long term benefit to them to not have to wear 
long sleeves all the time or refused jobs and safe guarded from children du e to the appearance of their scars 
Both adults and children should have equal access 



Review of your local policies. Have your say. 

Focus Group – Pinnaplasty  

93 

The group were showed the current policy which stipulates you must be aged between 5 and 18 to have the surgery. 
 
Do you agree with the current policy? 100% people said   

Please explain why you agree/disagree with the current policy. Please explain how you would change it. 
You don't know what it is going to look like when older which means age should be scrapped all together as different ages could be 
affected 
You could grow into your ears, you never know.  
Age could be changed to high school age where psychological impact might be more sever.  
Would consider age 8-19 years rather than 5-18 
Havig a full MDT working on the matters on first initial assesment 



Review of your local policies. Have your say. 

Focus Group – What could good look like (In 
reference to PLCP policies) 

94 

Everyone being able to have the same access to all services. Waiting lists should be reduced 
Improve service funding cuts 
Equal access to therapies 
No waiting times 
Services fully working together 
People still have wellbeing after the age of 16 

Children, young people and adults have equal access to services 

If prevetion put in place early enough, long term costs could be reduced. 
Holistic approach 
Use common sense 
Think long term not short term 



Review of your local policies. Have your say. 

END 
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Apronectomy or Abdominoplasty (Tummy Tuck)

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

20/04/2017

Person Responsible

Harinder Kaur

Service

Apronectomy or Abdominoplasty (Tummy Tuck)

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Abdominoplasty and apronectomy are surgical procedures performed to remove excess fat and

skin from the mid and lower abdomen. Many people develop loose abdominal skin after

pregnancy or substantial weight loss, whether it be due to surgical or dietary weight loss. This

policy has been identified as low clinical priority. The CCGs has a limited funding resource and

therefore has to prioritise services that are commissioned. CCGs currently gives greater priority to

life threatening and chronic ill health. The Policy Review Group are working to identify areas of

impact through the changes they make balanced with the need to align eligibility for treatments

with best clinical evidence and balancing health resources for the whole population. The CCG's

that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical

Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical

Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport and

Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment has been carried out by Equality and Inclusion Business Partner at MLCSU –

Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed eligibility for treatment. There is no plan to withdraw

this treatment where patients meet the eligibility criteria.

2 Does this issue plan to reduce a service, activity or presence?

No: it is not expected that the revised policy will result in a significant change in activity levels

for this treatment. The position of this policy is that this treatment is not commissioned on

cosmetic reasons. This position has not changed.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: CCG's will still provide this commissioned service based on clinical evaluation - not on

cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. There are

a number of changes made to the policy content. Additional information in the current criteria

has been removed for clarity. The previous format of this criteria was misleading as it implied

this was a criteria based policy. However the overall position remains the same. This removal

of information should not affect access to this treatment.
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6 Does this issue plan to introduce a new service or activity?

No: The revised policy on an existing policy in which is being reviewed.

7 Is this primarily about improving access to, or delivery of a service?

No: It is not envisaged that the revised policy will improve access or delivery of this service.

The review process should however, help bring greater consistency in decision making for

patients requiring Apronectomy or Abdominoplasty (Tummy Tuck) living in Merseyside and

Warrington CCG area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

No: There is no significant change in the criteria for this treatment. Therefore the policy

review should not affect patients. The review has maintained the position that this treatment

is not commissioned for cosmetic reasons. The policy has undergone review by Virtual

Clinical Forum which has resulted in criteria for applications under the Individual Funding

Requests Panel - this previous insertion gave the false impression that this was a criteria

based policy. The introduction to the policies of low clinical value 2015/16 contains a

statement relating to Core Clinical Eligibility. This section contains a statement that ‘children

under the age of 16 years are eligible for surgery to alter appearance, improve scars, excise

facial or other body lesions, where conditions cause obvious psychological distress’. After

discussion within the policy group, this statement will be withdrawn from the revised policy.

Rationale within the policy group discussed equity of the revised eligibility criteria across all

age groups. This change in the policy statement may potentially impact children under the

age of 16 for certain treatments under policies of low clinical value. Due to the nature of this

particular policy and condition, this change in the policy statement should not impact

adversely on the access for treatment for children under the age 16.
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Equality Risk
 

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the changes from the revised policy should not impact on patients and should not have

any inproportionate adverse impact on the protected groups. This assessment recognises

that this treatment is usually the result of excess skin from the mid or lower abdomen which

can be the result of pregnancy or weight loss. The policy does commission this treatment

under certain clinical reasons relating to functional impairment, skin conditions and BMI

within time criteria. Impacts will be better understood from engagement.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: https://www.rcseng.ac.uk/members/resources/pre-op-

eaflets/Cosmetic/Abdominoplasty.pdf/view NHS choices:

http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-tuck.aspx The British

Association of Aesthetic British Surgeons: http://baaps.org.uk/procedures/abdominal-

reduction

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Local activity data for this treatment from the CCGs show: 2013/14: 48 treatments

2014/15: 43 treatments 2015/16: 31 treatments Further engagement with public to take place

and further inform this assessment.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes: The policy review group have considered and continue to consider the potential impact

of this policy on staff and patients in line with people with protected characteristics. This

assessment will be further shared and discussed with the policy group and will recommend

that engagement work is carried out .

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: further engagement work is planned for this policy following the revision of the policy.

17
Do you have any supporting evidence?

If YES please list the documents.

No: further information will be added within revised assessment following engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. This policy has been ragged as red so therefore has significant change

in terms of access or eligibility criteria compared to previous versions. This policy will

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?
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No: the policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: this reviewed policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?
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No: the policy should not interfere with a person's right to participate in life. This is further

supported by the issue of physical functionality being included as part of clinical criteria for

the commissioning of this treatment.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Apronectomy or Abdominoplasty Stage 2 v1 27112017 QA.pdf (1176448 bytes) -

Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment to be updated once engagement work is completed.

27/11/2017

MULLOY, JENNIFER

Approval Comment

Approved at stage 1 scoping document. Stage 2 recommended.

27/11/2017

MULLOY, JENNIFER

Stage 2 Comment

Equality Impact Assessment completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington - Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 20/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  X   
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Carers or family   X 

General public  X  

Staff    X 

Partner organisations (GPs, Providers, RNIB)   X 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for Apronectomy or Abdominoplasty (Tummy Tuck) 

This procedure removes excess skin and fat, improves shape and scars, or tightens 
muscles.  Different combinations are combined according to need. 

In the standard abdominoplasty the excess fat between the pubic area and the navel 
(tummy button) is removed leaving the navel in place.  Any looseness of the muscles in the 
area or hernia is repaired at the same time.  The apronectomy is a modification of the mini-
abdominoplasty for patients who have a large excess of skin and fat hanging down over the 
pubic area.  In this procedure, only the surplus skin and fat is removed.   

An alternative procedure which should always be considered instead of the above is 
liposuction on its own.  This process sucks out fat and causes just a little drawing back of 
the skin.   
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What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
Current policy  
 
The current policy sets out some criteria which would need to be met for patients to be 
allowed to have the procedure, although the procedure is not routinely commissioned. 
 
Tummy tucks are not routinely commissioned unless ALL the following criteria are met: 

• The flap hangs at or below the level of the symphysis pubis (a joint in the centre 
of the pelvis) 

• The patient’s body mass index (BMI – a measurement that uses a person’s 
height and weight to check that their weight is health (is less than 25 and stable 
for at least 12 months (Some allowance may be made for excess skin and fat 
that cannot be dealt with by further weight reduction).  

• If the patient has had bariatric surgery, it was at least three years previously. 
 
AND any of the following: 
 

• The excess skin and fat causes significant problems with activities of daily life (for 
example, walking). 

• The excess skin and fat causes a persistent skin condition (for example, cellulitis 
or skin ulcerations) that has not improved after at least six months of medical 
treatment.  This should include good hygiene practices and antifungal, 
corticosteroid and/or antibiotic treatment. 

• The excess skin and fat prevents good fitting of a stoma bag. 
 
If the patient does not fulfil all of the above criteria, an Individual Funding Request (IFR) 
should be submitted detailing why exception should be made.  IFR information must 
contain the following detail: 
 
  
• Date of any bariatric surgery  

Pre-operation or original weight and BMI with dates  
• Series of weight and BMI readings demonstrating weight loss and stability achieved  
• Date stable weight and BMI achieved  
• Current weight and BMI  
• Patient compliance with continuing nutritional supervision and management (if applicable)  
• Details of functional problems  
• Details of associated medical problems.  
 

 

The revised policy contains the proposed changes: 
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No position change is proposed. The overall position would remain the same – ‘tummy 
tucks’ will not be routinely commissioned.  
However, there is additional wording regarding IFRs and criteria which will be removed 
to allow for patient and clinicians clarity.  

 

 
Reason for proposed change(s)  
 
 
The current wording is misleading, as this is not commissioned based on criteria and is 
only accessible under an IFR.  
 

 

Impact of proposed change(s)  
 
 
This change would mainly impact those people who have undergone extreme weight loss. 
All patients could still apply for this procedure, with support from their doctor, through an 
Individual Funding Request to their local Clinical Commissioning Group (CCG). The CCG 
panel would consider whether the request could be funded.  
 

 

 
Information about Abdominoplasty and Apronectomy (Tummy Tuck) 

 
Abdominoplasty and Apronectomy are surgical procedures performed to remove excess fat 
and skin from the mid and lower abdomen.  Many people develop loose abdominal skin after 
pregnancy or substantial weight loss, whether it be due to surgical or dietary weight loss.   
 
https://www.rcseng.ac.uk/members/resources/pre-op-
eaflets/Cosmetic/Abdominoplasty.pdf/view  
   
NHS choices: http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-
tuck.aspx  
 
The British Association of Aesthetic British Surgeons: 
http://baaps.org.uk/procedures/abdominal-reduction  
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 

https://www.rcseng.ac.uk/members/resources/pre-op-eaflets/Cosmetic/Abdominoplasty.pdf/view
https://www.rcseng.ac.uk/members/resources/pre-op-eaflets/Cosmetic/Abdominoplasty.pdf/view
http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-tuck.aspx
http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-tuck.aspx
http://baaps.org.uk/procedures/abdominal-reduction
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England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
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• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  
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• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work. Stage 1 identified that further clinical evidence has been requested to 
support the decision to change the age criteria if rationale linked to age and breast 
development linked to hormones. 
 
Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
secured as part of the Stage 1 EIRA process, and this was taken into account during the 
Stage 2 process.  This feedback during the scoping identified concerns that revised criteria 
offered no explanation of what is changing.  This concern was noted and addressed within 
this Stage 2 assessment.   
 
This Stage 2 now brings together information from Stage 1 together with evidence from 
engagement work.   
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Information from engagement work 
 
41 people responded to this engagement survey question.   
 
The Stage 2 Engagement work identified that 60.97 per cent of consultees strongly/slightly 
agreed with the proposed criteria for the Abdominoplasty and Apronectomy policy, with a 
further 14.63 per cent neither agreeing or disagreeing with the proposed policy change.  
24.39 per cent of consultees slightly/strongly disagreed with the proposed criteria for this 
policy.     
 
Abdominoplasty and Apronectomy 
 

 
 
 
The engagement responses showed that: 

• 14.64 per cent had received or knew someone that had this procedure 
• 60.97 per cent agree with the new criteria 

 
Abdominoplasty and Apronectomy – Reasons for agreeing or disagreeing 
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The engagement process asked for ideas for improving the policy.  No significant emerging 
themes arose from this question.   
 
Abdominoplasty and Apronectomy – Change to proposed policy you would 
recommend 
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Summary comments made during the consultation are detailed below.  Of the 14 
comments recorded, 10 respondents were in favour of the proposed Abdomioplasty and 
Apronectomy policy criteria, and 2 were against. 
 
A range of comments were made during the engagement process.  These are available 
within the engagement report and include the following issues: 

• Should not be available on NHS unless medically required 
• The psychological impact of any condition should not be underestimated 
• It may be difficult for those with large volumes of skin to meet the BMI criteria 
• This surgery should not be offered at all.  Needing a tummy tuck is entirely 

preventable 
 

In addition to the engagement responses, engagement work included consulting with 11 
organisations.   
 
Evidence 
https://www.rcseng.ac.uk/members/resources/pre-op-
eaflets/Cosmetic/Abdominoplasty.pdf/view  
   
NHS choices: http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-
tuck.aspx  
 
The British Association of Aesthetic British Surgeons: 
 
http://baaps.org.uk/procedures/abdominal-reduction  
 

 
 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

https://www.rcseng.ac.uk/members/resources/pre-op-eaflets/Cosmetic/Abdominoplasty.pdf/view
https://www.rcseng.ac.uk/members/resources/pre-op-eaflets/Cosmetic/Abdominoplasty.pdf/view
http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-tuck.aspx
http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tummy-tuck.aspx
http://baaps.org.uk/procedures/abdominal-reduction
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Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Throughout engagement 
processes, ongoing 
monitoring has taken place.  
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Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work 
captured two comments 
highlighting psychological 
concerns.   

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The above section regarding 
engagement responses has 
not raised a high number of 
significant areas of 
inequality.  

A summary of comments has 
been provided. Engagement 
work with stakeholder groups 
has not raised any issues. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  
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Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  X Elasticity of skin reduces as a 
person gets older therefore 
saggy excess skin may be 
more likely in older people with 
significant weight loss.  

Disaggregation of age shows 
that 3 respondents were within 
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the 15 – 19 age bracket; 28 
were within the 90 were within 
the 20 – 59 age bracket; and 
88 were within the 60 – 80+ 
age bracket. 

The overall position of the 
revised policy is remaining the 
same. 

No issues raised for this group 
within the engagement work.  

Disability 

 

  X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

Extreme cases of problems 
with loose skin causing 
mobility issues may constitute 
as a disability. Such cases 
would be a case for IFR.  

Issue of psychological impact 
raised within the engagement 
work.  

 
Sexual Orientation 

 

  X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Gender Reassignment 

 

  X No identified impact for this 
group. Treatment for gender 
reassignment falls under 
Interim Gender Dysphoria 
Protocols 2013/2014 

No issues raised for this group 
within the engagement work. 

Sex (Gender)   X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 
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No issues raised for this group 
within the engagement work. 

Race    X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

 
Religion or Belief   X No identified issue with this 

group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Pregnancy and 
Maternity 

  X The proposed position of this 
policy review is that this 
treatment is not currently 
commissioned for cosmetic 
reasons.  This position has not 
changed.   

Loose skin may be caused by 
Pregnancy. No issues raised 
for this group within the 
engagement work. 

Marriage and Civil 
Partnership 

  X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Carers   X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Deprived 
Communities 

  X No identified issue with this 
group as the overall position of 
the policy is remaining the 
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same. 

No issues raised for this group 
within the engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  X No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
Engagement work has provided evidence to support proposed change in policy.   
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EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Complaints from 
request on age 
grounds.   

Complaint monitoring will 
enable a watch to be 
maintained on any age 
related issues which may 
emerge under this policy.  
Requests can be 
considered under IFR for 
exceptionality.   

 IFR Upon policy 
start. 

     

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 / 20/11/2017 
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Date received for quality check: 20/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team:  27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 

 

 

 

 

 

 



 

27 

 

EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Cosmetic Surgery - Augmentation Mammoplasty - Breast

Enlargement
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Person Responsible

Harinder Kaur

Service

Policy for Cosmetic Surgery - Augmentation

Mammoplasty - Breast Enlargement

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael
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Explanation

Augmentation Mammoplasty - Breast Enlargement involves inserting breast implants to increase

the size of the breasts, change their shape, or make them more even. The NHS do not routinely

fund this treatment for cosmetic reasons. The previous policy under review noted that this

treatment is only funded in certain circumstances. NHS funding for this treatment is restricted and

only funded if the patient meets certain criteria. This policy has been identified as low clinical

priority. The CCGs has a limited funding resource and therefore has to prioritise services that are

commissioned. CCGs currently gives greater priority to life threatening and chronic ill health. The

Policy Review Group are working to identify areas of impact through the changes they make

balanced with the need to align eligibility for treatments with best clinical evidence and balancing

health resources for the whole population. This policy is part of a suite of policies are being

reviewed collaboratively across Merseyside CCGs and Warrington CCG. The CCG's that are part

of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical

Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical

Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport and

Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment is authored by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The revised policy provides refreshed eligibility for treatment. There is no plan to

withdraw this treatment where patients meet the eligibility criteria.

2 Does this issue plan to reduce a service, activity or presence?

Possibly: there may be a reduction in activity levels due to a change in eligibility criteria for

this treatment. The change regarding activity rates relates to criteria change on age - from 18

to 21.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: this revised policy should not result in a change to the current service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. There are

a number of criteria changes that may affect access to this treatment. These include change

of age criteria from 18 years to 21 years and proposed removal of cancer as criteria for

treatment. The revised policy has also removed statement on Non-core procedure Interim

Gender Dysphoria Protocol &Service Guidelines 2013/14.

6 Does this issue plan to introduce a new service or activity?
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No: The revised policy on Augmentation Mammoplasty - Breast Enlargement is an existing

policy in which is being reviewed.

7 Is this primarily about improving access to, or delivery of a service?

No: It is not envisaged that the revised policy will improve access or delivery of this service.

The review process should however, help bring greater consistency in decision making for

patients requiring Augmentation Mammoplasty - Breast Enlargement living in Merseyside

and Warrington CCG area. The changes may result in a reduction in activity due to changes

in proposed age criteria.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

Yes: the policy affects women requesting this treatment. The change of criteria will affect

women aged 18 to 21 years that would have requested this treatment. The issue of changes

to removing the gender dysphoria protocol guidance may potentially impact patients

undergoing gender reassignment as surgical breast enlargement is a non-core treatment and

would therefore fall under CCG funding. However Hormone therapy for male to female is a

core treatment governed by the Gender Reassignment Protocol and Guidelines 2014 and is

likely to increase breast size.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

Potentially: The change of age could cause a negative impact on women aged 18 to 21

years. The change in removal of gender dysphoria protocol guidance needs further

consideration as this treatment is not a core funded treatment for Gender Dysphoria. The

removal of cancer patients has been removed - this will not impact on this group of patients

as they will be treated under a cancer pathway of care for breast reconstruction.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Choices website: http://www.nhs.uk/Conditions/cosmetic-treatments-

guide/Pages/breast-enlargement.aspx NHS Modernisation Agency - Action on Plastic

Surgery: Information for Commissioners of Plastic Surgery Services.

http://www.bapras.org.uk/docs/default-source/commissioning-and-policy/information-for-

commissioners-of-plastic-surgery-services.pdf?sfvrsn=2 (page 8)

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: see response to question 11. Activity data on this treatment across the CCG's show:

2013/14: 38 2014/15: 39, 2015/16: 25 For patients seeking funding through the Individual

Funding Request panel there were only 1 applications for the years 2015/16 of which was not

approved. all 10 were not approved. Further clinical evidence has been requested to support

the decision to change the age criteria.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group and will recommend that engagement work is

carried out together will consideration of justification for age change. This will be weighed up

with proportionality.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: current identified risk of legitimate justification for age change, engagement work

required. Consideration of impacts from removal of gender dysphoria protocol guidance

considered - no impact identified.

17
Do you have any supporting evidence?

If YES please list the documents.

No: further information will be added within revised assessment following engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. This policy has been ragged as red so therefore has significant change

in terms of access or eligibility criteria compared to previous versions. This policy will

undergo public engagement. This assessment recommends that engagement work includes

the potential age group that will be impacted by the revised age criteria. Consideration of

male to female gender reassignment.
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Human Rights Impact
 

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the policy should not lead to degrading or inhuman treatment.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

Possibly if age criteria is not legitimately justified. This response will be reviewed once further

clinical evidence is presented.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Augmentation Mammoplasty Stage 2 27112017QA.pdf (941103 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment requires number of women where treatment was provided under the age of 21

in order to assess if the impact of the age criteria will be proportionate. Also further justification

for this change. Engagement required alongside further consideration for male to female gender

reassignment as this would fall out of core gender dysphoria treatment.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 assessment required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

Assessment now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  11/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   
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Carers or family   x 

General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB)   x 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery to increase the breast size using implants. 

Patients are given general anaesthetic to send them to sleep for this procedure.  
There are several techniques the surgeon could use, but generally the operation involves: 
 

• making a cut (incision) in the skin next to or below the breast  
• positioning the implant, either between the breast tissue and chest muscle, or behind the 

chest muscle  
• stitching the incision and covering it with a dressing  

 
The operation takes between 60 and 90 minutes. 
 
What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

Current policy: 
 
Breast enlargement is commissioned only when: 
  
• The patient’s body mass index (BMI – a measurement that uses a person’s height and 
weight to see if their weight is healthy) is less than 25 and stable for at least twelve months  
 
AND  
• One breast is naturally smaller than the other by at least three cup sizes as measured by a 
specialist  
 
OR  
• There is congenital absence, in other words a woman was born with a condition leading to 
her having no obvious breast tissue.  
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• In special circumstances reconstructive surgery may be appropriate for tubular breast 
abnormality (when one or both breasts are tube-shaped).  
• All non-surgical options must have been explored, for example use of a padded bra.  
• Non-core Procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14. 
 
The revised policy contains the proposed changes: 

During the policy review, criteria has been changed due to the Equality Impact Risk 
Assessment identifying areas of indirect discrimination. 

It is proposed that all criteria remains the same but originally the policy proposed a change 
to increasing the age limit from 18 to 21.  The policy group met on the 14th November 2017 
and decided that the proposed change to 21 will not be implemented.  The age will remain 
at 18 years.   

The new policy would read as follows:  

Augmentation mammoplasty (breast enlargement surgery) will be funded if ALL of the 
following criteria are met:  

• One breast is naturally smaller than the other by at least three cup sizes as measured 
by a specialist. 

• The patient’s body mass index (BMI – a measurement that uses a person’s height 
and weight to see if their weight is healthy) is less than 25 and stable for at least 
twelve months. 

• The patient is at least 18 years old. 
 
Reason for proposed change(s)  
 
There is no clinical evidence for any physical clinical benefit from breast enlargement 
surgery where both breasts are currently the same size.  

 
During the policy review, criteria has been changed due to the Equality Impact Risk 
Assessment identifying areas of indirect discrimination. 
 
It is proposed that all criteria remains the same but originally the policy proposed a change 
to increasing the age limit from 18 to 21.  The policy group met on the 14th November 2017 
and decided that the proposed change to 21 will not be implemented.  The age will remain 
at 18 years.   
 
Reason for proposed change(s)  
 
There is no clinical evidence for any physical clinical benefit from breast enlargement 
surgery where both breasts are currently the same size.  
 
Impact of proposed change(s)  
Those who have been diagnosed with congenital absence in both breasts and the breasts 
are of equal size would no longer qualify for this procedure.  
 
NOTE: Patients who have psychological issues due to congenital absence (where both 
breasts are the same size) would be given appropriate psychological treatment.  



 

6 

 

 
NOTE: This does not affect breast cancer patients. They will remain eligible for breast 
reconstruction as part of their cancer treatment under the NHS England pathway.  
 
Information about Augmentation Mammoplasty:   
 
Augmentation Mammoplasty - Breast Enlargement involves inserting breast implants to 
increase the size of the breasts, change their shape, or make them more even. 
 
Information used to help to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
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• Knowsley is one of the 20% most deprived districts/unitary authorities in England 
and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
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• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 
lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
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• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 
for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  

NHS Choices website: http://www.nhs.uk/Conditions/cosmetic-treatmentsguide/ 
Pages/breast-enlargement.aspx        
 
NHS Modernisation Agency - Action on Plastic 
Surgery: Information for Commissioners of Plastic Surgery Services. 
http://www.bapras.org.uk/docs/default-source/commissioning-and-policy/information-
forcommissioners- 
of-plastic-surgery-services.pdf?sfvrsn=2 (page 8) 
 
Activity data shows relatively low number of activity for this treatment:  (not available 
disaggregated into protected groups)  
 
Activity data on this treatment across the CCG's show: 
2013/14: 38  
2014/15: 39 
2015/16: 25  
 
For patients seeking funding through the Individual Funding Request panel there was only 
1 application for the years 2015/16 which was not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potential 
impact. This stage 2 now brings together information from stage 1 together with evidence 
from engagement work. Stage 1 identified that further clinical evidence has been requested 
to support the decision to change the age criteria if rationale linked to age and breast 
development linked to hormones. 

Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
secured as part of the Stage 1 EIRA process, and this was taken into account during the 
Stage 2 process.  This highlighted concern with the initial proposal regarding age criteria.  

Summary of demographic information from engagement work: 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  
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1. Ethnic background:  

 

The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  
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3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

 

Responses about this policy: 

For this policy, 45 people gave a response to the review of this policy. From these, 99.33% 
had not received this treatment. 8.89% knew someone who had received the treatment or 
had received it themselves.  

60% of people agreed /strongly agreed with the revised criteria. 

28.89% of people disagreed / strongly disagreed with the revised criteria. 

11.11% of people neither agreed or disagreed with the revised criteria 

Equality issues raised by the engagement survey: 

• Possible psychological problems could occur if issue(s) left untreated. 
• Possible physical problems could occur if issue(s) left untreated. 
• Age issue (now resolved) 

 
 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
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What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

The consultation and 
engagement process 
captured feedback from 
people of all ages but data 
does not specify how many 
participants were younger 
women.  One comment does 
highlight the benefits of 
offering Augmentation 
Mammoplasty to a woman 



 

13 

 

aged between 18 and 21.   

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The consultation and 
engagement work captured 
three comments highlighting 
possible psychological 
issues, and one comment 
highlighting possible physical 
issues.     

 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  
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Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

X The consultation and 
engagement work has not 
raised a high number of 
significant areas of concern 
however, following a 
discussion at the Policy 
Development Project 
Working Group meeting on 
the 14th November 2017 it 
was agreed to keep the age 
criteria for Breast procedures 
at 18 on the grounds that 
raising age criteria to 21 may 
constitute indirect 
discrimination.     

Although age was not a main 
concern within the 
engagement work – it could 
not be justified clinically and 
would therefore constitute as 
discriminatory. This has been 
resolved.  

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  
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Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 Initial 
proposal  

X 

18-21 
year olds 

Revised 
proposal 
on age  

x 

Any change of age could 
cause a negative impact on 
women aged 18 to 21 
years who will no longer meet 
eligibility criteria to qualify for 
this treatment. 

The policy group met on the 
14th November 2017 and 
decided that the proposed 
change to 21 will not be 
implemented.   

Age issue was raised within 
engagement work. 

Disability 

 

  x The changes within this policy 
should not have any negative 
impact on people with a 
disability.  

Women that have lost their 
breasts due to cancer 
treatments fall out of scope of 
this policy and fall under 
reconstructive surgery pathway 
for cancer.  
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Issue of psychological impact 
raised within the engagement 
work. This is being addressed 
by rewording of criteria – 
agreed within the policy group 
on 14/11/2017.  

Sexual Orientation 

 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised for this group 
within the engagement work. 

Gender Reassignment 

 

  x The changes within this policy  
should not impact this group as 
the position towards this group 
remains the same.  

Male to Female falls under 
Interim NHSE Gender 
Dysphoria Protocol and 
Guidelines 2013/14. Hormone 
treatment can lead to breast 
development.   

In the event of hormone 
treatment failure, Guidelines 
recommend that treatments 
may be sought through CCG 
Policy: 

“Breast augmentation should 
only be considered where 
there is a clear failure of breast 
growth in response to 
adequate hormone treatment. 
Review of breast development 
in anticipation of breast 
augmentation surgery should 
be made no earlier than after 
the completion of 18 months of 
adequate hormone treatment. 
It should be made clear to 
patients during individual 
treatment plan discussions that 
assessments of the 
appropriateness of breast 
augmentation will be made no 
earlier than after the 
completion of 18 months of 
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adequate hormone treatment.” 

 

No issues raised for this group 
within the engagement work. 

Sex (Gender)  x  Women under the age of 21 
will be disadvantaged by the 
proposed new age criteria – as 
noted within Age section.  

Women that develop no breast 
tissue will be disadvantaged 
unless breast tissues develop 
disportionately in one breast 
and not the other.  This may 
affect their self-esteem and 
confidence.  

Women that experience cancer 
will receive reconstructive 
treatment under a different 
pathway.  

The policy position regarding 
women that have not 
developed breast tissue 
remains the same.  

 

No issues raised for this group 
within the engagement work. 

Race    x The changes within this policy 
should not have any negative 
impact on people within this 
group. Research on this 
assessment has not found any 
link with congenital absence of 
breast tissue and race.  

No issues raised for this group 
within the engagement work. 

Religion or Belief   x The changes within this policy 
should not have any negative 
impact on people within this 
group. 

No issues raised for this group 
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within the engagement work. 

Pregnancy and 
Maternity 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

The assessment  
acknowledges that 
breastfeeding can lead to 
changes in the breasts.  

No issues raised for this group 
within the engagement work. 

Marriage and Civil 
Partnership 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised for this group 
within the engagement work. 

Carers   x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised for this group 
within the engagement work. 

Deprived 
Communities 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

The situation remains the 
same where people are not 
able to access the treatment 
through the criteria, they may 
seek this treatment for 
cosmetic reasons through 
private health care. People on 
low incomes may less able to 
afford this privately.  

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  
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Veterans  No issues raised for this group 
within the engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 

Resources 
required  

Who will 
lead on the 

Target date 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

Score of 4 based on change of age criteria and revised statement 
on psychological impact. 

 

4  

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
The consultation and engagement process highlighted a possible risk of 
indirect discrimination on the grounds of age.  This led to the Policy 
Development Group retaining the age criteria for this Breast procedure at 
18.  
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negative impact *(see 
guidance 
below) 

action? 

Complaints from 
women aged 
between 18 – 
21.   

 

Retain eligibility for this 
procedure for women 
aged 18 and over.   

Not 
applicable 

Not 
applicable 

Not 
applicable 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 11/09/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team:  22/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 
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Date signed off by CCG / CSU Committee: 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 



 

26 

 

Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. For such pain, it is best to continue with normal activities as much as possible, although

you may need to return to them in stages, as the back pain steadily recovers. Getting back to

work helps your recovery and employers will often arrange lighter duties to get you back sooner.

Continuing with normal life as much as you can helps to take your mind off the pain and avoid you

getting stiff and weak. Rest lying down, only when that’s the only way to stop pain building up.

Complete or prolonged bed rest is not advised at all as it is associated with delayed recovery. The

CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley

Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens

Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport

and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment has been carried out by the MLCSU Equality and Inclusion team.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review on the non-invasive interventions for low back pain and sciatica.

The service is not being withdrawn, although the policy wording is changing slightly to make

it clearer and more consistent across Merseyside and Warrington. Treatments for low back

pain will now only be commissioned in line with NICE guidance NG59 'Low back pain and

sciatica in over 16s: assessment and management' (November 2016). This means the policy

now makes it clear that Acupuncture, Manual Therapy, Orthotics, Electrotherapy and

Pharmacology are not routinely commissioned. This policy has been identified as low clinical

priority. The CCGs has a limited funding resource and therefore has to prioritise services that

are commissioned. CCGs currently gives greater priority to life threatening and chronic ill

health. The Policy Review Group are working to identify areas of impact through the changes

they make, balanced with the need to align eligibility for treatments with best clinical evidence

and balancing health resources for the whole population.

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence. The wording of the

policy has been changed to clarify that some treatments are not routinely commissioned,

although this is not expected to significantly impact upon activity levels. Treatments for low

back pain will now be commissioned in line with NICE guidance NG59 'Low back pain and

sciatica in over 16s: assessment and management' (November 2016)

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.
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5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy has undergone a review by the Pan Merseyside and Warrington CCG policy

review group and will thus be amended slightly to increase clarity and consistency.

Treatments will now only be commissioned in line with NICE guidance NG59 'Low back pain

and sciatica in over 16s: assessment and management' (November 2016). This means the

policy now makes it clear that Acupuncture, Manual Therapy, Orthotics, Electrotherapy and

Pharmacology are not routinely commissioned. All of the revised back pain policies will align

with the latest NICE guidance. However, it is not clear what the revised policy means for

under-16s. Above question clarified that there is no age restriction on this policy. (meeting

13/06/2017)

6 Does this issue plan to introduce a new service or activity?

No. There is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. The reviewed policy should not impact the access, quality or delivery of the service. The

revised policy should bring greater clarity and consistency in decision making for patients

across Merseyside and Warrington. Treatments will now only be commissioned in line with

NICE guidance NG59 'Low back pain and sciatica in over 16s: assessment and

management' (November 2016). This means the policy now makes it clear that Acupuncture,

Manual Therapy, Orthotics, Electrotherapy and Pharmacology are not routinely

commissioned.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. Due to no significant change in the policy there will be no significant impact on staff. Any

staff making decisions on behalf of patients requiring treatment will need to be aware of any

policy changes. The Policy Review group are engaging with GPs as part of the consultation

process. The clarification within the policy wording should further help clinicians using the

policy.
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Equality Risk
 

9 Does this issue affect Service users?

Yes - potentially. The reviewed policy contains no significant changes but pain relief could be

an issue as patients will be expected to buy their own pain relief medicines which raises the

problem of affordability for those of lower incomes. There should not be any disproportionate

impact on those with protected characteristics. The changes being made are about improving

clarity and consistency of treatment across Merseyside and Warrington. Treatments will now

only be commissioned in line with NICE guidance NG59 'Low back pain and sciatica in over

16s: assessment and management' (November 2016). This means the policy now makes it

clear that Acupuncture, Manual Therapy, Orthotics, Electrotherapy and Pharmacology are

not routinely commissioned.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. As there is no significant change in the policy criteria there should not be any impacts on

patients. In relation to back pain it is recognised that low back pain and sciatica is more

common in older age groups (40+) . The relevant protected groups are Disability, Pregnancy

and Age. (Source: http://www.webmd.boots.com/back-pain/ss/slideshow-visual-guide-to-

sciatica). Back pain is also common in pregnant women (Source:

http://www.nhs.uk/conditions/pregnancy-and-baby/pages/backache-pregnant.aspx), although

only about 1% of pregnant women get true sciatica (Source:

http://www.webmd.boots.com/pregnancy/guide/sciatica-in-pregnancy). In England, chronic

back pain is the second most common cause of long-term disability (after arthritis) (Source:

http://www.focusondisability.org.uk/back-pain.html), which means that persistent low back

pain and sciatica could fall under the category of disability. Consideration needs to be given

to the following groups: older people, carers, pregnant women and people in certain

occupations (e.g. physical jobs or office-based jobs which involve sitting down for long

periods). NHSE have conducted an EIA on revised NICE guidance NG59 with no impacts

identified. https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes. NICE Guidance https://www.nice.org.uk/guidance/ng59 NHS Choices

http://www.nhs.uk/conditions/sciatica/Pages/Introduction.aspx Arthritis Research UK

http://www.arthritisresearchuk.org/arthritis-information/conditions/back-pain.aspx Chartered

Society of Physiotherapy http://www.csp.org.uk/your-health/conditions/back-pain National

Low Back and Radicular Pain Pathway 2017

http://www.ukssb.com/assets/PDFs/2017/February/National-Low-Back-and-Radicular-Pain-

Pathway-2017_final.pdf

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See answer to question 11 above. Activity Data: DIAGNOSTIC, INTERVENTIONS AND

TREATMENTS FOR EARLY MANAGEMENT OF BACK PAIN 2013/14 - 1,593 procedures

across Merseyside &Warrington 2014/15 - 1,399 procedures across Merseyside &Warrington

2015/16 - 1,485 procedures across Merseyside &Warrington 2016/17 - 693 procedures

across Merseyside &Warrington 5,170 procedures across Merseyside &Warrington between

2013 and 2017

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain across Merseyside. The policy group also have

access to legal advice as well as guidance from MLCSU Equality &Inclusion team. The

review of back policies have been done as part of Vanguard work with The Walton Centre.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes. The policy has been subject to engagement work with GPs, and review work will be

publicised on CCG websites.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The refusal to treat a person with low back pain or sciatica should not result in the death

of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy should not lead to degrading or inhuman treatment.

Page: 6 © NHS Midlands and Lancashire Commissioning Support Unit 2016 27-Nov-17



21 Will the policy/decision limit a person's liberty?

No. The policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No. The policy should not lead to unlawful discrimination. Exceptional cases will be assessed

through applications to the Individual Funding Request process.

24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - 2 Imaging for patients presenting with back pain

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

09/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Imaging for patients

presenting with back pain

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. For such pain, it is best to continue with normal activities as much as possible, although

you may need to return to them in stages, as the back pain steadily recovers. Getting back to

work helps your recovery and employers will often arrange lighter duties to get you back sooner.

Continuing with normal life as much as you can helps to take your mind off the pain and avoid you

getting stiff and weak. Rest lying down, only when that’s the only way to stop pain building up.

Complete or prolonged bed rest is not advised at all as it is associated with delayed recovery. The

CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley

Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens

Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport

and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment has been carried out by MLCSU Equality and Inclusion team.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review on Imaging for patients presenting with back pain. The service is

not being withdrawn, the wording is being changed slightly to make it more consistent across

Merseyside and Warrington, and to clarify that X-Rays, MRI and CT scans are not routinely

commissioned in non-specialist settings. This policy has been identified as low clinical

priority. The CCGs has a limited funding resource and therefore has to prioritise services that

are commissioned. CCGs currently gives greater priority to life threatening and chronic ill

health. The Policy Review Group are working to identify areas of impact through the changes

they make, balanced with the need to align eligibility for treatments with best clinical evidence

and balancing health resources for the whole population.

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence. The wording of the

policy has been changed to clarify that X-Rays, MRI and CT scans are not routinely

commissioned in non-specialist settings, and this is not expected to significantly impact upon

activity levels.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes. This is a new policy as there was no previous policy for the imaging of back pain. The

Pan Merseyside policy review group are introducing it to ensure clarity and consistency

across Merseyside and Warrington. X-Rays, MRI and CT scans are not routinely

commissioned in non-specialist settings. All new and revised back pain policies will align with

the latest NICE guidelines.

6 Does this issue plan to introduce a new service or activity?

No. There is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. The reviewed policy should not impact access, quality or the delivery of the service. The

revised policy should bring greater consistency in decision making for patients across

Merseyside and Warrington, and clarify that X-Rays, MRI and CT scans are not routinely

commissioned in non-specialist settings.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. Due to no significant change in the policy there will be no significant impact on staff. Any

staff making decisions on behalf of patients requiring treatment will need to be aware of any

policy changes. The Policy Review group are engaging with GP's and the wider community

as part of the consultation process.

9 Does this issue affect Service users?

No. The reviewed policy contains no significant changes so there should be no issues

affecting service users. The main change being made is the policy wording which should

improve consistency across Merseyside and Warrington, and clarify that X-Rays, MRI and

CT scans are not routinely commissioned in non-specialist settings.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

No. As the reviewed policy contains no significant change there should be no impact from the

review. This assessment does acknowledge that the issue of back pain is more common in

older age groups (40+) (Source: http://www.webmd.boots.com/back-pain/ss/slideshow-

visual-guide-to-sciatica) and pregnant women (Source:

http://www.nhs.uk/conditions/pregnancy-and-baby/pages/backache-pregnant.aspx) so there

might be more older people and pregnant women wanting diagnostic imaging. Back pain is

very common, however, and tends to improve by itself in a matter of weeks or months

(Source: http://www.nhs.uk/Conditions/Back-pain/Pages/Introduction.aspx). In England,

chronic back pain is the second most common cause of long-term disability (after arthritis)

(Source: http://www.focusondisability.org.uk/back-pain.html) which means that back pain

could be considered a disability. Protected groups to consider are carers, pregnant women,

people in certain occupations (such as manual and physical jobs, as well as office-based

jobs). People requiring imaging will be able to access it as part of their care plan through

specialist settings. NHSE have conducted an EIA on revised NICE guidance NG59 with no

impacts identified. https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. BMJ http://bestpractice.bmj.com/best-practice/monograph/189/diagnosis/step-by-

step.html Royal College of Chiropractors http://rcc-uk.org/wp-content/uploads/2015/01/Acute-

Low-Back-Pain-Quality-Standard-A4-page-version.pdf NICE https://cks.nice.org.uk/back-

pain-low-without-radiculopathy#!diagnosissub National Low Back and Radicular Pain

Pathway 2017 http://www.ukssb.com/assets/PDFs/2017/February/National-Low-Back-and-

Radicular-Pain-Pathway-2017_final.pdf

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. Recommendation 2 - "Clinicians should not routinely obtain imaging or other diagnostic

tests in patients with nonspecific low back pain (strong recommendation, moderate-quality

evidence)" (Source: http://annals.org/pdfaccess.ashx?url=/data/journals/aim/20145/0000605-

200710020-00006.pdf) Also, see answer to question 11.
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13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain in Merseyside. The policy group also have access

to legal advice as well as guidance from MLCSU Equality &Inclusion team. This policy will be

going out to engagement with wider community groups and service users. Review work for

back policies has been done within the Vanguard work - aligning pathways with the revised

NICE guidance and The Walton Centre.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy has been subject to clinical engagement. Vanguard review work has been

carried out. A period of communication has taken place for the policy to be communicated

with patients and staff.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to questions 11 and 12

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes. The policy group has undertaken review of changes within the revised policy. This has

involved engagement with GPs, Service Providers and Clinicians. As part of the Vanguard

work the this policy has undergone engagement. Due to this, the policy group has decided

not to go re-engage with the same policy.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment

21 Will the policy/decision limit a person's liberty?

No. The policy/decision should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision should not result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security
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25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision should not breach the positive obligation to protect human rights

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - 4 Policy for Spinal Fusion

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

15/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Spinal Fusion

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. The revised policy brings together a number of procedures: Fusion, non rigid

stabilisation techniques, lateral body fusion, transaxial interbody lumbrosacral fusion, Anterior

lumber inter body fusion, Posterior lumber inter body fusion and other combinations of approach

where surgical fixation is performed. The CCG's that are part of this review are: NHS Halton

Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool

Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton

Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review for Spinal Fusion. Policy wording being amended slightly to make

it clearer and more consistent across Merseyside and Warrington. Treatments for low back

pain will now only be commissioned in line with NICE guidance NG59 'Low back pain and

sciatica in over 16s: assessment and management' (November 2016). The policy now makes

it clear that Fusion, Non-Rigid stabilisation techniques, Lateral body fusion in the lumbar

spine, Transaxial interbody lumbrosacral fusion, Anterior lumbar interbody fusion (ALIF),

Posterior lumbar interbody fusion (PLIF), or any other combination of approach where

surgical fixation is performed are NOT routinely commissioned. This policy position remains

the same. This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs

currently gives greater priority to life threatening and chronic ill health. The Policy Review

Group are working to identify areas of impact through the changes they make, balanced with

the need to align eligibility for treatments with best clinical evidence and balancing health

resources for the whole population.

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to the commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Page: 2 © NHS Midlands and Lancashire Commissioning Support Unit 2016 27-Nov-17



Yes. This policy has undergone a review by the Pan Merseyside policy review group and

wording (not criteria) will thus be amended slightly to increase clarity and consistency.

Treatments will now only be commissioned in line with NICE guidance NG59 'Low back pain

and sciatica in over 16s: assessment and management' (November 2016). The policy now

makes it clear that Fusion, Non-Rigid stabilisation techniques, Lateral body fusion in the

lumbar spine, Transaxial interbody lumbrosacral fusion, Anterior lumbar interbody fusion

(ALIF), Posterior lumbar interbody fusion (PLIF), or any other combination of approach where

surgical fixation is performed are NOT routinely commissioned. All of the revised back pain

policies will align with the latest NICE guidance. There are no changes to criteria.

6 Does this issue plan to introduce a new service or activity?

No. There is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. The reviewed policy is not about improving access to, or delivery of a service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. This does not affect employees or levels of training for those who will be delivering the

service. Those who are delivering the service should, however, be aware of any changes to

the policy. The revised wording will bring greater clarification for clinicians using the policy.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: the issue of back pain is more prevalent in older age groups (40+) (Source:

http://www.webmd.boots.com/back-pain/ss/slideshow-visual-guide-to-sciatica). Back pain is

also common in pregnant women (Source: http://www.nhs.uk/conditions/pregnancy-and-

baby/pages/backache-pregnant.aspx) (Source:

http://www.webmd.boots.com/pregnancy/guide/sciatica-in-pregnancy). In England, chronic

back pain is the second most common cause of long-term disability (after arthritis) (Source:

http://www.focusondisability.org.uk/back-pain.html), which means that persistent low back

pain could fall under the category of disability. Protected groups to consider are carers,

pregnant women and people in certain occupations (such as manual and physical jobs, as

well as office-based jobs). There should be no impact on the patient cohort with this revised

policy as criteria has not significantly changed. People with exceptional circumstances will

still have the option of applying through the Individual Funding Request process.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. As only minimal changes in wording are being made to the policy, there should be no

negative impact on any protected characteristic groups. This assessment does acknowledge

that the issue of back pain may proportionally affect protected groups of older people (age),

disability and pregnancy. NHSE have conducted an EIA on revised NICE guidance NG59

with no impacts identified. https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. NICE https://www.nice.org.uk/guidance/ng59 NICE CG173 Neuropathic pain in adults:

pharmacological management in non-specialist settings (2014)

https://www.nice.org.uk/guidance/cg173 IPG Transaxial interbody lumbosacral fusion

https://www.nice.org.uk/guidance/ipg387 National Low Back and Radicular Pain Pathway

2017 http://www.ukssb.com/assets/PDFs/2017/February/National-Low-Back-and-Radicular-

Pain-Pathway-2017_final.pdf Arthritis Research UK

http://www.arthritisresearchuk.org/arthritis-information/q-and-a/surgery/procude-for-spinal-

fusion.aspx
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12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See answer to question 11 above. Activity Data: FUSION 2013/14 - 54 procedures

across Merseyside and Warrington 2014/15 - 55 procedures across Merseyside and

Warrington 2015/16 - 82 procedures across Merseyside and Warrington 2016/17 - 31

procedures across Merseyside and Warrington 222 procedures across Merseyside and

Warrington between 2013 and 2017 NON-RIGID STABILISATION TECHNIQUES 2013/14 -

44 procedures across Merseyside and Warrington 2014/15 - 16 procedures across

Merseyside and Warrington 2015/16 - 34 procedures across Merseyside and Warrington

2016/17 - 1 procedure across Merseyside and Warrington 95 procedures across Merseyside

and Warrington between 2013 and 2017 LATERAL (INCLUDING EXTREME, EXTRA AND

DIRECT LATERAL) INTERBODY FUSION IN THE LUMBAR SPINE 2013/14 - 1 procedure

across Merseyside and Warrington 2014/15 - 4 procedures across Merseyside and

Warrington 2015/16 - 0 procedures across Merseyside and Warrington 2016/17 - 2

procedures across Merseyside and Warrington 7 procedures across Merseyside and

Warrington between 2013 and 2017 (no data available for Knowsley, St Helens, South

Sefton or Southport and Formby CCGs)

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain in Liverpool. The policy group also have access to

legal advice as well as guidance from MLCSU Equality &Inclusion team. Back policies have

been reviewed as part of Vanguard work.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes. The policy has been subject to engagement work with GPs and clinicians, and will also

be going out to wider public engagement.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?
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No. The policy/decision should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision should not result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision should not breach the positive obligation to protect human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life.
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - 5 Disc and Decompression Procedures

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

15/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Disc and Decompression

Procedures

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently gives

greater priority to life threatening and chronic ill health. The Policy Review Group are working to

identify areas of impact through the changes they make, balanced with the need to align eligibility

for treatments with best clinical evidence and balancing health resources for the whole

population. This is a revised policy on Disc and Decompression procedures and is part of a suite

of back pain policies. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review for disc and decompression procedures. The service is not being

withdrawn, the policy is being changed slightly to clarify that certain treatments are not

routinely commissioned, and make the policy more consistent across Merseyside and

Warrington. The policy incorporates a number of different disc and decompression

procedures into one policy. All back pain policies will be aligned with the latest NICE

guidance NG59 'Low back pain and sciatica in over 16s: assessment and management'

(November 2016).

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes. This policy has undergone a review by the Pan Merseyside policy review group. This

policy incorporates 6 separate policies into one, and is changing slightly to improve clarity

and consistency across Merseyside and Warrington CCGs. The policy has been expanded

from stating that Endoscopic Laser Foraminoplasty is not routinely commissioned, to

highlighting that a number of procedures (including Endoscopic Laser Foraminoplasty) are

not routinely commissioned. The policy also now elucidates that spinal decompression will

only be commissioned where patients meet the 6 specific criteria. All of the revised new back

pain policies will align with the latest NICE guidance. The pathways of care have been

reviewed as part of the Vanguard work across the area.

6 Does this issue plan to introduce a new service or activity?

No. This issue does not plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. This is not primarily about improving access to, or delivery of a service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. This does not affect Employees or levels of training for those who will be delivering the

service. Those delivering the service will, however, need to be aware of any policy changes.

9 Does this issue affect Service users?

Yes: The issue of back pain proportionally affects people in the following groups: older

people, pregnancy and disability. The policy is being amended to improve clarity and

consistency across Merseyside and Warrington but is not envisaged by the policy group to

affect service users. The policy will now make it clear that there are a number of procedures

that are not routinely commissioned, and that spinal decompression will only be

commissioned where patients meet the 6 specific criteria. Service users with exceptional

circumstances will be able to apply through the Individual Funding Request process.
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Equality Risk
 

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. As there is no significant changes in the criteria that will affect access to this treatment

there should not be any impact on patients. The assessment acknowledges that back pain is

more common in older age groups (40+) (Source: http://www.webmd.boots.com/back-

pain/ss/slideshow-visual-guide-to-sciatica). Back pain is also common in pregnant women

(Source: http://www.nhs.uk/conditions/pregnancy-and-baby/pages/backache-pregnant.aspx).

In England, chronic back pain is the second most common cause of long-term disability (after

arthritis) (Source: http://www.focusondisability.org.uk/back-pain.html), which means that

persistent low back pain and sciatica could fall under the category of disability. Protected

groups to consider are carers, pregnant women and people in certain occupations (such as

manual and physical jobs, as well as office-based jobs). NHSE have conducted an EIA on

revised NICE guidance NG59 with no impacts identified.

https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. Low back pain and sciatica in over 16s: assessment and management (November

2016) https://www.nice.org.uk/guidance/ng59 National Low Back and Radicular Pain

Pathway 2017 http://www.ukssb.com/assets/PDFs/2017/February/National-Low-Back-and-

Radicular-Pain-Pathway-2017_final.pdf NICE CG173 Neuropathic pain in adults:

pharmacological management in non-specialist settings (2004)

https://www.nice.org.uk/guidance/cg173 IPG31 Endoscopic laser foraminoplasty: guidance

NICE 2003 (confirmed 2009) https://www.nice.org.uk/guidance/ipg31 IPG570 Epiduroscopic

lumbar discectomy through the sacral hiatus for sciatica (December 2016)

https://www.nice.org.uk/guidance/ipg570 IPG543 Percutaneous coblation of the intervertebral

disc for low back pain and sciatica https://www.nice.org.uk/guidance/ipg543 IPG357

Percutaneous intradiscal laser ablation in the lumbar spine

https://www.nice.org.uk/guidance/ipg357 IPG141 Automated percutaneous mechanical

lumbar discectomy https://www.nice.org.uk/guidance/ipg141
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12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See answer to question 11 above. Activity Data: PROSTHETIC INTERVERTEBRAL

DISC REPLACEMENT IN THE LUMBAR SPINE 2013/14 - 19 procedures across Merseyside

and Warrington 2014/15 - 21 procedures across Merseyside and Warrington 2015/16 - 5

procedures across Merseyside and Warrington 2016/17 - 6 procedures across Merseyside

and Warrington 51 procedures across Merseyside and Warrington between 2013 and 2017

(no activity data available for Knowsley, South Sefton and Southport and Formby CCGs)

Activity data highlights relative low activity data (where available)

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain in Liverpool. The policy group also have access to

legal advice as well as guidance from MLCSU Equality &Inclusion team. This policy will be

going out to engagement with clinicians. As part of review of pathways as part of the

Vanguard work - engagement work has been carried out.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. Engagement work has been carried

out as part of Vanguard work for this policy. The policy is aligned to NICE guidance.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy has been subject to engagement work with GPs and clinicians, and will also

be going out to wider public engagement.
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Human Rights Impact
 

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken a review of changes within the revised policy. This has

involved engagement with GP's, Service Providers and Clinicians. Based on this, the policy

group have rag-rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement on the basis that the revised pathways are based on Vanguard work. A

period of communication work has taken place to raise awareness of the revised policy.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment

21 Will the policy/decision limit a person's liberty?

No. The policy/decision should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?
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No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision breach the positive obligation to protect human rights

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - 7Peripheral nerve field stimulation (PNFS) for chronic low

back pain

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

17/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Peripheral nerve field

stimulation (PNFS) for chronic low back pain

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. This policy is part of a suite of back pain policies that are being reviewed. This policy

concerns the treatment for Peripheral Nerve-field Stimulation (PNFS) for chronic lower back pain.

This policy has been identified as low clinical priority. The CCGs has a limited funding resource

and therefore has to prioritise services that are commissioned. CCGs currently gives greater

priority to life threatening and chronic ill health. The Policy Review Group are working to identify

areas of impact through the changes they make, balanced with the need to align eligibility for

treatments with best clinical evidence and balancing health resources for the whole population.

The CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS

Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St

Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS

Southport and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning

Group This assessment has been carried out by Equality and Inclusion Team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review for peripheral nerve field stimulation (PNFS) for chronic low back

pain. The service is not being withdrawn and the policy is not changing. All back pain policies

will be aligned with the latest NICE guidance NG59 'Low back pain and sciatica in over 16s:

assessment and management' (November 2016). This policy has also been reviewed as part

of the Vanguard work with The Walton Centre.

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy has undergone a review by the Pan Merseyside policy review group. The

proposed policy remains unchanged, with PNFS continuing to be not routinely commissioned

as before. All of the revised back pain policies will align with the latest NICE guidance. The

policy contains an update regarding limited evidence available for this treatment. There is no

change to criteria for this policy.

6 Does this issue plan to introduce a new service or activity?
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No. This issue does not plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. This is not primarily about improving access to, or delivery of a service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. This does not affect Employees or levels of training for those who will be delivering the

service. Those delivering the service will, however, need to be aware of any policy changes.

9 Does this issue affect Service users?

No: The changes within the revised policy should not impact on patients as there is no

revisions in criteria. This assessment does recognise that the issue of chronic lower back

pain can proportionately impact on older people, pregnant women and disability groups.

There should be no impact on access rates for this treatment due to the criteria remaining the

same. There is no change in the policy so there should be no affect on service users. Those

who have exceptional circumstances can apply through the Individual Funding Request

process.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

No. As there is no change, the reviewed policy should not have any negative impact on

patients. The assessment acknowledges that research on the issue of back pain shows that

it is more common in older age groups (40+) (Source: http://www.webmd.boots.com/back-

pain/ss/slideshow-visual-guide-to-sciatica). Back pain is also common in pregnant women

(Source: http://www.nhs.uk/conditions/pregnancy-and-baby/pages/backache-pregnant.aspx).

In England, chronic back pain is the second most common cause of long-term disability (after

arthritis) (Source: http://www.focusondisability.org.uk/back-pain.html), which means that

persistent low back pain and sciatica could fall under the category of disability. Protected

groups to consider are older people, carers, pregnant women and people in certain

occupations (such as manual and physical jobs, as well as office-based jobs which involve

sitting down for long periods). NHSE have conducted an EIA on revised NICE guidance

NG59 with no impacts identified. https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. NICE CG173 Neuropathic pain in adults: pharmacological management in non-

specialist settings (2014) https://www.nice.org.uk/guidance/cg173 NICE IPG451 Peripheral

nerve-field stimulation for chronic low back pain https://www.nice.org.uk/guidance/ipg451

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See answer to question 11 above.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain across Merseyside. The policy group also have

access to legal advice as well as guidance from MLCSU Equality &Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. As there is no change, there any no

foreseen negative impacts.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy is to undergo engagement work with GP's and clinicians. There is no

foreseen negative impacts due to no change in the criteria.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken a review of changes within the revised policy. This has

involved engagement with GP's, Service Providers and Clinicians. Based on this, the policy

group have rag-rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so does not need to go out to public engagement. Engagement work has been carried

out by CCGs as part of the Vanguard review work in relation to back policies.
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19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment

21 Will the policy/decision limit a person's liberty?

No. The policy/treatment should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision should not result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision should not breach the positive obligation to protect human rights

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial
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27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - 8 Therapeutic Endoscopic Division of Epidural adhesions

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

17/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Therapeutic Endoscopic

Division of Epidural adhesions

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently gives

greater priority to life threatening and chronic ill health. The Policy Review Group are working to

identify areas of impact through the changes they make, balanced with the need to align eligibility

for treatments with best clinical evidence and balancing health resources for the whole

population. This policy is part of a suite. There are no changes in criteria for this policy. The

CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley

Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens

Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport

and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment has been carried out by Equality and Inclusion Business Partner at MLCSU –

Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review for therapeutic endoscopic division of epidural adhesions. The

service is not being withdrawn and the policy is not changing. All back pain policies will be

aligned with the latest NICE guidance NG59 'Low back pain and sciatica in over 16s:

assessment and management' (November 2016).

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy has undergone a review by the Pan Merseyside and Warrington policy

review group. The proposed policy remains unchanged, with therapeutic endoscopic division

of epidural adhesions not routinely commissioned as before. All of the revised back pain

policies align with the latest NICE guidance.

6 Does this issue plan to introduce a new service or activity?

No. This issue does not plan to introduce a new service or activity.
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7 Is this primarily about improving access to, or delivery of a service?

No. This is not primarily about improving access to, or delivery of a service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. This does not affect Employees or levels of training for those who will be delivering the

service. Those delivering the service will, however, need to be aware of any policy changes.

9 Does this issue affect Service users?

No: This revised policy should not impact patients as there is no significant changes to the

policy. This assessment acknowledges that the issue of back pain proportionally affects older

people, women in pregnancy and disability groups. There is no change in the policy so there

should be no affect on service users. Those who have exceptional circumstances can apply

through the Individual Funding Request process through exceptionally.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. As there is no change, the reviewed policy should not have any impact on access. This

assessment acknowledges that research on the issue of back pain shows that it is more

common in older age groups (40+) (Source: http://www.webmd.boots.com/back-

pain/ss/slideshow-visual-guide-to-sciatica). Back pain is also common in pregnant women

(Source: http://www.nhs.uk/conditions/pregnancy-and-baby/pages/backache-pregnant.aspx).

In England, chronic back pain is the second most common cause of long-term disability (after

arthritis) (Source: http://www.focusondisability.org.uk/back-pain.html), which means that

persistent low back pain and sciatica could fall under the category of disability. Protected

groups to consider are older people, carers, pregnant women and people in certain

occupations (such as manual and physical jobs, as well as office-based jobs which involve

sitting down for long periods). There are no foreseen negative impacts from this review due

to no change in criteria. NHSE have conducted an EIA on revised NICE guidance NG59 with

no impacts identified. https://www.nice.org.uk/guidance/ng59/evidence
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. NICE IPG333 Therapeutic endoscopic division of epidural adhesions

https://www.nice.org.uk/guidance/ipg333 NICE CG173 Neuropathic pain in adults:

pharmacological management in non-specialist settings (2014)

https://www.nice.org.uk/guidance/cg173

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See answer to question 11 above

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain across Merseyside. The policy group also have

access to legal advice as well as guidance from MLCSU Equality &Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. As there is no change to this policy,

there is no anticipated impact from this review.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes. The policy has been subject to engagement work with GPs and clinicians, and will also

be going out to wider public engagement.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. Please see response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken a review of changes within the revised policy. This has

involved engagement with GPs, Service Providers and Clinicians. Based on this, the policy

group have rag-rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so will not go out to public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment

21 Will the policy/decision limit a person's liberty?

No. The policy/decision should not limit a person's liberty
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22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision should not result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision should not breach the positive obligation to protect human rights

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life
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Comments
 

 

 

 

 

 

Assessment Comment

The reviewed policy is part of a suite of back pain policies under review. The policy group has

decided that it will not go out to public engagement as there are no significant changes made

within the review. As there is no impact from the policy review, so stage 2 EIA is currently

required.

27/11/2017

MULLOY, JENNIFER

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Back Pain - Injections and invasive interventions - Radiofrequency

Facet Joint Denervation (3&6)

Midlands and Lancashire CSU

Current Status

Stage 1 Submitted

Review Date

09/05/2017

Person Responsible

Harinder Kaur

Service

Back Pain - Policy for Injections for back pain

and invasive interventions for low back pain -

Radiofrequency Facet Joint Denervation

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Low Back Pain and Radicular Pain Low back pain is soreness or stiffness in the back, between

the bottom of the rib cage and the top of the legs. Most people's low back pain is described as

'non-specific'. That means the pain is unlikely to be caused by an infection, a fracture or a disease

like cancer. Some people also get back symptoms radiating down one or both legs (radicular

symptoms/sciatica). Radicular symptoms are caused, when the nerves from the back, are irritated

causing pain, numbness or tingling down the leg. This pain, may vary from mild to severe, may be

related to or triggered by a particular movement or action or it may be spontaneous. Most people

will tend to suffer from back pain at some point in their lives and indeed it may recur. Most back

pain usually improves enough within few days to few weeks, to be able to return to normal

activities. This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently gives

greater priority to life threatening and chronic ill health. The Policy Review Group are working to

identify areas of impact through the changes they make, balanced with the need to align eligibility

for treatments with best clinical evidence and balancing health resources for the whole

population. This revised policy covers the following: facet joint injections and epidural single

injection. The CCG's that are part of this review are: NHS Halton Clinical Commissioning Group

NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS

St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS

Southport and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning

Group This assessment has been carried out by Equality and Inclusion team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This is a policy review of injections for back pain. The service is not being withdrawn, the

policy is being changed slightly to make it clearer and more consistent across Merseyside

and Warrington. The policy is being amended to align with NICE guidance NG59 'Low back

pain and sciatica in over 16s: assessment and management' (November 2016).

2 Does this issue plan to reduce a service, activity or presence?

No. This policy does not plan to reduce a service, activity or presence. The policy has been

amended slightly which is not expected to significantly impact upon activity levels.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. There is no plan to change to a commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes. This policy has undergone a review by the Pan Merseyside and Warrington CCG policy

review group. The policy is changing to improve clarity and consistency across Merseyside

and Warrington, and the proposed amendments will incorporate multiple injection treatments

(including epidural injection) into one policy. The proposed policy now outlines 6 specific

criteria a patient must meet in order to receive one procedure of radiofrequency denervation.

Intra Discal Electro Thermal Annuloplasty (IDET) and Percutaneous interdiscal

radiofrequency thermocoagulation (PIRFT) have now been grouped with the disc and

decompression procedures, and these remain not routinely commissioned. The new back

pain policies will align with the latest NICE guidance, although it still needs to be confirmed

whether this policy does in fact align with NICE guidelines. The revised policy clarifies in one

policy that Therapeutic Facet Joint injection, Therapeutic medial branch block, prologtherapy,

Botulinium Toxin and Trigger point injections are still not routinely commissioned. In certain

circumstances based on clinical assessment, epidural single shot injection may be provided

for severe sciatica.

6 Does this issue plan to introduce a new service or activity?

No. This issue does not plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No. This is not primarily about improving access to, or delivery of a service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. This does not affect Employees or levels of training for those who will be delivering the

service. Those delivering the service will, however, need to be aware of any policy changes.

By bringing multiple injections into one policy, this could be seen as easier to clinicians to

navigate decision making for this treatment.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: The revised policy provides clarity and consistency across Merseyside and Warrington,

and is bringing together the polices for facet joint injection and epidural. The issue of back

pain and sciatica is more common in older age groups (40+) (Source:

http://www.webmd.boots.com/back-pain/ss/slideshow-visual-guide-to-sciatica). Back pain is

also common in pregnant women (Source: http://www.nhs.uk/conditions/pregnancy-and-

baby/pages/backache-pregnant.aspx), although only about 1% of pregnant women get true

sciatica (Source: http://www.webmd.boots.com/pregnancy/guide/sciatica-in-pregnancy). In

England, chronic back pain is the second most common cause of long-term disability (after

arthritis) (Source: http://www.focusondisability.org.uk/back-pain.html), which means that

persistent low back pain and sciatica could fall under the category of disability. Protected

groups to consider are carers, pregnant women and people in certain occupations (such as

manual and physical jobs, as well as office-based jobs). The policy will now make it clear that

patients must meet 6 specific criteria in order to receive one procedure of radiofrequency

denervation. IDET and PIRFT have now been grouped with the disc and decompression

procedures, and these remain not routinely commissioned. Service users who do not meet

the 6 specific criteria, but still have exceptional circumstances will still be able to apply

through the Individual Funding Request process.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: due to no significant eligibility changes within the revised policy, the changes should not

have any significant impact on patients. It is recognised that the issue of back pain can affect

proportionately older people compared to younger people and people in pregnancy / or with a

disability. Protected groups to consider are older people, carers, pregnant women. People in

certain occupations (such as manual and physical jobs, as well as office-based jobs which

involve sitting down for long periods) can be more affected by pain problems. Further

engagement is planned to which will provide further understanding. NHSE have conducted

an EIA on revised NICE guidance NG59 with no impacts identified.

https://www.nice.org.uk/guidance/ng59/evidence

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes. NICE https://www.nice.org.uk/guidance/ng59 BUPA https://www.bupa.co.uk/health-

information/directory/e/epidural-injections-for-lower-back-and-leg-pain NHS Choices

http://www.nhs.uk/Conditions/Back-pain/Pages/Treatment.aspx National Low Back and

Radicular Pain Pathway 2017 http://www.ukssb.com/assets/PDFs/2017/February/National-

Low-Back-and-Radicular-Pain-Pathway-2017_final.pdf NICE CG173 Neuropathic pain in

adults: pharmacological management in non-specialist settings (2014)

https://www.nice.org.uk/guidance/cg173 NICE IPG333 Therapeutic endoscopic division of

epidural adhesions https://www.nice.org.uk/guidance/ipg333

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See response to question 11 above. Activity Data: EPIDURAL INJECTION 2013/14 -

638 procedures across Merseyside and Warrington 2014/15 - 688 procedures across

Merseyside and Warrington 2015/16 - 617 procedures across Merseyside and Warrington

2016/17 - 255 procedures across Merseyside and Warrington 2,198 procedures across

Merseyside and Warrington between 2013 and 2017 The number of epidural procedures has

reduced significantly in the last year.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has undergone review with clinicians from the Walton Centre, which is the

main provider for patients with back pain across Merseyside. The policy group also have

access to legal advice as well as guidance from MLCSU Equality &Inclusion team. This

policy will be going out to engagement with wider community groups and service users.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This policy will be going out to

engagement which could potentially highlight anything that has not already been considered.

15
Do you plan to publish your information?

Include any "Decision Reports"
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Human Rights Impact
 

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy has been subject to engagement work with GPs and clinicians. This policy

has been reviewed as part of Vanguard work.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. The policy group has undertaken a review of changes within the revised policy. This has

involved engagement with GPs, Service Providers and Clinicians. As this policy has been

reviewed under Vanguard work, the policy group have decided not to re-engage with

patients.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. The policy/decision or refusal to treat should not result in the death of a person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The policy/decision should not lead to degrading or inhuman treatment

21 Will the policy/decision limit a person's liberty?

No. The policy/decision should not limit a person's liberty
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22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The policy/decision should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The policy/decision should not result in unlawful discrimination

24 Will the policy/decision limit a person's right to security?

No. The policy/decision should not limit a person's right to security

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy/decision should not breach the positive obligation to protect human rights

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy/decision should not limit a person's right to a fair trial

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy/decision should not interfere with a person's right to participate in life
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Other Skin Excisions/ Body Contouring Surgery

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

20/04/2017

Person Responsible

Harinder Kaur

Service

Other Skin Excisions/ Body Contouring Surgery

e.g. Buttock Lift, Thigh Lift, Arm Lift

(Brachioplasty)

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Thigh Lift, Buttock Lift and Arm Lift (Brachioplasty), Excision of Redundant Skin or Fat are

surgical procedures performed to remove loose skin or excess fat to reshape body contours. This

treatment is not routinely commissioned. This policy has been identified as low clinical priority.

The CCGs has a limited funding resource and therefore has to prioritise services that are

commissioned. CCGs currently gives greater priority to life threatening and chronic ill health. The

Policy Review Group are working to identify areas of impact through the changes they make,

balanced with the need to align eligibility for treatments with best clinical evidence and balancing

health resources for the whole population. The CCG's that are part of this review are: NHS Halton

Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool

Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton

Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed content. This revised policy retains the position that it

is not routinely commissioned and any requests for treatment would go through the Individual

Funding Request Panel.

2 Does this issue plan to reduce a service, activity or presence?

No: the reviewed policy should not result in a reduction in activity as it is currently not

routinely commissioned.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: CCG's will still provide this treatment based on clinical evaluation - not on cosmetic

grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: this assessment is based on a review of the current policy for this treatment. There are

a number of changes to the policy content which provides clarity for clinicians. The revised

policy has removed statement regarding Non-core procedure Interim Gender Dysphoria

Protocol &Service Guidelines 2013/14. There are also changes to the introduction to the

policies - with reference to children being able to access treatments on the grounds of

psychological distress.

6 Does this issue plan to introduce a new service or activity?

No: The revised policy on is an existing policy in which treatment for Thigh Lift, Buttock Lift

and Arm Lift (Brachioplasty), Excision of Redundant Skin or Fat are surgical procedures

performed to remove loose skin or excess fat to reshape body contours is being reviewed.

7 Is this primarily about improving access to, or delivery of a service?

No: It is not envisaged that the revised policy will improve access or delivery of this service.

The review process should however, help bring greater consistency in decision making for

patients requiring this treatment living in Merseyside - including Warrington CCG. area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?
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Equality Risk
 

No but... The revised policy changes should not impact patients as the criteria and policy

position of not routinely commissioning this treatment remains the same. This assessment

recognises that the issue of excess skin or fat can impact the lives of patients. For patients

where this issue impacts on functional physical impairment such as ambulatory restrictions or

chronic skin conditions the patient would be directed for requests through the Individual

Funding Request panel. NICE guidelines state that surgery for obesity should only be

undertaken by a multidisciplinary team that can provide expertise including psychological

support before and after surgery as well as information on or access to plastic surgery where

indicated. The introduction to the policies of low clinical value 2015/16 contains a statement

relating to Core Clinical Eligibility. This section contains a statement that ‘children under the

aged of 16 years are eligible for surgery to alter appearance, improve scars, excise facial or

other body lesions, where conditions cause obvious psychological distress’. After discussion

within the policy group, this statement will be withdrawn from the revised policy. Rationale

within the policy group discussed equity of the revised eligibility criteria across all age groups.

This change in the policy statement may potentially impact children under the age of 16 for

certain treatments under policies of low clinical value. Due to the nature of this particular

policy and condition, this change in the policy statement should not impact adversely on the

access for treatment for children under the age 16.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: The policy remains a restricted policy and therefore the changes within the policy would

not impact on patients and should not have any adverse impact on those in protected groups.

Commissioning guidance from Royal College of Surgeons states lower age limit of 16 years

so the changes in introduction should not impact children under the age of 16. For patients

undergoing gender reassignment, this treatment falls under non core procedure for gender

dysphoria and remains uncommissioned by the review.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Page: 4 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Yes: references used within the policy: Health Commission Wales. 2008 Commissioning

Criteria – Plastic Surgery. Procedures of Low Clinical Priority/ Procedures not usually

available on the National Health Service Royal College of Surgeons (2013).

https://www.rcseng.ac.uk/library-and-publications/college-publications/docs/massive-weight-

loss/ Information highlights that patients requesting this treatment have excess skin or fat due

to post bariatric surgery which results in significant weight loss. There is variation in access

to this treatment with majority of CCG's not commissioning this treatment on cosmetic

reasons. 92% of patients that have undergone bariatric surgery will experience physical

problems afterwards due to excess skin. This issue also causes psychological distress.

http://www.bapras.org.uk/media-government/media-resources/press-releases/new-national-

body-contouring-surgery-guide-launched-to-promote-equality-in-provision-and-improved-

care-for-weight-loss-patients

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: local activity data for this treatment across the CCG's show: 2013/14: 35 2014/15: 29

2015/16: 25 Further information following engagement to be added once completed.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group and will recommend that engagement work is

carried out.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes: engagement work will help further assess any impact from changes to the policy.

Further consideration of any potential impact of removal of gender dysphoria protocols from

the policy.

17
Do you have any supporting evidence?

If YES please list the documents.

No: further information will be added within revised assessment following engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. This policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the changes in the revised policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.
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23 Will the policy/decision result in unlawful discrimination?

No: the policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Body contouring Stage 2 v1.1 27112017 QA.pdf (929850 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment recommends engagement work is carried out. This will be further updated

once complete.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 assessment required once engagement information is available.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

Equality impact assessment now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policies: Other Skin Excisions/ Body Contouring Surgery 
e.g. Buttock Lift, Thigh Lift, Arm Lift (Brachioplasty) 

Updated 23/11/2017. 
 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   
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Carers or family  x  

General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB)   x 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for Other Skin Excisions / Body Contouring Surgery e.g., 
Buttock Lift, Thigh Lift, Arm Lift (Brachioplasty) – removal of excess skin.   

Surgical body contouring is the removal of excess sagging fat while improving the shape of 
the underlying support tissue, using surgery.  The result is a more ‘normal’ appearance with 
smoother contours.  This is usually carried out after someone has gone through dramatic 
weight loss.  This surgery refers to any reduction in excess skin and fat across the entire 
body including arms, legs, stomach, buttock and chest. 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
The revised policy contains the proposed changes:  

No change in access is being proposed. The overall position would remain the same – 
surgical body contouring will not be routinely commissioned. However, the additional 
information set out above would be removed to be clear that it is not based on meeting 
criteria.  In addition, reference to Non-core Procedure Interim Gender Dysphoria Protocol & 
Service Guidelines 2013/14 would be removed, as these patients will be treated via NHS 
England, if necessary. 

Reason for proposed change(s) 

The wording of this policy is being changed to make it easier for patients and clinicians to 
understand and to make sure it is not misleading. 

Impact of proposed change(s) 
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Limited impact – there is no change to access. 

All patients could still apply for this procedure, with support from their doctor, through an 
Individual Funding Request to their local Clinical Commissioning Group (CCG).  The CCG 
panel would consider whether the request could be funded. 

The change to introduction to policies regarding children no longer accessing treatment 
based on cosmetic reasons alone should not impact on the access due to the nature of this 
treatment.   

Reason for proposed change(s) 

The wording of this policy is being changed to make it easier for patients and clinicians to 
understand and to make sure it is not misleading.  
 

Impact of proposed change(s) 

Limited impact – there is no change to access. 

All patients could still apply for this procedure, with support from their doctor, through an 
Individual Funding Request to their local Clinical Commissioning Group (CCG).  The CCG 
panel would consider whether the request could be funded.   

The change to introduction to policies regarding children no longer accessing treatment 
based on cosmetic reasons alone should not impact on the access due to the nature of this 
treatment.   

Information about excess skin: 
 

This assessment recognises that the issue of excess skin or fat can impact the lives of 
patients. For patients where this issue impacts on functional physical impairment such as 
ambulatory restrictions or chronic skin conditions the patient would be directed for requests 
through the Individual Funding Request panel. NICE guidelines state that surgery for obesity 
should only be undertaken by a multidisciplinary team that can provide expertise including 
psychological support before and after surgery as well as information on or access to plastic 
surgery where indicated. 
 
Elasticity of skin can reduce as a person gets older: 
 
https://www.webmd.com/diet/obesity/features/you-lost-weight-what-about-extra-skin   
 
Saggy skin can not only be an embarrassment, it can lead to rashes and yeast infections in 
the folds: 
 
https://www.webmd.com/diet/obesity/features/you-lost-weight-what-about-extra-skin#1 

 

https://www.webmd.com/diet/obesity/features/you-lost-weight-what-about-extra-skin
https://www.webmd.com/diet/obesity/features/you-lost-weight-what-about-extra-skin#1
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Information used to help write this assessment: 
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
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This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  
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Sources of information used within this assessment: 

This assessment has referred to a range of documents including: 
 
Health Commission Wales. 2008 Commissioning Criteria – Plastic Surgery. Procedures of Low 
Clinical Priority/ Procedures not usually available on the National Health Service  
 
Royal College of Surgeons (2013). 
https://www.rcseng.ac.uk/library-and-publications/college-publications/docs/massive-weight-
loss/  
 
http://www.bapras.org.uk/media-government/media-resources/press-releases/new-national-
body-contouring-surgery-guide-launched-to-promote-equality-in-provision-and-improved-care-
for-weight-loss-patients  
 
Data across the CCG’s for this treatment shows relatively low activity: 

2013/14: 35 
2014/15: 29 
2015/16: 25 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  Feedback from the Governance and Equality Manager for the Merseyside 
CCG’s was secured as part of the Stage 1 EIRA process, and this was taken into account 
during the Stage 2 process.   
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  

https://www.rcseng.ac.uk/library-and-publications/college-publications/docs/massive-weight-loss/
https://www.rcseng.ac.uk/library-and-publications/college-publications/docs/massive-weight-loss/
http://www.bapras.org.uk/media-government/media-resources/press-releases/new-national-body-contouring-surgery-guide-launched-to-promote-equality-in-provision-and-improved-care-for-weight-loss-patients
http://www.bapras.org.uk/media-government/media-resources/press-releases/new-national-body-contouring-surgery-guide-launched-to-promote-equality-in-provision-and-improved-care-for-weight-loss-patients
http://www.bapras.org.uk/media-government/media-resources/press-releases/new-national-body-contouring-surgery-guide-launched-to-promote-equality-in-provision-and-improved-care-for-weight-loss-patients
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 44 people gave a response to the review of this policy. From these, 95.45% 
had not received this treatment. 4.55% knew someone who had received the treatment.  

56.81% of people agreed / strongly agreed with the revised criteria. 

20.45% of people disagreed / strongly disagreed with the revised criteria. 

22.74% of people neither agreed nor disagreed with the revised criteria. 

Equality issues raised by the engagement survey: 
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• Possible psychological problems could occur if issue(s) left untreated. 
• Possible physical problems could occur if issue(s) left untreated. 

 

 
 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

X  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

X  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  
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What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance. 

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

X  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work 
captured 1 comments 
highlighting psychological 
concerns, and 1 comment 
highlighting physical 
concerns.   

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 



 

13 

 

and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

x 

 

 See above section for 
summary of engagement 
work. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  
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Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  x Elasticity of skin reduces as a 
person gets older therefore 
saggy excess skin may be 
more likely in older people with 
significant weight loss.  

The overall position of the 
policy is remaining the same.  

No issues raised for this group 
within the engagement work. 

Disability 

 

 X 
Possible 

 No identified issue with this 
group as the overall position of 
the policy is remaining the 
same however, engagement 
work highlighted possible 
psychological and/or physical 
impact with any policy revision.  

Policy group discussed 
psychological distress on 
14/11/2017 with agreement to 
review wording regarding 
treatment for patients with 
psychological impacts.   

Sexual Orientation 

 

  x No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Gender Reassignment 

 

  x No identified issue with this 
group as the overall position of 
the policy is remaining the 
same. 

No issues raised for this group 
within the engagement work. 

Sex (Gender)   x The issue of unwanted excess 
skins may affect both men and 
women. The data for IFR 
requests are not currently 
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disaggregated into sex.  

No issues raised for this group 
within the engagement work. 

Race    x No identified issues with this 
group.  

No issues raised for this group 
within the engagement work. 

Religion or Belief   x No identified issues with this 
group. 

No issues raised for this group 
within the engagement work. 

Pregnancy and 
Maternity 

  x Possible excess skins may be 
the result of pregnancy. 
However,  the policy review 
should not impact negatively 
as there is no change in the 
policy position.  

No issues raised for this group 
within the engagement work. 

Marriage and Civil 
Partnership 

  x No identified issues with this 
group. 

No issues raised for this group 
within the engagement work. 

Carers   x No identified issues with this 
group. 

No issues raised for this group 
within the engagement work. 

Deprived 
Communities 

  x No identified issues with this 
group.  

No issues raised for this group 
within the engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x No identified issues with this 
group. 

No issues raised for this group 
within the engagement work. 
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SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Disability -
Psychological 
problems could 

Complaint monitoring will 
enable a watch to be 
maintained on any 

 Policy 
Development 
Project 

Upon policy 
start. 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None. Score of 4 reflects revising of statement on psychological impacts.  
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occur if issue(s) 
left untreated. 

disability related issues 
which may emerge under 
this policy.  Requests can 
be considered under IFR 
for exceptionality.   

Group/IFR 

Monitoring of 
IFR applications 

Concern of being able to 
collate disaggregated data 
on Individual funding 
requests on protected 
characteristics. JM has 
passed this onto Project 
Manager however this 
falls outside the scope of 
the review project. Issue 
passed to IFR lead. (this 
falls out of scope for this 
review work)  

 JM /IFR 10/10/2017 

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 and 27/11/2017 

Date received for quality check:  27/11/2017 
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Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 22/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 
and non-paid 
workforce, 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
obligations  
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supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to 
Equality & Diversity and are they documented? 

yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Look at the checklist to ensure you have considered relevant equality issues 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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A cataract exists when the lens of an eye becomes cloudy and may affect vision. Cataracts most

commonly occur in older people and develop gradually. Cataracts can usually be treated with a

routine day case operation where the cloudy lens is removed and is replaced with an artificial

plastic lens (an Intraocular Implant). This policy is part of a suite of policies are being reviewed

collaboratively across Merseyside CCG's and Warrington CCG. This policy has been identified as

low clinical priority. The CCGs has a limited funding resource and therefore has to prioritise

services that are commissioned. The CCG currently gives greater priority to life threatening and

chronic ill health. The Policy Review Group are working to identify areas of impact through the

changes they make balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. The CCG's that are part of this

review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning

Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning

Group NHS South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical

Commissioning Group NHS Warrington Clinical Commissioning Group This assessment has

been carried out by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The reviewed policy does not propose to withdraw this treatment. This policy reviews the

policy for surgical treatment of Cataracts. The policy contains proposed revised criteria for

treatment of Cataracts for adoption across CCG's in Merseyside and Warrington CCG.

2 Does this issue plan to reduce a service, activity or presence?

No: The revised policy contains revised criteria for treatment. Revisions have been made to

the measured scores for visual acuity (clarity of vision). This could potentially result in less

activity for this treatment but should be monitored.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: There is no change in the commissioned service - the policy provides revised criteria for

the treatment of cataracts.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across Cheshire

and Merseyside CCG's. The policy contains revised eligibility criteria. There are a number of

differences between the current and the proposed criteria. In the revised criteria it is strongly

recommended that only those cases with best corrected visual acuity of 6/9 (Snellen) or +0.2

(Logmar) or worse in the poorer eye be referred. However, exception may be made where

the impact of symptoms is such that the patient’s quality of life is significantly impaired. In

addition a description of the impact on quality of life must be documented and accompany

the referral criteria, with a number of examples of impacts on the quality of life given. The

proposed criteria no longer includes an example referral template The proposed criteria now

draws out the criteria for second eye referral.

6 Does this issue plan to introduce a new service or activity?

No: The policy does not plan to introduce a new service or activity. This is an existing policy

which is under review.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

criteria may potentially reduce the access this treatment due to changes in criteria. The

revised policy should help bring greater consistency in decision making for patients requiring

an treatment for Cataract (s) living in the area of Merseyside and Warrington.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No:The revised policy should not significantly impact staff, however the revised criteria has

changes that staff will need to be aware of. Staff making decisions on patients requiring this

treatment will need to be aware of any policy change. The Policy Review group are engaging

with G.P's as part of the engagement process.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: The revised policy contains some changes to the criteria that could potentially affect

access to this service.Cataracts tends to affect older people. In terms of protected

characteristics, the policy will affect (1) Older aged people, (2) Disability due to impaired sight

due to the condition. (3) Carers who look after the care needs of people with sight

impairment. Research shows that certain people are more at risk of developing cataracts.

These include: Family History, Diabetes, other eye conditions, Eye injury, high dose of

corticosteriod medication. Other factors may include smoking, alcohol, poor diet and sunlight

exposure.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Possible: The policy provides criteria for treatment of cataracts. There is some changes to

the criteria for treatment. Criteria is based on clinical suitability of the treatment - for example

there is no restrictions based on age or in relation to risk factors why the cataract developed.

The policy also takes accounts of risk of falls, ability to drive, and undertaking daily activities.

There could be some potential negative impact for patients with impaired sight in a second

eye - impacts from revised criteria should be better understood by undertaking engagement

work.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: There is a range of evidence that has been used in this assessment:

(1)http://www.nhs.uk/Conditions/Cataracts-age-related/Pages/Introduction.aspx (2)

http://sdm.rightcare.nhs.uk/pda/cataracts/ (3) http://lookafteryoureyes.org/eye-

conditions/cataracts/ (4) https://pathways.nice.org.uk/pathways/eye-conditions (5)

http://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes - see response to question 12. This assessment recommends that engagement work is

focused at people with sight impairment / Royal National Institute for the Blind. The activity

data for this treatment across the CCG's show: 2013/14: 9257 2014/15: 10594 2015/16:

10861 Local data on Individual Funding Request Panel show: 2013/14: 9 requests of which 9

was approved. 2014/15: 9 requests of which 8 was approved and 1 was not approved.

2015/16: 6 requests of which 4 was approved and 2 was not approved. Demographic

profiling has been produced to support the Equality Impact Assessment work. This has been

shared with the Policy Review Group to provide contextual population information at CCG

level. In relation to this policy this document this contains population information relating to

percentage of population over the age of 65.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement and Patient engagement. Equality advice

and involvement within the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. Assessment for suitability for

treatment will be taken on clinical suitability. Further patient engagement work is planned to

further understand any impacts on patients.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been subject to engagement work with G.P's and clinicians.

Engagement work will be carried out with the public.
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Human Rights Impact
 

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: discussions within the policy working group dated 19/10/16 noted policy is based on

recent Royal College of Ophthalmology - Commissioning Guide: Cataract Surgery (2015).

Discussion regarding using acuity test. It was felt this would give clinicians an objective

measure for providing treatment. Monitoring data on treatment requests currently being

collated.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. This policy has been

ragged as red so therefore has significant change in terms of access or eligibility criteria

compared to previous versions. This policy will undergo public engagement. This

assessment recommends that engagement work includes patients with Cataracts and sight

support groups / stakeholders.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: Refusal to treat a person with cataract (s) when following the policy should not result in

the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?
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No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked clinical guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Cataract stage 2 v1 27112017QA.pdf (979627 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. Due to the review resulting in a change in criteria this assessment

recommends that engagement work is carried out to fully understand any impacts of change on

protected characteristics. Stage 1 completed and assessment will be completed once

engagement has taken place.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 assessment required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Assessment Stage 2 for 

Policies  
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 Pan Merseyside Policies: Policy for Cataracts 
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Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Date of commencing the assessment:  14/8/2017 following on from pre engagement 
assessment date 27/1/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 



 

4 

 

General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgical treatment of Cataracts.  

A cataract exists when the lens of an eye becomes cloudy and may affect vision. Cataracts 
most commonly occur in older people and develop gradually. Cataracts can usually be 
treated with a routine day case operation where the cloudy lens is removed and is replaced 
with an artificial plastic lens (an Intraocular Implant).  
 
The Royal College of Ophthalmologists’ National Ophthalmology Database indicates that in 
2006-2010 (before restrictions on access to cataract surgery based on visual acuity were 
commonplace), for eyes undergoing cataract surgery preoperative following percentages of 
cataract patients had visual acuities of better than or equal to:  

• 6/6 Snellen (3% of cataract surgery patients)  
• 6/9 Snellen (5% of cataract surgery patients)  
• 6/12 Snellen (36% of cataract surgery patients)  

  
So eyes with visual acuities of 6/9 or better, accounted for only about 10% of cataract 
surgery.  

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The revised policy contains the proposed changes:  

More detailed examples of impact on 'quality of life' would be required and more detailed 
questions in the referral guidelines and questionnaire would be included. An example  
referral template would no longer be included. Criteria for second eye referral would be 
excluded. Visual acuity now added with exception regarding quality of life. The proposed 
criteria would read: 
  
It is strongly recommended that only those cases with best corrected visual acuity 
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 (sharpness) of 6/9 (Snellen) or +0.2 (Logmar) or worse in the poorer eye are referred. 
However, exceptions may be made where the patient’s quality of life is significantly 
impaired.  
 
Information about Cataracts:  
 
Cataracts are associated with ageing.  One third of all 65 – 74 year olds are likely to 
develop this form of eye condition.  Smoking and exposure to sunlight have been linked to 
the formation of cataracts. They affect men and women equally. Young people can develop 
cataracts if they have an injury to the eye. Some medical conditions including diabetes or 
taking certain medications may also increase the risk of developing cataracts. A small 
number of babies are born with cataracts.  

Source: The College of Optometrists.  

http://www.nhs.uk/Conditions/Cataracts-age-related/Pages/Introduction.aspx  

http://sdm.rightcare.nhs.uk/pda/cataracts/  

http://lookafteryoureyes.org/eye-conditions/cataracts/  

https://pathways.nice.org.uk/pathways/eye-conditions  

http://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts 

The RNIB are currently running a campaign entitled ‘Removing Arbitrary Restrictions on 
Cataract Surgery’ 

http://www.rnib.org.uk/removing-arbitrary-restrictions-cataract-surgery  

Information used to support this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  

http://www.nhs.uk/Conditions/Cataracts-age-related/Pages/Introduction.aspx
http://sdm.rightcare.nhs.uk/pda/cataracts/
http://lookafteryoureyes.org/eye-conditions/cataracts/
https://pathways.nice.org.uk/pathways/eye-conditions
http://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts
http://www.rnib.org.uk/removing-arbitrary-restrictions-cataract-surgery
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• Halton is one of the 20% most deprived districts/unitary authorities in England and 
about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 
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NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
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• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 
lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

1. RNIB  http://www.rnib.org.uk/knowledge-and-research-hub/key-information-and-
statistics 

2. The college of Optometrists.  

3. http://www.nhs.uk/Conditions/Cataracts-age-related/Pages/Introduction.aspx  

4. http://sdm.rightcare.nhs.uk/pda/cataracts/  

5. http://lookafteryoureyes.org/eye-conditions/cataracts/  

6. https://pathways.nice.org.uk/pathways/eye-conditions  

7. http://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts  

The RNIB are currently running a campaign entitled ‘Removing Arbitrary Restrictions on 
Cataract Surgery’: 

http://www.rnib.org.uk/removing-arbitrary-restrictions-cataract-surgery   

file://///jhprodfas02/UserData-LCSU$/Personal/Jennifer.Mulloy/My%20Documents/PAN%20MERSEYSIDE%20POLICIES/DRAFT%20EIRA%20ONGOING/stage%202s/RNIB%20%20http:/www.rnib.org.uk/knowledge-and-research-hub/key-information-and-statistics
file://///jhprodfas02/UserData-LCSU$/Personal/Jennifer.Mulloy/My%20Documents/PAN%20MERSEYSIDE%20POLICIES/DRAFT%20EIRA%20ONGOING/stage%202s/RNIB%20%20http:/www.rnib.org.uk/knowledge-and-research-hub/key-information-and-statistics
http://www.nhs.uk/Conditions/Cataracts-age-related/Pages/Introduction.aspx
http://sdm.rightcare.nhs.uk/pda/cataracts/
http://lookafteryoureyes.org/eye-conditions/cataracts/
https://pathways.nice.org.uk/pathways/eye-conditions
http://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts
http://www.rnib.org.uk/removing-arbitrary-restrictions-cataract-surgery
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Activity data on this treatment across the CCG’s shows high activity: 

2013/14: 9257 
2014/15: 10594 
2015/16: 10861 
 
For patients seeking funding under the Individual Funding Request panel local data shows: 
 
2013/14: 9 requests of which 9 were approved.  
2014/15: 9 requests of which 8 were approved and 1 was not approved.  
2015/16: 6 requests of which 4 were approved and 2 was not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 
Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
received as part of the Stage 1 EIRA process, and this was taken into account during the 
Stage 2 process.  This feedback during the scoping exercise identified the RNIB Judical 
Review challenge regarding a challenge on the visual acuity threshold of 6/12. This policy 
contains criteria of 6/9.  
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Engagement work also included consulting with 11 organisations including: 

• Central Mersey Local Optical Committee 
• Healthwatch Knowsley and Knowsley Older Peoples Voice 

 
Responses about this policy:  

For this policy, 116 people gave a response to the review of this policy. From these, 
44.83% had not received this treatment. 73.28 % knew someone who had received the 
treatment or had received the treatment themselves.  
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52.59% of people agreed / strongly agreed with the revised criteria.   

37.07% of people disagreed / strongly disagreed with the revised criteria. 

10.34% of people neither agreed or disagreed with the revised criteria. 

During the engagement phase, local newpapers ran a news story on this policy. This may 
have contributed to a comparatively high number of responses to this particular policy.  

Equality issues raised by the engagement survey: 

• Possible impact on patient’s quality of life and independence if policy criteria is 
revised. 

 
 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  
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protected characteristic)  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
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 engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See above section for 
summary of engagement 
work. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
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Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  Possible 
linked to 

prevalenc
e for 
older 

people 

 x 

x Cataracts is more prevalent in 
older people. The revised 
criteria does not restrict 
treatment on age so therefore 
age per se should not be a 
factor in criteria.  

• Cataracts in children is 
rare. The majority are 
age related. One in five 
people aged 75 and 
over are living with sight 
loss. 

• One in two people aged 
90 and over are living 
with sight loss. 

Negative impact: Within the 
proposed policy more details 
on impact on quality of life is 
now required. This may result 
in lower access where 
cataracts are not having a 
significant impact on their 
life.  These people may find it 
harder to access this 
treatment.  

Where cataracts have a 
significant impact and there is 
evidence of visual acuity, 
eligibility will be met. For these 
patients the treatment will be 
funded.   

Source: 

 
http://www.rnib.org.uk/knowled
ge-and-research-hub/key-

http://www.rnib.org.uk/knowledge-and-research-hub/key-information-and-statistics
http://www.rnib.org.uk/knowledge-and-research-hub/key-information-and-statistics
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information-and-statistics  

Disability 

 

 x  Cataracts are likely to 
constitute as a disability if it 
affects daily activities and is 
long term (>2 years).  Having 
cataracts may affect the frailty 
of a person as they are more 
prone to falls, ability to drive 
and undertaking normal daily 
activities such as cooking, 
reading and personal care.  

The requirement of more 
details within the criteria may 
delay treatment for some 
patients as they may perceive 
it is better to wait until their eye 
sight is ‘really bad’ rather than 
seeking help early.  

Adults with learning disabilities 
are 10 times more likely to be 
blind or partially sighted than 
the general population. 
Source: 
http://www.rnib.org.uk/professi
onals/knowledge-and-
research-hub/key-information-
and-statistics 

Engagement work highlights 
concerns around quality of life 
but did not highlight other 
concerns.   

Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Gender Reassignment 

 

  x The revised criteria should not 
have any impact on this group.  

No issues raised relating to 
this group from the 
engagement work.     

http://www.rnib.org.uk/knowledge-and-research-hub/key-information-and-statistics
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Sex (Gender)   x The College of Optometrists 
notes that cataracts affects 
men or women equally.  

Evidence from RNIB indicates 
that nearly two-thirds of people 
living with sight loss are 
women. (all sight loss not just 
Cataracts) 

This reviewed policy should 
not impact this group.  

No issues raised relating to 
this group from the 
engagement work.    

Race    x Information from RNIB 
indicates that people from 
black and minority ethnic 
communities are at greater risk 
of some of the leading causes 
of sight loss.  

The risk of developing 
cataracts has been linked to 
smoking and diabetes. Higher 
smoking rates and type 2 
diabetes are linked to some 
BME groups – especially 
linked to SE Asian men due to 
lifestyle, diet and genetic 
factors.  

The revised criteria should not 
place this group at greater 
disadvantage.  

No issues raised relating to 
this group from the 
engagement work.    

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Pregnancy and   x The revised criteria should not 
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Maternity have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Marriage and Civil 
Partnership 

  x The revised criteria should not 
have any impact on this group. 

Carers  X 

 

 This assessment 
acknowledges that carers may 
be affected in terms of 
providing care for someone 
with cataracts. Engagement 
work highlighted that where 
case for quality of life needs to 
be evidenced this may put 
additional burden on people 
with caring responsibilities.  

Deprived 
Communities 

  x The revised criteria should not 
have any impact on this group. 

There may be a link to higher 
risk factor for this group as 
smoking rates and type 
diabetes are linked to 
cataracts.  

No issues raised relating to 
this group from the 
engagement work.    

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x The revised criteria should not 
have any impact on this group. 

There may be a link to higher 
risk factor for this group as 
smoking rates and type 2 
diabetes are linked to 
cataracts. (Source: 
http://www.diabetes.co.uk/diab
etes-
complications/cataracts.html ) 

 

No issues raised relating to 
this group from the 
engagement work.    

http://www.diabetes.co.uk/diabetes-complications/cataracts.html
http://www.diabetes.co.uk/diabetes-complications/cataracts.html
http://www.diabetes.co.uk/diabetes-complications/cataracts.html
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SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
  
Score of 6 provisional depending on monitoring of issue regarding revised criteria.  
 

 

6 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None 
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Engagement 
work identified 
possible impact 
on patient’s 
quality of life 
and 
independence if 
policy criteria is 
revised. 

 

Maintain a watch on any 
complaints received. 

Independent Funding 
Request. 

 Policy 
Development 
Group / IFR 
Lead. 

Upon start 
of policy. 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 06/09/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 23/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy  27/11/2017 
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Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Male Circumcision for medical reasons only

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

27/03/2017

Person Responsible

Harinder Kaur

Service

Policy for Male Circumcision for medical

reasons only

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Male circumcision is the surgical removal of the foreskin. The foreskin is the retractable fold of

skin that covers the end of the penis. It’s a continuation of the skin that covers the whole penis.

This policy has been identified as low clinical priority. The CCGs has a limited funding resource

and therefore has to prioritise services that are commissioned. CCGs currently gives greater

priority to life threatening and chronic ill health. The Policy Review Group are working to identify

areas of impact through the changes they make balanced with the need to align eligibility for

treatments with best clinical evidence and balancing health resources for the whole population.

This is a policy review. This policy is part of a suite of policies are being reviewed collaboratively

across Merseyside CCG's. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment is authored by Equality and Inclusion

team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. CCGs will continue to fund circumcision in certain situations - based on medical reasons

only.

2 Does this issue plan to reduce a service, activity or presence?

Potentially, there may be a reduction in activity due to changes in eligibility criteria. The

criteria now makes it clear that the procedure is not offered for social, cultural or religious

reasons and The proposed policy means that CCGs will fund circumcision if the patient

meets the following medical criteria. • Pathological phimosis - a condition where the foreskin

gets trapped under the tip of the penis • 3 documented episodes of balanoposthitis - an

uncommon condition causing hardening and inflammation of the tip of the penis • Relative

indications for circumcision or other foreskin surgery include the following: - Prevention of

urinary tract infection in patients with an abnormal urinary tract - Recurrent paraphimosis -

Trauma (e.g. zipper injury) - Tight foreskin causing pain on arousal/ interfering with sexual

function - Congenital abnormalities – this isn’t in the current C&M policy This is because if the

patient does not meet the medical indications above non-medical circumcisions do not confer

any health gain but do carry health risk. This means (for patients who DO NOT meet the

specified criteria) the CCG will only fund the treatment if an Individual Funding Request (IFR)

application proves exceptional clinical need and that is supported by the CCG. From the

policy group, Liverpool CCG previously commissioned on cultural / belief reasons. The CCG

has reported that impact of this change will not be significant due to very small numbers for

this reason.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service. For patients seeking this

treatment for social, cultural or religious reasons , patients may seek privately funded

treatment.
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4 Does this issue plan to make a change to a commissioned service?

No. CCG's will continue to fund this commissioned service based on clinical evaluation.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy is part of a Merseyside and Warrington Policy Review. In the past each CCG

followed individual policies. This policy will align CCG's policies within Merseyside and

Warrington and therefore the policy will be consistently applied for patients requiring

circumcision. The main change to the reviewed policy includes: (1) The title has been

clarified to now read ‘Policy for male circumcision for medical reasons only’ , (2) the criteria

now makes it clear that the procedure is not offered for social, cultural or religious reasons

and (3) Congenital abnormalities are now provided for in the revised criteria.

6 Does this issue plan to introduce a new service or activity?

No. This is a proposed change to an existing policy for circumcision.

7 Is this primarily about improving access to, or delivery of a service?

No.The proposed policy should not result in an improvement in the access to this service,

however the revised policy should result in greater consistency in decision-making across

Merseyside and Warrington for patients requiring circumcision. There may be an impact on

the access to this treatment due to revisions within the revised policy as the policy clearly

states that this treatment is not commissioned for social, religious and cultural reasons.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?
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Equality Risk
 

Yes. The revised policy will affect men and boys that fit the eligibility for this treatment.

Circumcision as it will only be funded by the CCG if the patient meets the eligibility criteria, or

an Individual Funding Request (IFR) application proves exceptional clinical need and that is

supported by the CCG. Previously there was some question over treatment being provided

for religious / cultural reasons. This issue indirectly affects their sexual partners if the issue

causes pain during sex or affects their love life. The policy will be applied to all patients (men)

that fall into the eligibility / scope of of policy regardless of their background. Equality groups

protected under religion and belief characteristic that may want the treatment for cultural or

religious reasons are not covered by this policy and as such are not in scope for this policy.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

The policy should have a positive impact on boys and men with clinical need for male

circumcision. The policy group have discussed issue of deprivation and possibility of people

seeking unregulated providers for this treatment for religious reasons. The policy group did

not raise this as an issue that needed addressing. This may be further explored with

engagement.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Sources of information: https://www.menshealthforum.org.uk/circumcision-faqs

http://www.cirp.org/library/statistics/UK/

http://apps.who.int/iris/bitstream/10665/43749/1/9789241596169_eng.pdf - report on Male

Circumcision - global trends and determinants of prevalence, safety and acceptability. NHS

Choices http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx Royal College

of Surgeons Guidance https://www.rcseng.ac.uk/-/media/files/rcs/library-and-

publications/non-journal-publications/circumcision.pdf BBC Article

http://www.bbc.co.uk/news/magazine-19072761

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes. See information cited above in question 11. Local activity data on this treatment for the

CCG's shows the number has remained fairly static: 2013/14: 178 treatments 2014/15: 190

treatments 2015/16: 178 treatments

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy group are meeting to discuss aspects of this policy and how any negative

effect can be minimised. Engagement work is planned. This will be focused at areas (CCGs)

where this treatment has been previously funded for cultural reasons - Liverpool CCG.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11. Further information will be available when engagement

comments (patients and G.P's is received)

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes. The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. This policy has been

ragged as red so therefore has significant change in terms of access or eligibility criteria

compared to previous versions. This policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. Refusal to carry out circumcision should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. The proposed policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life.

23 Will the policy/decision result in unlawful discrimination?

No. The proposed policy should not result in unlawful discrimination. Circumcision will be

funded if the patient meets the eligibility criteria, or an Individual Funding Request (IFR)

application proves exceptional clinical need and that is supported by the CCG.
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24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. The policy should not limit a person's right to a fair trial.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Circumcision Stage 2 v1 27112017QA.pdf (948225 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. There should be no impact upon equality or human rights as patients will be

funded if they meet the eligibility criteria, or if an Individual Funding Request (IFR) application

proves exceptional clinical need and that is supported by the CCG. Further engagement work

planned. Assessment to be updated.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

 Pan Merseyside Policy Review: Male Circumcision 
Updated 23/11/2017. 

 
 
 
  

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT  

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017. 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  X   
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Carers or family   X 

General public  X  

Staff    X 

Partner organisations (GPs, Providers, RNIB) X   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for circumcision 

Male circumcision is the removal of the foreskin from the human penis. In the most common 
procedure, the foreskin is opened, adhesions are removed, and the foreskin is separated 
from the glans. After that, a circumcision device may be placed and then the foreskin is cut 
off. 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority. 

Current policy 

This is not offered for social, cultural or religious reasons * NOTE: Currently, Liverpool CCG 
does commission this service for cultural, religious and social reasons. All other CCGs 
already do not commission this procedure for cultural, social or religious reasons as a result 
of a previous review of this policy in 2014.  

Male Circumcision surgical interventions are undertaken for the following conditions;  

• Balantis xerotica obliterans  

• Traumatic foreskin injury/scarring where it cannot be salvaged  

• 3 or more episodes of balantis/balanoposthitis  

• Pathological phimosis  

• Irreducible paraphimosis  
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• Recurrent proven Urinary Tract Infection (UTI) with an abnormal urinary tract 

Reason for proposed change(s) 
 
Addition of congenital abnormalities brings the policy in line with the latest clinical guidance.  
The removal of the commissioning for social, cultural or religious reasons is because if the 
patient does not meets the medical indications above non-medical circumcisions do not 
confer any health gain but do carry health risk* NOTE: this change applied to Liverpool CCG 
only as all other CCGs already do not commission this procedure for cultural, social or 
religious reasons as a result of a previous review of this policy in 2014 
 
Impact of proposed change(s) 
 
For Liverpool CCG – This would impact those who might want to undergo this procedure for 
a cultural or religious reason, however there are private providers who are Care Quality 
Commission (CQC) inspected who could carry out this procedure.  
For all other CCGs, including Liverpool CCG, the clinical criteria has been added to and so 
the impact would be that more patients could qualify for this procedure, where they meet the 
clinical criteria. 
 
Information about Circumcision 
 
For Liverpool CCG – This would impact those who might want to undergo this procedure for 
a cultural or religious reason, however there are private providers who are Care Quality 
Commission (CQC) inspected who could carry out this procedure.  

For all other CCGs, including Liverpool CCG, the clinical criteria has been added to and so 
the impact would be that more patients could qualify for this procedure, where they meet the 
clinical criteria. 

Information used to help write this assessment: 

As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here: 

NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly White British – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
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• Halton is one of the 20% most deprived districts/unitary authorities in England and 
about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 
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NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
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• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 
lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Sources of information used within this assessment:  

Estimation of country-specific and global prevalence of male circumcision: 
 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4772313/  ( B Morris et al 2016)  
 
NHS Choices: 
 
https://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx  
 
https://www.nhs.uk/conditions/Circumcision-in-children/Pages/Introduction.aspx    
 
Royal College of Surgeons: 
 
https://www.rcseng.ac.uk/-/media/files/rcs/library-and-publications/non-journal-
publications/circumcision.pdf  
 
Anecdotal: 
 
BBC: 
 
http://www.bbc.co.uk/news/magazine-1907276  
 
Data across the CCG’s for this activity shows the numbers for this treatment remaining 
fairly static: 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4772313/
https://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
https://www.nhs.uk/conditions/Circumcision-in-children/Pages/Introduction.aspx
https://www.rcseng.ac.uk/-/media/files/rcs/library-and-publications/non-journal-publications/circumcision.pdf
https://www.rcseng.ac.uk/-/media/files/rcs/library-and-publications/non-journal-publications/circumcision.pdf
http://www.bbc.co.uk/news/magazine-1907276
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2013/14: 178 treatments 
2014/15: 190 treatments 
2015/16: 178 treatments 
 
Data on access to this treatment does not provide information on reasons for treatment – 
eg was it due to functional issues or requested on religious grounds (religious grounds for 
Liverpool CCG only)  
 
A stage 1 EIRA was carried out before engagement started which scoped out potential 
impact.  
 
Feedback from Governance and Equality Manager for the Merseyside CCGs was received 
as part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process: This feedback during the scoping identified concerns that revised criteria may be 
discriminatory and didn’t contain information on PSED. These concerns were noted and 
addressed within this stage 2 assessment.  
 
 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 
Summary of Demographic information from engagement work:  
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Engagement work also included consulting with 11 organisations including:  
 
Merseyside Jewish Care and Childwall Hebrew Congregation 
Liverpool Muslim Society 
Faiths4Change – charity 
Health Watch  
 
For this policy, 43 people gave a response to the review of this policy.  From these, 76.74% 
had not received the treatment.  34.88% of people either knew someone who had received 
the treatment or had received it themselves.   
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74.42% of people agreed / strongly agreed with the revised criteria. 
 
18.60% of people strongly disagreed with the revised criteria. 
 
6.98% of people neither agreed or disagreed with the revised criteria.   
 
No equality issues emerged by the engagement survey however, a comment was recorded 
that there may be an impact on a patient’s quality of life if the procedure is removed / not 
available.   
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  
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Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

No significant responses 
were made regarding 
psychological issues.  

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events.   

The revised policy has been 
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 shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The above section regarding 
engagement responses does 
not appear to have raised 
any significant areas of 
inequality.  

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  
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Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 X 
(Liverpool 
area only 

for 
religious 
requests) 

 Young boys and babies in the 
Liverpool area will no longer be 
able to access this treatment 
for religious and cultural 
reasons. The other CCGs do 
not routintely commission this 
on religious / cultural grounds.  

Most circumcisions are carried 
out on young children for 
religious reasons. They may 
be associated with ‘coming of 
age’ ritual (B Morris et al 2016) 

This will align the criteria 
across the Merseyside area 
(including Warrington) 

No issues raised relating to 
this group from the 
engagement work.    

Disability 

 

  X No identified impact for this 
group. (see section below 
regarding tight foreskin and 
pain)  

No issues raised relating to 
this group from the 
engagement work.    

Sexual Orientation 

 

  X No identified impact for this 
group however research 
shows there is evidence that 
circumcision reduces the risk 
of heterosexual men acquiring 
HIV, and circumcision is 
encouraged as part of HIV 
prevention programmes in 
some African countries with 
high rates of HIV Source: 

 
http://www.nhs.uk/Conditions/
Circumcision/Pages/Introductio

http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
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n.aspx  

Circumcision for physical 
reasons may help alleviate 
painful sex: 

 
http://www.nhs.uk/Conditions/
Circumcision/Pages/Introductio
n.aspx  

There is some evidence that 
circumcision is linked to 
improved sexual health 
(reducing risk of infections 
including HIV) and improved 
sexual intercourse. (B Morris et 
al 2016) 

http://who.int/hiv/mediacentre/
MCrecommendations_en.pdf  

https://academic.oup.com/ije/ar
ticle/40/5/1367/658163/Male-
circumcision-and-sexual-
function-in-men-and 

Engagement work raised that 
circumcision  is linked to 
sexual enjoyment.  

Gender Reassignment 

 

  X No identified impact for this 
group. Treatment for gender 
reassignment falls under 
Interim Gender Dysphoria 
Protocols 2013/2014 

No issues raised relating to 
this group from the 
engagement work.    

Sex (Gender)  X 
Liverpoo

l only 

X This issue affects men and 
boys.  

Based on changes to no longer 
fund this treatment for 
Liverpool patients on religious 
grounds this will mean that 
patients will need to privately 
fund this treatment or apply 

http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Circumcision/Pages/Introduction.aspx
http://who.int/hiv/mediacentre/MCrecommendations_en.pdf
http://who.int/hiv/mediacentre/MCrecommendations_en.pdf
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
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through the IFR process.  

This change will align criteria 
across Merseyside (including 
Warrington). 

1 engagement response was 
made that this should be 
available for religious grounds 
as it would make the treatment 
safer under the NHS compared 
to private practice.  

Race   X 
Liverpoo

l only 

 Circumcision for cultural and 
religious reasons is commonly 
practised by many African 
communities. 

These people requesting 
treatment for religious reasons 
will need to access this 
privately or submit an IFR.  

Religion or Belief  X 
Liverpoo

l only 

 Circumcision is a common 
practice in the Jewish and 
Islamic communities. 

Liverpool traditionally provided 
funding for this treatment 
based on cultural reasons as 
there was anecdotal evidence 
that this would prevent boys 
requiring multiple plastic 
surgery operations to correct 
poorly performed circumcisions 
carried out privately by 
unregulated providers. 
Engagement with clinicians 
and with Jewish leaders in the 
area has informed the CCG’s 
that this issue is resolved. 

Engagement work included 
consulting with Jewish faith 
and Muslim Faith Leaders in 
Liverpool.   

Several engagement 
comments made in relation to 
views on revised criteria for 
Liverpool CCG. Overall – 
engagement showed majority 
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consensus that people were in 
agreement with the revised 
policy.  

Pregnancy and 
Maternity 

  X No identified impact for this 
group. 

No issues raised relating to 
this group from the 
engagement work.    

Marriage and Civil 
Partnership 

X   No identified impact for this 
group. However circumcision 
may affect sexual enjoyment.   

 Circumcision may also help 
address painful sex. 

 
https://academic.oup.com/ije/ar
ticle/40/5/1367/658163/Male-
circumcision-and-sexual-
function-in-men-and  

No issues raised relating to 
this group from the 
engagement work.    

Carers   X No identified impact for this 
group. 

No issues raised relating to 
this group from the 
engagement work.    

Deprived 
Communities 

  X No identified impact for this 
group. 

Engagement comment made 
regarding NHS is safer than 
private practice.     

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

 X 

Possible 

 No identified impact for this 
group however, there may be a 
possible negative impact on 
Sex Workers from a possible 
HIV risk reduction context. 

No issues raised relating to 
this group from the 

https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
https://academic.oup.com/ije/article/40/5/1367/658163/Male-circumcision-and-sexual-function-in-men-and
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engagement work.    

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
Score of 4 reflects engagement work with Faith Sector – supporting the 
change in policy.  
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Complaints from 
request on 
religious or 
cultural grounds 
to be monitored.   

 

 

Males who request 
surgery for cosmetic or 
cultural reasons will not be 
eligible for surgery under 
this policy. – Requests 
can go through IFR for 
exceptionality.  

http://www.dorsetccg.nhs.
uk/Downloads/aboutus/eq
uality/EIA%20Criteria%20
Based%20Access%20Pro
tocol%20-
%20Male%20Circumcisio
n.pdf  

 IFR Upon policy 
start 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 20/11/2017 

Date received for quality check:  20/11/2017 

Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
http://www.dorsetccg.nhs.uk/Downloads/aboutus/equality/EIA%20Criteria%20Based%20Access%20Protocol%20-%20Male%20Circumcision.pdf
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Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 

Date signed off by CCG / CSU Committee:  TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Adenoidectomy

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

10/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Adenoidectomy

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

An adenoidectomy is an operation to remove the adenoids – small lumps of tissue at the back of

the nose, behind the palate. Adenoids are part of the immune system, which helps fight infection

and protects the body from bacteria and viruses. Adenoids are only present in children. They start

to grow from birth and are biggest when your child is approximately three to five years old. But by

age seven to eight they start to shrink and by the late teens, are barely visible. By adulthood, the

adenoids will have disappeared completely. The adenoids disappear because – although they

may be helpful in young children – they are not an essential part of an adult's immune system.

This policy has been identified as low clinical priority. The CCGs has a limited funding resource

and therefore has to prioritise services that are commissioned. The CCG currently gives greater

priority to life threatening and chronic ill health. The Policy Review Group are working to identify

areas of impact through the changes they make balanced with the need to align eligibility for

treatments with best clinical evidence and balancing health resources for the whole population.

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside

CCG's and Warrington CCG. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Partner at MLCSU – Jennifer Mulloy. This stage 1 assessment is a scoping

document to assess impact. Following a policy review, the age criteria now includes adults. This

should not impact on access as this treatment is mainly carried out on children.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This policy reviews previous policies for Adenoidectomy with proposed revised criteria for

adoption across CCGs in Merseyside and Warrington.

2 Does this issue plan to reduce a service, activity or presence?

No: The only difference in the criteria for Adenoidectomy from previous policy is that the

revised policy no longer excludes adults. This inclusion should not impact significantly on

access as Adenoidectomy is remaining not routinely commissioned as an isolated procedure

and usually carried out on young people and children.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce charges. The policy outlines criteria for eligibility of

Adenoidectomy through CCG funding.

4 Does this issue plan to make a change to a commissioned service?

No: The policy outlines criteria for eligibility of Adenoidectomy through CCG funding.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCG's and Warrington CCG. The difference in the eligibility for this treatment is

that the revised policy now includes adults as well as children. Where Adenoidectomy is

requested in isolation (for patients not requiring tonsillectomy and/or grommets) the request

for CCG funding will go through the Individual Funding Request process.

6 Does this issue plan to introduce a new service or activity?
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No: the revised policy for Adenoidectomy now includes the addition of adults (previously only

contained children). Discussions with the policy review group noted that this change is not

expected to impact significantly on activity numbers for this treatment.

7 Is this primarily about improving access to, or delivery of a service?

Possibly: This policy is part of a Pan Merseyside and Warrington CCG policy review

group.The revised policy should help bring greater consistency in decision making for

patients requiring an Adenoidectomy living in the area of Merseyside and Warrington.

However, change to include adults may make this potentially more accessible to treatment if

clinically suitable.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy change should not negatively impact staff. However, any staff making

decisions on patients requiring this treatment will need to be aware of any policy change. The

Policy Review group are engaging with a virtual clinical forum as part of the engagement

process.

9 Does this issue affect Service users?

No: This revisions in this policy should have no negative impact on patients. This policy will

take effect patients that require this treatment. The number of children and adults requiring

this treatment has been requested. This will be helpful in assessing the prevalence.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: It is recognised by the Policy Review group that this treatment is currently provided to

children alongside with other treatments (not provided in isolation). Adults will now be

included within the policy in line with recommendation from the Royal College of Surgeons

(RCS). In terms of age, this change will have a positive impact as treatment will be available

regardless of age if clinically suitable. The policy is based on clinical engagement work

alongside NICE guidance and RCS recommendations.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: resources have been read from NHS choices alongside with NICE guidance and RCS

guidance documents.

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: the Policy Review Group have requested data on the number of Adenoidectomies

carried out on children and adults. Activity data for this treatment across the policy group

CCG's shows: 2013/14: 706 2014/15: 649 2015/16: 679 Available local data for Individual

Funding Requests through panel for Adenoidectomy shows: 2013/14: 0 requests 2014/15: 1

request of which 1 was approved. 2015/16: 0 requests. Demographic profiling has been

undertaken to support the Equality Impact Assessment process. This has been shared with

the Policy Review Group and provides contextual population information at CCG level. This

document is available upon request. Concerns in terms of lack data provision in the EIA have

been raised by the Equality Lead in the Merseyside CCGs. The data in this section has been

shared with the Equality Lead in the CCG. Peer reviewed by the E &D Lead across

Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Equality advice and

involvement within the policy review group is embedded. Further peer review of the EIA

stage 1 has been carried out by Equality Lead for Merseyside CCGs - this raised a concern

with the IFR process which falls out of scope for this review work but has been passed onto

the Service Director for IFR.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

Page: 4 © NHS Midlands and Lancashire Commissioning Support Unit 2016 24-Oct-17



 

Human Rights Impact
 

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been engaged with clinicians and G.Ps.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Minutes from the Policy Development Project Working Groups dated 15th Novemeber

2016 section 9. Evidence from RCS on recommendations together with NICE guidance

CG60 (also cited within the policy)

18
Have you/will you engage with affected staff and users on these

proposals?

The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in impacting access or eligibility criteria. Based

on ‘no significant change’ the policy group has decided that this policy will not undergo public

engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?
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No: the refusal to treat a person when following eligibility criteria should not result in the

death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should not lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics and now includes adults. This statement has been

amended following consultation with the Equality Lead for the CCG. The policy will be

reviewed in 12 months to ensure that the requirement to ensure that a continuing duty to

promote equality is maintained.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance and RCS recommendations. Requests through the

Individual Funding Review process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

Recommendation: Make public aware that this policy has been reviewed with addition of adults.

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. No stage 2 currently recommended. Updated comments added 23/3/17.

Assessment complete, no stage 2 required. Quality Checked 10/10/2017 David Partington

24/10/2017

MULLOY, JENNIFER

Approval Comment

No stage 2 required.

10/10/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Surgery for Asymptomatic Gallstones

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

23/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Surgery for Asymptomatic Gallstones

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Gallstones are small stones, usually made of cholesterol, that form in the gallbladder. In most

cases they don't cause any symptoms and don't need to be treated. Asymptomatic Gallstones

have no symptoms. This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. The CCG's that are part of this review are: NHS Halton Clinical Commissioning

Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning

Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning

Group NHS Southport and Formby Clinical Commissioning Group NHS Warrington Clinical

Commissioning Group This assessment has been carried out by Equality and Inclusion Business

Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: there is no plan to withdraw a service. This is a policy review. There is no significant

variation from the previous policy criteria for Asymptomatic Gallstones.

2 Does this issue plan to reduce a service, activity or presence?

No: there is no significant variation in the previous policy and therefore expected expected

impact on activity.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to introduce or increase a charge for this service / treatment.

4 Does this issue plan to make a change to a commissioned service?

No: there is no significant variation in this revised policy compared to previous version.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This is a policy review as part of a suite of policies being reviewed. The revised policy is

based on clinical evidence. Current evidence is in line with the current eligibility. The review

has not resulted in any criteria change.

6 Does this issue plan to introduce a new service or activity?

No: the reviewed policy does not plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?
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Equality Risk
 

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients with

Asymptomatic Gallstones living in Merseyside and Warrington area. There is no significant

change in previous eligibility criteria / access to service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy review should not have any negative impact on employees. Any staff making

decisions on patients requiring this treatment will need to be aware of any policy change. The

Policy Review group are engaging with G.P's as part of the engagement process. There is no

significant change in previous eligibility criteria / access to service.

9 Does this issue affect Service users?

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients with Asymptomatic Gallstones. Gallstones are very common. It's

estimated that more than 1 in every 10 adults in the UK has gallstones, although only a

minority of people develop symptoms. You're more at risk of developing gallstones if you're:

(1) overweight or obese (2) female – particularly if you've had children. (3) 40 or over – the

risk increases as you get older

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the policy is relating to those with no symptoms of their gallstones and therefore will not

have a negative impact on anyone with asymptomatic gallstones. The policy does not

exclude any group of people based on having protected characteristics. Criteria is based on

NICE guidance. There is no significant change in previous eligibility criteria / access to

service.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: NHS Choices: http://www.nhs.uk/Conditions/Gallstones/Pages/Introduction.aspx NICE

guidelines https://cks.nice.org.uk/gallstones#!scenario

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: see response to question 11. Activity data on surgery for Asymptomatic Gallstones for

the the policy group shows: 2013/14: 1663 2014/15: 1720 2015/16: 1616 Peer reviewed by

the E &D Lead across Merseyside CCG's. Response paper noting comments shared with

CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy group has taken clinical advice on the policy. The group have access to legal

advice and have been given guidance and advice from Midlands and Lancashire CSU

Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy will not exclude any

groups of patients based on protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to engagement work with G.P's.

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes: This assessment will be discussed at Policy Review meeting. The policy cites evidence

for inclusion and threshold:

https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjFv_

u34svQAhXJJcAKHdpIBCcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-

%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Fgallstone-disease-

commissioning-guide-for-consultation-020816-

to160916.pdf%3Fla%3Den&usg=AFQjCNFtXPoX13c-

28N9JogP4EBpIRqLLA&bvm=bv.139782543,d.d24 Royal College of Surgeons (2016).

Demographic profiling has been carried out using local JSNA and Census data sets. This has

been presented to the Policy Review group for contextual information. This document is

available upon request.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with asymptomatic gallstones when following eligibility

criteria should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.
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21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics. The policy is based on clinical guidance.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance and RCS recommendations.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

No files uploaded 
 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

No files uploaded 
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Comments
 

 

 

 

 

 

Assessment Comment

Recommendation: CCGs to notify the public that this policy has been reviewed. This

assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. Stage 1 assessment recommended only due to there being no significant

change in previous eligibility criteria / access to services. Quality Assessed 10/10/2017. David

Partington

24/10/2017

MULLOY, JENNIFER

Approval Comment

At Policy Review meeting (7/2/2017) activity data was requested to inform current numbers

compared to symptomatic gallstone treatment. This Equality Impact Assessment stage 1 has

taken equality groups into account and therefore a stage 2 is not currently required.

30/03/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Lancashire Policy Review: Draft policy for Dilatation and Curettage (D&C)

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

21/08/2017

Person Responsible

Rebecca Higgs - Project Manager

Service

Draft policy for Dilatation and Curettage (D&C)

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Lower Clinical Value

Project Lead

Name: Horgan, Jonathan

Email:
Jonathan.horgan@nhs

.net

Phone: 07809 334188

Explanation

This policy relates to the treatment of D&C which is a procedure performed under general

anaesthetic in which the lining of the uterus (the endometrium) is biopsied (diagnostic D&C) or

removed (therapeutic D&C) by scraping with scraping with a sharp metal instrument (referred to

as curettage). This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make, balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. The CCGs that are part of this review are: NHS Blackburn with Darwen Clinical

Commissioning Group NHS Blackpool Clinical Commissioning Group NHS Chorley &South

Ribble and Greater Preston Clinical Commissioning Group NHS East Lancashire Clinical

Commissioning Group NHS Fylde &Wyre Clinical Commissioning Group NHS Morecambe Bay

Clinical Commissioning Group NHS West Lancashire Clinical Commissioning Group This

assessment has been written by the MLCSU Equality and Inclusion team.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This policy is being reviewed for adoption across Lancashire CCGs including

Morecambe Bay CCG which includes South Cumbria.

2 Does this issue plan to reduce a service, activity or presence?

No: the reviewed policy contains no criteria changes compared to previous policy for

Dilatation and Curettage (D&C) and Hysteroscopy. This previous policy has now been

separated into 2 separate policies.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce charges. The policy outlines criteria for eligibility of D& C

through CCG funding.

4 Does this issue plan to make a change to a commissioned service?

No: the reviewed policy remains the same eligibility criteria as previous versions.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This policy is being reviewed by a Policy Review group to align policies across

Lancashire and South Cumbria. The previous policy on D&C and Hysteroscopy has been

separated as they are differing treatments for differing clinical need. These are now two

separate policies being reviewed.

6 Does this issue plan to introduce a new service or activity?

No: the policy review has not resulted in introducing a new service or activity.
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Equality Risk
 

7 Is this primarily about improving access to, or delivery of a service?

No: the reviewed criteria contains no change so should not affect access rates for patients.

The revised policy should help bring greater consistency for clinicians using the policy.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy review should not affect employees. There is no change to the criteria. Any

staff making decisions on patients requiring this treatment will need to be aware of any policy

change, such as clarifications in wording. The Policy Review group are engaging with GPs as

part of the engagement process.

9 Does this issue affect Service users?

No: this revised policy should not have any impact on patients as there is no change to

criteria for treatment. The treatment of D&C is relevant to women and those who have

experienced a miscarriage however a Surgical Management of Miscarriage (differing from

D&C) may be offered.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Unsure yet - NICE guidelines 44 notes that D&C treatment for examining the womb and

remove abnormal growths is no longer recommended (NICE guidelines 44) however during

engagement with clinicians this treatment should be an option when clinically suitable. Await

policy group discussion.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: (1) NICE Guideline 44.

(2)http://www.nhs.uk/conditions/Hysteroscopy/Pages/Introduction.aspx (3)

http://www.northdevonhealth.nhs.uk/2016/02/hysteroscopy-dilation-and-curettage-dc-

underlocal-anaesthetic/ (4)

http://www.miscarriageassociation.org.uk/information/management-

ofmiscarriage/?gclid=Cj0KEQiA_KvEBRCtzNil4-KR-

LIBEiQAmgekF_IeQVkWL8rt1Pl6ifKKmu6M8R7btTnk2pPFmjxywtwaAkYN8P8HAQ#surgical

management

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: see above

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded. The Policy Review group also have access to legal

advice.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Ongoing: This policy will undergo engagement with the public to make them aware of the

policy review. The assessment acknowledges that the treatment affects women. The Equality

Impact assessment will be discussed within the policy group and any highlighted concerns

will be raised.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes: The policy is subject to engagement work with clinicians. It is not envisaged that review

will have any negative impacts.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: NICE Clinical Guideline 44 .

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: Engagement work is planned on the review of the policies currently under review. This

engagement work should include women.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with when following eligibility criteria should not result in the

death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?
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No: The policy should not lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not breach human rights.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance and clinical recommendations. Requests through the

Individual Funding Review process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that engagement work is carried out to make

the public aware of this policy and the work of the policy review. JM to raise NICE 44 guidance.

10/10/2017

MULLOY, JENNIFER

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Surgical Removal of Ganglions

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

14/02/2017

Person Responsible

Harinder Kaur

Service

Policy for Surgical Removal of Ganglions

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

A ganglion cyst is a fluid-filled swelling that usually develops near a joint or tendon. The cyst can

range from the size of a pea to the size of a golf ball. Ganglion cysts look and feel like a smooth

lump under the skin. They're made up of a thick, jelly-like fluid called synovial fluid, which

surrounds joints and tendons to lubricate and cushion them during movement. Ganglions can

occur alongside any joint in the body, but are most common on the wrist (particularly the back of

the wrist), and the hand and fingers. Ganglions are harmless, but can sometimes be painful. If

they don't cause any pain or discomfort, they can be left alone and may disappear without

treatment, although this can take a number of years. It's not clear why ganglions form. They seem

to occur when the synovial fluid that surrounds a joint or tendon leaks out and collects in a sac.

This policy has been identified as low clinical priority. The CCGs has a limited funding resource

and therefore has to prioritise services that are commissioned. CCGs currently gives greater

priority to life threatening and chronic ill health. The Policy Review Group are working to identify

areas of impact through the changes they make balanced with the need to align eligibility for

treatments with best clinical evidence and balancing health resources for the whole population.

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside

CCG's. The CCG's that are part of this review are: NHS Halton Clinical Commissioning Group

NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS

St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS

Southport and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning

Group This assessment has been carried out by Equality and Inclusion Business Partner at

MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This is a policy review on the Surgical Removal of Ganglions. This is a policy of low

clinical value. Aspiration and Surgery for ganglion (open or arthroscopic) are not routinely

commissioned.

2 Does this issue plan to reduce a service, activity or presence?

No: Aspiration and Surgery for ganglion (open or arthroscopic) are not routinely

commissioned. There is no change in the policy criteria.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: There is no change to the commissioned service. This assessment is based on the

review of the current policy on surgical removal of Ganglions.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this is a revised policy that has undergone a review by the Pan Merseyside and

Warrington policy review group. There is no variation in the eligibility criteria for this treatment

from the previous policy.

6 Does this issue plan to introduce a new service or activity?

No: there is no plan to introduce a new service or activity.
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7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients that are clinically

suitable for surgical removal of Ganglions living in Merseyside and Warrington . There is no

significant change in previous eligibility criteria / access to service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This reviewed policy should not have any negative impact on employees. There is no

significant change. Any staff making decisions on patients requiring this treatment will need

to be aware of any policy change. The Policy Review group are engaging with G.P's as part

of the engagement process.

9 Does this issue affect Service users?

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients with who this policy applies. This assessment acknowledges that

the issue of Ganglions affects patients presenting with Ganglions. Ganglion cysts occur when

fluid accumulates in a joint or around the tendons. They are commonly found in hand, wrist,

ankle or foot. This accumulation can occur due to injury, trauma, or overuse, but often the

cause is unknown. Ganglion cysts are more likely to develop in women and people who

repeatedly stress their wrists, such as gymnasts. Source: http://www.healthline.com.

Ganglions can sometimes be painful however in the majority of people are painless. Source:

NHS Choices

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: The revised policy does not change any criteria for this treatment. Treatment eligibility is

based on clinical suitability on the patient not on any protected characteristics. The criteria

within the policy is based on clinical advice from British Society for Surgery of the Hand.

Further discussion needed regarding cases where the Ganglion presents a problem for the

patient with disabling pain or distortion of nail growth and discharge predisposing to septic

arthritis. There is no significant change in previous eligibility criteria / access to service.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Sources of information used in this assessment: 1. Criteria from THE MIDLANDS 2016

HARMONISED COMMISSIONING POLICY 2. NHS Choices website - Ganglion cyst 3.

Healthline.com - Ganglion cyst 4. Local demographic profiling on each CCG population has

been undertaken. This document has be shared with the Policy Review group in order to

provide contextual information regarding population.

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: 1. The British Society for Surgery of the Hand (BSSH) . This website provides

information on range of different cysts. Some types of cysts are more prevalent in young

adults such as Dorsal wrist ganglion cyst and Flexor tendon sheath ganglion cyst. Other

types of cysts are more prevalent in older people such as Dorsal digital ganglion cyst and are

associated with Osteoarthritis. Local activity data from the policy review group show activity

for surgical treatment for ganglions: 2013/14: 310 2014/15: 332 2015/16: 341 Local data from

Individual Funding Request Panel show a general low level of requests for this treatment.

Data shows the following: 2013/14: 10 requests of which 6 was approved and 4 were not

approved. 2014/15: 18 requests of which all 18 were not approved. 2015/16: 6 requests of

which 2 was approved and 4 was not approved. Peer reviewed by the E &D Lead across

Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone review with clinicians. The policy group have access to legal

advice. The group have advice and guidance from Midlands and Lancashire CSU Equality

and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: further discussion within the Policy Review group regarding criteria - for patients which

Ganglion results in disabling pain.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: documents noted above. No NICE guidance on treatment of Ganglions was found

during writing this assessment.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: Engagement work on the revised policy has taken place with clinicians and G.P's. The

policy group has undertaken review of changes within the revised policy. This has involved

engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy group

have ragged rated policies either red or green based on the level of change. Policies ragged

red are policies that contain significant change in terms of eligibility criteria / access to the

service. These policies have been identified for public engagement. Policies ragged green

are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ this policy will not undergo public engagement.
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19 Will the policy/decision or refusal to treat result in the death of a person?

No: The refusal to treat will not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: The policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: The policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: The policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

Page: 6 © NHS Midlands and Lancashire Commissioning Support Unit 2016 24-Oct-17



The policy will be adopted for use across Pan Cheshire and Merseyside resulting in greater

consistency. The Individual Funding Request Process will deal with cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

Stage 1 Equality Impact Assessment has raised a number of issues that can be addressed with

discussion within the pan policy review group. No stage 2 currently required as there is no

change in previous eligibility criteria / access to service. stage 1 completed. No requirement for

stage 2 due to no significant change to criteria. Quality Checked 10/10/2017. David Partington.

16/10/2017

Partington, David

Approval Comment

Need to update following Comms plan. JM 21/03/2017

21/03/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Hernia and Diastasis of the Recti

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

23/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Surgery for Treatment of

Asymptomatic Incisional and Ventral Hernias

and Surgical correction of Diastasis of the Recti

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

A hernia occurs when an internal part of the body pushes through a weakness in the muscle or

surrounding tissue wall. There are various types of hernia. Asymptomatic Incisional and Ventral

Hernias show no symptoms and are due to incompletely healed surgical wounds such as

appendix / C sections. Diastasis of the Recti is the separation of the stomach (left and right). This

policy has been identified as low clinical priority. The CCGs has a limited funding resource and

therefore has to prioritise services that are commissioned. CCGs currently gives greater priority to

life threatening and chronic ill health. The Policy Review Group are working to identify areas of

impact through the changes they make balanced with the need to align eligibility for treatments

with best clinical evidence and balancing health resources for the whole population. The CCG's

that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical

Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical

Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport and

Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment has been carried out by Equality and Inclusion Business Partner at MLCSU –

Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: this is a policy review of an existing policy on this treatment.

2 Does this issue plan to reduce a service, activity or presence?

No: there is no difference between this revised criteria for treatment compared to previous

policy.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to introduce or increase a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: there is no significant change in the policy content for Surgery for Treatment of

Asymptomatic Incisional and Ventral Hernias and Surgical correction of Diastasis of the

Recti. No change in criteria.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: this is a policy review for the Surgery for Treatment of Asymptomatic Incisional and

Ventral Hernias and Surgical correction of Diastasis of the Recti. This policy is being

reviewed by a Policy Review group to align policies across Cheshire and Merseyside CCG's.

No changes in criteria. The introduction to the policies of low clinical value 2015/16 contains

a statement relating to Core Clinical Eligibility. This section contains a statement that

‘children under the aged of 16 years are eligible for surgery to alter appearance, improve

scars, excise facial or other body lesions, where conditions cause obvious psychological

distress’. After discussion within the policy group, this statement will be withdrawn from the

revised policy. Rationale within the policy group discussed equity of the revised eligibility

criteria across all age groups. This change in the policy statement may potentially impact

children under the age of 16 for certain treatments under policies of low clinical value. Due to

the nature of this particular policy and condition, this change in the policy statement should

not impact adversely on the access for treatment for children under the age 16.

6 Does this issue plan to introduce a new service or activity?

No: there is no change in criteria for this policy compared to previous version.

7 Is this primarily about improving access to, or delivery of a service?

No: There is no change in previous eligibility criteria / access to service so therefore there

should be no impact on access or delivery of service. This policy is part of a Pan Merseyside

and Warrington policy review group. The revised policy should help bring greater consistency

in decision making for patients requiring treatment for Asymptomatic Incisional and Ventral

Hernias and Surgical correction of Diastasis of the Recti living in the Merseyside and

Warrington area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: The revised policy should not negatively impact on employees. There is no change in

eligibility criteria / access to service so the revised policy however staff making decisions on

patients requiring this treatment will need to be aware of any policy change - such as any

revised wording for clarification. The Policy Review group are engaging with G.P's as part of

the engagement process.
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Equality Risk
 

9 Does this issue affect Service users?

No: There is no change in previous eligibility criteria / access to service so the revisions

within the policy will not affect service users. The revised policy is relevant to patients that

require this treatment. People that are at risk of developing Asymptomatic Incisional and

Ventral Hernias are those that have undergone abdominal surgery where it has not

completely healed. Ventral Hernia may be the result of a birth defect and usually corrects its

self with time. Diastasis of the Recti is common to women during pregnancy and may affect

up to 2/3 of women. Women pregnant over the age of 35 yrs are more at risk. After

pregnancy the stomach muscles tend to go back. Men who yo-yo diet or exercise incorrectly

are also more prone to ventral hernia.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the policy review has not resulted in any change in eligibility. The existing criteria is

based on clinical suitability for treatment.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: sources used: NHS Choices:

http://www.nhs.uk/conditions/hernia/Pages/Introduction.aspx#types The British Hernia

Association The British Hernia Society Web MD:

http://www.webmd.com/baby/guide/abdominal-separation-diastasis-recti#1 A systematic

review on the outcomes of correction of diastasis of the recti Hernia, December 2011,

Volume 15, Issue 6, pages 607-614, Hickey et al.

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: see response to question 11. Local activity data for this treatment across the CCG's

show: 2013/14: 673 2014/15: 607 2015/16: 635 Local request data on requests for Hernia

treatment through the Individual Funding Request Panel shows low numbers of requests:

2013:14: 1 request which was approved. 2014/15: 2 requests of which were both approved.

2015/16: 3 requests of which 1 was approved and 2 were not approved. It is not clear if

treatment was for Asymptomatic. Issue regarding activity data was discussed at Policy

Review Meeting dated 7/2/2017. Local demographic profiling has been completed to support

the Equality Impact Assessment. This has been shared with the Policy Review Group to

provide contextual population information at CCG level. This document is available upon

request. Peer reviewed by the E &D Lead across Merseyside CCG's. Response paper noting

comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: the policy group has sought clinical advice, has access to legal advice, and has sought

advice and guidance from the Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The review should not result in

impacting any patients as there is no change.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to engagement work with G.P's. Due to no change in the policy

criteria, there should not be any negative impact from the review.

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes: see documents used in addition to those already quoted above.

18
Have you/will you engage with affected staff and users on these

proposals?

Engagement work is planned on the review of the policies currently under review. This work

is planned for January / February 2017. This work will further inform this assessment.

Updated comment 23/3/17: The policy group has undertaken review of changes within the

revised policy. This has involved engagement with G.P’s, Service Providers and Clinicians.

Based on this, the policy group have ragged rated policies either red or green based on the

level of change. Policies ragged red are policies that contain significant change in terms of

eligibility criteria / access to the service. These policies have been identified for public

engagement. Policies ragged green are policies where there is no significant change in terms

of eligibility or access criteria compared to previous version. These green ragged policies are

not identified as a policy to go to engagement but will be made available for the public. This

policy has been ragged as green so therefore has no significant change in access or

eligibility criteria. Based on ‘no change’ the policy group has decided that this policy will not

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person when following eligibility criteria should not result in the

death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.
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22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. Update 23/03/17: additional comments regarding engagement work added

after review of criteria changes. Assessment complete. No stage 2 required due to no significant

change. Quality Checked 10/10/2017 David Partington

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Hip Replacement Surgery

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

31/03/2017

Person Responsible

Harinder Kaur

Service

Policy for Hip Replacement Surgery

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

A hip replacement is a common type of surgery where a damaged hip joint is replaced with an

artificial one (known as a prosthesis). The main purpose of the hip joints is to support the upper

body when a person is standing, walking and running, and to help with certain movements, such

as bending and stretching. Some common reasons why a hip joint can become damaged include:

•osteoarthritis – so-called "wear and tear arthritis", where the cartilage inside a hip joint becomes

worn away, leading to the bones rubbing against each other •rheumatoid arthritis – this is caused

by the immune system (the body’s defence against infection) mistakenly attacking the lining of the

joint, resulting in pain and stiffness •hip fracture – if a hip joint becomes severely damaged during

a fall or similar accident it may be necessary to replace it Many of the conditions treated with a hip

replacement are age-related so hip replacements are usually carried out in older adults aged

between 60 and 80. However, a hip replacement may occasionally be performed in younger

people. The purpose of a new hip joint is to: •relieve pain •improve the function of your hip

•improve your ability to move around •improve your quality of life Referral for elective hip surgery

should be considered for people with osteoarthritis who experience the following joint symptoms-

•Pain •Stiffness •reduced function Patients should be informed that the decision to have surgery

can be a dynamic process and a decision to not undergo surgery now, does not exclude them

from having surgery at a future point in time.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for

the whole population. This is part of a policy review. The CCG's that are part of this review

are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning

Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning

Group NHS South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical

Commissioning Group NHS Warrington Clinical Commissioning Group This assessment has

been carried out by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.

2 Does this issue plan to reduce a service, activity or presence?

No: The previous policy is being reviewed with refreshed criteria for eligibility for treatment.

There is no change in previous eligibility criteria / access to service the therefore should not

have any impact to activity rates.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this treatment.

4 Does this issue plan to make a change to a commissioned service?

No: the commissioned service will continue however the criteria for eligibility has undergone

a review. The review has not resulted in any changes in the access criteria for this treatment.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCG's and Warrington CCG. The revised proposed criteria for CCG funded

treatment has not changed but the referral pathway now includes: Referral is based on local

referral pathways. Where MCAS services are in place the patient needs to be seen in an

MCAS service before referral to a consultant. Referral criteria for Total Hip Replacements

(THR) has been clarified (but not changed) should be based on the level of pain and

functional impairment suffered by the patient. Funding is available for patients who fulfil the

following criteria; 1.Patient complains of severe joint pain. AND 2.Functional limitation,

despite the use of non- surgical treatments such as adequate doses of NSAID analgesia,

weight control treatments and physical therapies. OR 3.Patient complains of mild to

moderate joint pain AND has severe functional limitation, despite the use of non-surgical

treatments such as adequate doses of NSAID analgesia, weight control treatments and

physical therapies. The CCGs will fund hip resurfacing for those who otherwise qualify for

primary total hip replacement, but are likely to outlive conventional primary hip replacements

as restricted by NICE Guidance Hip disease - metal on metal hip resurfacing (TA44).

Significant changes to previous policy included BMI of over 25 to be actively supported to

engage with with weight management programme.

6 Does this issue plan to introduce a new service or activity?

No: There is no plan to introduce a new service or activity

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. As there is

not any change in the criteria there should not be any impact from the policy being reviewed.

The revised policy should help bring greater consistency in decision making for patients living

in the Merseyside and Warrington area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy review should not affect employees negatively. Staff making decisions on

patients requiring this treatment will need to be aware of the clarification of pathways for

referrals. The Policy Review group have engaged with G.P's as part of the engagement

process.
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Equality Risk
 

9 Does this issue affect Service users?

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients with hip problems. This assessment acknowledges that Hip

Problems within the scope of this policy are more prevalent in active people and ageing

people. Hip problems are common in Athletes and older people that are more at risk of falls

resulting in trauma injuries. Source:http://www.nhs.uk/conditions/hip-pain-

adults/Pages/Introduction.aspx Previous BMI criteria is still undergoing discussion as this is

not part of current NICE guidance.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients. This assessment acknowledges that hip replacements are more

prevalent in older people aged 60-80 years. The impact of patients with hip problems can

result in severe joint pain and functional limitation. Once patients reach the threshold for

treatment, this policy will have a positive impact if they receive treatment. This policy will not

discriminate based on the patient being a certain age or within a particular age group.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: The policy is based on the following guidance: Royal College of Surgeons –Painful Hip

Commissioning Guide

https://www.rcseng.ac.uk/libraryandpublications/collegepublications/docs/painful-hip-guide/

NICE – Clinical Guidance 177: Osteoarthritis: care and management (2014) Weblink:

https://www.nice.org.uk/guidance/cg177 Local demographic profiling has been undertaken as

part of this equality impact assessment. This shows that the % of carers providing unpaid

care is significant – with every CCG within the Pan Merseyside group having above the

national rate of unpaid carers. (This varies from 10.8% Liverpool to 12.8% in St Helens

compared to the England rate of 10.3%) Carers may be negatively impacted by caring for

someone with a hip condition. Once the patient meets the threshold for treatment, the policy

may have a positive impact as the patient will then become eligible for treatment.

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

The majority of hip replacements are carried out on people between the ages of 60 and 80.

During 2016, within England and Wales, there are approximately 64,941 NHS and 35,899

Independent Providers performing procedures for Hip Replacement. The average age for hip

replacement is 67.2 years old for a male and 69.7 years old for a female. (source: National

Joint Registry) Older people are more likely to suffer from falls and trips. This could be

increased with hip problems and decreasing mobility. Age UK notes that Our patient

population today is older and fitter for longer than ever before. The number of people aged

65 and over is expected to rise by 65% (to almost 16.4 million) over the next 25 years. Older

people are more likely to experience loneliness and social isolation – which can be due to

lack of mobility, death of a partner, retirement resulting in decreased socialisation at work.

(Source:

http://www.ageuk.org.uk/documents/enb/forprofessionals/evidence_review_loneliness_and_i

solation.pdf?dtrk=true) Negative impacts: Hip problems can result in loss of mobility and

impact on the quality of life. Pain can be a contributory risk factor in depression.

(Source:http://www.webmd.com/depression/guide/depression-elderly#2-4) Local

demographic profiling shows population data based on age. Peer reviewed by the E &D Lead

across Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.
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Yes: Clinical advice sought alongside Equality and Inclusion advice. Legal advice is available

to the policy review group.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have discussed an equality statement being included in all the

policies or to have an over-riding equality statement as part of the policy review work. The

policy review group have been presented with a background equality paper outlining their

equality duty and give ‘due regard’ in accordance with the Brown Principles. The policy group

has given consideration of any changes on those with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Equality Impact and Risk Assessment report and Engagement reports will be available

to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been reviewed by clinicians and G.P's. No areas of risk identified due to

no change to the eligibility of the criteria to the policy.

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes: Patients experiencing hip problems are likely to come under the protected characteristic

of ‘Disability’. This will include people who have arthritis, use a wheelchair or walking aids

and whose condition constitutes a long term condition that affects their day to day life. This

group are potentially negatively affected by lose of independence due to hip problems.

Osteoarthritis was given as a documented reason in 93% cases of hip replacement and 89%

was the sole reason given. Source National Joint Registry 12th Annual Report 2015. National

data on hip replacements show that The average age for hip replacement is 67.2 years old

for a male and 69.7 years old for a female. Further data indicates the majority of the hip

primary procedures were carried out in women (males 40.3%: females 59.7%). (source:

National Joint Registry) In regards to the protected group of marriage and partnership: that

older people are more likely to be a widower or live on their own. The impact of hip problems

and reduced mobility could further limit independence and impact negatively on quality of life.

Partners may also be negatively affected by the condition of hip problems. The policy would

have negative impact until the patient reached the threshold for treatment. A negative aspect

of hip problems is that patients with poorer incomes and hip problems are more likely to

become socially isolated. This may be due to limited access to transport and travel

opportunities as people lose their independence through walking to access amenities. This

impact may be exacerbated (made worse) by living in rural areas where public transport links

may be poor.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.
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19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person requiring a Hip Replacement when following eligibility criteria

should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: the policy should not lead to unlawful discrimination as criteria for treatment is not based

on belonging to a protected characteristic.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to clinical guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: there is no change in criteria of the policy therefore the review should not interfere with a

person's right to participate in life. This assessment does acknowledge that conditions

relating to hip can impact of the mobility of patients.
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Comments
 

 

 

 

 

 

Assessment Comment

Recommendation: CCGs to make public aware that this policy has been reviewed with no

change to criteria. This assessment is now completed and there is potentially little risk of

negative impact from this review due to no change in criteria. Quality Checked 10/10/2017.

David Partington.

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Hyaluronic Acid and Derivatives Injections for Peripheral joint

pain

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

03/02/2017

Person Responsible

Harinder Kaur

Service

Policy for Hyaluronic Acid and Derivatives

Injections for Peripheral joint pain

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

This policy is about the commissioning eligibility for Hyaluronic Acid and Derivatives. Hyaluronic

acid injection is used to treat knee pain caused by osteoarthritis (OA) in patients who have

already been treated with pain relievers (e.g., acetaminophen) and other treatments that did not

work well. Hyaluronic acid is similar to a substance that occurs naturally in the joints. It works by

acting like a lubricant and shock absorber in the joints and helps the joints to work properly.This

medicine is to be administered only by or under the immediate supervision of your doctor. Source:

(http://www.mayoclinic.org/drugs-supplements/hyaluronic-acid-injection-route/description/drg-

20074557). This treatment is not recommended by NICE. This policy has been identified as low

clinical priority. The CCGs has a limited funding resource and therefore has to prioritise services

that are commissioned. The CCG currently gives greater priority to life threatening and chronic ill

health. The Policy Review Group are working to identify areas of impact through the changes they

make balanced with the need to align eligibility for treatments with best clinical evidence and

balancing health resources for the whole population. This policy is part of a suite of policies that

are being reviewed collaboratively across Cheshire and Merseyside CCG's. In comparison with

previous version, there is no change to this policy. The CCG's that are part of this review are:

NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment has been carried out by

Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This policy reviews previous policies for this treatement with proposed revised criteria for

adoption across CCG's in Merseyside.

2 Does this issue plan to reduce a service, activity or presence?

No: There is no change in the criteria of this policy. The CCG do not routinely commission

this treatment based on NICE guidelines.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce charges.

4 Does this issue plan to make a change to a commissioned service?

No: There is no change to the policy in regards to the commissioning of this treatment.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCGs. This review has not resulted in any change.

6 Does this issue plan to introduce a new service or activity?

No: the revised policy criteria has not changed from previous policy.

7 Is this primarily about improving access to, or delivery of a service?
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Equality Risk
 

No: The reviewed policy should not impact on current access or delivery of this service. This

policy is part of a Pan Merseyside policy review group. The work of the policy review group

should help to bring greater consistency in decision making for patients requesting

treatments of low clinical priority living in the Merseyside and Warrington area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy review should not have any negative impact on employees. Any staff making

decisions on patients requiring this treatment will need to be aware of any policy change. The

Policy Review group are engaging with G.P's as part of the engagement process. There is no

change in criteria within this reviewed policy therefore no impact on staff / employees.

9 Does this issue affect Service users?

No: There is no change in the policy therefore the review will not impact negatively on

patients. This treatment is not recommended treatment according to NICE guide lines.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: There should not be any negative impact of this policy review due to no changes being

made to it.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NiCE guide lines: https://www.nice.org.uk/donotdo/do-not-offer-intraarticular-

hyaluronan-injections-for-the-management-of-osteoarthritis

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: See above. Local demographic profiling has been produced to support the Equality

Impact Assessment process. This provides population data for each CCG. This document

has been shared with the Policy Review Group to provide contextual information on the local

population. This document is available upon request. Peer reviewed by the E &D Lead

across Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to engagement work with G.P's / clinicians in order to highlight any

additional issues / impacts that have not already been identified.

17
Do you have any supporting evidence?

If YES please list the documents.

No: There is no current additional information available at the time of undertaking this

assessment.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes: The policy group has undertaken review of this policy. This has involved engagement

with G.P’s, Service Providers and Clinicians. There is no change to the policy criteria. Based

on this, the policy group have ragged rated policies either red or green based on the level of

change. Policies ragged red are policies that contain significant change in terms of eligibility

criteria / access to the service. These policies have been identified for public engagement.

Policies ragged green are policies where there is no significant change in terms of eligibility

or access criteria compared to previous version. These green ragged policies are not

identified as a policy to go to engagement but will be made available for the public. This

policy has been ragged as green so therefore has no significant change in access or

eligibility criteria. Based on ‘no change’ the policy group has decided that this policy will not

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to commission this treatment will not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

Page: 5 © NHS Midlands and Lancashire Commissioning Support Unit 2016 24-Oct-17



24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance and RCS recommendations. Requests through the

Individual Funding Review process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. There is no foreseen negative impact of the policy review due to no changes

made to it. No current stage 2 recommended. Quality Checked 10/10/2017. David Partington

16/10/2017

Partington, David

Approval Comment

Updated comments added regarding engagement. Assessment now completed.

23/03/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Hysterectomy for Heavy Menstrual Bleeding

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

23/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Hysterectomy for Heavy Menstrual

Bleeding (HMB)

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Heavy periods, also called menorrhagia, (HMB) are when a woman loses an excessive amount of

blood during consecutive periods. Menorrhagia can occur by itself or in combination with other

symptoms, such as menstrual pain (dysmenorrhoea). Heavy bleeding does not necessarily mean

there is anything seriously wrong, but it can affect a woman physically, emotionally and socially,

and can cause disruption to everyday life. Hysterectomy is one of the most frequently performed

surgery on women, and can be performed vaginally as well as abdominally. Common indications

include menorrhagia, fibroids, endometriosis, uterine prolapse and cancer of uterus and cervix.

Hysterectomy is one of a number of NICE recommended treatments of heavy menstrual bleeding

(menorrhagia), but is associated with more complications compared to treatment with

progestogens. Therefore Hysterectomy is not routinely commissioned as a first-line treatment

solely for HMB. The NICE recommended treatments, including hysterectomy, are detailed below

and Women should be given the following information on potentially unwanted outcomes. This

policy is part of a suite of policies are being reviewed collaboratively across Merseyside CCG's.

The CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS

Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St

Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS

Southport and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning

Group This assessment has been carried out by Equality and Inclusion Business Partner at

MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This policy has been identified as low clinical priority. The CCGs have a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for

the whole population. This is a policy review on the surgical treatment for Heavy Menstrual

Bleeding. The review takes account of clinical advice, NICE guidance and will only be

commissioned on clinical need.

2 Does this issue plan to reduce a service, activity or presence?

No: the policy does not plan to reduce a service. The revised policy criteria has not changed

from previous version.

3 Does this issue plan to introduce or increase a charge for Service?

No: this is a policy review. The revised policy contains refreshed content for commissioning a

Hysterectomy. There is no change in criteria.

4 Does this issue plan to make a change to a commissioned service?

No: the only significant change within the policy is in the wording which provides clarification

that women can not request a hysterectomy based on the 'wish not have periods anymore'.

There must be clinical reasons and requirements met as described in the policy. This was

discussed in the policy group and was previously the case but felt that needed greater

clarification within the reviewed policy wording.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: this is a revised policy that has undergone a review by the Pan Merseyside and

Warrington policy review group. There is no significant variation in the eligibility criteria for

this treatment. There is greater clarification that women can not request a hysterectomy

based on the 'wish not have periods anymore'. There must be clinical reasons and

requirements met as described in the policy.

6 Does this issue plan to introduce a new service or activity?

No: there is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients that are clinically

suitable for a Hysterectomy living in Merseyside and Warrington area. There should be no

change to access to the service as there is no change to criteria / eligibility.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: The policy should not have any negative impacts on employees. Any staff making

decisions on patients requiring this treatment will need to be aware of any policy change and

the policy now provides greater clarity for women requesting this treatment for the 'wish to

stopping periods'. The Policy Review group are engaging with G.P's as part of the

engagement process.

9 Does this issue affect Service users?

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients that experience heavy periods. These will be (1) women of child

bearing age (2) women who have certain conditions such as Fibroids, Endometriosis,

Polycystic Ovary Syndrome, Pelvic Inflammatory disease, women on Warfarin. (this list is

non-inclusive). (3) Teenagers and women leading up to the menopause due to hormones.

The issue may also indirectly affect partners and carers as it can affect a woman physically,

emotionally and socially, and can cause disruption to everyday life.
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Equality Risk
 

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: Treatment eligibility is based on clinical suitability. Clinical evidence notes that heavy

bleeding in teenagers and women (relating to age as a protected characteristic) approaching

the menopause will usually subside over time. The policy is based on clinical suitability of the

patient in line with NICE guidance. This assessment acknowledges that people with differing

religious beliefs may have views around Hysterectomy as this will lead to a permanent

method of birth control. The assessment also acknowledges that hysterectomy for cases of

gender reassignment female to male would come under gender reassignment protocols for

those requesting hysterectomy as part of their gender reassignment process and therefore

not impacted by this policy. The reviewed policy should not impact on patients due to no

criteria changes made within it.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS: http://www.nhs.uk/conditions/Hysterectomy/Pages/Introduction.aspx NICE -

Clinical guideline: Heavy menstrual bleeding CG44 (2007). Weblink:

http://www.nice.org.uk/guidance/CG44 NHS Choices - Heavy periods (menorrhagia)

Weblink: http://www.nhs.uk/conditions/Periods-heavy/Pages/Introduction.aspx

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: see response to question 11. info on religion:

http://www.catholicdoors.com/faq/qu350.htm Local demographic profiling has been

completed providing population information at CCG level. This document has been shared

with the Policy Review Group to provide contextual information on the local population. This

document is available upon request. In relation to this policy it highlights (1) female

population data, (2) age breakdown. Local activity data from the CCG's for this treatment

shows: 2013/14: 1728 2014/15: 1118 2015/16: 994 Please note that this data covers

Hysterectomy and D&C treatments. There is no data for requests for women who 'wish to

stop periods.' Peer reviewed by the E &D Lead across Merseyside CCG's. Response paper

noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone review with clinicians. The policy group have access to legal

advice. The group have advice and guidance from Midlands and Lancashire CSU Equality

and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy will not exclude any

groups of patients based on protected characteristics but will assess each case by clinical

suitability.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: Clinical review has taken place on this policy. Due to no change in criteria, there is no

anticipated negative effects following the policy review.
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Human Rights Impact
 

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: see response to question 11 and 12. Discussion at Policy Review meeting held on

7/2/17 noted NICE guidance that hysterectomy can be done if a woman requests it. Clinical

advice noted that stopping menstruation was not a clinical reason to carry out the procedure.

It is available for heavy menstruation on clinical grounds but not just with the aim of ceasing

menstruation completely.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: Engagement work is planned on the review of the policies currently under review. This

work is planned for February 2017. This work will further inform this assessment. Update:

23/3/17: engagement work has been carried out G.P's and clinicians. The policy group has

undertaken review of changes within the revised policy. This has involved engagement with

G.P’s, Service Providers and Clinicians. Based on this, the policy group have ragged rated

policies either red or green based on the level of change. Policies ragged red are policies

that contain significant change in terms of eligibility criteria / access to the service. These

policies have been identified for public engagement. Policies ragged green are policies

where there is no significant change in terms of eligibility or access criteria compared to

previous version. These green ragged policies are not identified as a policy to go to

engagement but will be made available for the public. This policy has been ragged as green

so therefore has no significant change in access or eligibility criteria. Based on ‘no change’

the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person who suffers from heavy menstrual bleeding when following

eligibility criteria should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.
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21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. No significant changes made within the policy reviewed. Recommendation:

Revised policy to be made available to the public highlighting that no changes made to criteria.

Quality Checked 10/10/2017. David Partington.

24/10/2017

MULLOY, JENNIFER

Approval Comment

This policy does not contain any significant variation so therefore will not be subject to

engagement. Stage 1 complete and no stage 2 required.

30/03/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Knee Replacement Surgery

Midlands and Lancashire CSU

Current Status

Stage 1 Suspended

Review Date

30/03/2017

Person Responsible

Harinder Kaur

Service

Policy for Knee Replacement Surgery

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Knee replacement surgery (arthroplasty) involves replacing a damaged, worn or diseased knee

with an artificial joint. It's a routine operation for knee pain most commonly caused by arthritis.

More than 70,000 knee replacements are carried out in England and Wales each year, and the

number is rising. Most people who have a total knee replacement are over 65 years old. There

are two main types of surgery, depending on the condition of the knee: •total knee replacement

(TKR) – both sides of your knee joint are replaced •partial (half) knee replacement (PKR) – only

one side of your joint is replaced in a smaller operation with a shorter hospital stay and recovery

period This policy is part of a suite of policies are being reviewed collaboratively across and

Merseyside CCG's. This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. The CCG's that are part of this review are: NHS Halton Clinical Commissioning

Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning

Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning

Group NHS Southport and Formby Clinical Commissioning Group NHS Warrington Clinical

Commissioning Group This assessment has been carried out by Equality and Inclusion Business

Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The policy for Knee Replacement surgery is being reviewed. The revised policy contains

proposed criteria for Knee Replacement surgery for adoption across CCG's in Merseyside

and Warrington areas.

2 Does this issue plan to reduce a service, activity or presence?

No: there is no direct intention to reduce activity of Knee Replacement surgery through this

reviewed policy. A knee replacement is major surgery, so is normally only recommended if

other treatments, such as physiotherapy or steroid injections, haven't helped reduce pain or

improve mobility. You may be offered knee replacement surgery if:  You have severe pain,

swelling and stiffness in your knee joint and your mobility is reduced  your knee pain is so

severe that it interferes with your quality of life and sleep  everyday tasks, such as shopping

or getting out of the bath, are difficult or impossible  you cannot work or have a normal social

life Referral for joint replacement surgery should be considered for people with osteoarthritis

who experience all of the following joint symptoms;  Pain  Stiffness  Reduced function

(source: Revised Policy)

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: There is no change in the commissioned service - the policy has undertaken a review of

the criteria for the knee replacement surgery.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside and Warrington CCG's. The policy has undertaken a review. There is no change

to the criteria from the previous policy.

6 Does this issue plan to introduce a new service or activity?

No: The policy does not plan to introduce a new service or activity. This is an existing policy

which is under review.

7 Is this primarily about improving access to, or delivery of a service?

No. There should not be any impact on access to the service as the criteria is not changing.

The policy review should result in greater consistency across the pan Merseyside CCG's and

Warrington CCG.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This revised policies should not affect employees negatively. There is no change in

criteria. Any staff making decisions on patients requiring this treatment will need to be aware

of any revised policy wording. The Policy Review group are engaging with G.P's as part of

the engagement process.

9 Does this issue affect Service users?

No: There are no changes to the criteria and therefore this review will not impact on this

cohort of patients with knee problems. This assessment acknowledges that knee problems is

more prevalent in people with Osteoarthritis and other conditions such as: rheumatoid

arthritis, haemophilia, gout and knee injury.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

No: There are no changes to the criteria and therefore this review will not impact on this

cohort of patients. The assessment recognises that this cohort seeking treatment may fall

into the following protected groups: 1. Disability as people with knee conditions will fall into

long term conditions and have mobility issues. 2. Older people as most Knee Replacement

surgery is on this group. The impact of knee conditions causing pain and reduced mobility

can have a detrimental impact on patients through loss of independence, dealing with pain

and difficulties in day to day activities. Positive impacts from current policy: Once a patient

meets the threshold for treatment, they will be treated and therefore addressing issues of

pain and improving functionality. This should have a positive impact on their quality of life.

National data from the National Joint Registry shows a total of 57% of primary knee

replacement. The policy will have a positive impact once the threshold for treatment is

reached. Although this assessment does not specifically identify any impact on carers /

partners/ people in marriage or civil partnership, the assessment does recognise that older

people are more likely to be a widower or live on their own. The impact of Knee problems

and reduced mobility could further limit independence and impact negatively on quality of life.

In terms of people living in poverty, patients with knee problems that do not respond

effectively to non-surgical treatments is that patients with poorer incomes are more likely to

become socially isolated. This may be due to limited access to transport as people lose their

independence through difficulty in walking to access amenities. This impact may be

exacerbated (made worse) by living in rural areas where transport links may be poor.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: There is some general information: such as NICE guidance CG77 for Osteoarthritis:

care and management. National data shows that the majority of Knee Replacements are

performed on older people. 57% of replacements will be female. Of the 871,472 (period

1/4/2003 to 31/12/2015) primary knee replacements, osteoarthritis was the sole stated

indication for surgery in 96% of cases. Age is a risk factor in developing osteoarthritis.

National data from the National Joint Registry shows the median age for a patient undergoing

primary cemented total knee replacement surgery was 70 years and was 64 years for

unicondylar replacement. Older people are more likely to suffer from falls and trips. This

could be increased with knee problems and decreasing mobility. Age UK notes that Our

patient population today is older and fitter for longer than ever before. The number of people

aged 65 and over is expected to rise by 65% (to almost 16.4 million) over the next 25 years.

Older people are more likely to experience loneliness and social isolation – which can be due

to lack of mobility, death of a partner, retirement resulting in decreased socialisation at work.

Of the 871,472 (period 1/4/2003 to 31/12/2015) primary knee replacements, osteoarthritis

was the sole stated indication for surgery in 96% of cases. Patients experiencing Knee

problems such as knee osteoarthritis are likely to come under the protected characteristic of

‘Disability’. This will include people who have knee osteoarthritis, use a wheelchair or walking

aids and whose condition constitutes a long term condition that affects their day to day life.

This group are potentially negatively affected by lose of independence due to experiencing a

period pain and mobility problems – in cases where non-surgical treatments have been

unsuccessful. Local demographic profiling has been undertaken as part of this equality

impact assessment. This shows that the % of carers providing unpaid care is significant –

with every CCG

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: Local activity data on Patient Specific Unicompartmental Knee Replacement across the

7 CCG's show: 2013/14: 80 2014/15: 89 2015/16: 74 NICE – Clinical Guidance 177:

Osteoarthritis: care and management (2014) Weblink:

https://www.nice.org.uk/guidance/cg177 Royal College of Surgeons - Commissioning Guide

for Painful Osteoarthritis of the Knee (2013) NHS Choices – Knee replacement Weblink:

http://www.nhs.uk/conditions/Kneereplacement/Pages/Kneereplac ementexplained.aspx

Source: http://www.ageuk.org.uk/documents/en-

b/forprofessionals/evidence_review_loneliness_and_isolation.pdf?dtrk=true) Source:

http://www.njrcentre.org.uk/njrcentre/Portals/0/Documents/England/

Reports/13th%20Annual%20Report/07950%20NJR%20Annual%20Report%202016%20ONL

INE%20REPORT.pdf Peer reviewed by the E &D Lead across Merseyside CCG's. Response

paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

The policy has been subject to clinical review by the IFR panel. Further engagement work is

planned which will include G.P engagement. Equality advice and involvement within the

policy review group is embedded. Negative impacts from knee problems can result in loss of

mobility and impact on the quality of life. Pain can be a contributory risk factor in depression.

(Source: http://www.webmd.com/depression/guide/depression-elderly#2-4)

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy review group have

discussed an equality statement being included in all the policies or to have an over-riding

equality statement as part of the policy review work. The policy review group have been

presented with a background equality paper outlining their equality duty and give ‘due regard’

in accordance with the Brown Principles.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes: The policy group have met to discuss aspects of this policy such as criteria in previous

policies in relation to BMI. Discussion within the policy review group has raised inconsistency

with NICE criteria for treatment and previous policy criteria regarding BMI. The policy group

decided not to change previous criteria but noted that BMI (not on its own) should not be a

barrier to treatment – this is in line with NICE guidance.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Previous minutes from the Policy Review group document discussion around the policy.

(Meeting held on 7/2/17) Regardless of belonging to a protected characteristic or not,

assessments will be consistent. The pathway for care and referral for a Knee Replacement

will be through the Musculoskeletal Clinical Assessment Centre (MCAS).

18
Have you/will you engage with affected staff and users on these

proposals?

The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?
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No: Refusal to treat a person when following the policy should not result in the death of a

person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

However this assessment does acknowledge that conditions affecting mobility can impact on

the independence of a person and being able to participate with community life. (link to article

8)

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics. Previous policy from 2014/15 included criteria of BMI

which could be seen as discriminatory. Within the NICE guidance, section 1.6.5 states:

Patient-specific factors (including age, sex, smoking, obesity and comorbidities) should not

be barriers to referral for joint surgery.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.
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26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked clinical guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: also see response to question 22.
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Comments
 

 

 

 

 

 

Assessment Comment

There is a previous criterion based on BMI that has been discussed by the policy group. There

is no NICE criteria for BMI in relation to accessing treatment. Section 1.6.5 from CG177 states:

Patient specific factors (including age, sex, smoking, obesity and comorbidities) should not be

barriers to referral for joint surgery. As there is no change to the criteria, there should not be any

impact on patient access. Stage 1 completed. Due to no significant change in criteria no Stage 2

required.

24/10/2017

Partington, David

Approval Comment

As there is no significant change to the criteria within this review, no stage 2 assessment

required. No impact from the review of this policy on patient access / employees due to no

change in criteria. Stage 1 completed. Quality Checked 10/10/2017. David Partington.

24/10/2017

Partington, David

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Labiaplasty / Vaginoplasty / Hymenorrhaphy

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

24/04/2017

Person Responsible

Harinder Kaur

Service

Policy for Labiaplasty, Vaginoplasty and

Hymenorrhaphy

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Labiaplasty, Vaginoplasty and Hymenorrhaphy are not routinely commissioned as they are seen

as cosmetic treatments. Labiaplasty is a surgical procedure to reduce the size of the labia Minoria

or repair it. Vaginoplasty is a repair / correction of the vaginal canal. Hymenorrhaphy is hymen

reconstruction surgery. This policy has been identified as low clinical priority. The CCGs has a

limited funding resource and therefore has to prioritise services that are commissioned. CCGs

currently gives greater priority to life threatening and chronic ill health. The Policy Review Group

are working to identify areas of impact through the changes they make, balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. This policy has undergone a review. The CCG's that are part of this review are:

NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment has been carried out by

Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. The CCG's do not currently routinely commission this treatment for cosmetic reasons.

This policy has undergone review with no change to criteria.

2 Does this issue plan to reduce a service, activity or presence?

No: The revised policy should not impact on the service or activity levels for this service.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service. The CCG will commission this

service in certain circumstances. Patients wishing to have this treatment for cosmetic

reasons can seek treatment privately.

4 Does this issue plan to make a change to a commissioned service?

No. CCG's will still fund this treatment but only through Individual Funding Requests based

on clinical evaluation - not on cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy is part of a Merseyside CCGs and Warrington CCG Policy Review. In the

past each CCG followed individual policies. This policy will align CCG's policies within

Merseyside and the Warrington area and therefore the policy will be consistently applied for

patients. There is no significant change in the criteria that will affect accessibility. The revised

policy now cites additional criteria for circumstances relating to (1) severe functional

problems due to trauma or Female genital mutilation (FME) (2) Congential defects or

significant developmental abnormalities, (3) Where repair of the vaginal canal is required due

to severe functional problems after trauma or FGM .

Page: 2 © NHS Midlands and Lancashire Commissioning Support Unit 2016 24-Oct-17



6 Does this issue plan to introduce a new service or activity?

No: this is a revised policy.

7 Is this primarily about improving access to, or delivery of a service?

No: The proposed policy should not result in an improvement in the access to this service,

however the collaboration of CCG's following the policy should result in greater consistency

in decision-making across Merseyside and Warrington for patients. There should not be any

impact on the access to this treatment due to no significant change within the revised policy.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

No: the reviewed policy should not affect service users as there is nochange in the policy

criteria. The issues relating to these treatments directly affects females. The issues for

eligibility may relate to safeguarding issues. People undergoing gender reassignment from

male to female should not be affected by this policy as they may undergo treatment for

vaginoplasty under core gender dysphoria procedures - governed by the Gender

Reassignment Protocol and Guidelines 2013/14.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the criteria for treatment should not impact negatively on women with functional problems

or trauma. These women may include trauma from giving birth. These fall under the

protected group of Pregnancy and Maternity. People undergoing gender reassignment would

come under the scope of core treatment under Gender Reassignment Protocol and

Guidelines 2013/14.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/labiaplasty.aspx

Female genital mutilation (FGM) which is usually carried out on young girls between infancy

and the age of 15, most commonly before puberty starts. It is illegal in the UK and is child

abuse. http://www.nhs.uk/Conditions/female-genital-mutilation/Pages/Introduction.aspx

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Activity data for this treatment for the CCG's: 2013/14: 33 2014/15: 30 2015/16: 20 Peer

reviewed by the E &D Lead across Merseyside CCG's. Response paper noting comments

shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on patients

in line with groups with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes: the working group have discussed the reviewed policy which clarified issues of trauma

and FGM.

17
Do you have any supporting evidence?

If YES please list the documents.

See responses to question 11 and 12.

18
Have you/will you engage with affected staff and users on these

proposals?

The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. Refusal to carry out treatments for cosmetic reasons should not result in the death of a

person

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?
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No. The proposed policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life.

23 Will the policy/decision result in unlawful discrimination?

No. The proposed policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. Assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

There should be no impact upon equality or human rights as each case will be assessed on

individual merit via the Individual Funding Request (IFR) application process. No stage 2

required due to no impact on protected groups. Quality Checked 11/10/2017. David Partington.

24/10/2017

MULLOY, JENNIFER

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Liposuction

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

24/04/2017

Person Responsible

Harinder Kaur

Service

Liposuction

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Liposuction (also known as liposculpture) is a surgical procedure performed to improve body

shape by removing unwanted fat from areas of the body such as abdomen, hips, thighs, calves,

ankles, upper arms, chin, neck and back. Liposuction is sometimes done as an adjunct to other

surgical procedures, such as cancer procedures. Liposuction is not routinely commissioned. This

is because purely removal of unwanted fat from the above areas is deemed to be cosmetic. This

means the CCG will only fund the treatment if an Individual Funding Request (IFR) application

proves exceptional clinical need and that is supported by the CCG. This policy has been identified

as low clinical priority. The CCGs has a limited funding resource and therefore has to prioritise

services that are commissioned. CCGs currently gives greater priority to life threatening and

chronic ill health. The Policy Review Group are working to identify areas of impact through the

changes they make, balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. This assessment is based on

the reviewed policy for this treatment. The above position regarding commissioning remains the

same. This policy is part of a suite of policies are being reviewed collaboratively across

Merseyside CCG's. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment is authored by Equality and Inclusion

team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. The CCG's do not currently routinely commission this treatment for cosmetic reasons.

This is a reviewed policy for Liposuction.

2 Does this issue plan to reduce a service, activity or presence?

No: Due to no significant change in the eligibility for this treatment, there should not be any

impact on the activity of this treatment.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service. For patients wishing to pursue this

treatment for cosmetic reasons, they could seek treatment privately.

4 Does this issue plan to make a change to a commissioned service?

No: the revised policy does not change any of the previous criteria for eligibility for treatment.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy is part of a Merseyside Policy Review. In the past each CCG followed

individual policies. This policy will align CCG's policies within Merseyside and the Warrington

area and therefore the policy will be consistently applied for patients in this area. The

reviewed policy does not contain any changes to the criteria however Additional information

in the current criteria has been removed for clarity. The previous format of this criteria was

misleading as it implied this was a criteria based policy. However the overall position remains

the same. In addition, reference to Non-core procedure Interim Gender Dysphoria Protocol

&Service Guidelines 2013/14 have been removed for additional clarity.
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6 Does this issue plan to introduce a new service or activity?

This is a reviewed policy for Liposuction.

7 Is this primarily about improving access to, or delivery of a service?

No: The proposed policy should not result in an improvement in the access to this service,

however the collaboration of CCG's following the policy should result in greater consistency

in decision-making across Merseyside and Warrington.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

No: the revised policy should not affect service users as their is no change to the criteria for

treatment. This assessment acknowledges that patients may request treatment based on the

desire to achieve a more aesthetically appealing look. This may have a psychological impact

on a person. For patients seeking treatment for non cosmetic reasons they would be able to

seek funding through the Individual Funding Request Panel. (IFR), For patients undergoing

gender reassignment - this treatment does not fall under core treatment for gender

reassignment.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

No: The revised policy has removed Gender Dysphoria Protocols which previously were not

part of the criteria for treatment in the previous policy. People under gender reassignment

would not be eligible for this treatment on if the request was on the grounds of cosmetic

reasons. This was the previous position. Patients can seek funding through IFR for cases of

exceptionality. For patients that present with problems due to Chronic lymphoedema (due to

problem with lymph glands) NICE guidance notes treatment for liposuction. A patient with

Chronic Lymphoedema may fall into the protected characteristic of 'disability'. This

assessment to clarify if this issue would fall under criteria for an application under IFR.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Choices website: providing general information on the procedure for Liposuction.

http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/liposuction.aspx Information

for Commissioners of Plastic Surgery Services: Modernisation Agency - NHS notes

information: Liposuction may be useful for contouring areas of localised fat atrophy or

pathological hypertrophy (e.g. Multiple lipomatosis, lipodystrophies). Liposuction is

sometimes an adjunct to other surgical procedures. It will not be commissioned simply to

correct the distribution of fat. Source:

http://northwestcsu.nhs.uk/BrickwallResource/GetResource/159f6308-bee1-413a-8da1-

8098b0495cf6

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Guidance on condition chronic lymphoedema : source: Interventional procedures

guidance [IPG251] Published date: February 2008 - currently under review 2017. Activity

data on this treatment across the CCG's shows: 2013/14: 62 2014/15: 47 2015/16:39 This

indicates a significant decrease in the number of these treatments being carried out over the

past 3 years. Peer reviewed by the E &D Lead across Merseyside CCG's. Response paper

noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.
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Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team. Additional advice sought from

Lancashire LGBT on advice regarding people undergoing gender reassignment and

liposuction as a way to achieve a more feminine look for male to to female transition.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on people in

line with groups with protected characteristics. This assessment will be further shared and

discussed with the policy group. Clarification was sought with the policy group regarding

patients with Chronic Lymphoedema which would potentially come through as an Individual

Funding Request .

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes.See response to question 14 regarding exceptional cases through Individual Funding

Request Panel.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

The policy group has undertaken review of changes within the revised policy. This has

involved engagement with GP’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ the policy group has decided that this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. Refusal to carry out treatments for Liposuction should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. The proposed policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life.

23 Will the policy/decision result in unlawful discrimination?

No. The proposed policy should not result in unlawful discrimination.

Page: 6 © NHS Midlands and Lancashire Commissioning Support Unit 2016 24-Oct-17



24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. Assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. There should be no impact upon equality or human rights as each case will

be assessed on individual merit via the Individual Funding Request (IFR) application process. A

patient with Chronic Lymphoedema may fall into the protected characteristic of 'disability'. This

assessment to clarify if this issue would fall under criteria for an application under IFR. QC

11/10/2017 DP

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
*DRAFT EIA* Pan Merseyside Policies: Policy for Cosmetic Surgery - Mastopexy - Breast Lift

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

13/04/2017

Person Responsible

Harinder Kaur

Service

Policy for Mastopexy - Breast Lift

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Mastopexy refers to the surgical correction of breasts that sag or droop. This can occur as part of

the natural aging process, or pregnancy, lactation and substantial weight loss. Droopiness of the

breast is a common legacy of motherhood, nursing and the force of gravity taking their toll, and

the effect of pregnancy and a distension of the breasts with milk causes the fibrous bands which

support the breasts in their youthful shape to break down and the skin to stretch. With the

subsequent shrinking the unsupported breasts settle into the stretched skin and gravity pulls them

down. Putting on weight and then losing it can have the same effect. So too does the ageing

process, which is why women dislike the appearance of their droopy breasts. (source: The British

Association of Aesthetic Plastic Surgeons) This policy has been identified as low clinical priority.

The CCGs has a limited funding resource and therefore has to prioritise services that are

commissioned. CCGs currently gives greater priority to life threatening and chronic ill health. This

policy is part of a suite of policies are being reviewed collaboratively across Merseyside CCGs

and Warrington CCG. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment is authored by Equality and Inclusion

Business Partner at MLCSU. This stage 1 assessment is a scoping exercise to examine impact.

This criteria for this policy has not changed therefore the review should not have any impact on

patient access.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

Patients requesting this treatment could apply for CCG funding through the Individual

Funding Request Panel process.

2 Does this issue plan to reduce a service, activity or presence?

No: the policy review has not resulted in any significant change in criteria. This treatment is

not routinely commissioned.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: the revised policy has not resulted in any changes for this surgical treatment.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. There is no

change to the criteria for this treatment. A reference to Gender Dysphoria Protocol guidance

has been removed but this previous inclusion served no purpose as it was not part of the

criteria.

6 Does this issue plan to introduce a new service or activity?
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No: there is no plan to introduce a new service. This assessment is based on a policy review.

7 Is this primarily about improving access to, or delivery of a service?

No: As there is no change in criteria there should not be an impact on access to this

treatment. The review process (as a whole) should however, help bring greater consistency

in decision making for patients requesting this treatment living in Merseyside and Warrington

CCG area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of the updated policy wording. The

Policy Review group have engaged with a clinical forum group as part of the review work.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: the issue of Mastopexy mainly affects women who may request this treatment. The

revised changes of removing gender dysphoria protocol guidance should not negatively

impact them as the previous policy did not commission this treatment as a non-core gender

dysphoria treatment. This assessment acknowledges that people seeking this treatment on

grounds of cosmetic reasons may feel the look of their breasts impacts negatively on their

confidence and emotional well-being. The introduction to the policies of low clinical value

2015/16 contains a statement relating to Core Clinical Eligibility. This section contains a

statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. This change in the policy statement may potentially

impact children under the age of 16 for certain treatments under policies of low clinical value.

Due to the nature of this particular policy and condition, this change in the policy statement

should not impact adversely on the access for treatment for children under the age 16. Due

to the nature of this particular policy and potential requests for treatment, this change in the

policy statement may impact the access to treatment for children under the age 16.

Previously, this age group would be able to be eligible is their condition caused them

psychological distress. All age groups will now follow the same eligibility criteria for this

treatment. It is not envisaged that this change will impact on children due to the issue of

Droopiness of the breast is a common legacy of age, pregnancy and breastfeeding.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the policy review has not resulted in any significant change in criteria. Policy Group that

patients that have had breast cancer will be treated for breast reconstruction under Cancer

pathways of care.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Choices website: http://www.nhs.uk/Conditions/cosmetic-treatments-

guide/Pages/cosmetic-surgery-overview.aspx The British Association of Aesthetic Plastic

Surgeons: http://baaps.org.uk/procedures/breast-uplift
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12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Activity data from the CCG's for this treatment show: 2013/14: 62 2014/15: 60 2015/16:

59 These numbers are significant considering that this is a restricted treatment. Individual

Funding Request panel data for breast uplift shows very low numbers: 2013/14: 1 request of

which 1 not approved. 2014/15: 1 request of which 1 not approved. Peer reviewed by the E

&D Lead across Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. As there are no changes to criteria,

there should not be any negative impact following this reviewed policy. This assessment will

be further shared and discussed with the policy group. Communication work will inform the

public that there is no change to the criteria within this policy.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: There should not be any negative impact as there is no change in the criteria following

the review.

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes: see above for information on this treatment.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy has undergone review by the policy group and virtual clinical forum group.

The Communication work will involve publicising that there is no change to the criteria for this

treatment.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: this reviewed policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?
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No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has taken account that there is no impact from the policy review as there is no

change in the criteria. No stage 2 required. QC 24/10/2017 David Partington

24/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Private Mental Health Care

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

27/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Private Mental Health Care

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Private Mental Health Care is not routinely commissioned because most mental health conditions

can be managed in the community with input from Community Mental Health teams. NHS

England Specialist Commissioning provides NHS specialist services for various conditions

including Post Traumatic Stress Disorder, eating disorders and severe Obessive Compulsive

Disorder. There is also a specialist NHS Mental Health service provided for affective disorders.

Affective disorders are a set of psychiatric diseases, also called mood disorders. The main types

of affective disorders are depression, bipolar disorder, and anxiety disorder. (Source:

www.healthline.com/health/affective-disorders This policy has been identified as low clinical

priority. The CCGs has a limited funding resource and therefore has to prioritise services that are

commissioned. CCGs currently gives greater priority to life threatening and chronic ill health. The

Policy Review Group are working to identify areas of impact through the changes they make

balanced with the need to align eligibility for treatments with best clinical evidence and balancing

health resources for the whole population. The CCG's that are part of this review are: NHS Halton

Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool

Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton

Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This service is currently not commissioned from Private Providers as the service is

available through Community Mental Health Teams, NHS England Specialist Commissioning

and a specialist NHS Mental Health service provided for affective disorders.

2 Does this issue plan to reduce a service, activity or presence?

No: the policy remains the same as previous.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to introduce a charge for the service. The policy notes that the Individual

Funding Request (IFR) will assess applications based on exceptionality.

4 Does this issue plan to make a change to a commissioned service?

No: There is no plan to change this service. This is a policy review.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCGs and Warrington CCG. There is no change from the previous version.

6 Does this issue plan to introduce a new service or activity?

No: The reviewed policy does not plan to introduce new service or activity.

7 Is this primarily about improving access to, or delivery of a service?
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Equality Risk
 

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients living in

Merseyside and Warrington area. Cases will also be assessed through Individual Funding

Requests based on exceptionality.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. There should not be any impact on employees as the policy is not changing its criteria.

9 Does this issue affect Service users?

No. People presenting to health services with mental health conditions will be able to access

care and treatment from Community Mental Health teams, Specialist providers for various

conditions including PTSD, eating disorders and severe OCD, and a specialist NHS MH

service provided for affective disorders. The policy is relevant to people with mental health

disorders which are within the protected characteristic of 'Disability'.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: there is no foreseen negative impact on any groups with protected characteristics as

there is no change to this policy. People with mental health conditions will be treated by NHS

providers that are currently delivering these services. There may be some cases where NHS

care is inappropriate or unavailable - these will be dealt with by IFR process.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: The policy has been reviewed by clinicians. General intelligence notes that historically

this policy was created in 2013 due to CCGs work with a large number of private Mental

Health Service providers. The working Group agreed that this is more of a contractual

agreement issue rather than a required policy.
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12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: See above. Activity data for the policy group shows the following: 2013/14: 0 2014/15:

1038 of which 930 were Southport and Formby CCG 2015/16: 5 Data on Individual Funding

Requests through panel show no requests. Peer reviewed by the E &D Lead across

Merseyside CCG's. Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy will not exclude any

groups of patients based on protected characteristics. The revised policy should not have

any impact on people with mental health problems as there is no change from the current

policy.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to engagement work with G.P's and Patient groups. This may

highlight additional issues / impacts that have not already been identified.

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes - requested further information on IFR data. No requests made for 2014/16 and very few

commissioned treatments (5) in 2015/16.

18
Have you/will you engage with affected staff and users on these

proposals?

Engagement work with the Virtual Clinical Forum. The policy group has undertaken review of

changes within the revised policy. This has involved engagement with G.P’s, Service

Providers and Clinicians. Based on this, the policy group have ragged rated policies either

red or green based on the level of change. Policies ragged red are policies that contain

significant change in terms of eligibility criteria / access to the service. These policies have

been identified for public engagement. Policies ragged green are policies where there is no

significant change in terms of eligibility or access criteria compared to previous version.

These green ragged policies are not identified as a policy to go to engagement but will be

made available for the public. This policy has been ragged as green so therefore has no

significant change in access or eligibility criteria. Based on ‘no change’ this policy will not

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the policy should not lead to degrading or inhuman treatment.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?
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No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. Discussion at Policy Review Meeting (7/2/17) noted that the group no longer

saw that need for this policy as all current requests for mental health services would go through

NHS providers. No stage 2 currently required. Quality Checked 10/10/2017. David Partington

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Surgical Correction of Nipple Inversion

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

18/04/2017

Person Responsible

Harinder Kaur

Service

Surgical Correction of Nipple Inversion

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

This policy is relating to Nipple inversion surgery for cosmetic reasons only. Inverted nipples may

occur as a result of an underlying breast malignancy and it is essential that this be excluded. This

policy explicitly relates to correction of inverted nipples for cosmetic reasons. This policy has been

identified as low clinical priority. The CCGs has a limited funding resource and therefore has to

prioritise services that are commissioned. CCGs currently gives greater priority to life threatening

and chronic ill health. The Policy Review Group are working to identify areas of impact through

the changes they make, balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. The CCG's that are part of this

review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning

Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning

Group NHS South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical

Commissioning Group NHS Warrington Clinical Commissioning Group This assessment has

been carried out by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: this is a policy review on the surgical treatment for Nipple Inversion.

2 Does this issue plan to reduce a service, activity or presence?

No: the policy does not plan to reduce a service. This policy is a restricted policy and does

not commission this service based on cosmetic reasons. There is no significant change in the

criteria. The policy wording now removes Gender Dysphoria protocols. This removal does not

impact on potential access to this treatment compared to the previous policy version.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: There is no plan to make a change to the commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this is a revised policy that has undergone a review by the Pan Merseyside policy

review group. The revised policy has also removed a statement on the CCG following

Gender Dysphoria protocols - which did not have any previous bearing on the criteria.

6 Does this issue plan to introduce a new service or activity?

No: there is no plan to introduce a new service or activity.
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7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside policy review group. Due to no significant change

in eligibility (this is a restricted policy) there should be no change in the service. This

assessment however recognises that the policy review should help bring greater consistency

in decision making for patients that live in Merseyside and Warrington areas. There is no

significant change within this policy review.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: Due to no significant change in the policy there will be no significant impact on staff. This

assessment recognises Any staff making decisions on patients requiring this treatment will

need to be aware of any policy change. The Policy Review group are engaging with G.P's as

part of the engagement process.

9 Does this issue affect Service users?

No: The changes contained in the reviewed policy should not affect service users as this

policy was not previously commissioned for cosmetic reasons. In regards to a change in

Individual Funding Request introduction paragraphs, there may be potential issue for females

under the age of 16 where they previously were able to access this treatment on grounds of

psychological distress. Data on activity of this treatment suggests that this would be very low

and clinical advice would suggest that this treatment would be inappropriate for patients aged

16 and under.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: there is no change in the commissioning of this policy - based on cosmetic reasons. The

removal of Gender Dysphoria Protocols should not impact people undergoing gender

reassignment as this treatment does not fall under gender dysphoria treatments. This

treatment would not have been previously commissioned on grounds of cosmetic reasons.

Where surgery / treatment is for non cosmetic reasons such as malignancy, the patient will

follow a different care pathway.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Information on nipple inversion treatment - page 6 - Health Commission Wales. 2008

Commissioning Criteria – Plastic Surgery. Procedures of Low Clinical Priority/ Procedures

not usually available on the National Health Service - Nipple Inversion Nipple inversion may

occur as a result of an underlying breast malignancy and it is essential that this possibility be

excluded. Surgical correction of nipple inversion should only be available for functional

reasons in a post-pubertal woman and if the inversion has not been corrected by correct use

of a non-invasive suction device. Rationale: Idiopathic nipple inversion can often (but not

always) be corrected by the application of sustained suction. Commercially available devices

may be obtained from major chemists or online without prescription for use at home by the

patient. Greatest success is seen if it is used correctly for up to three months. Information on

girls development and inverted nipples and info on inverted nipples not affecting ability to

breastfeed: (info via NICE) http://www.fpa.org.uk/sites/default/files/4girls-female-body-

growing-up-puberty.pdf

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Local data from the CCG's activity for this treatment shows very low activity: 2013/14: 6

2014/15: 6 2015/16: 6 Individual Funding Requests show no IRF for years 2013/14 and

2014/15 and only 1 request for 2015/16 of which was not approved. Peer reviewed by the E

&D Lead across Merseyside - no issues.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone review with clinicians. The policy group have access to legal

advice. The group have access to advice and guidance from Midlands and Lancashire CSU

Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy will not exclude any

groups of patients based on protected characteristics but will assess each case by clinical

suitability for requests made through Individual Funding Request applications.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been subject to engagement work with G.P's .

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Policy discussed at Policy review group - dated 29/03/2017.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ this policy will not undergo public engagement.
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19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with inverted nipples that are not eligible for treatment under

this policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

Inverted nipples does not affect the ability of a mother to breastfeed.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment. Requests through the Individual Funding Review process will assess cases by

exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. No stage 2 currently recommended. Quality Checked 11/10/2017. David

Partington

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Surgical Treatment for Pigeon Chest - Pectus Anomaly

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

18/04/2017

Person Responsible

Harinder Kaur

Service

Surgical Treatment for Pigeon Chest - Pectus

Anomaly

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Pectus anomaly describes a deformity with the sternum (breastbone). The condition is the most

common congenital wall deformity. There are two main types of anomaly: Pectus excavatum (also

known as “funnel chest”/”sunken chest”) in which the sternum is sunken inwards and the chest

looks hollow Pectus carinatum (also known as “pigeon chest”) in which the sternum is raised and

the chest pushed out. There may sometimes be a depression (dip) on one side and a protrusion

(bulge) on the other. There is also a rare third type of anomaly called pectus arcuatum. This is

where there is a ridge high across the upper part of the sternum and so the rest of the chest falls

away to a flatter shape. Pectus anomalies occur in around four people in every 1,000 and are

more common in men. Anomalies vary from mild to very marked. Certain conditions are

associated with pectus anomaly, such as: •scoliosis – where the spine curves and becomes

deformed •Marfan’s syndrome – an inherited disorder of the connective tissue •Poland’s

syndrome – a rare inherited condition which involves the absence or underdevelopment of the

chest muscles on one side of the body A pectus anomaly is often seen at birth but usually

becomes more obvious during early adolescence when growth is rapid. Once growth is complete

the anomaly remains the same. This policy is part of a suite of policies are being reviewed

collaboratively across Cheshire and Merseyside CCG's. The CCG's that are part of this review

are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group

NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment is authored by Equality

and Inclusion Business Partner at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: this is a policy review on the treatment for Pigeon Chest. This policy review has resulted

in no significant change in the policy. This policy has been identified as low clinical priority.

The CCGs has a limited funding resource and therefore has to prioritise services that are

commissioned. CCGs currently gives greater priority to life threatening and chronic ill health.

The Policy Review Group are working to identify areas of impact through the changes they

make, balanced with the need to align eligibility for treatments with best clinical evidence and

balancing health resources for the whole population.

2 Does this issue plan to reduce a service, activity or presence?

No: this is a policy review on the treatment for Pigeon Chest. The review should not result in

a reduction in activity as the policy is remaining a restricted policy.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: There is no plan to make a change to the commissioned service. There is no significant

change as a result of the reviewed policy.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this is a revised policy that has undergone a review by the Pan Merseyside policy

review group. There is no change in the eligibility criteria for this treatment.

6 Does this issue plan to introduce a new service or activity?
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Equality Risk

No: there is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No: the reviewed policy should not impact the quality or delivery of the service. However the

assessment recognises that the revised policy should help bring greater consistency in

decision making for patients that live in Merseyside and Warrington areas. There is no

significant change within this policy review.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: Due to no significant change in the policy there will be no significant impact on staff. This

assessment recognises Any staff making decisions on patients requiring this treatment will

need to be aware of any policy change. The Policy Review group are engaging with G.P's as

part of the engagement process.

9 Does this issue affect Service users?

No: the reviewed policy contains no significant changes that affect this patient group -

therefore there should not be any patient impact from this reviewed policy. This assessment

acknowledges that the condition of pigeon chest affects 4 in 1000 people. The issue is mainly

cosmetic. For patients that have physical problems with heart and lung function will be

treated by other pathways. This policy is regarding treatment based on cosmetic reasons.

Research suggests that some patients with pigeon chest could affect self - esteem and

confidence to be seen unclothed - such as swimming.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: there is no significant change in the policy therefore the reviewed policy should not have

any impact of protected groups. This assessment does acknowledge that the condition can

have psychological impact for some patients. (source: http://www.pectus.org/livingwith.htm)
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11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NICE information is available on: nice.org.uk/guidance/IPG310

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: http://www.pectus.org/livingwith.htm This website provides information on living with this

condition. Peer reviewed by the E &D Lead across Merseyside CCG's. Response paper

noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone review with clinicians. The policy group have access to legal

advice. The group have access to advice and guidance from Midlands and Lancashire CSU

Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been subject to engagement work with G.P's .

17
Do you have any supporting evidence?

If YES please list the documents.
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Human Rights Impact
 

Yes: see responses to question 11 and 12.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ this policy will not undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with Pigeon Chest condition for cosmetic reasons that are

not eligible for treatment under this policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.
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23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination. Cases of exceptionality will be able to

be assessed through applications to the Individual Funding Request Panel.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment. Requests through the Individual Funding Review process will assess cases by

exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life. This assessment

acknowledges that for some people with this condition will impact on their confidence to do

certain activities such as swimming.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. No stage 2 currently recommended. Quality Checked 11/10/2017. David

Partington.

16/10/2017

Partington, David

Approval Comment

No comment saved

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Tonsillectomy for recurrent Tonsillitis (excluding peri-tonsillar

abscess) Adults and Children

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

10/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Tonsillectomy for recurrent Tonsillitis

(excluding peri-tonsillar abscess) Adults and

Children

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Tonsillitis is inflammation of the tonsils. It's usually caused by a viral infection or a bacterial

infection. This is a common type of infection in children, although it can sometimes affect adults.

The symptoms of tonsillitis include: • sore throat that can feel worse when swallowing • high

temperature (fever) over 38C (100.4F) • coughing • headache This policy has been identified as

low clinical priority. The CCGs has a limited funding resource and therefore has to prioritise

services that are commissioned. CCGs currently gives greater priority to life threatening and

chronic ill health. The Policy Review Group are working to identify areas of impact through the

changes they make balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. This is a policy review - being

undertaken by Policy Development Project Working Group for adoption in CCG's across

Merseyside and Warrington. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This is a review of an existing policy for Tonsillectomy.

2 Does this issue plan to reduce a service, activity or presence?

No: There is no change in criteria from the previous adopted policies however the revised

policy now includes clinicians providing evidence of episodes of sore throat. The policy

inclusion of episodes of 7,5 and 3 is based on recommendations of the Royal College of

Surgeons (RCS) and SIGN guidance.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is currently no plan to introduce or increase a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. This is a review of an existing policy.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This a review of the policy for CCG funding of Tonsillectomy. The review includes

revised criteria for eligibility for CCG funding. This criteria does not differ but has been

clarified: Tonsillectomy for recurrent tonsillitis or its complications (e.g. quinsy). Each episode

of tonsillitis should be documented in the patient’s medical records and characterised by at

least one of the following: •Aural temperature of at least 38.3°C •Tender anterior cervical

lymph nodes •Tonsillar exudates •Positive culture of group A beta haemolytic streptococci

•Tonsillar enlargement giving rise to symptoms of upper airways obstruction The CCG will

fund this treatment if the patient meets one or more of the following criteria: • 7 or more

documented clinically significant, adequately treated episodes in the preceding year; OR • 5

or more documented episodes in each of the preceding two years OR • 3 or more

documented episodes in each of the preceding three years. AND • If symptoms are disabling

and prevent normal functioning The policy notes a small proportion of patients with specific

clinical conditions or syndromes, who require tonsillectomy as part of their on-going

management strategy, and who will not necessarily meet the SIGN guidance below (e.g.

those presenting with psoriasis, nephritis, Periodic fever, aphthous stomatitis, pharyngitis and

adenitis (PFAPA) syndrome. Children or adults with sleep disordered breathing/apnoea

confirmed with sleep studies undergo procedure in line with recognised management of

these conditions.

6 Does this issue plan to introduce a new service or activity?

No: This is a review of a current policy.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for the treatment for recurrent

Tonsillitis for patients living in the Merseyside and Warrington area. There is no significant

change in previous eligibility criteria / access to service.

8
Does this affect Employees or levels of training for those who will be

delivering the service?
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Equality Risk
 

No: The revised policy should not have any negative impact on staff but they may benefit

from revised wording which provides greater clarification within the criteria. Any staff making

decisions regarding patients with Tonsillitis should be made aware of any revisions to current

policies. There is no significant change in previous eligibility criteria / access to service.

9 Does this issue affect Service users?

No: There are no significant changes to the criteria and therefore this review will not impact

on this cohort of patients. There should be greater consistency with decision making across

the area as this policy will align the criteria for patients living in Merseyside and Warrington.

National data indicates that this treatment is given for a higher proportion of younger people

and children compared to adults. There should be no impact on patients from the revisions

on this policy due to there being no significant change in previous eligibility criteria / access

to service.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: evidence shows that there are more children treated for tonsillectomy compared to

adults. No age group will be negatively impacted as the decision to treat is based on clinical

criteria including number of episodes.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: ENT UK / RCS commissioning guide 2013 states that in 2012, 31,000 Tonsillectomies

were performed of which 13,000 were adults and 18,000 children. Costs of this for England is

£51 million. Other information gained by NHS Choices website. Demographic profiling has

been carried out as part of this process using JSNA and Census data sets.

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: The revised policy has been based on information based on commissioning guide by

Royal College of Surgeons. NHS Conditions website notes that Quinsy is a serious condition

that can occur as a complication of tonsillitis. This condition is more common in teenagers

and young adults. The NHS web pages notes that Tonsillitis is a common condition in

children, teenagers and young adults

(http://www.nhs.uk/conditions/tonsillitis/Pages/Introduction.aspx) Local CCG activity data

shows: 2013/14: 1019 2014/15: 1052 2015/16: 1049 Local Individual Funding Request Panel

data shows: 2013/14: 19 requests of which 14 were approved, 5 not approved. 2014/15: 39

requests of which 22 were approved, 17 not approved. 2015/16: 23 requests of which 5 were

approved, 18 not approved. Peer reviewed by the E &D Lead across Merseyside CCG's.

Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical advice through the Individual Funding Request

Panel. Equality advice has been sought from Equality and Inclusion team at MLCSU.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy development group have considered the potential impact of this policy on

staff and patients in line with people with protected characteristics.The policy does not

exclude any groups based on protected characteristics. The revised policy includes evidence

of episodes of sore throat and this also includes visits to Out of Hours G.P and Walk in

Centres. This is a positive inclusion within the policy as some groups of people may not

always present to their G.P practice if they feel unwell. These people may include working

people or people that live in rural areas and can not travel to their G.P. Discussion held within

policy review meeting (28/3/17) regarding equitable criteria within the policy across age.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes: The policy has been subject to engagement work to be carried out with G.P's and

Providers.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Evidence has been seen through NHS Choices website, RCS and NICE evidence

search.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The Midlands and Lancashire CSU in partnership with Merseyside and Warrington

CCG's has engaged with clinicians. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians. Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. Policies ragged green are policies where there is no significant change

in terms of eligibility or access criteria compared to previous version. These green ragged

policies are not identified as a policy to go to engagement but will be made available for the

public. This policy has been ragged as green so therefore has no significant change in

access or eligibility criteria. Based on ‘no change’ this policy will not undergo public

engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: The policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: The policy should not lead to degrading or inhuman treatment.
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21 Will the policy/decision limit a person's liberty?

No: The policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: The policy should not limit a person's liberty.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should not result in unlawful discrimination. The policy does not exclude any

groups of people based on their characteristics. The policy eligibility is based on clinical

decision making.

24 Will the policy/decision limit a person's right to security?

No: The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: The policy provides criteria for eligibility for CCG funding for Tonsillectomy.

27 Will the policy/decision interfere with a person's right to participate in life?

No: The policy should not interfere with a persons right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered how this policy will potentially impact groups with protected

characteristics. This assessment was discussed at the policy group meeting dated 7/02/2017 in

which issue of patients presenting with a temperature was discussed as patients may not

always present with a temperature. Due to no significant change - stage 1 approved. No stage 2

required. Equality issues documented within stage 1 assessment. No stage 2 currently required.

QC 24/11/2017 David Partington

24/10/2017

Partington, David

Approval Comment

No significant change in eligibility relating to this policy. EIA stage 1 approved. No stage 2

required.

16/10/2017

Partington, David

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Varicose Veins Interventional Treatments

Midlands and Lancashire CSU

Current Status

Stage 1 Draft

Review Date

14/02/2017

Person Responsible

Harinder Kaur

Service

Policy for Varicose Veins Interventional

Treatments e.g. endothermal ablation, foam

sclerotherapy and surgery

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Varicose veins are swollen and enlarged veins – usually blue or dark purple – that usually occur

on the legs. They may also be lumpy, bulging or twisted in appearance. Other symptoms include:

•aching, heavy and uncomfortable legs •swollen feet and ankles •muscle cramp in your legs •dry

skin and colour changes in the lower leg This policy is part of a suite of policies are being

reviewed collaboratively across Cheshire and Merseyside CCG's. This policy has been identified

as low clinical priority. The CCGs has a limited funding resource and therefore has to prioritise

services that are commissioned. CCGs currently gives greater priority to life threatening and

chronic ill health. The Policy Review Group are working to identify areas of impact through the

changes they make balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. The CCG's that are part of this

review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning

Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning

Group NHS South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical

Commissioning Group NHS Warrington Clinical Commissioning Group This assessment is

authored by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy. This review

has not resulted in any criteria change.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: this is a policy review on the treatment for Varicose Veins. The review takes account of

clinical advice, NICE guidance and will only be commissioned on clinical need.

2 Does this issue plan to reduce a service, activity or presence?

No: the policy does not plan to reduce a service. This policy is currently a restricted policy

and treatment is only commissioned in certain circumstances where varicose veins have

become problematic. There is no significant change in the criteria / access to service within

this review.

3 Does this issue plan to introduce or increase a charge for Service?

There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

There is no plan to make a change to the commissioned service.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this is a revised policy that has undergone a review by the Pan Merseyside policy

review group. There is no change in the criteria.

6 Does this issue plan to introduce a new service or activity?

No: there is no plan to introduce a new service or activity.
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7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients that live in

Merseyside and Warrington areas. There is no change in the criteria for this policy review.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: There is no anticipated negative impacts expected on employees. This assessment

recognises Any staff making decisions on patients requiring this treatment will need to be

aware of any policy wording change. The Policy Review group have engaged with clinicians

as part of review process.

9 Does this issue affect Service users?

No: The policy review on this policy should not affect patients as there are no changes to the

criteria. This assessment does acknowledge that Varicose Veins are a common condition

affecting up to 3 in 10 adults. Women are more likely to develop Varicose Veins. The

chances of developing varicose veins are increased with the following: Pregnancy, being

overweight and old age. Source:

http://www.nhs.uk/Conditions/Varicoseveins/Pages/Whatarevaricoseveins.aspx NICE

equality impact assessment document highlights Pregnant women identified as a special

group for consideration. NICE recommended not carrying out treatment during pregnancy

other than in exceptional circumstances and consider compression hosiery.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: People with varicose veins do not fall under a protected characteristic of disability -

unless their condition becomes disabling. In this case, patients would be able to seek

treatment. The policy does not exclude treatment based on age or pregnancy status. For

most people, varicose veins don't present a serious health problem. They may have an

unpleasant appearance, but should not affect circulation or cause long-term health problems.

Most varicose veins don't require any treatment. This policy does not provide treatment for

varicose veins on cosmetic grounds.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

NICE guidance relating to equality impact assessment and NHS Choices webpages on

Varicose Veins. Sources: http://www.nhs.uk/Conditions/Varicose-

veins/Pages/Whatarevaricoseveins.aspx

https://www.nice.org.uk/guidance/cg168/documents/varicose-veins-equality-impact-

assessment-form2

https://www.nice.org.uk/guidance/cg168?unlid=52530840120161029142241

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Local activity data for this treatment shows across the CCG's: 2013/14: 381 2014/15: 410

2015/16: 376 Local data from Individual Funding Request Panel for Varicose Vein treatments

shows: 2013/14: 56 request of which 14 were approved and 42 were not approved 2014/15:

147 requests of which 21 were approved and 126 were not approved. 2015/16: 135 requests

of which 10 was approved and 125 were not approved. In support of Equality Impact

Assessment work, local demographic profiling has been carried out on CCG areas. This

document has been shared with the Policy Review group to provide contextual population

information on the area. Peer reviewed by the E &D Lead across Merseyside CCG's.

Response paper noting comments shared with CCG's.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone review with clinicians. The policy group have access to legal

advice. The group have access to advice and guidance from Midlands and Lancashire CSU

Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. The policy will not exclude any

groups of patients based on protected characteristics but will assess each case by clinical

suitability. NHS England requires clear evidence that the demand for this treatment needs to

be balanced with clear evidence of cost effectiveness before NHS resources are invested in

the treatment. Discussion held in the policy review group meeting (28/2/2017) regarding

equitable criteria within the policy across age.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy has been subject to engagement work with G.P's .

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: NHS Choices NHS England - https://www.england.nhs.uk/commissioning/wp-

content/uploads/sites/12/2013/11/N-SC011.pdf

18
Have you/will you engage with affected staff and users on these

proposals?

The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians. Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. Policies ragged

green are policies where there is no significant change in terms of eligibility or access criteria

compared to previous version. These green ragged policies are not identified as a policy to

go to engagement but will be made available for the public. This policy has been ragged as

green so therefore has no significant change in access or eligibility criteria. Based on ‘no

change’ this policy will not undergo public engagement.
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Human Rights Impact
 

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with varicose veins that are not eligible for treatment under

this policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics and now includes adults.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.
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26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment. Requests through the Individual Funding Review process will assess cases by

exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. No stage 2 currently recommended. Quality Checked 10/10/2017. David

Partington.

24/10/2017

MULLOY, JENNIFER

Approval Comment

Stage 1 approved.

29/03/2017

MULLOY, JENNIFER

Stage 2 Comment

No comment saved

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Haemorrhoidectomy - Rectal Surgery &Removal of

Haemorrhoidal Skin Tags

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

23/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Haemorrhoidectomy - Rectal Surgery

&Removal of Haemorrhoidal Skin Tags

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Symptoms range from temporary and mild, to persistent and painful. In many cases, piles are

small and symptoms settle down without treatment. Surgical Haemorrhoidectomy can be used for

third or fourth degree haemorrhoids. A Haemorrhoidectomy is an operation to cut away the

haemorrhoid(s) is an option to treat grade 3 or 4 piles, or for piles not successfully treated by

banding or other methods. It is usually carried out under general anaesthetic, which means you

will be asleep during the procedure and won't feel any pain while it is carried out. Internal

haemorrhoids are classified by their degree of prolapse, which helps determine management:

•Grade One: No prolapse •Grade Two: Prolapse that goes back in on its own •Grade Three:

Prolapse that must be pushed back in by the patient •Grade Four: Prolapse that cannot be

pushed back in by the patient (often very painful) A conventional haemorrhoidectomy involves

gently opening the anus so the haemorrhoids can be cut out. You will need to take a week or so

off work to recover. After having a haemorrhoidectomy, there is around a 1 in 20 chance of the

haemorrhoids returning, which is lower than with non-surgical treatments. Adopting or continuing

a high-fibre diet after surgery is recommended to reduce this risk. This policy is part of a suite of

policies are being reviewed collaboratively. The CCG's that are part of this review are: NHS

Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment is authored by Equality

and Inclusion Business Partner at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The policy notes that this treatment will be available with revised eligibility criteria. This

policy has been identified as low clinical priority. The CCGs has a limited funding resource

and therefore has to prioritise services that are commissioned. The CCG currently gives

greater priority to life threatening and chronic ill health. The Policy Review Group are working

to identify areas of impact through the changes they make balanced with the need to align

eligibility for treatments with best clinical evidence and balancing health resources for the

whole population.

2 Does this issue plan to reduce a service, activity or presence?

Yes: the revised criteria of removing Haemorrhoidectomy for grades 1 or 2 may potientially

result in a reduction of activity for this treatment. This has been justified within the policy due

to Haemorrhoids can often be treated by simple measures such as eating more fibre or

drinking more fluid or using standard topical measures. If these measures are unsuccessful,

then haemorrhoids can usually be treated in a clinic setting providing local treatments

including Rubber Band Ligation or Injecting the Haemorrhoids.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: the service will continue to be commissioned however eligibility criteria will differ.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This is a policy review of an existing policy on Haemorrhoidectomy. Revised criteria

includes: In general, the treatment options vary by haemorrhoid severity or grade. a)

Haemorrhoidectomy for grades 1 or 2 is not routinely commissioned. This is because

Haemorrhoids can often be treated by simple measures such as eating more fibre or drinking

more fluid. If these measures are unsuccessful, then haemorrhoids can usually be treated in

a clinic setting providing local treatments including Rubber Band Ligation or Injecting the

Haemorrhoids. This means the CCG will only fund the treatment if an Individual Funding

Request (IFR) application proves exceptional clinical need and that is supported by the CCG.

b) Haemorrhoidectomy for grades 3 or 4 will be funded if the patient meets one or more of

the following criteria. •Recurrent grade 3 or grade 4 combined internal/external haemorrhoids

with persistent pain or bleeding OR •Irreducible and large external haemorrhoids This is

because Excisional Haemorrhoidectomy is more effective than rubber band ligation in the

long term and is the treatment of choice for recurrent grade 2 and grade 3/4 haemorrhoids.

This means (for patients who DO NOT meet the specified criteria) that the CCG will only fund

the treatment if an Individual Funding Request (IFR) application proves exceptional clinical

need and that is supported by the CCG. The introduction to the policies of low clinical value

2015/16 contains a statement relating to Core Clinical Eligibility. This section contains a

statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. Rationale within the policy group discussed equity of

the revised eligibility criteria across all age groups.

6 Does this issue plan to introduce a new service or activity?

No: this service already exists.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Cheshire and Merseyside policy review group. The revised

policy should help bring greater consistency in decision making for patients requiring

treatment for haemorrhoids living in Cheshire and Merseyside. The revised criteria could

potentially impact on activity numbers.

8
Does this affect Employees or levels of training for those who will be

delivering the service?
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Equality Risk
 

No: The changes to this policy should not have any negative impact on employees. However,

any staff making decisions on patients requiring this treatment will need to be aware of any

policy change. The Policy Review group are engaging with G.P's as part of the engagement

process.

9 Does this issue affect Service users?

Yes: This revised policy will affect patients that require this treatment. The changes have

been based on clinical evidence of clinical effectiveness. People that are more at risk of

developing haemorrhoids are: (1) Obese / overweight people. (2) Age - older people, (3)

Pregnant women, (4) workers in certain occupations that lift heavy objects.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Potential: the changes in criteria will potentially impact on those that were previously eligible

for this treatment. The policy includes alternatives to treatment based on clinical evidence.

This includes: for grade 1 and 2 where behaviour measures (diet / drinking) and local

treatments including Rubber Band Ligation or Injecting the Haemorrhoids have failed - these

cases for grades 1 and 2 will be dealt with through exceptionality Individual Funding

Requests. Grades 3 or 4 will be funded upon meeting clinical criteria. The policy will not limit

treatment based on age and disability. The treatment may not be suitable for women in

pregnancy due to risk to unborn baby. This group are currently not excluded by the policy

and may be addressed by the doctor at referral stage. Weight factor is currently not a criteria

for treatment. Impacts from the change will be better understood from engagement work.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes:

https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjE3

8jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-

%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Frectal-bleeding-

commissioning-

guide_published.pdf&usg=AFQjCNHvuMtfU_xZj02y09eVW6acOpaywA&bvm=bv.139782543

,d.d24 Royal College of Surgeons – haemorrhoidectomy pre-operation guide Weblink:

http://www.rcseng.ac.uk/members/resources/pre-op-

leaflets/Colorectal/Haemorrhoidectomy.pdf/view NHS Choices - Piles (haemorrhoids)

Weblink: http://www.nhs.uk/conditions/Haemorrhoids/Pages/What-is-it-page.aspx

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: see information contained in question 11. Local activity data from the CCG's show:

2013/14:460 2014/15: 455 2015/16: 435 Local data on Individual Funding Requests panel

shows: 2016/17 4 requests of which 2 were approved and 2 were not approved.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: Clinical advice sought through the project group, Legal advice available and Equality

and Inclusion advice sought from Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. Impacts on protected groups will be

better understood with engagement work.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes: The policy is subject to engagement work with G.P's and Patient groups. This may

highlight additional issues / impacts that have not already been identified.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: see information contained in response to question 11.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: Engagement work is planned on the review of the policies currently under review. This

work is planned for January / February 2017. This work will further inform this assessment.

Update comment : 23/03/17: The policy group has undertaken review of changes within the

revised policy. This has involved engagement with G.P’s, Service Providers and Clinicians

Based on this, the policy group have ragged rated policies either red or green based on the

level of change. Policies ragged red are policies that contain significant change in terms of

eligibility criteria / access to the service. These policies have been identified for public

engagement. This policy has been ragged as red so therefore has significant change in

terms of access or eligibility criteria compared to previous versions. This policy will undergo

public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with haemorrhoids when following eligibility criteria should

not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?
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No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy should lead to unlawful discrimination as it does not exclude any groups

based on protected characteristics.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment. Requests through the Individual Funding Review process will assess cases by

exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Haemorrhoidectomy Stage 2 v1 27112017 QA.pdf (964217 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that engagement work is carried out to further

inform policy makers on potential impacts. This pre-engagement assessment is now ready for

engagement. This assessment will be updated when additional information becomes available.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA complete.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policies: Haemorrhoidectomy - Rectal Surgery 
and Removal of Haemorrhoidal Skin Tags 

23/11/2017 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 

mailto:equality.inclusion@nhs.net


 

3 

 

EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Date of commencing the assessment:  06/09/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 

General public  x  
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Staff    x 

Partner organisations (GPs, Providers) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Haemorrhoidectomy - Rectal Surgery & Removal of Haemorrhoidal 
Skin Tags 
 
This is the surgical removal of haemorrhoids - also known as ‘piles’, which are swollen 
blood vessels in and around the anus (bottom).   
 
Symptoms range from temporary and mild, to persistent and painful. In many cases, 
piles are small and symptoms settle down without treatment. Surgical  
haemorrhoidectomy can be used for third or fourth degree haemorrhoids. A 
Haemorrhoidectomy is an operation to cut away the haemorrhoid(s) is an option to treat 
grade 3 or 4 piles, or for piles not successfully treated by banding or other methods. It is 
usually carried out under general anaesthetic, which means you will be asleep during 
the procedure and won't feel any pain while it is carried out. Internal haemorrhoids are 
classified by their degree of prolapse, which helps determine management: 
 
Grade One: No prolapse  
Grade Two: Prolapse that goes back in on its own  
Grade Three: Prolapse that must be pushed back in by the patient  
Grade Four: Prolapse that cannot be pushed back in by the patient (often very painful)  

  

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The current policy:  

Surgery is funded for all grades of haemorrhoids. Funding for surgery on grade one 
and two haemorrhoids will only be offered if the following treatments have been tried 
and failed:  
• Constipation treatment  
• Haemorrhoid creams  
• Stool softeners and laxatives  
• Rubber band ligation – a procedure where the haemorrhoid is tied off at its base 
with rubber bands cutting off its blood flow  
• Injections  
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• Infra-red treatment.  
 
Removal of skin tags is not funded.  

 
 

The revised policy contains the proposed changes:  

 
 
Funding would not be offered for surgery on grade 1 and 2 haemorrhoids. Funding 
would only be offered for surgery on grade 3 and 4 haemorrhoids if the patient met 
certain criteria. Removal of skin tags would not be funded (no change).  

 
 
 For patients who DO NOT meet the specified criteria, the Clinical Commissioning 
Group would only fund the treatment if an Individual Funding Request (IFR) 
application proved exceptional clinical need and that view was supported by the 
CCG.  

 
 
Information about Haemorrhoids:  
A conventional haemorrhoidectomy involves gently opening the anus so the haemorrhoids 
can be cut out. You will need to take a week or so off work to recover. After having a 
haemorrhoidectomy, there is around a 1 in 20 chance of the haemorrhoids returning, which 
is lower than with non-surgical treatments. Adopting or continuing a high-fibre diet after 
surgery is recommended to reduce this risk. 
 
Haemorrhoids can often be treated by simple measures such as eating more fibre or 
drinking more fluid or using standard topical measures. If these measures are 
unsuccessful, then haemorrhoids can usually be treated in a clinic setting providing local 
treatments including Rubber Band Ligation or Injecting the Haemorrhoids. 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
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8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
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• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 
for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  
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• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  

This assessment has referred to a range of documents including: 

1. https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahU
KEwjE38jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcs
eng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-
research%2Fnscc%2Frectal-bleedingcommissioningguide_ 
published.pdf&usg=AFQjCNHvuMtfU_xZj02y09eVW6acOpaywA&bvm=bv.1397825
43,d.d24 
  

2. Royal College of Surgeons – haemorrhoidectomy pre-operation guide Weblink: 
http://www.rcseng.ac.uk/members/resources/pre-opleaflets/ 
Colorectal/Haemorrhoidectomy.pdf/view  
 

3. NHS Choices - Piles (haemorrhoids) 
Weblink: http://www.nhs.uk/conditions/Haemorrhoids/Pages/What-is-it-page.aspx 
 

4. NICE guidance: https://www.evidence.nhs.uk/Search?q=hemorrhoids+treatment  
 

https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjE38jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Frectal-bleedingcommissioningguide_
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjE38jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Frectal-bleedingcommissioningguide_
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjE38jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Frectal-bleedingcommissioningguide_
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwjE38jg8cvQAhUHM8AKHSPHAGcQFggaMAA&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Fstandards-and-research%2Fnscc%2Frectal-bleedingcommissioningguide_
http://www.rcseng.ac.uk/members/resources/pre-opleaflets/
http://www.nhs.uk/conditions/Haemorrhoids/Pages/What-is-it-page.aspx
https://www.evidence.nhs.uk/Search?q=hemorrhoids+treatment
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Data across the CCG’s for tis treatment shows moderate activity: 
 
2013/14:460 
2014/15: 455 
2015/16: 435 
 
For patients seeking funding through the Individual Funding Request panel shows: 
   
2016/17 4 requests of which 2 were approved and 2 were not approved.  The reasons for 
approval / non approval are not known.  
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  This stage 2 now brings together information from Stage 1 together with 
evidence from engagement work.   
 
 
Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
provided  as part of the Stage 1 EIRA process, and this was taken into account during the 
Stage 2 process.  This feedback during the scoping identified concerns that IFR for grade 1 
and 2 should be considered if alternate methods not working ( e.g. diet etc).  There needs 
to be monitoring mechanisms linked to protected characteristics.  The revised policy criteria 
may have a greater negative effect on people with learning disabilities which may also 
include obese people with learning difficulties - in which case dietary advice may go 
unheeded or not applied if carer is resistant to change, and no relevant PSED information. 
These issues are noted within this assessment and been shared with the policy group.  
 
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  
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1. Ethnic background:  

 

The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one told us 
they were in a civil partnership 
 
For this policy, 45 people gave a response to the review of this policy.  From these 86.67% had 
not received the treatment.  17.77% knew someone who had received the treatment or had 
received the treatment themselves.   
 
68.89% of people agreed/strongly agreed with the revised criteria. 
 
24.44% of people disagreed/strongly disagreed with the revised criteria. 
 
6.67% of people didn’t agree nor disagree with the revised criteria. 
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Equality issues raised by the engagement survey: 
 

• People with psychological issues could be impacted.   
• Possible impact on patient’s quality of life if procedures are removed/not available 

 
 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 

x  Equality of opportunity has 
been considered as part of 
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people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   
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The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See above section for 
summary of engagement 
work. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3 Impact of changes to the policy criteria 

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  
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Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 X 
Possible 

 Age – older age is a risk factor 
in people developing 
Haemorrhoids.  
 
The condition could affect 
younger people – such as 
women in pregnancy and 
working age people in certain 
occupations – lifting 
occupations are at higher risk 
of developing this condition.  
 
The negative impact of 
patients no longer being able 
to receive surgical treatment 
for stage 1 or 2 will be treated 
by other interventions such as 
diet, drinking and topical 
measures. 
 
The changes have been based 
on clinical evidence of clinical 
effectiveness through the 
clinical forum.  

Disability 

 

  x  
There is limited information 
regarding if certain long term 
conditions are a risk factor for 
developing haemorrhoids.  
 
Weight factor is currently not a 
criteria for treatment. Obesity 
per se is not a condition 
constituting as a disability.  
 
There may be some issues 
with people with learning 
disabilities being able to 
understand information given 
to manage their condition 
using non-surgical 
interventions. The researching 
for this assessment found no 
link to higher prevalence and 
learning disabilities. Providers 
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are contracted under schedule 
13 of the NHS contract to 
provide information to patients 
in Accessible Information 
formats to meet 
communication needs of all 
patients.  

Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group.  

No issues raised relating to 
this group from the 
engagement work.     

Gender Reassignment 

 

  x The revised criteria should not 
have any impact on this group.  

No issues raised relating to 
this group from the 
engagement work.     

Sex (Gender)   x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

There may be a link to higher 
risk of men in heavy lifting 
occupations.  

There is a link to higher risk of 
developing haemorrhoids in  
pregnant women.  

There is no data to support if 
there is a difference in 
requests for this treatment 
disaggregated by sex.  

No issues raised relating to 
this group from the 
engagement work.    

Race    x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

There is no data available that 
some ethnic groups are more 
likely to be impacted by this 
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policy.  

No issues raised relating to 
this group from the 
engagement work.    

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

It is unlikely that this policy will 
impact people within differing 
religions / beliefs.   

No issues raised relating to 
this group from the 
engagement work.    

Pregnancy and 
Maternity 

 X 
possible 

 Pregnant women are at higher 
risk of developing 
haemorrhoids.  

The treatment may not be 
suitable for women in 
pregnancy due to risk to 
unborn baby. This group are 
currently not excluded by the 
policy and may be addressed 
by the doctor at referral stage. 
 

Marriage and Civil 
Partnership 

  x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Carers   x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Deprived 
Communities 

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised relating to 
this group from the 
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engagement work.    

 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

 

Certain occupations 

  

 

 

 

Possible 

x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

 

Workers in certain occupations 
that lift heavy objects are at 
higher risk of developing 
haemorrhoids. The negative 
impact of patients no longer 
being able to receive surgical 
treatment for stage 1 or 2 will 
be treated by other 
interventions such as diet, 
drinking and topical measures. 
The changes have been based 
on clinical evidence of clinical 
effectiveness through the 
clinical virtual forum. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 
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Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Challenge from 
change to 
criteria for 
surgical 
treatment for 
stage 1 and 2.  

Policy group considered 
clinical effectiveness and 
these patients will have 
option to have non-
surgical treatments / 
advice around lifestyle and 
topical medications.  

Policy group Policy Group TBA 

There needs to 
be monitoring  
mechanisms 
linked to 
protected 
characteristics. 

Consider establishing 
monitoring mechanisms to 
ensure that any policy 
revision can be monitored 
for possible adverse 
impact, especially in 
context of learning 
disabled people.    

IFR panel  IFR panel TBA 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
 

 

2 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 
Original score of 4 reduced to 2 following feedback from consultation and 
engagement process.   

 
 
 
 
 



 

19 

 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team: 23/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

 

Jennifer Mulloy  27/11/2017 

Date signed off by CCG / CSU Committee:  TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  

 



 

22 

 

Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Surgical Treatments for Hair Loss - Alopecia

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

27/03/2017

Person Responsible

Harinder Kaur

Service

Policy for Surgical Treatments for Hair Loss -

Alopecia

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Alopecia areata causes patches of baldness about the size of a large coin. They usually appear

on the scalp but can occur anywhere. It can occur at any age, but mostly affects teenagers and

young adults (ages 15-29). It affects one or two people in every 1,000 in the UK. In most cases of

alopecia areata, hair grows back in a few months. At first, hair may grow back fine and white, but

over time should thicken and regain normal colour. Some people go on to develop a more severe

form of hair loss, such asAlopecia totalis (no scalp hair) or Alopecia universalis (no hair on scalp

or body) Alopecia areata is caused by a problem with the immune system. It’s more common

among people with other autoimmune conditions, such as an overactive thyroid, diabetes or

Down’s syndrome. This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make, balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. This policy is part of a suite of policies are being reviewed collaboratively

across Merseyside CCGs and Warrinton CCG. The CCG's that are part of this review are: NHS

Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment is authored by Equality

and Inclusion team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for

the whole population. The CCGs do not currently routinely commission this treatment for

cosmetic reasons. The revised policy provides refreshed eligibility for treatment. This policy is

separate from policy on Hair Transplantation which is a procedure to move hair from one

unaffected area to another resulting from scarring from injury or burns.

2 Does this issue plan to reduce a service, activity or presence?

Yes: Potentially, there may be a reduction in activity due to changes in eligibility criteria. The

revised policy will not routinely commission this treatment. Previous criteria included criteria

of previous surgery or result of trauma. Patients will only receive this treatment on the NHS if

requested and approved through the Individual Funding Request Panel if the application

proves exceptional clinical need and that is supported by the CCG.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service. The policy retains information on

non surgical options such as wigs and prescribed medication.

4 Does this issue plan to make a change to a commissioned service?

No. CCG's will still fund this treatment but only through Individual Funding Requests based

on clinical evaluation - not on cosmetic grounds.The current cost is £67.75 for an acrylic wig

with 2 allowed per year. There is no charge for chemotherapy patients.
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5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes. This policy is part of a Merseyside and Warrington Policy Review. In the past each CCG

followed individual policies. This policy will align CCG's policies within Merseyside and the

Warrington area and therefore the policy will be consistently applied for patients wanting

treatments to surgically treat hair loss in Merseyside and Warrington area. The policy review

working group noted the policy to include treatments for: •Treatment for Alopecia •Hair

transplantation •Hair intralace system •Treatments for Male Pattern Baldness Are all not

routinely commissioned but that this excludes access to wigs.

6 Does this issue plan to introduce a new service or activity?

No. This is a proposed change to an existing policy for Treatments to Correct Hair Loss.

7 Is this primarily about improving access to, or delivery of a service?

No: The proposed policy should not result in an improvement in the access to this service,

however the collaboration of CCG's following the policy should result in greater consistency

in decision-making across Merseyside and Warrington for patients wanting treatments to

correct hair loss. There may be an impact on the access (seeing a reduction in activity) to

this treatment due to revisions within the revised policy.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact negatively on employees, however any staff making

decisions on patients requiring this treatment will need to be aware of any policy change. The

Policy Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?
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Equality Risk
 

Yes. The revised policy will affect patients wanting treatments to correct hair loss as it will

only be funded by the CCG if an Individual Funding Request (IFR) application proves

exceptional clinical need and that is supported by the CCG. This assessment recognises that

loss of hair can cause psychological distress. The change in the revised policy will mainly

impact on patients where requests had previously been made for previous surgery or result

of trauma. Clarification to be sought on patients that have hair loss as a result of cancer

treatment. The introduction to the policies of low clinical value 2015/16 contains a statement

relating to Core Clinical Eligibility. This section contains a statement that ‘children under the

aged of 16 years are eligible for surgery to alter appearance, improve scars, excise facial or

other body lesions, where conditions cause obvious psychological distress’. After discussion

within the policy group, this statement will be withdrawn from the revised policy. Rationale

within the policy group discussed equity of the revised eligibility criteria across all age groups.

This change in the policy statement may potentially impact children under the age of 16 for

certain treatments under policies of low clinical value. Due to the nature of this particular

policy, low number of treatments carried out together with effective non surgical treatments

(wigs), this change in the policy statement should not impact adversely on the access for

treatment for children under the age 16.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. Due to very low numbers of hair transplantation (see data is response to question 12)

there is unlikely to be any negative impact on groups with protected characteristics. The

revised policy may have impact on people accessing treatment that have an auto-immune

condition - depending on the impact of this on their daily life and length of time of condition

this may fall into the protected characteristic of disability. The previous policy commissioned

treatment based on burns / surgical. Burns patients may fall under protected characteristic of

disability. This assessment to clarify if these patients will fall under different pathway of care

regarding treatment. This assessment and the policy acknowledges that non surgical

treatments such as wigs are accessible through the NHS.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes. NHS Choices http://www.nhs.uk/conditions/Hair-loss/Pages/Introduction.aspx NHS

Choices Hair Loss Treatment (Alopecia) http://www.nhs.uk/Conditions/Hair-

loss/Pages/Treatment.aspx NHS Choices Hair Loss Treatment Options

http://www.nhs.uk/conditions/hair-loss/pages/treatmentoptions.aspx NHS Choices Women

and Hair Loss http://www.nhs.uk/livewell/hairloss/pages/womenandhairloss.aspx Alopecia

UK http://www.alopeciaonline.org.uk/ NICE https://cks.nice.org.uk/alopecia-

areata#!topicsummary NHS Policy for Wigs

http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. See information cited above in question 11. Activity data for the CCG's for Surgical Hair

Transplantation shows that only 1 treatment has been carried out in the past 3 years. Data is

only available for hair transplantation - this may not be referring to the condition of Alopecia.

Alopecia areata causes patches of baldness about the size of a large coin, usually appear on

the scalp but can occur anywhere. It can occur at any age, but mostly affects teenagers and

young adults (ages 15-29). It affects one or two people in every 1,000 in the UK. A more

severe form of hair loss, such as Alopecia totalis (no scalp hair) or Alopecia universalis (no

hair on scalp or body). This is due to a problem with the immune system. It’s more common

among people with other autoimmune conditions, such as an overactive thyroid, diabetes or

Down’s syndrome. It’s believed some people’s genes make them more susceptible to

alopecia areata, as one in five people with the condition have a family history. Male-pattern

baldness is the most common type of hair loss, affecting around half of all men by age 50.

Most men have some degree of hair loss by their late thirties.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes. The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group. Clarification to be sought regarding patients with

hair loss due to burns and cancer treatments.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. The policy group are meeting to discuss aspects of this policy and how any negative

effect can be minimised. Impacts on patient groups to be better understood from

engagement work.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes. Engagement work has been carried out with clinicians and G.P's. The policy group has

undertaken review of changes within the revised policy. This has involved engagement with

G.P’s, Service Providers and Clinicians Based on this, the policy group have ragged rated

policies either red or green based on the level of change. Policies ragged red are policies

that contain significant change in terms of eligibility criteria / access to the service. These

policies have been identified for public engagement. This policy has been ragged as red so

therefore has change in terms of access or eligibility criteria compared to previous versions.

This policy will undergo public engagement. This is planned for June 2017 to fall after period

of Purdar.
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19 Will the policy/decision or refusal to treat result in the death of a person?

No. Refusal to carry out treatments for hair loss should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. The proposed policy should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The proposed policy should not result in unlawful discrimination. Treatments to correct

hair loss will only be funded if an Individual Funding Request (IFR) application proves

exceptional clinical need and that is supported by the CCG. Each case will be assessed on

individual merit.

24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No. Assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Hair loss Stage 2 v1 27112017 QA.pdf (946079 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. There should be no impact upon equality or human rights as each case will

be assessed on individual merit via the Individual Funding Request (IFR) application process.

Assessment to be updated once engagement is done. Query burns pathways for treatment.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  X   
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Carers or family   X 

General public  X  

Staff    X 

Partner organisations (GPs, Providers, RNIB) X   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Hair Transplantation and Surgical Treatments for Hair Loss 
(Alopecia) 

This procedure is performed under local anaesthetic by a dermatologist (skin specialist) to 
treat conditions including male patterned baldness and alopecia.  Hair follicles (cells around 
the root of a hair) are moved to a bald area 

 
  

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
 Current policy: 
 
Treatments to correct hair loss from alopecia is commissioned only in any of the 
following circumstances: 
 
• Result of previous surgery  
• Result of trauma (accidental damage), including burns.  
Hair Intralace System is not commissioned.  
Dermatography (tattooing) is not commissioned.  
NHS wigs will be available according to NHS policy.  
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14: 
where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic 
(GIC) should apply for treatment funding through the Clinical Commissioning Group 
(CCG); the GIC should work in partnership with the CCG.  
 
Hair transplantation  
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Commissioned only in exceptional circumstance, for example reconstruction of the 
eyebrow following cancer or trauma. Dermatography may be an acceptable alternative in 
eyebrow reconstruction.  
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14: 
where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic 
(GIC) should apply for treatment funding through the Clinical Commissioning Group 
(CCG); the GIC should work in partnership with the CCG.  
 
Treatments to correct male pattern baldness  
Not routinely commissioned. 
  

The revised policy contains the proposed changes:  

The differences are as follows: 
 

• Surgical treatment to correct alopecia would no longer be commissioned 
• Hair transplantations would no longer be commissioned 
• Under the current policy, there are separate entries for treatments to correct hair loss 

for alopecia, hair transplantation and for treatments to correct male pattern baldness 
– these would be merged into one policy statement 

• Guidelines on access to wigs via the NHS would be included 
• Reference to Non-core procedure Interim Gender Dysphoria Protocol and Service 

Guidelines 2013/14 would be removed for clarity 
 
The proposed policy would read: 
 
Surgical treatment for alopecia and male pattern baldness, hair transplantation and Hair 
Intralace System will not be routinely commissioned. 
 
There is an alternative option for patients who require wigs, which can be found at: 
 
http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx.  
  
The current cost is £67.75 for an acrylic wig with two allowed per year. There is no charge 
for chemotherapy patients. 
 

Reason for proposed change(s) 

Streamlining these separate policies into one provides a clearer guide for clinicians to refer 
to and for the public to understand.  Wording would also be made clearer. 

There are alternative non-surgical treatments available.   

Impact of proposed change(s) 

This would have an impact on patients with male pattern baldness and alopecia.  Wigs 
would still be available for patients with alopecia. 

Patients who might require permanent hair transplant which cannot be treated using a wig, 

http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx
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for example eyebrows, would also be affected. 

All patients can still apply for this procedure, with support from their doctor, through an 
Individual Funding Request to their local Clinical Commissioning Group, whose panel will 
consider the request and assess whether it can be funded.   

Information about Surgical treatment for alopecia and male pattern baldness, hair 
transplantation and Hair Intralace System: 
 
Alopecia is a type of hair loss that occurs when your immune system mistakenly attacks 
hair follicles, which is where hair growth begins. The damage to the follicle is usually not 
permanent. It is not known why the immune system attacks the follicles. Alopecia is most 
common in people younger than 20, but children and adults of any age may be affected. 
Women and men are affected equally. 
 
Male pattern baldness is related to genes and male sex hormones. It usually follows a 
pattern of receding hairline and hair thinning on the crown.  Each strand of hair sits in a tiny 
hole (cavity) in the skin called a follicle. Generally, baldness occurs when the hair follicle 
shrinks over time, resulting in shorter and finer hair. Eventually, the follicle does not grow 
new hair. The follicles remain alive, which suggests that it is still possible to grow new hair. 
 
Hair transplantation is a surgical technique that moves hair follicles from a part of the body 
called the 'donor site' to a bald or balding part of the body known as the 'recipient site'. It is 
primarily used to treat male pattern baldness. 
 
A Hair Intralace System involves adding human hair to the scalp to disguise any hair loss.  
 
 
Psychological Impact of hair loss: 

“Hair thinning and baldness cause psychological stress due to their effect on appearance. 
Although societal interest in appearance has a long history, this particular branch of 
psychology came into its own during the 1960s and has gained momentum as messages 
associating physical attractiveness with success and happiness grow more prevalent. 

The psychology of hair thinning is a complex issue. Hair is considered an essential part of 
overall identity: especially for women, for whom it often represents femininity and 
attractiveness. Men typically associate a full head of hair with youth and vigor. Although 
they may be aware of pattern baldness in their family, many are uncomfortable talking 
about the issue. Hair thinning is therefore a sensitive issue for both sexes. For sufferers, it 
can represent a loss of control and feelings of isolation. People experiencing hair thinning 
often find themselves in a situation where their physical appearance is at odds with their 
own self-image and commonly worry that they appear older than they are or less attractive 
to others. Psychological problems due to baldness, if present, are typically most severe at 
the onset of symptoms. 

Hair loss induced by cancer chemotherapy has been reported to cause changes in self-
concept and body image. Body image does not return to the previous state after regrowth 
of hair for a majority of patients. In such cases, patients have difficulties expressing their 
feelings (alexithymia) and may be more prone to avoiding family conflicts. Family therapy 
can help families to cope with these psychological problems if they arise.”   



 

7 

 

 
 
Information used to help to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white British – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
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This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white British – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white British – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white British – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  
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Sources of information used within this assessment:  

This assessment has referred to a range of documents including: 

NHS Choices:  
http://www.nhs.uk/conditions/Hair-loss/Pages/Introduction.aspx  
 
NHS Choices Hair Loss Treatment (Alopecia):  
http://www.nhs.uk/Conditions/Hair-loss/Pages/Treatment.aspx  
 
NHS Choices Hair Loss Treatment Options: 
http://www.nhs.uk/conditions/hair-loss/pages/treatmentoptions.aspx  
 
NHS Choices Women and Hair Loss:  
http://www.nhs.uk/livewell/hairloss/pages/womenandhairloss.aspx  
 
Alopecia UK:  
http://www.alopeciaonline.org.uk/  
 
NICE:  
https://cks.nice.org.uk/alopecia-areata#!topicsummary  
 
NHS Policy for Wigs:  
http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx  
 

Activity data for the CCG's for Surgical Hair Transplantation shows that only 1 treatment has 
been carried out in the past 3 years.  Data is only available for hair transplantation - this may 
not be referring to the condition of Alopecia. 

A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work. 

Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
received as part of the Stage 1 EIRA process, and this was taken into account during the 
Stage 2 process.  The feedback during the scoping identified concerns that revised criteria 
may be discriminatory under the following circumstances: 

• Removal of children clause ‘to maximise equality’ possibly creates deeper inequality 
and raises the issue of possible indirect discrimination 

• No information on the PSED 

• IFR (new) is the only means for funding in exceptional circumstances: No monitoring 
in place 

The stage 1 noted that there may be an impact on the access (seeing a reduction in 
activity) to this treatment due to revisions within the revised policy.  This change in the 
policy statement may potentially impact children under the age of 16 for certain treatments 
under policies of low clinical value. Due to the nature of this particular policy, low number of 
treatments carried out together with effective non-surgical treatments (wigs), this change in 

http://www.nhs.uk/conditions/Hair-loss/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Hair-loss/Pages/Treatment.aspx
http://www.nhs.uk/conditions/hair-loss/pages/treatmentoptions.aspx
http://www.nhs.uk/livewell/hairloss/pages/womenandhairloss.aspx
http://www.alopeciaonline.org.uk/
https://cks.nice.org.uk/alopecia-areata#!topicsummary
http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx
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the policy statement should not impact adversely on the access for treatment for children 
under the age 16. Engagement work and the Stage 2 EIRA examines this more detail 
however data for Transplantation shows that only 1 treatment has been carried out in the 
past 3 years.   

Hair Transplant 

This policy was previously only commissioned in exceptional circumstances so the revised 
policy is unlikely to have any potential change on activity. Hair transplantation is not 
currently routinely commissioned for cosmetic reasons. The proposed policy will state that 
these treatments only be funded in exceptional circumstances, such as reconstruction of 
the eyebrow following cancer or trauma. 

 
Information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 39 people gave a response to the review of this policy. From these, 92.31% 
had not received this treatment. 15.38% knew someone who had received the treatment or 
had received treatment themselves.  

74.35% of people agreed / strongly agreed with the revised criteria.  

12.82% of people slightly / strongly disagreed with the revised criteria. 

12.82% of people neither agreed or disagreed with the revised policy. 
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In addition to the engagement responses, engagement work included consulting with 11 
organisations including: 

• Healthwatch Knowsley and Knowsley Older Peoples Voice 
• Bridge Community Centre 
• Saints Community Foundation 
• Changing Faces 

 

Equality issues raised by the engagement survey: 

• Comment made that female pattern baldness is ignored. 

 

 
 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
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another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

111 females responded to 
the survey. 

 

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 
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• Could the policy create any issues for 
Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

The consultation and 
engagement survey did not 
capture any psychological 
feedback.   

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The consultation and 
engagement work has not 
raised a high number of 
significant areas of concern. 

 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues are raised 
and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  
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Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  x Older age is a risk factor in 
terms of people developing 
hair loss related conditions. 

The condition could affect 
younger people.   

Non surgical interventions 
available.  

Disability 

 

 x  The revised policy may have 
impact on people accessing 
treatment  that have an auto-
immune condition - depending 
on the impact of this on their 
daily life and length of time of 
condition this may fall into the 
protected characteristic of 
disability.  The previous policy 
commissioned treatment 
based on burns / surgical. 
Burns patients may fall under 
protected characteristic of 
disability. This assessment to 
clarify if these patients will fall 
under different pathway of care 
regarding treatment.  This 
Stage 2 assessment and the 
policy acknowledges that non 
surgical treatments such as 
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wigs are accessible through 
the NHS. 

Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work.  

Gender Reassignment 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Sex (Gender)  X 
potientia

lly 
females.  

 Hair is considered an essential 
part of overall identity, 
especially for women.  Impact 
of hair loss can represent a 
loss of control and feelings of 
isolation, and possibly leading 
to psychological distress.  

Non surgical interventions 
available.  

Compared to females, Male 
pattern baldness is generally 
more socially acceptable.  

Race    x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

No issues raised during 
engagement work. 

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Marriage and Civil   x The revised criteria should not 
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Partnership have any impact on this group. 

No issues raised during 
engagement work. 

Carers   x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Deprived 
Communities 

  x The revised criteria should not 
have any impact on this group. 

 No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:   
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Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Disability – 
Revised policy 
criteria may 
have an impact 
on people 
accessing 
treatment that 
have an auto-
immune 
condition. 

 

Gender – 
Engagement 
work captured 
one comment 
that female 
pattern baldness 
is ignored. 

 

People with auto immune 
condition will need to 
access alternative non 
surgical interventions eg 
wigs.  

 

 

 

 

Maintain a watch on any 
concerns through patient 
feedback – ideally 
disaggregated into 
protected groups.  

 Clinical 
directed 
advice.  

 

 

 

 

 

Providers  

From start 
of revised 
policy 
criteria. 

 

 

 

 

From start 
of revised 
policy 
criteria. 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

Likelihood Score: 
Risk score = consequence  x likelihood 
 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None 
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SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team: 23/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

 

Jennifer Mulloy  27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 



 

30 

 

The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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Current Status

Stage 2 Submitted

Review Date

27/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Hair Removal Treatments including

Depilation, Laser Treatment or Electrolysis – for

Hirsutism

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Hair depilation can be used for excess hair (hirsutism) in a normal distribution pattern, or for

abnormally placed hair. Permanent depilation may be achieved by electrolysis or laser therapy.

Hirsutism essentially means that an individual grows too much body or facial hair in a male

pattern. Although hirsutism sometimes occurs in males, it is more difficult to detect because of the

wide range of normal hair growth in men. Hirsutism affects approximately 10% of women in

Western societies and is commoner in those of Mediterranean or Middle-Eastern descent. This

policy has been identified as low clinical priority. The CCGs has a limited funding resource and

therefore has to prioritise services that are commissioned. The CCG currently gives greater

priority to life threatening and chronic ill health. The Policy Review Group are working to identify

areas of impact through the changes they make balanced with the need to align eligibility for

treatments with best clinical evidence and balancing health resources for the whole population.

The CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS

Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St

Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS

Southport and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning

Group This assessment is authored by Equality and Inclusion Business Partner at MLCSU –

Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This previously restricted policy is currently being reviewed.

2 Does this issue plan to reduce a service, activity or presence?

No: The previous policy is being reviewed with refreshed criteria for eligibility for treatment.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this treatment.

4 Does this issue plan to make a change to a commissioned service?

No: the commissioned service will continue however the criteria for eligibility will be reviewed.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCG's. The revised criteria for CCG funded treatment includes: The CCG will

fund this treatment if the patient meets the following criteria: •Has undergone reconstructive

surgery leading to abnormally located hair-bearing skin OR •Is undergoing treatment for

pilonidal sinuses to reduce recurrence. The introduction to the policies of low clinical value

2015/16 contains a statement relating to Core Clinical Eligibility. This section contains a

statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. Rationale within the policy group discussed equity of

the revised eligibility criteria across all age groups. This change in the policy statement may

potentially impact children under the age of 16 for certain treatments under policies of low

clinical value. Due to the nature of this particular policy and potential requests for treatment,

this change in the policy statement may impact the access to treatment for children under the

age 16. Previously, this age group would be able to be eligible is their condition caused them

psychological distress. All age groups will now follow the same eligibility criteria for this

treatment.

6 Does this issue plan to introduce a new service or activity?

No: There is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington CCG policy review group. The

revised policy should help bring greater consistency in decision making for patients living in

Merseyside and Warrington. The changes within the reviewed policy has resulted in change

in criteria and potential access to this treatment.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: The changes in this policy should not have any negative impact on employees. Any staff

making decisions on patients requiring this treatment will need to be aware of any policy

change. The Policy Review group are engaging with G.P's as part of the engagement

process.
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Equality Risk
 

9 Does this issue affect Service users?

Yes: This revised policy will affect patients that have Hirsutism. Research notes that this

condition mainly adversely affects women, people with excess male hormones, women after

the menopause, women (pre menopausal) with polycystic ovary syndrome (PCOS). Other

less common causes are people with Cushing syndrome, Obesity, Acromegaly and some

steroids using in muscle building / athletic performance. Or in rare cases it may be related to

a tumour. The excess growth of hair may be distressing as it often develops in areas where

men have hair such as the face, neck, chest, lower back, buttocks and thighs. It is also

possible that people undergoing gender reassignment may request hair delapilation. They

would fall out of scope for this policy unless their hair growth was relating to Hirsutism.

Research shows it's more common in people from the Middle East, South Asia, and the

Mediterranean.source: http://www.webmd.com/women/guide/hirsutism-hair-women#1

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Yes: The condition usually adversely affects women of various ages depending on the

underlying cause. The policy does not include treatment based on cosmetic reasons.

Therefore if women wanted hair depilation they would need to seek this privately. This could

potentially disadvantage women from poorer socio-economic groups and women from the

Middle East, South Asia, and the Mediterranean backgrounds who are more likely to have

Hirsutism.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Research sources include: (1) http://www.webmd.com/women/guide/hirsutism-hair-women#

(2) https://cks.nice.org.uk/hirsutism#!scenario

(3)http://www.nhs.uk/conditions/hirsutism/Pages/introduction.aspx#symptoms

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes: see response to question 11. Local Activity data from CCGs show levels of activity for

this treatment: 2013/14: 38 2014/15: 40 2015/16: 32 Data across the CCG's show a higher

number of treatments in Liverpool CCG. This may be related to demographics of this

population. Local data on Individual Funding Request Panel for hair removal treatments

show: 2013/14: 23 requests of which 8 were approved and 15 were not approved. 2014/15:

44 requests of which 9 were approved and 35 were not approved. 2015/16: 59 requests of

which 9 were approved and 50 were not approved. Local demographic data has been

produced and shared with the Policy Review Group to provide contextual information on the

area. This document is available upon request. In relation to this policy it shows population

information at CCG level for female population and ethnic group.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment recommends that

future monitoring of requests for this treatment includes ethnic background to assess if

requests and approval is not potentially discriminatory towards women from backgrounds

with higher prevalence of Hirsutism. Discussion at Policy Review Meeting (7/2/17) noted that

policy will not be routinely commissioned on grounds of psychological condition. Further

discussion took place within the policy review group (28/3/17) regarding children under age

of 16 and psychological distress.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.
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Human Rights Impact
 

Yes: The policy is subject to engagement work with G.P's and Patient groups. This may

highlight additional issues / impacts that have not already been identified. For patients not

meeting the criteria for treatment the CCG will only fund the treatment if an Individual

Funding Request (IFR) application proves exceptional clinical need and that is supported by

the CCG.

17
Do you have any supporting evidence?

If YES please list the documents.

Local data on activity data and Individual Funding Request panel requests now included

within this assessment. (see response to question 12)

18
Have you/will you engage with affected staff and users on these

proposals?

Engagement work is planned on the review of the policies currently under review. This work

is planned for January / February 2017. This work will further inform this assessment. Update

comments 23/3/17: The policy group has undertaken review of changes within the revised

policy. This has involved engagement with G.P’s, Service Providers and Clinicians Based on

this, the policy group have ragged rated policies either red or green based on the level of

change. Policies ragged red are policies that contain significant change in terms of eligibility

criteria / access to the service. These policies have been identified for public engagement.

This policy has been ragged as red so therefore has significant change in terms of access or

eligibility criteria compared to previous versions. This policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with Hirsutism when following eligibility criteria should not

result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment. Alternative treatments will

be available to reduce unwanted hair.
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21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

Potential: The policy should not lead to unlawful discrimination as cosmetic reasons are not

within scope for this policy. This assessment recommends that further advice is taken on the

issue of potential disadvantage to women and women from Middle Eastern / Mediterranean

backgrounds.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to clinical guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?
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No: the policy should not interfere with a person's right to participate in life. Other treatments

are available to remove unwanted hair such as home hair removal methods – such as

shaving, plucking or waxing •specialist hair removal treatments – such as laser hair removal

•eflornithine cream – a prescription cream that can help slow down the growth of facial hair

•oral contraceptives, including co-cyprindiol tablets – a type of contraceptive pill available on

prescription that can help prevent excess hair growth. (source:

http://www.nhs.uk/conditions/hirsutism/Pages/introduction.aspx#symptoms)
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Hirsutism Stage 2 v1 27112017QA.pdf (974870 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that engagement work is carried out. This

assessment also recommends that the policy group take further legal advice on potential

disadvantage of women from backgrounds with higher prevalence of Hirsutism. This pre-

engagement assessment is now ready for engagement and will be completed when this is done.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Ready for engagement process.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policies: 
                       Hair removal – for excessive hair growth (Hirsutism) 

 
 

 
Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

 

Date of commencing the assessment:  06/09/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 
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General public  x  

Staff    x 

Partner organisations (GPs, Providers) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Hair removal – for excessive hair growth (Hirsutism)  
 
 Hirsutism is excessive hair growth in certain areas of the body. It is a problem that 
mainly affects women and that some may find embarrassing or distressing. 
Treatment usually involves removing the excess hair and slowing its growth or 
regrowth.  The main treatments are:  
• Electrolysis (where electricity is used to destroy hair follicles – the cells around 
the root of a hair)  
• Laser hair removal (where powerful beams of light are used to destroy hair)  
 

 
 

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The current policy:  

 
 Treatment is funded for patients undergoing treatment for pilonidal sinuses to prevent the 
issue arising again. A pilonidal sinus is a small cyst or abscess that occurs between the top of 
the buttocks. It can cause severe pain and can often become infected.  
 
Treatment is also funded for abnormally located hair-bearing skin following reconstructive 
surgery on the face and neck.  
 
In other circumstances, treatment will only be funded if all of the following circumstances are 
met:  
• There is an existing endocrine medical condition (affecting hormones) and excessive facial 
hair (as classified on a medical scale)  
• Medical treatments have been tried for at least one year and have failed  
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• Patients with a body mass index (BMI) greater than 30 are in a weight reduction programme 
and have lost at least 5 per cent of their body weight (BMI is a measurement that uses a 
person’s height and weight to see if their weight is healthy).  
 
All cases will be subject to approval by the Individual Funding Request team and must be 
accompanied by an opinion from a specialist hospital consultant.  Funding is for six 
treatments only at NHS-commissioned premises.  
 
The revised policy contains the proposed changes: 
 
 
The CCG would fund this treatment if the patient:  
Has undergone reconstructive surgery leading to abnormally located hair-bearing 
skin  

 

 
Reason for proposed change(s)  
All excess hair removal treatment that does not meet the criteria above is considered to be 
cosmetic and so the new criteria is in line with clinical evidence.  

For patients who DO NOT meet the above criteria, the CCG would only fund the treatment if 
an Individual Funding Request (IFR) application proved exceptional clinical need and that view 
was supported by the Clinical Commissioning Group.  
 
Information about Hirsutism 
 
Hair depilation can be used for excess hair (hirsutism) in a normal distribution pattern, or 
for abnormally placed hair. Permanent depilation may be achieved by electrolysis or laser 
therapy. Hirsutism essentially means that an individual grows too much body or facial hair 
in a male pattern. Although hirsutism sometimes occurs in males, it is more difficult to 
detect because of the wide range of normal hair growth in men. Hirsutism affects 
approximately 10% of women in Western societies and is commoner in those of 
Mediterranean or Middle-Eastern descent. 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  
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Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
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• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 
for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  
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• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  

This assessment has referred to a range of documents including: 
 
http://www.webmd.com/women/guide/hirsutism-hair-women#  

 
https://cks.nice.org.uk/hirsutism#!scenario  
 
http://www.nhs.uk/conditions/hirsutism/Pages/introduction.aspx#symptoms  
 
Data across the CCG’s for this treatment shows relatively low activity: 
 
2013/14: 38 
2014/15: 40 
2015/16: 32 
 
NB: Data across the CCG's show a higher number of treatments in Liverpool CCG. This 
may be related to demographics of this population. 
 
Local data on Individual Funding Request Panel for hair removal treatments show: 

http://www.webmd.com/women/guide/hirsutism-hair-women
https://cks.nice.org.uk/hirsutism#!scenario
http://www.nhs.uk/conditions/hirsutism/Pages/introduction.aspx#symptoms
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2013/14: 23 requests of which 8 were approved and 15 were not approved.  
2014/15: 44 requests of which 9 were approved and 35 were not approved.  
2015/16: 59 requests of which 9 were approved and 50 were not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 
Feedback from the Governance and Equality Manager for the Merseyside CCG’s was received 
as part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process.  This feedback during the scoping exercise identified concerns that revised age 
criteria regarding under 16’s  may introduce indirect discrimination, IFR data shows a large 
rejection of applications which does not provide information on reasons for rejection and 
protected characteristics, no relevant PSED information, no information about how the 
proposed policy changes may affect women/young people and men in general, and whether 
specific ethnic groups have been contacted as part of the consultation.  These concerns have 
been noted and addressed within this Stage 2 assessment.   These comments will be 
addressed within this stage 2 assessment as appropriate.  
 
Summary of information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 39 people gave a response to the review of this policy. From these, 82.05% 
had not received this treatment. 17.95% knew someone who had received the treatment or 
had received treatment themself.  

58.97% of people agreed / strongly agreed with the revised criteria.  

23.08% of people slightly/strongly disagreed with the revised criteria. 

17.95% of people neither agreed nor disagreed with revised criteria. 
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Equality issues raised by the engagement survey: 
 

• People with psychological issues could be impacted.   
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
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What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  



 

13 

 

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

X The consultation and 
engagement process did not 
identify any significant 
inequalities.  One concern 
raised by 3 respondents 
related to psychological 
problems could occur if 
issues left untreated.  A 
second concern raised by 3 
respondents related to 
consideration being given on 
the impact on a patients 
quality of life if these 
procedures are removed/not 
available.   

 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3 Impact of changes to the policy criteria 

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
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• Who is most likely to be affected by the proposal and how (think about barriers, 
access, effects, outcomes etc.) 

 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  

 

X with 
non 

surgical 
treatme

nts 

The change to the introduction 
to the overview of policies of 
low clinical priority has 
changed eligibility for children 
under 16 to have surgical 
cosmetic treatments due to 
psychological distress. This 
change to the introduction may 
impact on female children 
under the age of 16 seeking 
this treatment for cosmetic 
reasons. Because of the link of 
this condition to hormones this 
issue is unlikely to affect 
children under the age of 16.  
 
All ages of women with 
Hirsutism may be impacted by 
the changes where they had 
an existing endocrine medical 
condition affecting hormones.   
Associated with women after 
the menopause, women (pre 
menopausal) with polycystic 
ovary syndrome (PCOS). 
 
There is no available 
disaggregated data for age on 
this treatment.  
 
GPs will advise patients and 
information should be available 
on non-surgical treatments 
such as creams. Information 
should be available in differing 
language to suit 
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communication needs of 
women with this condition.  
 
Non-surgical interventions are 
available to address the 
problem with this issue.  
 

Disability 

 

  X The changes in this policy is 
unlikely to have an adverse 
impact on this group.  
 

A common cause of Hirsutism 
is Cushing Syndrome and 
Acromegaly. These conditions 
can have a long term impact 
on health and should be 
treated. Cushing Syndrome 
affects 1 in 50,000 people. 
Anyone can get it, although 
it tends to affect adults aged 
from 20 to 50 years. Women 
are three times more likely 
to develop the syndrome 
than men. (source: 
http://www.nhs.uk/Condition
s/Cushings-
syndrome/Pages/Introductio
n.aspx  ) 
 
The presence of excessive hair 
for some people may be 
distressing and may impact on 
their mental wellbeing.  
 
Pathways for mental ill health 
are in place. The revised 
policies retain the policy 
position that cosmetic 
procedures are not funded for 
cosmetic reasons.  
 
The issue of psychological 
impact was raised during 
engagement work. Non 
surgical treatments available 
for this condition.  

Sexual Orientation   X The changes in this policy is 
unlikely to have an adverse 

http://www.nhs.uk/Conditions/Cushings-syndrome/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Cushings-syndrome/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Cushings-syndrome/Pages/Introduction.aspx
http://www.nhs.uk/Conditions/Cushings-syndrome/Pages/Introduction.aspx
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 impact on this group.  

No issues raised relating to 
this group from the 
engagement work.    

Gender Reassignment 

 

  X It is possible that people 
undergoing gender 
reassignment may request hair 
delapilation. They would fall 
out of scope for this policy 
unless their hair growth was 
relating to Hirsutism.  
 
No issues raised relating to 
this group from the 
engagement work.    
 

Sex (Gender)    There is no available 
disaggregated data for sex on 
this treatment however the 
condition is more common to 
females.  
 
Research notes that this 
condition mainly adversely 
affects women, people with 
excess male hormones, 
women after the menopause, 
women (pre menopausal) with 
polycystic ovary syndrome 
(PCOS). 
 
Issue regarding psychological 
impact – see above section.  

Race    X Research shows it's more 
common in people from the 
Middle East, South Asia, and 
the 

Mediterranean.source: 
http://www.webmd.com/women
/guide/hirsutism-hair-women#1  

No issues raised relating to 
this group from the 
engagement work.    

http://www.webmd.com/women/guide/hirsutism-hair-women#1
http://www.webmd.com/women/guide/hirsutism-hair-women#1
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See section below on deprived 
communities / vulnerable 
groups.  

 
Religion or Belief   X The revised criteria should not 

have any impact on this group. 

It is unlikely that this policy will 
impact people within differing 
religions / beliefs.   

No issues raised relating to 
this group from the 
engagement work.    

Pregnancy and 
Maternity 

  X The revised criteria should not 
have any impact on this group 
No issues raised relating to 
this group from the 
engagement work.    

Marriage and Civil 
Partnership 

  X The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Carers   X The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Deprived 
Communities 

 X 
possible 

 For women who would have 
met the previous criteria and 
no longer meets the new 
criteria – they may seek 
treatment privately. This could 
potentially disadvantage 
women from poorer socio-
economic groups and women 
from the Middle East, South 
Asia, and the Mediterranean 
backgrounds who are more 
likely to have Hirsutism. 
 
GPs will advise patients and 
information should be available 
on non-surgical treatments 
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such as creams. Information 
should be available in differing 
language to suit 
communication needs of 
women with this condition.  
 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans 

  

 

 

 

X  This group should not be 
impacted by the changes 
within this policy.  

No issues raised relating to 
this group from the 
engagement work.    

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
Unlikely to be challenged. 

 

3 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None  
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Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Potential 
complaint for 
people wanting 
surgical 
treatment for 
Hirsutism.  

 

 

 

Engagement work has 
explored possible impact 
of this change. Clinicans 
are able to offer 
alternative non-surgical 
treatments.  

 

 Clinicans  Upon start  

Complaints from 
request on 
cultural grounds 
to be monitored.   

 

Females who request 
surgery for cosmetic or 
cultural reasons will not be 
eligible for surgery under 
this policy. – Requests 
can go through IFR for 
exceptionality. 

 IFR Upon policy 
start. 

 

 

    

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
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internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 06/09/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 23/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Laser Tattoo Removal

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

27/03/2017

Person Responsible

Harinder Kaur

Service

Policy for Laser Tattoo Removal

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Tattoo fading involves using a laser to target tattoo ink in the skin. The laser heats the ink

particles, so they break up and allow the body to absorb them. The amount of treatment needed

varies, depending on the individual tattoo. However, it can take up to 12 sessions to treat a

professional tattoo, which usually takes place once every eight weeks. The results can vary,

depending on the individual tattoo and the type or colour of ink used. Indian ink tattoos are usually

easier to treat, and black and red inks tend to fade better. Some inks do not respond to treatment

at all. This policy has been identified as low clinical priority. The CCGs has a limited funding

resource and therefore has to prioritise services that are commissioned. CCGs currently gives

greater priority to life threatening and chronic ill health. The Policy Review Group are working to

identify areas of impact through the changes they make balanced with the need to align eligibility

for treatments with best clinical evidence and balancing health resources for the whole

population. This policy is part of a policy review. The CCG's that are part of this review are: NHS

Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment has been carried out by

the Equality and Inclusion team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No. The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed eligibility for treatment.

2 Does this issue plan to reduce a service, activity or presence?

No: the should not be any significant change in activity levels as Laser tattoo removal is not

currently routinely commissioned for cosmetic reasons, and is only commissioned in the

following circumstances: •Tattoo is result of trauma inflicted against the patient’s will. •The

patient was a child and not responsible for his/her actions at the time of tattooing. •Inflicted

under duress. •During adolescence or disturbed periods (only in very exceptional

circumstances where tattoo causes marked limitations of psycho-social function). The new

policy recommends that laser tattoo removal only be funded if an Individual Funding Request

(IFR) application proves exceptional clinical need and that is supported by the CCG.

However, this policy has been identified as a policy that has no significant change in previous

eligibility criteria / access to service.

3 Does this issue plan to introduce or increase a charge for Service?

No. There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No. CCG's may still fund this commissioned service based on clinical evaluation but not on

cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes. This policy is part of a Pan Merseyside and Warrington CCG Policy Review. In the past

each CCG followed individual policies. This policy will align CCG's policies and the policy will

be consistently applied for patients wanting laser tattoo removal in Merseyside and

Warrington area.

6 Does this issue plan to introduce a new service or activity?

No. This is a proposed change to an existing policy for Laser Tattoo Removal.

7 Is this primarily about improving access to, or delivery of a service?

No: The reviewed policy still remains a restricted policy and not routinely commissioned for

cosmetic reasons. However,the proposed policy should result in greater consistency in

decision-making across Cheshire and Merseyside for patients wanting laser tattoo removal.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No. There are no significant changes within the reviewed policy so there therefore this policy

should not impact on staff. This assessment acknowledges that staff working with patients

wanting laser tattoo removal need to be aware of any revised policy changes.

9 Does this issue affect Service users?

Page: 3 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



 

Equality Risk
 

No: the review has not resulted in significant changes so the changes should not affect

patients significantly. The issue of tattoo removal affects patients wanting laser tattoo

removal. This will remain to be potentially funded by the CCG if an Individual Funding

Request (IFR) application proves exceptional clinical need and that is supported by the CCG.

The introduction to the policies of low clinical value 2015/16 contains a statement relating to

Core Clinical Eligibility. This section contains a statement that ‘children under the aged of 16

years are eligible for surgery to alter appearance, improve scars, excise facial or other body

lesions, where conditions cause obvious psychological distress’. After discussion within the

policy group, this statement will be withdrawn from the revised policy. Rationale within the

policy group discussed equity of the revised eligibility criteria across all age groups. This

change in the policy statement may potentially impact children under the age of 16 for certain

treatments under policies of low clinical value. Due to the nature of this particular policy and

condition, this change in the policy statement should not impact adversely on the access for

treatment for children under the age 16.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No. The revised policy should have no negative impact upon any protected characteristic

group(s). This is due to no significant changes.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes. Information on NHS Choices http://www.nhs.uk/Conditions/cosmetic-treatments-

guide/Pages/tattoo-removal.aspx NHS Modernisation Agency Action on Plastic Surgery

http://www.bapras.org.uk/docs/default-source/commissioning-and-policy/information-for-

commissioners-of-plastic-surgery-services.pdf?sfvrsn=2 Health Commission Wales

Commissioning Criteria - Plastic Surgery

http://gov.wales/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.p

df?skip=1&lang=en

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.
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Yes. See information cited above in question 11. Local CCG data on the number of treatment

shows: 2013/14: 108 2014/15: 115 2015/16: 92 The level of requests for this treatment

through the Individual Funding Request Panel shows a low number of requests: for years

2013 to 2016 there was 6 requests of which 1 was approved and 5 not approved.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes. The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group. Further engagement work is planned to

understand any impact.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes. Policy subject to further engagement work.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes. See response to question 11.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes. Engagement work has been carried out with clinicians and G.P's. This policy will

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No. Refusal to carry out laser tattoo removal should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. The proposed policy should not limit a person's liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life

23 Will the policy/decision result in unlawful discrimination?

No. The proposed policy should not result in unlawful discrimination. Laser tattoo removal will

only be funded if an Individual Funding Request (IFR) application proves exceptional clinical

need and that is supported by the CCG. Each case will be assessed on individual merit.

24 Will the policy/decision limit a person's right to security?

No. The policy should not limit a person's right to security.
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25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. Assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.

Page: 7 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Laser Tattoo Removal Stage 2 v1 27112017 QA.pdf (921187 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. There should be no impact upon equality or human rights as each case will

be assessed on individual merit via the Individual Funding Request (IFR) application process.

Assessment to be updated following engagement work.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Policies  
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Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  X   
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Carers or family   X 

General public  X  

Staff    X 

Partner organisations (GPs, Providers, RNIB) X   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for Laser Tattoo Removal. 

Laser tattoo removal uses laser surgery to attempt to remove unwanted tattoos.   

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

Current policy: 

Tattoo removal will only be commissioned in any of the following circumstances: 

• The tattoo is as a result of trauma inflicted against the patient’s will. 
• The patient was a child and not responsible for his/her actions at the time they 

received the tattoo. 
• The patient was pressured into receiving the tattoo. 
• The patient received the tattoo during adolescence or disturbed periods.  The 

procedure will only be commissioned on the basis in very exceptional circumstances 
where the tattoo has a clear negative effect on the patients thoughts and behavior. 

 
An Individual Funding Request is required.   
 
The revised policy contains the proposed changes:  

 
 No position change is proposed. The overall position remains the same – laser 
tattoo removal will not be routinely commissioned. Exceptionality will  be 
considered through Individual Funding Requests.   
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Reason for proposed change(s)  
 
The wording of the policy is being changed to make it easier for patients and clinicians to 
understand.   
 
Impact of proposed change(s)  
 
Access to the service remains the same.  All patients could apply for this procedure under 
an Individual Funding Request.  Individual cases would be assessed by a board and a 
decision would be made by the CCG whether or not the procedure would be funded.   
 
Information about laser removal of a tattoo 
 
Tattoo fading involves using a laser to target tattoo ink in the skin. The laser heats the ink 
particles, so they break up and allow the body to absorb them. The amount of treatment 
needed varies, depending on the individual tattoo. However, it can take up to 12 sessions to 
treat a professional tattoo, which usually takes place once every eight weeks. 
 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 
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Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
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79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
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line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

This assessment has referred to a range of documents: 
 
Information on NHS Choices:  
http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tattoo-removal.aspx  
 
Data across the CCG’s for this treatment shows relatively low activity: 
 
2013/14: 108 
2014/15: 115 
2015/16: 92 
 
The level of requests for this treatment through the Individual Funding Request Panel 
shows a low number of requests: for years 2013 to 2016 there were 6 requests of which 1 
was approved and 5 not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.   
 
Feedback from Governance and Equality Manager for the Merseyside CCGs was received 
as part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process.  This included comments “that this treatment should only be given in event of 
exceptional need – including if tattooed as a child.  Removal of child clauses to ‘widen’ 
equality.  IFR – no monitoring for reasons of refusal.” 
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

http://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/tattoo-removal.aspx
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1. Ethnic background:  

 

The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  
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3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 43 people gave a response to the review of this policy. From these, 95.35% 
had not received this treatment. 6.98% knew someone who had received the treatment.  

62.79% of people agreed / strongly agreed with the revised criteria.  

18.61% of people disagreed / strongly disagreed with the revised criteria. 

18.60% of people neither agreed nor disagreed with the revised criteria.   

No equality issues were raised during the engagement survey.   

 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 
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a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance. 

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it? 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work did 
not highlight any 
pychological issues in 
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• Could the policy create any issues for 
Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

relation to the proposed 
policy criteria revision. 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See above section for 
summary of engagement 
work.   

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 
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• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Disability 

 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Sexual Orientation 

 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Gender Reassignment 

 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 
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Sex (Gender)   X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Race    X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Religion or Belief   x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Marriage and Civil 
Partnership 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Carers   X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Deprived 
Communities 

 X 
Possible 

 The changes within this policy 
should not have any negative 
impact on people within this 
group however, there may be a 
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possibility that people on low 
income may encounter 
psychological distress if unable 
to afford cost of privately 
funded laser tattoo removal.    

No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

   The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
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Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Possible risk to 
deprived 
communities on 
grounds of 
psychological 
distress being 
caused by 
inability to fund 
private laser 
tattoo removal 
treatment. 

 

Monitor any complaints 
received.   

 Policy Lead TBA 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

None  
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SECTION 9 

FINAL SECTION  

Date completed: 23/11/2017 

Date received for quality check:  27/11/2017 

Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

 

Jennifer Mulloy   27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The current policy for surgical removal of Lipoma has been restricted to certain eligibility.

The eligibility criteria has changed within this draft policy which will be discussed further

within this assessment.

2 Does this issue plan to reduce a service, activity or presence?

Yes: The policy eligibility notes that the CCG will only fund treatment if the Lipoma is on the

face or neck alongside with suspected malignancy, or significant impairment (caused by

lipoma) or to provide histological evidence in conditions where there are multiple

subcutaneous lesions . This change in criteria may potentially lead to a reduction in the

number of CCG funded surgical removals for Lipoma. CCG's are currently working towards

the Five Year View - improving the quality of care, health and NHS efficiency.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: The service will still be available however the criteria for surgical removal of Lipoma has

changed. The service may be available to patients that do not fit the eligibility criteria through

Individual Funding Request (IFR)applications. This IFR process will assess individual

applications based on exceptional clinical need.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is part of a Merseyside and Warrington Policy Review. In the past, each

CCG followed individual policies. This policy will align CCG's policies within Merseyside and

Warrington areas and therefore the policy will be consistently applied for patients with

Lipoma living in Merseyside and Warrington. The introduction to the policies of low clinical

value 2015/16 contains a statement relating to Core Clinical Eligibility. This section contains

a statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. Rationale within the policy group discussed equity of

the revised eligibility criteria across all age groups. This change in the policy statement may

potentially impact children under the age of 16 for certain treatments under policies of low

clinical value. Due to the nature of this particular policy and condition, this change in the

policy statement should not impact adversely on the access for treatment for children under

the age 16.

6 Does this issue plan to introduce a new service or activity?

No: This is a review of an existing policy for the Surgical Removal of Lipoma.

7 Is this primarily about improving access to, or delivery of a service?

No: The changes are not envisaged to improve access to this treatment and may result in

lower access numbers due to the change in criteria. However, the policy review should result

in greater consistency in the decision making for treatment for Lipoma for patients living in

Merseyside and Warrington.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: The revised policy should not impact negatively on employees. However, people working

with patients presenting with Lipoma will need to be aware of any revised policy change.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: This revised policy will affect patients that have Lipoma. NHS choices website cites that

around 1 in 100 people will develop Lipoma.Information on Lipomas suggests that they can

be seen in all age groups but usually appear in people aged 40-60 years old. Solitary lipomas

are more common in women, while multiple lipomatosis is more common in men. Surgical

treatment is usually sought for cosmetic reasons as they are non-cancerous (benign) .

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Potentially the changes may affect 40-60 years that Lipomas are more common in. People

that do not fit the criteria for CCG funding would be able to apply through the Individual

Funding Request (IFR) process in which exceptionality would be assessed. Impacts will be

better understood from engagement work.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Range of resources have been used in this assessment:

http://www.nhs.uk/conditions/lipoma/Pages/Introduction.aspx Source:

https://www.evidence.nhs.uk/Search?om=[{%22ety%22:[%22Guidance%22]},{%22toi%22:[%

22Guidance%22]}]&ps=20&q=Lipomahttp://patient.info/doctor/lipoma-pro

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: The revised policy has been subject to consultation with clinicans through the IFR panel

group. Further engagement work is planned through Communication and Engagement Plan.

Any further intelligence from this work will be reported. Activity data (secondary care) from

CCG's show: 2013/14: 274 2014/15: 272 2015/17: 300 Local data from Individual Funding

Requests Panel shows: 2013/14: 1 request of which 1 was not approved. 2014/15: 4

requests of which 1 was approved and 3 not approved. 2015/16: 12 requests of which 2 were

approved and 10 not approved. Demographic profiling has been carried out using JSNA and

Census data sets. This has been shared with the policy review group for contextual

information. This is available upon request.
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13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: Clinicians have been involved with the development of this revised policy. This

assessment will be further discussed within the Policy Review Group.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: This assessment together with the Policy Review Group are considering the impacts on

protected groups. Further engagement work is planned for January / February 2017 which

will further inform understanding on protected groups.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: This assessment and policy will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to further engagement work with patient groups and or other

stakeholders. This work is planned for January / February 2017.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Information sources are cited above.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes: Engagement work planned for 2017. The policy group has undertaken review of

changes within the revised policy. This has involved engagement with G.P’s, Service

Providers and Clinicians Based on this, the policy group have ragged rated policies either red

or green based on the level of change. Policies ragged red are policies that contain

significant change in terms of eligibility criteria / access to the service. These policies have

been identified for public engagement. This policy has been ragged as red so therefore has

significant change in terms of access or eligibility criteria compared to previous versions. This

policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: This policy change in eligibility should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: there should be no resulting negative impact resulting inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. There should be no negative impact on a persons liberty arising from this policy.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: There should be no negative impact on a persons right for a private life.

23 Will the policy/decision result in unlawful discrimination?

No: The policy does not exclude any groups of people based on their characteristics.

24 Will the policy/decision limit a person's right to security?
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No. There should be no negative impact on a persons right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. There should be no negative impact on a persons human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: People that are not eligible for treatment will be able to apply for funding through the IFR

process in cases of exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No. There should be no negative impact on a persons right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Lipoma Stage 2 v1 27112017 QA.pdf (970472 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

The assessment notes that this policy has considered the protected groups cited within the

Equality Act 2010. This assessment recommends the completion of engagement work to fully

appreciate any potential negative / positive impacts of this policy on patient groups. The

assessment notes that reduced activity may impact on some people that would have previously

received treatment but would be more efficient use of NHS funding as treatments are usually for

cosmetic reasons.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Equality issues have been documented within this stage 1 assessment. No stage 2 currently

required. This pre-engagement assessment is now ready for the engagement process. This

assessment will be completed when engagement information is available.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality & Inclusion Team, Corporate Affairs 
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Email: equality.inclusion@nhs.net 
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice from Lancashire LGBT 

Date of commencing the assessment:  06/09/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 
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General public  x  

Staff    x 

Partner organisations (GPs, Providers) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Surgical removal of Lipoma  
 
This is the surgical removal of lipomas, which are soft, fatty lumps that grow under the skin. 
They are harmless and do not usually need to be removed unless they are causing 
problems, such as pain, or if there is uncertainty about whether the lump is something else.  
People may want a lipoma removed if it is large or in an obvious place and it is affecting 
their self-esteem, but this is regarded as cosmetic surgery and is usually unavailable 
through the NHS.  

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The current policy:  

Surgery will only be funded where someone’s day-to-day life is severely affected 
and/or the lipoma is repeatedly injured due to its size and/or position.  

 

The revised policy contains the proposed changes:  

 
The Clinical Commissioning Group (CCG) would only fund this treatment if the lipoma is 
on the face or neck and one of the following apply:  
• There is a suspected cancer  
 
Or  
• The patient’s day-to-day life is severely affected  
 
OR  
• There is evidence of multiple lesions (abnormal changes) under the skin.  
Lipomas on other areas of the body would be referred back to primary care.  
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 Removal of lipomas that do not meet the criteria above is considered to be 
cosmetic.  
 
 For patients who do not meet the criteria, the CCG would only fund the treatment if 
an Individual Funding Request (IFR) application proved exceptional clinical need 
and that view was supported by the CCG.  

 

 
A change within the introduction to policy statement may will no longer provide surgical 
cosmetic treatments for children and young people under the age of 16 due to 
psychological distress. Due to the nature of this particular policy and condition, this 
change in the policy statement should not impact adversely on the access for treatment 
for children under the age 16. 

 

Information about Lipoma:  
 
NHS choices website cites that around 1 in 100 people will develop Lipoma. Information on 
Lipomas suggests that they can be seen in all age groups but usually appear in people 
aged 40-60 years old. Solitary lipomas are more common in women, while multiple 
lipomatosis is more common in men. Surgical treatment is usually sought for cosmetic 
reasons as they are non-cancerous (benign) . 
 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
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This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
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backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
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low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  

This assessment has referred to a range of documents: 

1. NHS Choices website 
 

http://www.nhs.uk/conditions/lipoma/Pages/Introduction.aspx   
 
https://www.evidence.nhs.uk/Search?om=[{%22ety%22:[%22Guidance%22]},{%22toi%22:[
%22Guidance%22]}]&ps=20&q=Lipomahttp://patient.info/doctor/lipoma-pro  

 
2. Information: NHS Modernisation Agency - Information for commissioners of Plastic 

Surgery - referrals and guidelines in Plastic Surgery (Action on Plastic Surgery) 
(2005) 

 
Activity data (secondary care) from CCG's shows moderate activity:  
 
2013/14: 274 
2014/15: 272 
2015/17: 300 
 
Local data from Individual Funding Requests Panel shows: 
  
2013/14: 1 request of which 1 was not approved.  
2014/15: 4 requests of which 1 was approved and 3 not approved.  
2015/16: 12 requests of which 2 were approved and 10 not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potiential 
impact. This stage 2 now brings together information from stage 1 together with evidence 
from engagement work. 
 
 
Feedback from the Governance and Equality Manager for the Merseyside CCG’s was 
received  as part of the Stage 1 EIRA process, and this was taken into account during the 

http://www.nhs.uk/conditions/lipoma/Pages/Introduction.aspx
https://www.evidence.nhs.uk/Search?om=%5b%7b%22ety%22:%5b%22Guidance%22%5d%7d,%7b%22toi%22:%5b%22Guidance%22%5d%7d%5d&ps=20&q=Lipomahttp://patient.info/doctor/lipoma-pro
https://www.evidence.nhs.uk/Search?om=%5b%7b%22ety%22:%5b%22Guidance%22%5d%7d,%7b%22toi%22:%5b%22Guidance%22%5d%7d%5d&ps=20&q=Lipomahttp://patient.info/doctor/lipoma-pro
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Stage 2 process.  This feedback during the scoping identified concerns that revised criteria 
leading to the removal of under 16’s criteria could lead to psychological distress and 
indirect discrimination.  Mechanisms should be put in place to monitor IFR refusals for 
protected characteristics, and PSED information should be included. These concerns were 
noted and addressed within this Stage 2 assessment.    
 
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

For this policy, 40 people gave a response to the review of the policy.  From these, 85% had 
not received this treatment.  20% knew someone who had received the treatment or had 
received it themselves.   
 
57.50% of people agreed/strongly agreed with the revised criteria. 
 
27.50 per cent of people disagreed/strongly disagreed with the revised criteria. 
 
15.00% of people didn’t agree nor disagree. 
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The Focus Group on removal of ‘Children under 16 being exempt where psychological distress 
is present’ identified that 6 people took part in the session.  4 people had not received lipoma 
treatment.  2 people knew someone who had received lipoma treatment or had received it 
themselves.   
 
17.00% of this group said they thought children under 16 should have different access to 
treatment on the grounds of psychological distress.  83.00% of this group felt that access to 
treatments should not be based on age.   
 
Equality issues raised by the engagement survey: 
 

• People with psychological issues could be impacted.    
 

 
 
  

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
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acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 

x  Engagement work 
commenced in June 2017 
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who will be affected by the policy? 

 

 

 and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See above section for 
summary of engagement 
work. 

 

 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3 Impact of changes to the policy criteria 

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
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• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 x  

Possible 
psycholo

gical 
impact 

 NHS Choices suggests that 
lipoma can be seen in all age 
groups but usually appear in 
people aged 40-60 years old. 
 
The change in the criteria to 
exclude lipoma impact patients 
that have lipoma on their 
bodies except for neck and 
face. They are found most 
often on the torso, neck, upper 
thighs, upper arms, and 
armpits, but they can occur 
almost anywhere in the body. 
(source: webmd.com) 
 
Changes to children under the 
age of 16 will no longer be 
eligible for this treatment due 
to to alter appearance, improve 
scars, excise facial or other 
body lesions, where conditions 
cause obvious psychological 
distress. Young people are 
unlikely to be affected by 
Lipoma.  
 
 
Engagement work highlights 
that 83.00% of the YPAS 
(young people’s group)  Focus 
Group feel that it was generally 
believed that access to 
treatment should not be biased 
based on age.  100% of the 
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YPAS Focus Group did not 
believe that surgery is the only 
way to solve psychological 
issues caused by physical 
appearance.   
 

Disability 

 

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version.  
 
No issues raised during 
engagement work. 

Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work.  

Gender Reassignment 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Sex (Gender)  Potientia
lly  

x 

 Solitary lipomas are more 
common in women, while 
multiple lipomatosis is more 
common in men. Surgical 
treatment is usually sought for 
cosmetic reasons as they are 
non-cancerous (benign). 

The revisions may impact 
women more who develop 
lipoma on areas of the body 
other than the neck and face.   

 

Engagement  work did not 
highlighted any psychological 
impacts where people request 
their removal for cosmetic 
issues only.  

 

Race    x The changes of the criteria 
should not impact this group 
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compared to the previous 
policy version. 

No issues raised during 
engagement work. 

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised during 
engagement work. 

Marriage and Civil 
Partnership 

  x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Carers   x The revised criteria should not 
have any impact on this group. 

No issues raised during 
engagement work. 

Deprived 
Communities 

  x The revised criteria should not 
have any impact on this group. 
This assessment notes that   
this group are less likely to be 
able to afford privately funded 
treatment for cosmetic 
treatment.  The changes of the 
criteria should not impact this 
group compared to the 
previous policy version. 

No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised during 
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engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 

Who will 
lead on the 
action? 

Target date 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
Unlikely to be challenged as area of indirect discrimination now addressed regarding removal of 
the children and psychological line from the introduction of policy statement.   

 

2 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 
Original score of 4 reduced to 2 following decision of policy group to remove 
children and psychological impact line from policy statement introduction.   
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below) 

Challenge from 
change to 
removing lipoma 
from areas of 
body except 
neck and face.  

Policy group to consider 
and confirm rationale for 
this change taking account 
of financial resources and 
engagement feedback.  

Policy group Policy Group TBA 

Mechanisms 
should be put in 
place to monitor 
IFR refusals for 
protected 
characteristics 

 

 

Monitoring mechanisms 
should be put in place to 
monitor IFR refusals for 
protected characteristics 

 Policy Group 
/ IFR Lead 

Upon start 
of policy. 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 06/09/2017 

Date received for quality check: 27/11/2017 
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Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team:  

Jennifer Mulloy  27/11/2017 

Date signed off by CCG / CSU Committee:  TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net


 

20 

 

       
Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Male Breast Reduction Surgery for Gynaecomastia

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

18/04/2017

Person Responsible

Harinder Kaur

Service

Male Breast Reduction Surgery for

Gynaecomastia

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Gynaecomastia is enlargement of the male breast tissue. It is defined as the presence of >2 cm

of palpable, firm, subareolar gland and ductal breast tissue. It may occur at any time and there

are a number of causes, some physiological and others pathological. Pathological causes involve

an imbalance between the activity of androgens and oestrogens - the former is decreased

compared with the latter. This policy has been identified as low clinical priority. The CCGs has a

limited funding resource and therefore has to prioritise services that are commissioned. CCGs

currently gives greater priority to life threatening and chronic ill health. The Policy Review Group

are working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. The CCG's that are part of this review are: NHS Halton Clinical Commissioning

Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning

Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning

Group NHS Southport and Formby Clinical Commissioning Group NHS Warrington Clinical

Commissioning Group This assessment has been carried out by Equality and Inclusion Business

Partner at MLCSU – Jennifer Mulloy.

Page: 1 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This previously restricted policy is currently being reviewed.

2 Does this issue plan to reduce a service, activity or presence?

No: The previous policy is being reviewed. The changes are not anticipated to have a

significant impact on activity.

3 Does this issue plan to introduce or increase a charge for Service?

No: see above response to question 2.

4 Does this issue plan to make a change to a commissioned service?

No: the commissioned service will continue. This assessment is based on a review of the

current policy for this treatment.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCGs and Warrington CCG. The main change in the reviewed policy is to

remove criteria that is used by the Individual Funding Request Panel. The policy still remains

a restricted policy which does not commission treatment based on cosmetic reasons. There

is a change in the introduction for commissioning based on psychological distress for patients

aged 16 and under. The introduction to the policies of low clinical value 2015/16 contains a

statement relating to Core Clinical Eligibility. This section contains a statement that ‘children

under the age of 16 years are eligible for surgery to alter appearance, improve scars, excise

facial or other body lesions, where conditions cause obvious psychological distress’. After

discussion within the policy group, this statement will be withdrawn from the revised policy.

Rationale within the policy group discussed equity of the revised eligibility criteria across all

age groups. This change in the policy statement may potentially impact children under the

age of 16 for certain treatments under policies of low clinical value. Due to the nature of this

particular policy and potential requests for treatment, this change in the policy statement may

potentially impact the access to treatment for children under the age 16. Previously, this age

group would be able to be eligible is their condition caused them psychological distress. All

age groups will now follow the same eligibility criteria for this treatment.

6 Does this issue plan to introduce a new service or activity?

No: There is no plan to introduce a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

No - the changes in the policy are not anticipated to have any impact on the access to the

service however the work of the policy review group will give clinicians greater consistency

and clarification in decision making across Merseyside and Warrington.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: The policy changes are not expected to negatively affect employees, however Any staff

making decisions on patients requiring this treatment will need to be aware of any policy

change. The Policy Review group are engaging with G.P's as part of the engagement

process.
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Equality Risk
 

9 Does this issue affect Service users?

Potentially yes - the changes in the policy may impact on males aged 16 and below that

would have been previously eligible to request this treatment on psychological reasons.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No but... Although this assessment notes that males aged 16 could be potentially

disadvantaged by changes to this policy, data on requests of this treatment shows that there

is no activity data and only 1 application for treatment through the Individual Funding

Request Panel. This negative impact is therefore highly unlikely.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

yes: Health Commission Wales. 2008 Commissioning Criteria page 6 – Plastic Surgery.

Procedures of Low Clinical Priority/ Procedures not usually available on the National Health

Service Dickson, G. (2012). Gynecomastia. American Family Physician, 85(7), 716–722.

Retrieved from: http://www.aafp.org/afp/2012/0401/p716.pdf

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Choices: Breast Reduction (male) http://www.nhs.uk/Conditions/cosmetic-

treatments-guide/Pages/breast-reduction-male.aspx This issue affects males. Higher

prevalence in adolescent boys (teenager boys) and older men. Associated with obesity.

Research shows that condition is linked to adverse psychological impacts and anxiety.

Further engagement work is planned on this policy review. Local data on this treatment

shows no activity data and only 1 application through the Individual Funding Request panel in

2014/15 of which was not approved.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.
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Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. Data and past activity data has

been taken into account when assessing potential impact of changes. Further engagement

work with patient groups to be carried out.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: Further engagement work is planned for this policy.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Engagement work will further inform this assessment. Further information:

http://www.nhs.uk/chq/Pages/885.aspx?CategoryID=61 Psychological impact of male

breasts: https://www.gynecomastia.org/gynecomastia-men/living-

gynecomastia/gynecomastia-and-its-psychological-impact Psychological impact :

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3995375/

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes: The policy group has undertaken review of changes within the revised policy. This has

involved engagement with G.P’s, Service Providers and Clinicians Based on this, the policy

group have ragged rated policies either red or green based on the level of change. Policies

ragged red are policies that contain significant change in terms of eligibility criteria / access to

the service. These policies have been identified for public engagement. This policy has been

ragged as red so therefore has significant change in terms of access or eligibility criteria

compared to previous versions. Due to change in introduction regarding children, this policy

will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with Male Gynecomastia when following eligibility criteria

should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No - there is a potential disadvantage of males aged 16 and under that previously would be

eligible to request treatment for psychological reasons. Activity data shows very low activity

for this treatment. Changes are proportionate and should not have an impact on this group.
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24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to clinical guidance. Requests through the Individual Funding Review

process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Male Breast Reduction Stage 2 v1 27112017 QA.pdf (937886 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that engagement work is carried out with

younger males who will be potentially impacted by this policy change.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 EIA required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policies: Male Breast Reduction for Gynaemastia 
Updated 23/11/2017. 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  X   
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Carers or family   X 

General public  X  

Staff    X 

Partner organisations (GPs, Providers, RNIB) X   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for: Male Breast Reduction Surgery for Gynaecomastia. 

This is the surgical removal of excess breast tissue which is giving the appearance of a 
larger than normal male breast. 

Patients are given general anaesthetic to send them to sleep for this procedure. 

There are several techniques the surgeon could use, but generally the operation involves: 

• Making a cut around the nipple. 
• Sucking out excess fat (liposuction). 
• Extending the cuts and moving the nipples if there is a lot of tissue to remove. 

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

Current policy: 

This procedure is not routinely commissioned on an exceptional basis where all the 
following criteria are met: 

• The excess is enlarged glandular breast tissue, not fat. 
• An underlying endocrine (hormone) or liver abnormality has been ruled out. 
• The condition is not due to recreational use of drugs such as steroids or cannabis or 

other supplements known to cause this. 
• The condition is not due to prescribed drug use. 
• The condition has not responded to medical management for at least three months, 

for example, by the use of Tamoxifen. 
• The patient has gone through puberty http://teenhealthsource.com/puberty/puberty-

http://teenhealthsource.com/puberty/puberty-timeline/
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timeline/  Many AMAB (Assigned male at birth)  will finish puberty in their early 
twenties. 

• The patient’s body mass index (BMI – a measurement that uses a person’s height 
and weight to see if their weight is healthy) is less than 25 and stable for at least 
twelve months.  

• The patient is experiencing persistent pain. 
• The patient is experiencing significant problems with activities of daily life. In cases of 

idiopathic gynaecomastia in men under the age of 25 then a period of at least two 
years has been allowed for natural resolution.  

• At least two years has passed when the condition occurs in men under the age of 25 
and the cause is unknown to see if it resolves naturally. 

 
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14:  
Where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic (GIC) 
should apply for treatment funding through the Clinical Commissioning Group (CCG); the 
GIC should work in partnership with the CCG. 
 
The revised policy contains the proposed changes: 
 
The policy still remains a restricted policy which does not commission treatment based on 
cosmetic reasons. There is a change in the introduction for commissioning based on 
psychological distress for patients aged 16 and under. 
 
Impact of proposed change(s) 
 
Impact would be limited as there is no change to the current service. All patients are able to 
apply for this procedure through an Individual Funding Request. This is a process by which 
a patient may apply for this procedure and a panel at the CCG will consider the request and 
make a decision on whether it can be funded for that particular individual. 
 
Reason for the proposed change(s): 
 
The current wording of the policy is misleading as it indicates there are criteria to be met for 
the policy, however this is not a routinely commissioned procedure. 
 
The revised policy contains the proposed change(s) 
 
No change is proposed to the position of the policy with the exception that breast reduction 
for men under the age of 16 will not be commissioned.   
 
Reason for proposed change(s)  
 
The current wording of the policy is misleading as it indicates there are criteria to be met for 
the policy, however this is not a routinely commissioned procedure.   
 
 

http://teenhealthsource.com/puberty/puberty-timeline/
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Information about  Reduction mammoplasty (breast reduction) for men:  

 
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/breast-reduction-male.aspx  
 
https://patient.info/health/male-breast-reduction-for-gynaecomastia  
 
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-
reduction-male/  
 
Information used to help to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white British – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/breast-reduction-male.aspx
https://patient.info/health/male-breast-reduction-for-gynaecomastia
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-reduction-male/
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-reduction-male/
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• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white British – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white British – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
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• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white British – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
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• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 
for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

This assessment has referred to a range of documents: 

https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/breast-reduction-male.aspx  
 
https://patient.info/health/male-breast-reduction-for-gynaecomastia  
 
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-
reduction-male/  
 
Local data on this treatment shows no activity data and only 1 application through the Individual 
Funding Request panel in 2014/15 of which was not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work. Stage 1 identified that further clinical evidence has been requested to 
support the decision to change the age criteria if rationale linked to age and breast 
development linked to hormones. 
 
Feedback from Governance and Equality Manager for the Merseyside CCGs was received  
part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process.  This included concerns raised about the removal of criteria for under 16’s which 
could lead to indirect discrimination based on age.  The IFR procedure has changed and 
PSED does not identify breach in objective 1 and 2. 
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/breast-reduction-male.aspx
https://patient.info/health/male-breast-reduction-for-gynaecomastia
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-reduction-male/
https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/about-your-procedure/breast-reduction-male/


 

10 

 

 

1. Ethnic background:  

 

The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  
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3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 35 people gave a response to the review of this policy. From these, 97.14% 
had not received this treatment. 2.86% had received the treatment.  

62.86% of people agreed / strongly agreed with the revised criteria. 

28.57% of people disagreed / strongly disagreed with the revised criteria. 

8.57% of people neither agreed or disagreed with the revised criteria. 

Equality issues raised by the engagement survey: 

 
• Possible psychological problems could occur if issue(s) left untreated. 
• Possible impact on quality of life “Breast reduction can dramatically improve the 

quality of life of the individual concerned. The assessment to determine whether 
such treatment should be undertaken should be based mainly on the GP's 
assessment of the individual's mental and physical wellbeing.” 

• Possible gender inequality with the revised male reduction mammoplasty policy. 
“The male policy should have criteria or the female policy should also be Not 
Routinely Commissioned.”   

 
 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 
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Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
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What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work 
captured one comment 
highlighting psychological 
concerns.   

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The above section regarding 
engagement responses has 
not raised a high number of 
significant areas of 
inequality.  

A summary of comments has 
been provided. Engagement 
work with stakeholder groups 
has not raised any issues. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
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• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Disability 

 

 X 
Possible 

 No identified issue with this 
group as the overall position of 
the policy is remaining the 
same however, feedback from 
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the engagement work 
suggested that psychological 
distress may occur as a result 
of the revised criteria. Policy 
group rewording criteria 
around psychological impact – 
policy group discussion on 
14/11/2017.  

Sexual Orientation 

 

   The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Gender Reassignment 

 

   This policy should not impact 
of this group as this treatment 
falls under the core funding of 
gender reassignment. 
Mastectomy and Chest 
Reconstruction is provided for 
Female to Male under Interim 
NHSE Gender Dysphoria 
Protocol and Guidelines 
2013/14.  

No issues raised during 
engagement work. 

Sex (Gender)  X 
Possible 

 The changes within this policy 
should not have any negative 
impact on people within this 
group however, one comment 
received from engagement 
work suggested that there may 
be issues of inequality 
between female/male eligibity 
for breast reduction surgery. 

Race    X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Religion or Belief   X The changes within this policy 
should not have any negative 
impact on people within this 
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group.  

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  X The changes within this policy 
will not have any negative 
impact on people within this 
group because the surgical 
intervention only applies to 
males..  

No issues raised during 
engagement work. 

Marriage and Civil 
Partnership 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Carers   X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Deprived 
Communities 

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  X The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 
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SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Gender - one 
comment 
received from 
engagement 
work suggested 
that there may 
be issues of 

Complaint monitoring will 
enable a watch to be 
maintained on any age 
related issues which may 
emerge under this policy.  
Requests can be 
considered under IFR for 

 Policy 
Development 
Project 
Group/IFR. 

Upon start 
of policy. 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None 
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inequality 
between 
female/male 
eligibity for 
breast reduction 
surgery 
therefore men 
are treated less 
favourably. 

 

exceptionality.   

Disability - 
feedback from 
the engagement 
work suggested 
that 
psychological 
distress may 
occur as a result 
of the revised 
criteria. 

Complaint monitoring will 
enable a watch to be 
maintained on any age 
related issues which may 
emerge under this policy.  
Requests can be 
considered under IFR for 
exceptionality.   

 Policy 
Development 
Project 
Group/IFR. 

Upon start 
of policy. 

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  
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Date completed: 15/09/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team: 

27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy   27/11/2017 

Date signed off by CCG / CSU Committee:   TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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balanced with the need to align eligibility for treatments with best clinical evidence and balancing

health resources for the whole population. The CCG's that are part of this review are: NHS Halton

Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool

Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton

Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment is authored by Equality and Inclusion

Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This is a review of an existing policy for surgical treatments for Minor Skin Lesions. The

removal of benign skin lesions are not routinely commissioned for cosmetic reasons. There is

no significant change in previous eligibility criteria / access to service for people over 16

however the policy wording has changed regarding children under the age of 16 which may

result in a reduction of activity.

2 Does this issue plan to reduce a service, activity or presence?

Possible: See statement to question 1.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is currently no plan to introduce or increase a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: This EIA is based on a reviewed policy for surgical treatments for Minor Skin Lesions.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This is a review of the criteria for surgical treatments for Minor Skin Lesions. This

includes: The CCG will only fund this treatment if the patient meets ONE of the following:

•Suspected or proven malignancy (cancerous) (if suspected or proven malignancy refer via

appropriate pathway) OR •Symptomatic e.g. ongoing pain or functional impairment. OR •Risk

of infection. OR •Significant facial disfigurement. OR •All vascular lesions on the face except

benign, acquired vascular lesions such as thread veins. For any of the above scenarios,

referral for treatment should be made to a community provider. This has been clarified within

the revised policy. The introduction to the policies of low clinical value 2015/16 contains a

statement relating to Core Clinical Eligibility. This section contains a statement that ‘children

under the aged of 16 years are eligible for surgery to alter appearance, improve scars, excise

facial or other body lesions, where conditions cause obvious psychological distress’. After

discussion within the policy group, this statement will be withdrawn from the revised policy.

Rationale within the policy group discussed equity of the revised eligibility criteria across all

age groups. This change in the policy statement may potentially impact children under the

age of 16 for certain treatments under policies of low clinical value. Due to the nature of this

particular policy and potential requests for treatment, this change in the policy statement may

impact the access to treatment for children under the age 16. Previously, this age group

would be able to be eligible is their condition caused them psychological distress. All age

groups will now follow the same eligibility criteria for this treatment.

6 Does this issue plan to introduce a new service or activity?

No: This is a review of a current policy.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington CCG policy review group. The

review is not to improve access but should help bring greater consistency in decision making

for the treatment of minor skin lesions for patients living in Merseyside and Warrington CCG

area. There is no significant change in previous eligibility criteria / access to service except

for children under the age of 16 requesting treatment on grounds of psychological distress.

This change may reduce the activity for this treatment.

8
Does this affect Employees or levels of training for those who will be

delivering the service?
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Equality Risk

No: The changes in the revised policy should not impact negatively on employees. There is

no significant change in previous eligibility criteria / access to service with the exception

regarding cosmetic treatments for under 16's. Any staff making decisions regarding patients

with minor skin lesions should be made aware of any revisions to current policies. The policy

review group have discussed adding scenarios for G.P in order to provide clarity of when to

refer or not. (discussion noted in meeting dated 19/10/2016)

9 Does this issue affect Service users?

Yes: This revised policy will affect patients that present to their G.P with minor skin lesions.

There should be greater consistency with decision making across the area as this policy will

align the criteria for patients living in Merseyside and Warrington area. There is no significant

change in previous eligibility criteria / access to service to people over age of 16. This review

may adversely impact on accessing treatment from children under age of 16 on grounds of

psychological distress.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Possible: There are certain groups that may be more prone to minor skin lesions. For

example evidence indicates that women in pregnancy and teenagers are more prone to

benign pigmented moles. This can be due to hormonal changes. People that have

undergone surgery may be more affected by sebaceous cysts. There is a rare genetic

condition called Gardeners Syndrome which is linked to these cysts. Dermatafibromas is

experienced by more women compared to men. Keratosis (crusty dry growths) are usually

experienced by older people. Comedones (associated with acne) is more associated with

people experiencing puberty or hormonal change (pregnancy or menstrual cycle). The policy

does not provide funding for surgical treatment unless eligibility is met. This would include

non cosmetic reasons such as on going pain, impaired function, risk of infection, significant

facial disfigurement or vascular lesions on the face if non benign and not thread veins.

Change to criteria for children under age of 16 to withdraw eligibility on grounds of

psychological distress could potentially impact this group. Engagement work will help

understand these impacts better.
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11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Policy cites: NHS Modernisation Agency - Information for commissioners of Plastic

Surgery - referrals and guidelines in Plastic Surgery (Action on Plastic Surgery) (2005)

Weblink: http://northwestcsu.nhs.uk/BrickwallResource/GetResource/159f6308-bee1-413a-

8da1-8098b0495cf6 Information on skin lesions

http://www.nhs.uk/conditions/Moles/Pages/Introduction.aspx Infomation on molluscum

contagiosum chalazion: www.college-optometrists.org/.../50E0F665-4EF4-48A2-

A7EED254750...

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: See response to question 11. Activity data from the CCG's for show: 2013/14: 35

2014/15: 29 2015/16: 25 Local Individual Funding Request Panel data shows: 2013/14: 4

requests of which 3 were approved and 1 not approved. 2014/15: 8 requests of which 6 were

approved and 2 not approved. 2015/16: 6 requests of which 1 were approved and 5 not

approved. Demographic profiling has been carried out using JSNA and census data sets.

This document has been presented to the policy group and is available upon request.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has undergone process of seeking clinical guidance through Individual

Funding Request Panel and Virtual Clinical Forum. Policy group sought advice from Equality

and Inclusion team at MLCSU.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy development group are considering the potential impact of this policy on staff

and patients in line with people with protected characteristics. Impacts will be better

understood from engagement work.

15
Do you plan to publish your information?

Include any "Decision Reports"
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Human Rights Impact
 

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: Where surgical treatment is not appropriate patients should be provided with alternative

support / advice on their skin condition as appropriate. Engagement work to be carried out.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: Minutes from Policy Development Meetings have considered this Equality Impact

Assessment. This is currently ongoing and awaiting engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The Midlands and Lancashire CSU in partnership with Cheshire and Merseyside CCG's

has undertaken engagement with G.P's and other clinicians. The policy group has

undertaken review of changes within the revised policy. This has involved engagement with

G.P’s, Service Yes: Providers and Clinicians. Based on this, the policy group have ragged

rated policies either red or green based on the level of change. Policies ragged red are

policies that contain significant change in terms of eligibility criteria / access to the service.

These policies have been identified for public engagement. Policies ragged green are

policies where there is no significant change in terms of eligibility or access criteria compared

to previous version. These green ragged policies are not identified as a policy to go to

engagement but will be made available for the public. Based on changes made to this policy

this assessment recommends that public engagement is undertaken.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person with minor skin lesions when following eligibility criteria

should not result in the death of a person.
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20 Will the policy/decision lead to degrading or inhuman treatment?

No.

21 Will the policy/decision limit a person's liberty?

No.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No.

23 Will the policy/decision result in unlawful discrimination?

No: this policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. Assessment and eligibility will be more fair across the geographical area as there will be

greater consistency across CCG's.

27 Will the policy/decision interfere with a person's right to participate in life?
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No. Treatment decisions will be made on clinical reasons. There is no significant difference

between this revised policy and previous policy criteria.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Minor Skin Lesions Stage 2 v1 27112017 QA.pdf (985160 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

The assessment notes that this policy has considered the protected groups cited within the

Equality Act 2010 and the policy could potientially impact younger people that had previously

accessed treatment through suffering psychological distress. Engagement recommended. EIA

to be updated once done.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Equality issues have been documented within this stage 1 assessment. Engagement work

recommended. EIA to be updated once done.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice from Lancashire LGBT 

Date of commencing the assessment:  06/09/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 
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General public  x  

Staff    x 

Partner organisations (GPs, Providers) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Surgical removal of minor skin lesions  
 
The minor skin lesion, which is a lump or bump, such as a e.g. benign pigmented moles, 
milia, skin tags, keratoses (basal cell papillomata), sebaceous cysts, corn/callous 
dermatofibromas, comedones, molluscum contagiosum chalazion is completely cut off 
during surgery. The operation is performed using a local anaesthetic, which is injected 
around the lesion, numbing the area while the patient is awake.  

  

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The current policy:  

 This procedure will be commissioned in any of the following circumstances:  
• Ongoing pain or functional impairment  
• Risk of infection  
• Significant facial disfigurement  
• All vascular lesions on the face except benign, acquired vascular lesions such as thread 
veins.  
• Available to children under 16 for cosmetic or psychological reasons  
 

The revised policy contains the proposed changes:  
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Proposed changes to the criteria include:  
• Alignment with other policies  
• ‘Suspected or proven malignancy (cancer): If suspected or proven malignancy, refer via 
appropriate route’ would be added  
• Layout would be simplified and criteria made clearer  
• This surgery would only be available for clinical reasons across all age ranges. This 
means that children under the age of 16 would no longer be able to have surgical revision 
of minor skin lesions for psychological or cosmetic reasons  
 
(Update 27/11/2017: revisions being made to wording regarding psychological impact. ) 
 
The new policy would read:  
The CCG will only fund this treatment if the patient meets one of the following:  
• Suspected or proven malignancy (cancer): If suspected or proven malignancy, refer via 
appropriate route  
• Ongoing pain or functional impairment  
• Risk of infection  
• Significant facial disfigurement  
• All vascular lesions on the face except benign, acquired vascular lesions such as thread 
veins.  
 
For any of these scenarios, referral for treatment should be made to a community 
organisation providing the service.  

 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white British – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
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This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white British – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
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backgrounds are predominantly white British – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white British – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white British – 92.9% compared to England comparator of 79.8% with 
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low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  

This assessment has referred to a range of documents: 

NHS Modernisation Agency - Information for commissioners of Plastic 
Surgery - referrals and guidelines in Plastic Surgery (Action on Plastic Surgery) (2005) 
Weblink: http://northwestcsu.nhs.uk/BrickwallResource/GetResource/159f6308-bee1-413a- 
8da1-8098b0495cf6  
 
Information on skin lesions   http://www.nhs.uk/conditions/Moles/Pages/Introduction.aspx  
 
Infomation on molluscum contagiosum chalazion: www.college-
optometrists.org/.../50E0F665-4EF4-48A2- A7EED254750... 
 
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-
skin#4-10  
 
Data across the CCG’s for this treatment show relatively low activity: 
 
2013/14: 35 
2014/15: 29 
2015/16: 25 
 
Local Individual Funding Request Panel data shows:  
 
2013/14: 4 requests of which 3 were approved and 1 not approved.  
2014/15:  8 requests of which 6 were approved and 2 not approved.  
2015/16: 6 requests of which 1 were approved and 5 not approved. 
 
A stage 1 EIA was carried out before engagement started which scoped out potiential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 

http://www.nhs.uk/conditions/Moles/Pages/Introduction.aspx
http://www.college-optometrists.org/.../50E0F665-4EF4-48A2-
http://www.college-optometrists.org/.../50E0F665-4EF4-48A2-
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
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Feedback from Governance and Equality Manager for the Merseyside CCGs was received 
as part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process.  This included concerns raised about the removal of criteria for under 16’s which 
could lead to indirect discrimination based on age.  Pregnancy and youth/hormonal surge 
highlighted as a negative impact but not mitigated. 
 
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 55 people gave a response to the review of this policy. From these, 50.91% 
had not received this treatment. 56.36% knew someone who had received the treatment or 
had received the treatment themselves.  

58.18% of people agreed / strongly agreed with the revised criteria.  

14.55% of people didn’t agree nor disagree. 

27.27% of people slightly / strongly disagreed with the revised criteria. 
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The Focus Group on removal of ‘Children under 16 being exempt where psychological distress 
is present’ identified that 6 people took part in the session.  3 people have a close friend or 
know someone who has had this treatment.  4 were aware of this treatment but have not had it 
themselves.     
 
17.00% of this group said they thought children under 16 should have different access to 
treatment on the grounds of psychological distress.  83.00% of this group felt that access to 
treatments should not be based on age.   
 
Equality issues raised by the engagement survey: 
 

• People with psychological issues could be impacted.    
 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
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bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 

x  Engagement work 
commenced in June 2017 
and has linked with Health 
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who will be affected by the policy? 

 

 

 Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

X See above section for 
summary of engagement 
work. 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3 Impact of changes to the policy criteria 

Does the ‘policy’ have the potential to: 
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• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 Initial 
proposal  

X 

Children 
under 16.  

X adults 

 

X 
children 
under 
16 with 
revision 
at 
27/11/2
017 

Changes to children under the 
age of 16 will no longer be 
eligible for this treatment due 
to to alter appearance, improve 
scars, excise facial or other 
body lesions, where conditions 
cause obvious psychological 
distress. 
 
Rationale within the policy 
group are to align the surgical 
treatments regardless of age 
and to not provide surgical 
treatments to treat 
psychological distress.  
 
This review may adversely 
impact on accessing treatment 
from children under age of 16 
on grounds of psychological 
distress. 
 
Teenagers are more prone to 
benign pigmented moles. This 
can be due to hormonal 
changes. Comedones 
(associated with acne) is more 
associated with people 
experiencing puberty or 
hormonal change (pregnancy 
or menstrual cycle). 
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Research  shows that school 
age Children and Young 
people may be less resilient to 
bullying and adversely 
impacted of psychological 
distress compared to adult 
population. Operating on 
adolescent patients with 
unrealistic expectations or 
psychiatric disorders such as 
body dysmorphic disorder may 
ultimately do more harm than 
good for the patient.  

(source: Crerand and Magee 
http://www.gmc- 
uk.org/guidance/ethical_guidance
/28715.asp) 

Keratosis (crusty dry growths) 
are usually experienced by 
older people. The proposed 
changes within the policy 
should not impact on this 
group compared to the 
previous policy version.  
 
Engagement work highlights 
that 83.00% of the YPAS 
(young people’s group) Focus 
Group feel that it was generally 
believed that access to 
treatment should not be biased 
based on age.  100% of the 
YPAS Focus Group did not 
believe that surgery is the only 
way to solve psychological 
issues caused by physical 
appearance.   
 
Update from 14/11/2017: 
Policy group amending 
statement regarding 
psychological impact.  

Disability 

 

  x People that have undergone 
surgery may be more affected 
by sebaceous cysts. There is a 
rare genetic condition called 
Gardeners Syndrome which is 
linked to these cysts. If this 
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caused functional problems the 
patient would be eligible for 
treatment.  
 
The issue of a minor skin 
lesion without disabling pain is 
unlikely to meet the definition 
of ‘disability’ under the equality 
act 
 
The changes of the criteria 
should not impact this group 
compared to the previous 
policy version.  IFR route 
available.  

Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.      

Gender Reassignment 

 

  x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.      

Sex (Gender)   x Dermatafibromas is 
experienced by more women 
compared to men.  

The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised relating to 
this group from the 
engagement work.    

Race    x Dark skin that becomes  
injured, there is an increase of 
keloids – a scar that spreads 
beyond the boundary of the 
original injury and develops into 
a growth. The most common 
causes of keloids are cuts or 
burns. The most common 
locations are the earlobes, 
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chest, back, and arms. While 
they can develop immediately 
after an injury, they can also 
take months or even years to 
grow - and they can continue 
growing over a period of time. 

In some people, keloids may 
itch, cause pain and burning, 
and be tender to the touch. 
(http://www.webmd.com/skin-
problems-and-treatments/skin-
conditions-people-with-dark-
skin#4-10) 

The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised relating to 
this group from the 
engagement work.    

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Pregnancy and 
Maternity 

  x Women in pregnancy and 
teenagers are more prone to 
benign pigmented moles. This 
can be due to hormonal changes.  

The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

No issues raised relating to 
this group from the 
engagement work.    

Marriage and Civil 
Partnership 

  x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
http://www.webmd.com/skin-problems-and-treatments/skin-conditions-people-with-dark-skin#4-10
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Carers   x The revised criteria should not 
have any impact on this group. 

No issues raised relating to 
this group from the 
engagement work.    

Deprived 
Communities 

  x The revised criteria should not 
have any impact on this group. 
This assessment notes that  
this group are less likely to be 
able to afford privately funded 
treatment for cosmetic 
treatment.  The changes of the 
criteria should not impact this 
group compared to the 
previous policy version. 

No issues raised relating to 
this group from the 
engagement work.    

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x It is possible that Asylum 
Seekers / refugees could have 
minor skin lesions as a result 
of scaring / injury as a victim of 
torture / conflict. The patient 
would need to meet the 
eligibility criteria to get 
treatment.  

It is possible that the above 
may be experienced by war 
veterans.  

Acting soldiers would be 
treated under MoD health care. 

IFR route option for all patients 
where criteria is not met.  

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 
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If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Challenge from 
change to age 
for psychological 
reasons 

Policy group to consider 
and confirm rationale for 
this change taking account 
of financial resources and 
engagement feedback.  

Update: policy group are 
amending wording 
regarding psychological 

Policy group Policy Group 

 

Addressed on 
14/11/2017.  

TBA 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
Unlikely to be challenged as area of indirect discrimination now addressed regarding removal of the 
children and psychological line from the introduction of policy statement.   
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 
None 
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impact. (14/11/2017) n 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  David Partington 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

Jennifer Mulloy 27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 
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• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 

 



 

23 

 

and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 



 

31 

 

The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Pinnaplasty

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

04/05/2017

Person Responsible

Harinder Kaur

Service

Pinnaplasty - Surgical correction of prominent

ears

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Pinnaplasty is the surgical correction for prominent ears. Ear correction surgery is cosmetic

surgery to alter the size or shape of the ears, or pin them back if they stick out. This policy has

been identified as low clinical priority. The CCGs has a limited funding resource and therefore has

to prioritise services that are commissioned. CCGs currently gives greater priority to life

threatening and chronic ill health. The Policy Review Group are working to identify areas of

impact through the changes they make balanced with the need to align eligibility for treatments

with best clinical evidence and balancing health resources for the whole population. This policy is

undergoing review. The CCG's that are part of this review are: NHS Halton Clinical

Commissioning Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical

Commissioning Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical

Commissioning Group NHS Southport and Formby Clinical Commissioning Group NHS

Warrington Clinical Commissioning Group This assessment has been carried out by Equality and

Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This assessment is based on policy review for Pinnaplasty.

2 Does this issue plan to reduce a service, activity or presence?

Yes: The changes contained within the reviewed policy are likely to result in a reduction of

treatments for prominent ears.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. Within the previous criteria this

treatment for cosmetic reasons is not funded by the NHS for people over the age of 18 years.

4 Does this issue plan to make a change to a commissioned service?

No: this commissioned service will be through applications to Individual Funding Requests for

cases of exceptionality.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. There are

a number of changes to the policy content which may affect patients. Changes in the

introduction of the policy includes children and young people able to access this treatment

due to psychological impact.

6 Does this issue plan to introduce a new service or activity?
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No: The revised policy on is an existing policy in which surgical treatment for pinnaplasty is

based.

7 Is this primarily about improving access to, or delivery of a service?

No: It is not envisaged that the revised policy will improve access or delivery of this service.

The review process should however, help bring greater consistency in decision making for

patients requiring Pinnaplasty living in Merseyside - including Warrington CCG area. It is

expected that revised criteria and changes will reduce activity.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

Yes: The revisions within the policy are removing criteria for treatment and this treatment will

not be routinely commissioned. This change will affect patients aged 5 to 18 years at the time

of referral and with very significant ear deformity or asymmetry. Changes to the introductory

section to the policies regarding cosmetic treatments for children and young people

experiencing psychological distress has also been removed which will also impact on those

children who gained treatment for psychological reasons.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the issue of prominent ears does not affect hearing and is a cosmetic issue - this would

not fall under the protected characteristic of disability. The revised criteria could be negative

for 5-18 years who had previously accessed this treatment. however the revised criteria no

longer treats them more favourably than all other ages. This assessment recognises that

having prominent ears may be upsetting - and not treating may have an potential impact on

the numbers for seeking psychological therapies as a result of non cosmetic treatment.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: The British Association of Aesthetic Surgeons: noting that Approximately 1 to 2% of the

population in the United Kingdom consider their ears to be too prominent. In many cases the

shape and lie of the ears is inherited, and a family trend can be seen. The most prominent

ears often lack a normal fold, and sometimes one ear is more prominent than the other.

People with prominent ears are sometimes teased, particularly during their school years, and

this can lead to a loss of self confidence. http://baaps.org.uk/procedures/setting-back-

prominent-ears Also info on: https://patient.info/doctor/prominent-ears

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Not yet: activity data requested. Research into disability conditions that can cause prominent

ears: Fragile X syndrome. http://www.healthline.com/health/fragile-x-syndrome#risks4

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: equality advice from MLCSU embedded within the policy review group and legal advice

is available upon request of policy review group. Clinical advice sought on policy.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group and will recommend that engagement work is

carried out.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes: engagement work will help further assess any impact from changes to the policy.

17
Do you have any supporting evidence?

If YES please list the documents.

No: further information will be added within revised assessment following engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. This policy has been ragged as red so therefore has significant change

in terms of access or eligibility criteria compared to previous versions. This policy will

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the changes in the revised policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a person's liberty.
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22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life

however this assessment recognises that the condition of having prominent ears can be

unwanted and impact on a persons confidence.

23 Will the policy/decision result in unlawful discrimination?

No: the policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: decisions on this treatment are based on individual funding requests based on fair

assessments.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life however

assessment recognises that people seeking cosmetic treatments may feel unhappy with their

appearance.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Pinnaplasty Stage 2 v1 27112017QA.pdf (994074 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment recommends engagement work is carried out. This will be further updated

once complete.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Update when engagement is completed.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed. Additional engagement with young people. Policy group amending criteria

regarding psychological impact on children.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policies: Pinnaplasty (ear pinning) 
 

Updated 23/11/2017 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   
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Carers or family   x 

General public  x  

Staff    X 

Partner organisations (GPs, Providers, RNIB) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across 
Merseyside CCG's and Warrington CCG. This policy has been identified as low clinical 
priority. The CCGs has a limited funding resource and therefore has to prioritise services 
that are commissioned. The CCG currently gives greater priority to life threatening and 
chronic ill health. The Policy Review Group are working to identify areas of impact through 
the 
changes they make balanced with the need to align eligibility for treatments with best 
clinical 
evidence and balancing health resources for the whole population. 

The policy is for  Pinnaplasty (ear pinning) 

 
 
 This is an operation that changes the shape of the ears, making them appear smaller or 
tucked in.  
The procedure can be performed under local anaesthetic and involves:  
• making one small cut (incision) behind the ear to expose the ear cartilage  
• removing small pieces of cartilage if necessary  
• scoring and stitching the remaining cartilage into the desired shape and position.  
 

 
 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

Current policy 
 
This surgery is not routinely commissioned for patients for cosmetic or psychological 
reasons except for children under the age of 16 years.   
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The revised policy contains the proposed changes 
 
This procedure would not be routinely commissioned for any age group.  This means 
that children under the age of 16 would no longer be able to have a pinnaplasty 
procedure for cosmetic or psychological reasons.   
 
Reason for proposed change(s) 
 
To ensure that everyone is treated equally.   
 
Impact of proposed change(s) 
 
The biggest impact would be for patients who request this procedure for psychological or 
cosmetic reasons.   
All patients could still apply for this procedure, with support from their doctor, through an 
Individual Funding Request to their local Clinical Commissioning Group (CCG).  The 
CCG panel would consider whether the request could be funded.   
  

Information about Pinnaplasty: 

Pinnaplasty is the surgical correction for prominent ears.  Ear correction surgery is 
cosmetic surgery to alter the size or shape of the ears, or pin them back if they stick out. 
 
Information used to help to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 
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NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
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Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
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Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

This assessment has referred to a range of documents: 
 
http://baaps.org.uk/procedures/setting-back-prominent-ears  
 
https://patient.info/doctor/prominent-ears 
 
Research into disability conditions that can cause prominent ears: Fragile X syndrome. 
http://www.healthline.com/health/fragile-x-syndrome#risks4  
 
 
 
Pinnaplasty Procedure Data  
The Project team were asked to look into data around Pinnaplasty procedures coming out of 
Aristotle, specifically, a review of procedures by age. 
 
The following chart identifies pinnaplasty activity for all CCGs between 2013/14 and 2016/17. The 
age groups for this data are 0-18, 19-21 and 22+ 

http://baaps.org.uk/procedures/setting-back-prominent-ears
https://patient.info/doctor/prominent-ears
http://www.healthline.com/health/fragile-x-syndrome#risks4
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Summary 

• The largest number of procedures were for patients aged between 0-18 (185). 4 were 
carried out for patients aged between 19-21, whilst 7 were for patients aged 22 or over 

• 54% of all procedures were carried out by Alder Hey Children’s NHS Foundation Trust 
• The highest number of procedures were carried out for patients within NHS Liverpool CCG 

(53) 
• The lowest number of procedures were carried out for patients within NHS Southport & 

Formby CCG (14) 
• A majority of procedures were carried out at Alder Hey Children’s NHS Foundation Trust 

(105)  
• Only 1 procedure was carried out at Aintree University Hospital NHS Foundation Trust  
• Since financial year 2014/15 the overall amount spent across the 7 CCGs has fallen from 

£125,720 in 204/15 to £86,798 in 2016/17 
• Whilst the total spend is down NHS Liverpool CCG saw an increase in expenditure from 

£25,899 in 2014/15 to £29,012 in 2016/17 
• NHS South Sefton CCG have seen the biggest decrease in expenditure going from £17,331 

in 2014/15 to £3,034 2016/17. 
 
 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work. Stage 1 identified that further clinical evidence has been requested to 
support the decision.  
 
Feedback from Governance and Equality Manager for the Merseyside CCGs was received 
as part of the Stage 1 EIRA process, and this was taken into account during the Stage 2 
process.  This included concerns raised about children possibly being affected by changes 
to policy which may lead to indirect discrimination on the grounds of age.  May have a 
greater effect on a child who could be less resilient to bullying.  No details provide on the 
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IFR process, and whether children’s groups were consulted as part of this process.    
These issues will be further addressed within this assessment.  
 
Summary of Demographic information from engagement work: 
 

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 

1. Ethnic background:  
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The majority (84.5%) of responses were made by white British people.  

1. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

2. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

3. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

4. Disability: 57 (65.5%) responses were from people disclosing a disability. 

5. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

Responses about this policy:  

For this policy, 46 people gave a response to the review of this policy. From these, 78.26% 
had not received this treatment. 13.04% knew someone who had received the treatment.  

45.65% of people agreed / strongly agreed with the revised criteria.  

43.48% of people disagreed/strongly disagreed with the revised criteria. 

10.87% neither agreed or disagreed with the revised criteria.   

The Focus Group on removal of ‘Children under 16 being exempt where psychological 
distress is present’ identified that 6 people took part in the session.  4 people had not 
received Pinnaplasty treatment.  2 people have a family member who had received 
Pinnaplasty treatment.   

17.00% of this group said they thought children under 16 should have different access to 
treatment on the grounds of psychological distress.  83.00% of this group felt that access to 
treatments should not be based on age.   

 
Equality issues raised by the engagement survey: 
 

• People with psychological issues could be impacted.    
• Possible impact on patient’s quality of life if procedures are removed/not available 

Table showing comments made by Young Peoples (YPAS) focus group:  
Please explain why you agree/disagree with the current policy. Please explain how 
you would change it. 
You don't know what it is going to look like when older which means age should be  
scrapped all together as different ages could be affected 
You could grow into your ears, you never know.  
Age could be changed to high school age where psychological impact might be more 
severe.  
Would consider age 8-19 years rather than 5-18 
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Havig a full MDT working on the matters on first initial assessment 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality 
Duty (three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity 
to eliminate discrimination, harassment 
and victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct 
(including a wide range of behaviours) 
because of or connected to a protected 
characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. 
(eg bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers 
any impact of change on 
different patient groups 
(considering those in 
protected groups)  

The policy group are 
aligning policies to create 
improved consistency 
across decision making 
within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment 
in order to identify any 
potential impact on 
patients / staff.  

Does the policy provide an opportunity 
to  advance equality of opportunity 
between people who share a protected 
group and those who don’t share it? 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  
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What do we mean? 

Equality of opportunity is about making 
sure that people are treated fairly and 
given equal access to opportunities and 
resources. Promoting is about: 

• Encouraging people/services to 
make specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

Due to some changes in 
the criteria of this policy, it 
has been shared with the 
public and engagement 
feedback has been sought 
through a questionnaire- 
on line and paper version 
alongside focus groups. 
This has been carried out 
in order to understand any 
potential impact from the 
revised criteria.  

The policy has undergone 
engagement with 
providers and clinicians to 
ensure that criteria is 
based on best clinical 
advice and guidance.  

Throughout engagement 
processes, ongoing 
monitoring has taken 
place to look at 
participation of children via 
the YPAS Focus Group.   

Does the policy provide an opportunity 
to Foster Good Relations between 
people who share a protected 
characteristic and those who don’t 
share it 

What do we mean? 

Foster Good Relations between people: 
This is about bringing people from 
different backgrounds together by trying to 
create a cohesive and inclusive 
environment for all. This often includes 
tackling prejudice and promoting 
understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues 

for Community cohesion (will it 
impact certain communities 
compared to others and how this be 
managed?) 

x  The policy group have 
been presented with an 
equality paper on the 
Public Sector Equality 
Duty.  

The revised policy has 
been subject to wide 
engagement and the 
communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms 
plan for details) 

The engagement work 
identified possible 
psychological impact 
however, the Policy 
Development Group 
meeting on 14th November 
2017 it was agreed to 
remove the children and 
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psychological impact line 
from the introduction.   

 

Has engagement/involvement or 
consultation been carried out with 
people who will be affected by the 
policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. 
During the process this 
policy generated 
significant interest.   

The revised policy has 
been shared with the 
Oversight and Scrutiny 
Committee.  

Has the engagement/involvement or 
consultation highlighted any 
inequalities?  

 

 

X See above section for 
summary of engagement 
work. 

Have you added an Equality Statement 
to the Policy?  Example statement: 
Promoting equality and addressing health 
inequalities are at the heart of NHS 
England’s values.  Throughout the 
development of the policies and processes 
cited in this document, we have given 
regard to the need to  

• eliminate discrimination, 
harassment and victimisation, to 
advance equality of opportunity, 
and to foster good relations 
between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) 
and those who do not share it; and  

• reduce inequalities between 
patients in access to, and outcomes 
from healthcare services and to 
ensure services are provided in an 
integrated way where this might 
reduce health inequalities 

• make reasonable adjustments 
when necessary 

X 

 

 The policy introduction 
section contains reference 
to equality legislation.  

All the policy review 
meetings contain an 
‘equality and inclusion’ 
agenda item where any 
issues can be raised and 
discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  
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SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may 
help and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negativ
e effect 

Neutral  or 
indirecteffe

ct 

Please explain 

Age  

 

 X 

Possibl
e 

 The Royal College of 
Surgeons state that a 
Pinnaplasty procedure 
should be carried out in 
children of school age due 
to the potential for bullying, 
and lower psychological 
resilience which may lead to 
psychological distress.  This 
could lead to an increased 
call on Mental Health related 
therapies.   

The Policy Development 
Group meeting on 14th 
November 2017 agreed to 
remove the children and 
psychological impact line 
from the policy introduction 
statement.   

The Policy Development 
Group agreed to include a 
clear statement under the 
Psychological Distress 
section of the introduction 
stating that  surgical 
interventions will only be 
considered after appropriate 
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psychological interventions 
have been tried but found 
not to be appropriate. 

Mitigation action: Policy 
group decided on 
14/11/2017 to revise 
wording regarding 
psychological impact and 
children.  

Disability 

 

  X The changes within this 
policy should not have any 
negative impact on people 
with a disability. 

No issues raised during 
engagement work. 

Sexual Orientation 

 

  x The changes within this 
policy should not have any 
negative impact on people 
within this group. 

No issues raised during 
engagement work. 

Gender 
Reassignment 

 

  X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Sex (Gender)   X The changes within this 
policy should not have any 
negative impact on people 
within this group. 

No issues raised during 
engagement work. 

Race    X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Religion or Belief   X The changes within this 
policy should not have any 
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negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Marriage and Civil 
Partnership 

  X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Carers   X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Deprived 
Communities 

  X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum 
Seekers, Homeless, 
Sex Workers, 
Military Veterans  

  X The changes within this 
policy should not have any 
negative impact on people 
within this group.  

No issues raised during 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 
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SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are 
required to complete a full Human Rights Assessment, please request and complete 
a Stage 2 Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Children under 
the age of 16 
would no longer 
be able to have 
a pinnaplasty 

Decision made by Policy 
Development Group to to 
include a clear statement 
under the Psychological 
Distress section of the 

Not 
applicable. 

Policy 
Development 
Group. 

TBA 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
Risk score reflective of unlikelihood of challenge as area of indirect discrimination 
now addressed regarding age. 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
None 
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procedure for 
cosmetic or 
psychological 
reasons.   

introduction stating that  
surgical interventions will 
only be considered after 
appropriate psychological 
interventions have been 
tried but found not to be 
appropriate. 

     

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment: David Partington 

Date reviewed by Equality and Inclusion Team: 

27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 
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Jennifer Mulloy  27/11/2017 

Date signed off by CCG / CSU Committee:  TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 



 

25 

 

Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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Policy for Cosmetic Surgery - Reduction

Mammoplasty - Female Breast Reduction

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572
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Breast reduction surgery can help women who are unhappy with the shape, weight or droop of

their breasts by making them smaller and more lifted. There may be other reasons - other than

cosmetic reasons for women seeking female breast reduction such as suffering from functional

problems such as Musculo-skeletal symptoms linked to breast size. NHS funding for this

treatment is restricted and only funded if the patient meets certain criteria. This policy has been

identified as low clinical priority. The CCGs has a limited funding resource and therefore has to

prioritise services that are commissioned. CCGs currently gives greater priority to life threatening

and chronic ill health. The Policy Review Group are working to identify areas of impact through

the changes they make, balanced with the need to align eligibility for treatments with best clinical

evidence and balancing health resources for the whole population. This policy is part of a suite of

policies are being reviewed collaboratively across Cheshire and Merseyside CCG's. The CCG's

that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical

Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical

Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport and

Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment is authored by Equality and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed eligibility for treatment. There is no plan to withdraw

this treatment where patients meet the eligibility criteria.

2 Does this issue plan to reduce a service, activity or presence?

Possible: there may be a reduction in activity levels due to a change in eligibility criteria for

this treatment.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: CCG's will still provide this commissioned service based on clinical evaluation - not on

cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. There are

a number of criteria changes that may affect access to this treatment. These include change

of age criteria from 18 years to 21 years and the removal of Gender Dysphoria Protocol

guidance. Changes to the introductory criteria regarding children aged 16 and under should

not impact this policy as previous policy had a criteria of 18 years old.
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6 Does this issue plan to introduce a new service or activity?

No: The revised policy is an existing policy in which is being reviewed.

7 Is this primarily about improving access to, or delivery of a service?

No: It is not envisaged that the revised policy will improve access or delivery of this service.

The review process should however, help bring greater consistency in decision making for

patients requiring reduced mammoplasty living in Merseyside - including Warrington CCG

area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

Yes: the policy affects women requesting this treatment. The change of criteria will affect

women aged 18 to 21 years that would have requested this treatment. The issue of changes

to removing the gender dysphoria protocol guidance may potentially affect patients

undergoing gender reassignment.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Potentially: The change of age could cause a negative impact on women aged 18 to 21

years. The change in removal of gender dysphoria protocol guidance should not have any

impact for patients undergoing gender reassignment from female to male as this treatment

would fall under core treatments governed by the Gender Reassignment Protocol and

Guidelines.
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Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: This assessment has referred to a range of documents including: The Royal College of

Surgeons of England: https://www.rcseng.ac.uk/library-and-publications/college-

publications/docs/breast-reduction-guide/ NHS Choices website:

http://www.nhs.uk/Conditions/Breast-reduction/Pages/Introduction.aspx The British

Association of Aesthetic Plastic Surgeons: http://baaps.org.uk/procedures/breast-reduction

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: see response to question 11. Activity data on this treatment across the CCG's show:

2013/14: 85 2014/15: 90 2015/16: 99 For patients seeking funding through the Individual

Funding Request panel there were only 10 applications for the years 2013 to 2016 of which

all 10 were not approved. Further clinical evidence has been requested to support the

decision to change the age criteria.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group have considered the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group and will recommend that engagement work is

carried out together will consideration of justification for age change.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.
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Human Rights Impact
 

16
Can you minimise any negative effect?

Please state how.

Yes: current identified risk of legitimate justification for age change.

17
Do you have any supporting evidence?

If YES please list the documents.

No: further information will be added within revised assessment following engagement work.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. This policy has been ragged as red so therefore has significant change

in terms of access or eligibility criteria compared to previous versions. This policy will

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.
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22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life

23 Will the policy/decision result in unlawful discrimination?

Possibly if age criteria is not legitimately justified. This response will be reviewed once further

clinical evidence is presented.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.

Page: 6 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Reduction Mammoplasty Stage 2 v2 27112017QA.pdf (986618 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment requires number of women where treatment was provided under the age of 21

in order to assess if the impact of the age criteria will be proportionate. Also further justification

for this change. Engagement required.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed. Equality risk reduced with further changes to age criteria.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

 Pan Merseyside Policy Review: 
Reduction mammoplasty (breast reduction) for women      

Updated 21/11/17 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

David Partington - Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  11/09/2017 following on from pre engagement 
assessment date 13/04/2017. 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   
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Carers or family   x 

General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgical procedure to reduce breast size.  
 
Patients are given general anaesthetic to send them to sleep for this procedure.  
There are several techniques the surgeon could use, but generally the operation involves:  
• moving a nipple – usually while it is still attached to the blood supply  
• removing excess fat, glandular tissue and skin from the breasts  
• reshaping the remaining breast tissue  
 

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
 Current policy  
This procedure is commissioned only if ALL of the following criteria are met:  
• Musculo-skeletal symptoms are not due to other causes  
• There is at least a two year history of attending the GP with the problem  
• Other approaches such as pain-killers and physiotherapy have been tried  
• The patient is suffering from functional symptoms as a result of the size of her breasts (for 
example back pain or infection between the folds of skin)  
• The wearing of a professionally fitted bra has not helped  
• The patient’s body mass index (BMI – a measurement that uses a person’s height and 
weight to see if their weight is healthy) is less than 25 and stable for at least twelve months  
• The patient’s breast is a cup size H or larger  
• There is a proposed reduction of at least three cup sizes  
• The patient is over 18 years old  
• The patient is not planning any future pregnancy.  
 
OR  
Reduction is considered when one breast is naturally larger than the other by at least three 
cup sizes as measured by a specialist.  
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Non-core Procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14 are 
being applied.                                                                                                                        
The revised policy contains the proposed changes: 

During the policy review, criteria has been changed due to the Equality impact 
assessment identifying areas of indirect discrimination.  
 
 It is proposed that all criteria remain the same but orginally the policy proposed a change 
to increasing the age limit from 18 to 21. The policy group met on the 14th November 2017 
and decided that the proposed change to 21 will not be implemented. The age will remain 
at 18 years.  
 
The new policy would read as follows:  
This procedure is commissioned only if ALL of the following criteria are met:  
• Musculo-skeletal symptoms are not due to other causes. There is at least a two year 
history of attending the GP with the problem  
• Other approaches such as pain-killers and physiotherapy have been tried  
• The patient is suffering from functional symptoms as a result of the size of her breasts 
(for example back pain or infection between the folds of skin)  
• The wearing of a professionally fitted bra has not helped  
• The patient’s body mass index (BMI – a measurement that uses a person’s height and 
weight to see if their weight is healthy) is less than 25 and stable for at least twelve 
months  
• The patient’s breast is a cup size H or larger  
• There is a proposed reduction of at least three cup sizes  
• The patient is over 18 years old (original proposal no longer being implemented) 
• The patient is not planning any future pregnancy.  
 
Reduction is considered when one breast is naturally larger than the other by at least 
three cup sizes as measured by a specialist.  
 

Reason for proposed change(s)  
This would bring the policy in line with other local areas.  
 
Impact of proposed change(s)  
Those who fulfil all the other criteria, but are aged between 18 and 21 will have to wait 
until they are 21 to have this surgery.  – Update 20/11/2017 no longer being implanted. 
Age criteria reverted back to 18 years.  
 
Information about Mammoplasty:   
 
Breast reduction surgery can help women who are unhappy with the shape, weight or 
droop of their breasts by making them smaller and more lifted. There may be other 
reasons - other than cosmetic reasons for women seeking female breast reduction 
such as suffering from functional problems such as Musculo-skeletal symptoms linked 
to breast size. 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
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NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population 
of 126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and 
slightly less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% 
compared to England comparator of 79.8% with low rates of BME. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
11.6% compared to 8.3%. This data mirrors the rate of people providing unpaid care 
11.9% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and 
Whiston. Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 96.1% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 14.2% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.2% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in 

England and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-
64 years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
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backgrounds are predominantly white british – 84.8% compared to England 
comparator of 79.8% with rates of BME above the England rate represented in 
Mixed/Multiple Ethnic Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; 
White and Black African (0.7) and Asian/Asian British; Chinese. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
12.8% compared to 8.3%. The rate of people providing unpaid care is 10.8% 
compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in 

England and about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and 
Newton-le-Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 12.4% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 11.8% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.6% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 92.9% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is almost in line with England rate at  (8.4% compared to 8.3%. 
This data mirrors the rate of people providing unpaid care 10.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

Full data set and summaries of JSNA health profile summaries are attached to 
end of report.  
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Sources of information used within this assessment:  

This assessment has referred to a range of documents including:  
The Royal College of Surgeons of England: https://www.rcseng.ac.uk/library-and-
publications/collegepublications/ docs/breast-reduction-guide/  
 
NHS Choices website: 
http://www.nhs.uk/Conditions/Breast-reduction/Pages/Introduction.aspx The British 
Association of Aesthetic Plastic Surgeons: http://baaps.org.uk/procedures/breast-
reduction 

Data across the CCGs for this treatment shows relative low activity:  

Activity data on this treatment across the CCG's show: 
2013/14: 85  
2014/15: 90  
2015/16: 99  
For patients seeking funding through the Individual 
Funding Request panel there were only 10 applications for the years 2013 to 2016 of 
which 
all 10 were not approved.  
 
A stage 1 EIA was carried out before engagement started which scoped out potential 
impact. This stage 2 now brings together information from stage 1 together with evidence 
from engagement work. Stage 1 identified that further clinical evidence has been 
requested to support the decision to change the age criteria if rationale linked to age 
and breast development linked to hormones. Ongoing review into the engagement 
work highlighted indirect discrimination regarding initial age proposals as no 
justification for this change was provided. This issue has been addressed by policy 
group reverting the age criteria back to 18 years.  
 

Summary of Demographic information from engagement work:  

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

https://www.rcseng.ac.uk/library-and-publications/collegepublications/
https://www.rcseng.ac.uk/library-and-publications/collegepublications/
http://baaps.org.uk/procedures/breast-reduction
http://baaps.org.uk/procedures/breast-reduction
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3. Ethnic background:  

 

The majority (84.5%) of responses were made by white british people.  

4. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

5. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us they 
have no religion. 16.6% preferred not to say. The remainder 4.3% are distributed 
across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and Quaker.  
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6. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

7. Disability: 57 (65.5%) responses were from people disclosing a disability. 

8. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

 

For this policy, 46 people gave a response to the review of this policy. From these, 86.96% 
had not received this treatment. 13.4% knew someone who had received the treatment.  

60.8% people agreed / strongly agreed with the revised criteria.  

30.4% people disagreed / strongly disagreed with the revised criteria 

8.8% people didn’t agree nor disagree.  

Equality issues raised by the engagement survey:  

• People with long term psychological issues will be impacted  

• Age of 18 rather than moving it to 21.  

• Planned pregnancy criteria is difficult to enforce  

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 

x  The current policy and 
review group considers any 
impact of change on different 
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victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Throughout engagement 
processes, ongoing 
monitoring has taken place 
to look at participation of 
younger women.  59.3% of 
all engagement responses 
were female 
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Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See above section for 
summary of engagement 
work.  

Issues raised with the initial 
proposal of age criteria, 
planned pregnancy and 
issue of psychological 
distress.  

The initial stage 1 equality 
impact assessment was 
reviewed by the Equality 
Lead for Merseyside CCG’s 
who raised issues with: 1. 
Age criteria, monitoring of 
IFR applications and removal 
of Gender Dysphoria 
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protocol reference.  

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 
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Age  

 

 Initial 
assessm

ent  

X 

18-21 
year olds 

Updated 
assess
ment  

X 

Age 
criteria 

changed 
back to 

18.  

The initial proposal to change 
age could cause a negative 
impact on women aged 18 to 
21 years who will no longer get 
this treatment.  
There is no evidence to 
suggest that prevalence for 
large breast impacts certain 
ages.  

Following engagement work 
the policy group have decided 
to change the criteria back to 
18 years old – adult age.  

This issue was also reflected in 
engagement work.  

No reasonable justification 
could be found to link the initial 
proposed age of 21 to breast 
development. 

Disability 

 

  x The changes within this policy 
should not have any negative 
impact on people with a 
disability.  

Engagement work highlighted 
that large breasts can lead to 
physical problems.  

Sexual Orientation 

 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

 

No issues raised during 
engagement work.  

Gender Reassignment 

 

  x This policy should not impact 
of this group as this treatment 
falls under the core funding of 
gender reassignment. 
Mastectomy and Chest 
Reconstruction is provided for 
Female to Male under Interim 
NHSE Gender Dysphoria 
Protocol and Guidelines 
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2013/14.  

No issues raised during 
engagement work. 

Sex (Gender)   x The policy is in scope for 
females. Males come under a 
different policy.  

This treatment for 
transgendered men comes 
under NHSE funding.  

Women under the age of 21 
will be disadvantaged by the 
initial  proposed new age 
criteria – as noted within Age 
section. This is now addressed 
and policy criteria now 
amended to reflect age of 18 
years old.  

Engagement work highlighted 
that women may experience 
psychological impacts from 
having issues with large 
breasts.  

Race    x The changes within this policy 
should not have any negative 
impact on people within this 
group. 

No issues raised during 
engagement work. 

Religion or Belief   x The changes within this policy 
should not have any negative 
impact on people within this 
group. 

No issues raised during 
engagement work. 

Pregnancy and 
Maternity 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

The position of future 
pregnancy within the policy 
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has remained the same.  

Engagement work highlighted 
issue that pregnancy criteria – 
stating that this could be 
difficult to enforce.  

Marriage and Civil 
Partnership 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Carers   x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

Deprived 
Communities 

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

Where people are not able to 
access the treatment through 
the criteria, they may seek this 
treatment for cosmetic reasons 
through private health care. 
People on low incomes may 
less able to afford this 
privately.  

No issues raised during 
engagement work. 

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x The changes within this policy 
should not have any negative 
impact on people within this 
group.  

No issues raised during 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
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all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Age  - criteria of 
21 – was direct 
discrimination 

Age of 21 could be not 
justified by clinical 
evidence.  

 Policy review 
group 

Done  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
Unlikely to be challenged as area of indirect discrimination now addressed regarding age.  

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 Orginal score of 12 with previous age criteria of 21. This has now been 
addressed by the policy group moving the age criteria back to 18 
years.  
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based on age 

 

CCG policy group decided 
to amend this back to 18 
years – therefore 
addressing risk 

Planned 
Pregnancy 
enforcement  

 

Clinicians should make 
patient aware of any 
breast procedure that 
could potentially impact 
future ability to breastfeed.  

 At clinician 
level  

NA 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 11/09/17 and updated 22/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  Jennifer Mulloy 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

 

David Partington 27/11/2017 



 

20 

 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

mailto:equality.inclusion@nhs.net


 

21 

 

       
Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Look at the checklist to ensure you have considered relevant equality issues 

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Removal and/or Replacement of Silicone Implants - Revision of Breast

Augmentation

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

13/04/2017

Person Responsible

Harinder Kaur

Service

Removal and/or Replacement of Silicone

Implants - Revision of Breast Augmentation

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

This policy is relating to the removal / replacement of Silicone Breast implants. There may be a

number of reasons for the request to remove breast implants. Requests for this treatment base on

cosmetic reasons is not routinely funded by the NHS. Criteria for CCG funding under this policy is

provided under certain criteria such as removal due to pain or if the implants have ruptured. This

policy has been identified as low clinical priority. The CCGs has a limited funding resource and

therefore has to prioritise services that are commissioned. CCGs currently gives greater priority to

life threatening and chronic ill health. The Policy Review Group are working to identify areas of

impact through the changes they make balanced with the need to align eligibility for treatments

with best clinical evidence and balancing health resources for the whole population. This policy is

part of a suite of policies are being reviewed collaboratively across Merseyside CCGs and

Warrington CCG. The CCG's that are part of this review are: NHS Halton Clinical Commissioning

Group NHS Knowsley Clinical Commissioning Group NHS Liverpool Clinical Commissioning

Group NHS St Helens Clinical Commissioning Group NHS South Sefton Clinical Commissioning

Group NHS Southport and Formby Clinical Commissioning Group NHS Warrington Clinical

Commissioning Group This assessment is authored by Equality and Inclusion Business Partner at

MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed eligibility for treatment. There is no plan to withdraw

this treatment where patients meet the eligibility criteria.

2 Does this issue plan to reduce a service, activity or presence?

No: there is no anticipated reduction in activity following this policy review.

3 Does this issue plan to introduce or increase a charge for Service?

No: there is no plan to charge for this service. Patients seeking this treatment for cosmetic

reasons alone have the option to seek private treatment. This treatment for cosmetic reasons

is not funded by the NHS.

4 Does this issue plan to make a change to a commissioned service?

No: CCG's will still provide this commissioned service based on clinical evaluation - not on

cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: this assessment is based on a review of the current policy for this treatment. The

revised policy has removed Interim Gender Dysphoria Protocol &Service Guidelines 2013/14.

Discussion has taken place within the Policy Review group dated 28/03/2017 on

circumstances where implants were originally provided by private providers and failure of the

implant has occurred.

6 Does this issue plan to introduce a new service or activity?

Page: 2 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



No: this assessment is based on the revised policy for Removal and/or Replacement of

Silicone Implants - Revision of Breast Augmentation.

7 Is this primarily about improving access to, or delivery of a service?

No: No: It is not envisaged that the revised policy will improve access or delivery of this

service. The review process should however, help bring greater consistency in decision

making for patients requiring reduced mammoplasty living in Merseyside - including

Warrington CCG area. The policy will be based on Department of Health guidance on

requests for removal of PIP silicone implants.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?

Yes: the policy will mainly affect women requesting this treatment. The issue of changes to

removing the gender dysphoria protocol guidance should not affect patients undergoing

gender reassignment as initial surgical breast enlargement is comes under the core

treatments for gender reassignment. If there was a problem with the silicon implants, they

would be treated if they meet the clinical criteria. The requests for NHS funded treatment

may be relevant for women that have undergone treatment for implants for cosmetic reasons

and the implants are causing pain / or have failed (ruptured). Where implants are

problematic, patients would normally be directed to contact the private provider that

performed the surgery. Where this provider is no longer in business, the patient will be

treated under the NHS. This funding will provide removal - not a replacement implant This

issue of problematic implants which were originally provided by private health care providers

may cause concern for people on low incomes that may feel unable to pay for further private

treatment. This is addressed by discussion within the policy group on 28/03/2017. The

Individual Funding Request panel is an option for cases of exceptionality.
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Equality Risk
 

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

No: the changes in the policy should not have any negative impact on protected groups - the

change in removal of gender dysphoria protocol guidance should not have any impact as the

decision to remove implants is based on a clinical evaluation based on patient experiencing

pain or implant failure / rupture.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

NHS Choices website: http://www.nhs.uk/Conditions/PIP-implants/Pages/Introduction.aspx

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Department of Health - regarding low grade implants:

https://www.gov.uk/government/news/department-of-health-statement-on-breast-implants-

and-response-to-expert-group-report Activity data for this treatment shows across the CCG's

a relatively low number of treatments: 2013/14: 4 2014/15: 5 2015/16: 4 For applications for

funding through the Individual Funding Request panel the follow number of requests made:

2013/14: 3 application of which all 3 not approved. 2014/15: 5 applications of which all 5

were not approved. 2015/16: 6 applications of which 5 not approved and 1 approved.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.
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Human Rights Impact
 

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group and will recommend that engagement work is

carried out.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: engagement work is planned.

17
Do you have any supporting evidence?

If YES please list the documents.

No: engagement work will be carried out and will further inform this assessment.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: engagement work is planned. The policy group has undertaken review of changes

within the revised policy. This has involved engagement with G.P’s, Service Providers and

Clinicians Based on this, the policy group have ragged rated policies either red or green

based on the level of change. Policies ragged red are policies that contain significant change

in terms of eligibility criteria / access to the service. These policies have been identified for

public engagement. This policy has been ragged as red so therefore has significant change

in terms of access or eligibility criteria compared to previous versions. This policy will

undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?
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No: the policy should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life

23 Will the policy/decision result in unlawful discrimination?

No: the revised policy should not result in unlawful discrimination.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available and Department of Health guidance.

27 Will the policy/decision interfere with a person's right to participate in life?
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No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Removal of Silicon Implants Stage 2 v1 27112017 QA.pdf (946419 bytes) - Attached

below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Assessment Comment

Engagement work is planned. This will further inform this assessment.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 EIA required.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policy Review: 
 
 Removal and/or Replacement of Silicone 
Implants - Revision of Breast Augmentation 
updated 21/11/2017 
 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family  x  
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General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB)   x 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for the removal of breast implants.  
 

 
  
 Implants previously inserted into the breast are taken out. To carry this out, patients are 
sent to sleep (general anaesthetic).  

 
 
 

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
 Current policy  
 
  
 This procedure will only be considered if the patient was previously treated under the 
NHS and complications requiring surgical intervention arise. If surgery is being carried out 
for implant failure, the decision to replace the implant(s), rather than simply remove them, 
will be based upon clinical need and whether the patient meets the policy criteria for 
breast enlargement at the time of the removal surgery.  
 
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14:  
where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic (GIC) 
should apply for treatment funding through the Clinical Commissioning Group (CCG). The 
GIC should work in partnership with the CCG.  
 

 

  
 

The revised policy contains the proposed changes:  
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 If implants are defective and the original supplier of the implant refuses to remove them or 
is no longer practising, the NHS would remove implants but not replace them.  
The statement referring to gender dysphoria would be removed as patients who are 
undergoing gender reassignment would have access to this procedure under the NHS 
England pathway.  
 

  

Reason for proposed change(s)  
 
 
 The proposed change would bring the policy in line with guidelines from NHS England 
and Public Health. The reference to gender dysphoria protocol would be removed for clarity 
as patients undergoing gender reassignment will be treated via NHS England, if necessary.  

 
 
 
Impact of proposed change(s)  
 
 There would be limited impact on patients. If implants have ruptured or failed, surgery 
would still be available. All patients could still apply for this procedure, with support from 
their doctor, through an Individual Funding Request to their local Clinical Commissioning 
Group (CCG). The CCG panel would consider whether the request could be funded.  

 
 
 
Information about removal of Silicon Implants:   
 
Breast augmentation – use of silicon implants is used to increase the size of breasts, 
change their share or make them more even.  This treatment is widely available by 
private clinics and also available under the NHS in some circumstances.  
 
PIP inplants were widely used before 2010 and are problematic for patients as they were 
manufactured using unapproved silicone gel. The NHS estimate that 47,000 British 
women had PIP implants fitted, most of whom are still living them them. The vast 
majority of PIP implants were fitted in private clinics, but a small number were done 
on the NHS, mostly for breast reconstruction after breast cancer. PIP implants are 2 
to 6 times more likely to rupture than standard silicone implants. This doesn't pose a 
serious risk to your health, but it can cause some unpleasant symptoms. 
 
https://www.nhs.uk/conditions/pip-implants/ 
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-
right-for-me.aspx 
 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
 

https://www.nhs.uk/Livewell/Breastcancer/Pages/Reconstruction.aspx
https://www.nhs.uk/Conditions/Cancer-of-the-breast-female/Pages/Introduction.aspx
https://www.nhs.uk/conditions/pip-implants/
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-right-for-me.aspx
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-right-for-me.aspx
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NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population 
of 126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and 
slightly less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% 
compared to England comparator of 79.8% with low rates of BME. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
11.6% compared to 8.3%. This data mirrors the rate of people providing unpaid care 
11.9% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and 
Whiston. Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 96.1% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 14.2% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.2% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in 

England and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-
64 years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
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backgrounds are predominantly white british – 84.8% compared to England 
comparator of 79.8% with rates of BME above the England rate represented in 
Mixed/Multiple Ethnic Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; 
White and Black African (0.7) and Asian/Asian British; Chinese. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
12.8% compared to 8.3%. The rate of people providing unpaid care is 10.8% 
compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in 

England and about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and 
Newton-le-Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 12.4% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 11.8% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.6% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 92.9% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is almost in line with England rate at  (8.4% compared to 8.3%. 
This data mirrors the rate of people providing unpaid care 10.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

Full data set and summaries of JSNA health profile summaries are attached to 
end of report.  
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Sources of information used within this assessment:  

 
A stage 1 EIA was carried out before engagement started which scoped out potential 
impact. This stage 2 now brings together information from stage 1 together with evidence 
from engagement work. Stage 1 identified that further clinical evidence has been 
requested to support the decision to change the age criteria if rationale linked to age 
and breast development linked to hormones.PIP implants are 2 to 6 times more likely 
to rupture than standard silicone implants. This doesn't pose a serious risk to your 
health, but it can cause some unpleasant symptoms. 
 
Summary of Demographic information from engagement work:  

1. Demographic information from the engagement work, a total of 187 people 
took part. 59.3% were female, 40.7% male.  

2. Age profiling from engagement work: 
 

 
 
 

3. Ethnic background:  
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4. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

5. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told 
us they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, 
Humanist and Quaker 

6. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently 
given birth 

7. Disability: 57 (65.5%) responses were from people disclosing a disability. 

8. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No 
one told us they were in a civil partnership  

For this policy, 43 people gave a response to the review of this policy. From these, 
95.35% had not received this treatment. The remainer 4.65%  knew someone who 
had received the treatment.  

69.7% people agreed / strongly agreed with the revised criteria.  

16.28% people disagreed / strongly disagreed with the revised criteria 

13.9% people didn’t agree nor disagree.  

158
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Equality issues / views raised by the engagement survey:  

• Should be provided for cases of illness due to implants 

 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
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those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Throughout engagement 
processes, ongoing 
monitoring has taken place 
to look at participation of 
women. Midway through the 
engagement process, CCGs 
were requested to promote 
through a facebook 
campaign to promote the 
engagement work.   

 

 

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work did 
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• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

not highlight any issues 
between the differing 
protected charactertics.  

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The engagement responses 
did not highlight any issues 
in significant numbers.  

The only issue raised was 
that this treatment should 
only be provided for physical 
problems.  

The Equality Lead for the 
Merseyside reviewed the 
initial stage 1 Equality Impact 
Assessment raising the 
following issues:  

• Removal of gender 
dysphoria protocols 
reference (addressed 
within this 
assessment) 

• Monitoring of IFR 
applications 

• No consideration of 
PSED 

 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  
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Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  x No issues raised by 
engagement work.  

It is recognised that this issue 
will affect women over the age 
of 18.  

Disability   x No issues raised by 
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 engagement work.  

People experiencing pain will 
be treated under the criteria – 
in cases where the implants 
were NHS or can longer be 
corrected under private care.  

Sexual Orientation 

 

  x No issues raised by 
engagement work.  

 

Gender Reassignment 

 

  x No issues raised by 
engagement work.  

Sex (Gender)  x  Women are affected by this 
issue.  

For women that had the initial 
implants under private 
treatment, they will have the 
problematic implants removed 
but not replaced. They may 
feel negatively impacted by 
this.  

These patients wishing to have 
breast augmentation would fall 
under the scope of the breast 
augmentation policy.  

Race    x No issues raised by 
engagement work. 

Religion or Belief   x No issues raised by 
engagement work. 

Pregnancy and 
Maternity 

  x No issues raised by 
engagement work. 

Marriage and Civil 
Partnership 

  x No issues raised by 
engagement work. 

Carers   x No issues raised by 
engagement work. 

Deprived 
Communities 

x x  For women where an implant 
is problematic, patients can get 
them removed under the NHS 
(in cases where private 
providers are no longer 
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operating) 

For private patients, the NHS 
will not fund replacement 
implants – some patients may 
feel this is unfair.  

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x No issues raised by 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 

 
- 
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EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

No risks 
identified 

 

    

     

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 and updated 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment: Jennifer Mulloy 
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Date reviewed by Equality and Inclusion Team:27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

David Partington  27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 
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Explanation

The different types of scars include: •Flat, pale scars – these are the most common type of scar

and are due to the body's natural healing process. Initially, they may be red or dark and raised

after the wound has healed, but will become paler and flatter naturally over time. This can take up

to two years. •Hypertrophic scars – red, raised scars that form along a wound and can remain this

way for a number of years. •Keloid scars – these are caused by an excess of scar tissue

produced at the site of the wound, where the scar grows beyond the boundaries of the original

wound, even after it has healed. •Pitted (atrophic or "ice-pick") scars – these have a sunken

appearance. •Contracture scars – these are caused by the skin shrinking and tightening, usually

after a burn, which can restrict movement. Treating scars Depending on the type and age of a

scar, a variety of different treatments may help make them less visible and improve their

appearance. Scars are unlikely to disappear completely, although most will gradually fade over

time. If scarring is unsightly, uncomfortable or restrictive, treatment options may include: •silicone

gel sheets •pressure dressings •corticosteroid injections •cosmetic camouflage (make-up)

•surgery It is often the case that a combination of treatments can be used. The current policy on

surgical revision of scars is restricted. This policy is part of a suite of policies are being reviewed

collaboratively across Merseyside CCG's and Warrington CCG. The CCG's that are part of this

review are: NHS Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning

Group NHS Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning

Group NHS South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical

Commissioning Group NHS Warrington Clinical Commissioning Group This assessment is

authored by Equality and Inclusion Business Partner at MLCSU - Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This assessment is based on the revised policy for the commissioning of surgical

revision of scars. This policy has been identified as low clinical priority. The CCGs has a

limited funding resource and therefore has to prioritise services that are commissioned. The

CCG currently gives greater priority to life threatening and chronic ill health. The Policy

Review Group are working to identify areas of impact through the changes they make

balanced with the need to align eligibility for treatments with best clinical evidence and

balancing health resources for the whole population.

2 Does this issue plan to reduce a service, activity or presence?

Possible: activity may be affected by the revised policy. This is due to change in the criteria

for eligibility for treatment.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce or increase a charge for the service.

4 Does this issue plan to make a change to a commissioned service?

No: The reviewed policy contains some changes. Criteria from the harmonised policy: The

CCG will fund this treatment if the patient meets the following criteria: •For severe post burn

cases or severe traumatic scarring or severe post- surgical scarring OR •Revision surgery for

scars following complications of surgery, keloid formation or other hypertrophic scar

formation will only be commissioned where there is significant functional deformity or to

restore normal function •This means (for patients who DO NOT meet the above criteria) the

CCG will only fund the treatment if an Individual Funding Request (IFR) application proves

exceptional clinical need and that is supported by the CCG. See response to question 5 for

additional comments.
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5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?

Yes: This policy is being reviewed by a Policy Review group to align policies across Cheshire

and Merseyside CCG's. The previous version contained the following: Non-core procedure

Interim Gender Dysphoria Protocol &Service Guidelines 2013/14. Where the provision of

“non-core” surgeries is appropriate, the GIC should apply for treatment funding through the

CCG; the GIC should endeavour to work in partnership with the CCG. This removal will be

discussed within this assessment. The introduction to the policies of low clinical value

2015/16 contains a statement relating to Core Clinical Eligibility. This section contains a

statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. Rationale within the policy group discussed equity of

the revised eligibility criteria across all age groups. This change in the policy statement may

potentially impact children under the age of 16 for certain treatments under policies of low

clinical value. Due to the nature of this particular policy and potential requests for treatment,

this change in the policy statement may impact the access to treatment for children under the

age 16. Previously, this age group would be able to be eligible is their condition caused them

psychological distress. All age groups will now follow the same eligibility criteria for this

treatment.

6 Does this issue plan to introduce a new service or activity?

No: this policy does not have the intention of introducing a new service or activity.

7 Is this primarily about improving access to, or delivery of a service?

Yes: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients requiring surgical

revision of scars living in Merseyside and Warrington.

8
Does this affect Employees or levels of training for those who will be

delivering the service?
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No: The changes within the policy should not negatively affect employees. However, staff

making decisions on patients requiring this treatment will need to be aware of any policy

change. The Policy Review group are engaging with G.P's as part of the engagement

process.

9 Does this issue affect Service users?

Yes: This revised policy will affect patients that require this treatment. For the CCG's involved

in the revised policy, treatment requests (including requests for scar excision, laser treatment

for acne and scar revision) was 28 for the last 3 years. Of these 22 were not approved and 6

were approved. (source: IFR data set 2017). Reasons why people may have scars include

(1) Burns and scalds, (2) Accidental injuries, (3) Intentional harm, (4) Surgery . The policy

makes reference to different types of scarring. The introduction to the policies of low clinical

value 2015/16 contains a statement relating to Core Clinical Eligibility. This section contains

a statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious physiological distress’. After discussion within the policy group, this statement will be

withdrawn from the revised policy. Rationale within the policy group discussed equity of the

revised eligibility criteria across all age groups. This change in the policy statement may

potentially impact children under the age of 16 for certain treatments under policies of low

clinical value. Due to the nature of this particular policy and potential requests for treatment,

this change in the policy statement may impact the access to treatment for children under the

age 16. Previously, this age group would be able to be eligible is their condition caused them

psychological distress. All age groups will now follow the same eligibility criteria for this

treatment.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.
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Equality Risk
 

Potentially. Scaring can occur for differing reasons. This may be due to a mental illness (self

harm) which people would be potentially come under the protected characteristic of

Disability. Scarring due to Acne is more likely to occur in younger people and can lead to

unwanted scarring. This assessment also recognises that scars can be upsetting and

unwanted - and could have a negative psychological affect. Some scars can limit joint

movement - if over a joint area. Some scars (10-15%) are Keloid scars which are more

common in people with dark skin - such as African, African-Caribbean and South Indian

backgrounds. These groups fall into the protected characteristic of Race The policy would

only commission revision of scars for restoring function, not for cosmetic reasons. The

revised policy could also have an adverse impact on access to this treatment for children

under the age of 16 where they have psychological distress.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Choices on scars: http://www.nhs.uk/conditions/Scars/Pages/Introduction.aspx

NHS Choices on Keloid Scars: http://www.nhs.uk/Livewell/skin/Pages/Keloidscarring.aspx

British Skin Foundation:

http://www.britishskinfoundation.org.uk/Home.aspx?gclid=Cj0KEQiA5bvEBRCM6vypnc7Qg

MkBEiQAUZftQLbNdJS--W2w30r4Si3HM8owVrLH2IO8Va-Qgd4TobwaAhac8P8HAQ

http://skinsupport.org.uk/conditions-details/keloids Katie Piper Foundation:

https://katiepiperfoundation.org.uk/

https://www.evidence.nhs.uk/Search?q=surgical+scar+revision

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Activity data across the CCG's show: 2013/14: 184 2014/15: 194 2015/16: 205 Also see

response to question 11.Information Funding Request Panel activity data sets documented in

response to question 9.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.
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Yes: The policy has been subject to clinical review by the IFR panel. Further engagement

work is planned which will include G.P engagement. Equality advice and involvement within

the policy review group is embedded.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. In line with the Brown and Gunning

principles, engagement with the public is recommended. Discussion held in policy meeting

(28/3/17) regarding children under age of 16 and potential impacts. These will be explored

within engagement work.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: the policy would commission treatment for those patients with limited joint function due

to scarring. Also the policy has a statement for exceptionality through the Individual Funding

Request process. For those not being eligible for treatment, clinicians should offer alternative

advice such as skin camouflage / covering. Where patients are experiencing poor mental

health attributed to scars- they should be offered psychological therapies. Future monitoring

of treatment requests should include equality monitoring to assess if any groups are more

negatively affected by this issue - ie BME groups.

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: see response to question 11. Demographic profiling has been carried out using JSNA

and Census data sets. This has been presented to the policy review group for overall

contextual information. This document is available upon request.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes: The policy is subject to engagement work with G.P's and Patient groups. This may

highlight additional issues / impacts that have not already been identified. The policy group

has undertaken review of changes within the revised policy. This has involved engagement

with G.P’s, Service Providers and Clinicians Based on this, the policy group have ragged

rated policies either red or green based on the level of change. Policies ragged red are

policies that contain significant change in terms of eligibility criteria / access to the service.

These policies have been identified for public engagement. This policy has been ragged as

red so therefore has significant change in terms of access or eligibility criteria compared to

previous versions. This policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to treat a person requesting surgical revision of scars when following eligibility

criteria should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life.

23 Will the policy/decision result in unlawful discrimination?

No: the policy needs to clarify that it will not commission the surgical revision of scars based

on (1) cosmetic reasons, (2) negative psychological impact due to scars. The commissioning

of this treatment is based on clinical suitability for restoring physical functionality.
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24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to NICE guidance and local clinical recommendations. Requests through

the Individual Funding Review process will assess cases by exceptionality.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Removal of Silicon Implants Stage 2 v1 27112017 QA.pdf (946419 bytes) - Attached

below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that (1) engagement work is carried out with

G.P's and public, (2) policy group considers potential risk of discrimination on grounds of

'disability' for people with scaring due to self-harm or due to psychological impact from scarring

(in cases where there is no loss to functionality). This issue was discussed within the policy

review group on 7/2/2017.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Equality issues have been documented within stage 1 assessment. No stage 2 currently

required. This pre-engagement equality assessment is ready for engagement. It will be

completed once engagement has taken place.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed. Policy group rewording criteria regarding psychological impacts.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policy Review: 
 
 Removal and/or Replacement of Silicone 
Implants - Revision of Breast Augmentation 
updated 21/11/2017 
 

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family  x  
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General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB)   x 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for the surgery for the removal of breast implants.  
 

 
  
 Implants previously inserted into the breast are taken out. To carry this out, patients are 
sent to sleep (general anaesthetic).  

 
 
 

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
 Current policy  
 
  
 This procedure will only be considered if the patient was previously treated under the 
NHS and complications requiring surgical intervention arise. If surgery is being carried out 
for implant failure, the decision to replace the implant(s), rather than simply remove them, 
will be based upon clinical need and whether the patient meets the policy criteria for 
breast enlargement at the time of the removal surgery.  
 
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14:  
where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic (GIC) 
should apply for treatment funding through the Clinical Commissioning Group (CCG). The 
GIC should work in partnership with the CCG.  
 

 

  
 

The revised policy contains the proposed changes:  
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 If implants are defective and the original supplier of the implant refuses to remove them or 
is no longer practising, the NHS would remove implants but not replace them.  
The statement referring to gender dysphoria would be removed as patients who are 
undergoing gender reassignment would have access to this procedure under the NHS 
England pathway.  
 

  

Reason for proposed change(s)  
 
 
 The proposed change would bring the policy in line with guidelines from NHS England 
and Public Health. The reference to gender dysphoria protocol would be removed for clarity 
as patients undergoing gender reassignment will be treated via NHS England, if necessary.  

 
 
 
Impact of proposed change(s)  
 
 There would be limited impact on patients. If implants have ruptured or failed, surgery 
would still be available. All patients could still apply for this procedure, with support from 
their doctor, through an Individual Funding Request to their local Clinical Commissioning 
Group (CCG). The CCG panel would consider whether the request could be funded.  

 
 
 
Information about removal of Silicon Implants:   
 
Breast augmentation – use of silicon implants is used to increase the size of breasts, 
change their share or make them more even.  This treatment is widely available by 
private clinics and also available under the NHS in some circumstances.  
 
PIP inplants were widely used before 2010 and are problematic for patients as they were 
manufactured using unapproved silicone gel. The NHS estimate that 47,000 British 
women had PIP implants fitted, most of whom are still living them them. The vast 
majority of PIP implants were fitted in private clinics, but a small number were done 
on the NHS, mostly for breast reconstruction after breast cancer. PIP implants are 2 
to 6 times more likely to rupture than standard silicone implants. This doesn't pose a 
serious risk to your health, but it can cause some unpleasant symptoms. 
 
https://www.nhs.uk/conditions/pip-implants/ 
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-
right-for-me.aspx 
 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has 
been collated for each of the CCGs. This is summarised here:  
 

https://www.nhs.uk/Livewell/Breastcancer/Pages/Reconstruction.aspx
https://www.nhs.uk/Conditions/Cancer-of-the-breast-female/Pages/Introduction.aspx
https://www.nhs.uk/conditions/pip-implants/
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-right-for-me.aspx
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Is-cosmetic-surgery-right-for-me.aspx
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NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population 
of 126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and 
slightly less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% 
compared to England comparator of 79.8% with low rates of BME. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
11.6% compared to 8.3%. This data mirrors the rate of people providing unpaid care 
11.9% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and 
Whiston. Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 96.1% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 14.2% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.2% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in 

England and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-
64 years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
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backgrounds are predominantly white british – 84.8% compared to England 
comparator of 79.8% with rates of BME above the England rate represented in 
Mixed/Multiple Ethnic Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; 
White and Black African (0.7) and Asian/Asian British; Chinese. The rate of people 
reporting long term conditions / disability is significantly higher than England rate at 
12.8% compared to 8.3%. The rate of people providing unpaid care is 10.8% 
compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in 

England and about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and 
Newton-le-Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 12.4% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 11.8% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 12.6% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 92.9% compared to England 
comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is almost in line with England rate at  (8.4% compared to 8.3%. 
This data mirrors the rate of people providing unpaid care 10.8% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

Full data set and summaries of JSNA health profile summaries are attached to 
end of report.  
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Sources of information used within this assessment:  

 
A stage 1 EIA was carried out before engagement started which scoped out potential 
impact. This stage 2 now brings together information from stage 1 together with evidence 
from engagement work. Stage 1 identified that further clinical evidence has been 
requested to support the decision to change the age criteria if rationale linked to age 
and breast development linked to hormones.PIP implants are 2 to 6 times more likely 
to rupture than standard silicone implants. This doesn't pose a serious risk to your 
health, but it can cause some unpleasant symptoms. 
 
Summary of Demographic information from engagement work:  

1. Demographic information from the engagement work, a total of 187 people 
took part. 59.3% were female, 40.7% male.  

2. Age profiling from engagement work: 
 

 
 
 

3. Ethnic background:  
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4. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

5. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told 
us they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, 
Humanist and Quaker 

6. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently 
given birth 

7. Disability: 57 (65.5%) responses were from people disclosing a disability. 

8. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No 
one told us they were in a civil partnership  

For this policy, 43 people gave a response to the review of this policy. From these, 
95.35% had not received this treatment. The remainer 4.65%  knew someone who 
had received the treatment.  

69.7% people agreed / strongly agreed with the revised criteria.  

16.28% people disagreed / strongly disagreed with the revised criteria 

13.9% people didn’t agree nor disagree.  

158
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Equality issues / views raised by the engagement survey:  

• Should be provided for cases of illness due to implants 

 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 

x  Equality of opportunity has 
been considered as part of 
the equality impact 



 

12 

 

those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Throughout engagement 
processes, ongoing 
monitoring has taken place 
to look at participation of 
women. Midway through the 
engagement process, CCGs 
were requested to promote 
through a facebook 
campaign to promote the 
engagement work.   

 

 

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

The engagement work did 
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• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

not highlight any issues 
between the differing 
protected charactertics.  

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x The engagement responses 
did not highlight any issues 
in significant numbers.  

The only issue raised was 
that this treatment should 
only be provided for physical 
problems.  

The Equality Lead for the 
Merseyside reviewed the 
initial stage 1 Equality Impact 
Assessment raising the 
following issues:  

• Removal of gender 
dysphoria protocols 
reference (addressed 
within this 
assessment) 

• Monitoring of IFR 
applications 

• No consideration of 
PSED 

 

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  
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Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  x No issues raised by 
engagement work.  

It is recognised that this issue 
will affect women over the age 
of 18.  

Disability   x No issues raised by 
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 engagement work.  

People experiencing pain will 
be treated under the criteria – 
in cases where the implants 
were NHS or can longer be 
corrected under private care.  

Sexual Orientation 

 

  x No issues raised by 
engagement work.  

 

Gender Reassignment 

 

  x No issues raised by 
engagement work.  

Sex (Gender)  x  Women are affected by this 
issue.  

For women that had the initial 
implants under private 
treatment, they will have the 
problematic implants removed 
but not replaced. They may 
feel negatively impacted by 
this.  

These patients wishing to have 
breast augmentation would fall 
under the scope of the breast 
augmentation policy.  

Race    x No issues raised by 
engagement work. 

Religion or Belief   x No issues raised by 
engagement work. 

Pregnancy and 
Maternity 

  x No issues raised by 
engagement work. 

Marriage and Civil 
Partnership 

  x No issues raised by 
engagement work. 

Carers   x No issues raised by 
engagement work. 

Deprived 
Communities 

x x  For women where an implant 
is problematic, patients can get 
them removed under the NHS 
(in cases where private 
providers are no longer 



 

16 

 

operating) 

For private patients, the NHS 
will not fund replacement 
implants – some patients may 
feel this is unfair.  

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x No issues raised by 
engagement work. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
 

 
- 
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EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

No risks 
identified 

 

    

     

     

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 and updated 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment: Jennifer Mulloy 
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Date reviewed by Equality and Inclusion Team:27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

David Partington  27/11/2017 

Date signed off by CCG / CSU Committee: TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 

 



 

20 

 

and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 



 

26 

 

 

 

 

 

 

 

 

 

decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Policy for Rhinoplasty

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

23/01/2017

Person Responsible

Harinder Kaur

Service

Policy for Rhinoplasty V1.0

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

Rhinoplasty, commonly known as a ‘nose job’, is a plastic surgery procedure for correcting and

reconstructing the form, restoring the functions, and aesthetically enhancing the nose by resolving

nasal trauma (blunt, penetrating, blast), congenital defect, respiratory impediment, or a failed

primary rhinoplasty. This policy has been identified as low clinical priority. The CCGs has a limited

funding resource and therefore has to prioritise services that are commissioned. CCGs currently

gives greater priority to life threatening and chronic ill health. The Policy Review Group are

working to identify areas of impact through the changes they make balanced with the need to

align eligibility for treatments with best clinical evidence and balancing health resources for the

whole population. This policy is part of a suite of policies are being reviewed collaboratively

across Merseyside CCGs and Warrington CCG. The CCG's that are part of this review are: NHS

Halton Clinical Commissioning Group NHS Knowsley Clinical Commissioning Group NHS

Liverpool Clinical Commissioning Group NHS St Helens Clinical Commissioning Group NHS

South Sefton Clinical Commissioning Group NHS Southport and Formby Clinical Commissioning

Group NHS Warrington Clinical Commissioning Group This assessment is authored by Equality

and Inclusion Business Partner at MLCSU – Jennifer Mulloy.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: The CCG's do not currently routinely commission this treatment for cosmetic reasons.

The revised policy provides refreshed policy wording for treatment for clarification. There is a

removal of introductory paragraph relating to children up to the age of 16 where cosmetic

treatments were available upon psychological grounds.

2 Does this issue plan to reduce a service, activity or presence?

Potientially. There should not be a reduction in activity for people 16 and above as the

eligibility has not changed. This treatment was not previously commissioned for cosmetic

reasons for people aged 16 and above. Wording relating to Non-core procedure Interim

Gender Dysphoria Protocol &Service Guidelines 2013/14 relating to patients that are

undergoing / gone through gender reassignment has been removed as they would not be

eligible under the previous criteria. The protocol covers what core treatments are funded by

the NHS. Possible reductions in activity due to removal of criteria for children under age of 16

regarding psychological distress could be a result of the change in policy.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this service.

4 Does this issue plan to make a change to a commissioned service?

No: CCG's will still provide this commissioned service based on clinical evaluation - not on

cosmetic grounds.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes: This policy is being reviewed by a Policy Review group to align policies across

Merseyside CCGs and Warrington. The introduction to the policies of low clinical value

2015/16 contains a statement relating to Core Clinical Eligibility. This section contains a

statement that ‘children under the aged of 16 years are eligible for surgery to alter

appearance, improve scars, excise facial or other body lesions, where conditions cause

obvious psychological distress’. After discussion within the policy group, this statement will

be withdrawn from the revised policy. Rationale within the policy group discussed equity of

the revised eligibility criteria across all age groups. This change in the policy statement may

potentially impact children under the age of 16 for certain treatments under policies of low

clinical value. Due to the nature of this particular policy and potential requests for treatment,

this change in the policy statement may impact the access to treatment for children under the

age 16. Previously, this age group would be able to be eligible is their condition caused them

psychological distress. All age groups will now follow the same eligibility criteria for this

treatment.

6 Does this issue plan to introduce a new service or activity?

No: The revised policy on Rhinoplasty is an existing policy in which is being reviewed.

7 Is this primarily about improving access to, or delivery of a service?

No: This policy is part of a Pan Merseyside and Warrington policy review group. The revised

policy should help bring greater consistency in decision making for patients requiring

Rhinoplasty living in Merseyside - including Warrington CCG area.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: This policy should not have any negative affect on employees. However, any staff

making decisions on patients requiring this treatment will need to be aware of any policy

change. The Policy Review group are engaging with G.P's as part of the engagement

process.

9 Does this issue affect Service users?
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Yes: This revised policy will affect patients that require this treatment. UK figures on this

treatment notes 29000 procedures per year. The main cause of requiring a Rhinoplasty is

trauma / injury, failed primary rhinoplasty, congenital defects. This can lead to obstruction to

the airways to cause problems with breathing. The other set of patients that may request this

treatment is transgender people for an effective treatment in achieving feminine facial profiles

when undergoing male to female transition. Under the current policy - transgender patients

would not be funded this procedure for cosmetic reasons. Patients under the age of 16 can

potentially get this treatment under the grounds of psychological distress. The removal of this

will align eligibility criteria across all ages irrespective of age group.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Yes and No: For the protected group of Disability, the policy will impact positively on this

group. Long term problems associated with requiring this treatment that affect day to day

activities could constitute a disability or people may have a congenital defect constituting as a

disability. The revised criteria for treatment includes medical problems caused by the

obstruction of the nasal airway or correction of congenital conditions such as cleft lip and

palate. There will be potentially a negative impact on people undergoing gender

reassignment who request Rhinoplasty in order to achieve a more feminine facial profile. This

treatment as part of gender reassignment does not come under core NHS England funding

so would be requested by the Gender Identity Clinic to the CCG. Within the Interim Gender

Dysphoria Protocol and Service Guideline 2013/14 it states that referrals “Non-core” surgical

procedures are not routinely commissioned by the NHS and can only be provided on an

exceptional clinical need basis. Patients will only be referred for this surgery following a

clinical assessment by their GIC and where a symptomatic or functional requirement for

surgery has been identified. All cases will be referred to the patient’s GP’s CCG for

consideration and assessment against CCG Policy. Access criteria will consider age, body

mass index (BMI), impairment of function, and psychological distress. Referral for

consideration does not necessarily mean that surgery will be offered. There will be a potential

negative impact on children under the age of 16 where a request is made on grounds of

psychological distress. This eligibility is being removed from the reviewed policy. The criteria

is aligned for all age groups. There are no other foreseen negative impacts on other

protected groups.

Page: 4 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Equality Risk
 

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Royal College of Surgeons – Rhinoplasty Guide https://www.rcseng.ac.uk/patient-

care/cosmetic-surgery/about-your-procedure/nose-job/

12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: Info / research on Rhinoplasty and gender reassignment

https://www.ncbi.nlm.nih.gov/pubmed/17875823 www.England.nhs.uk/commissioning/spec-

services/npc-crg/group/c/cos Interim Gender Dysphoria Protocol and service guidelines

2013/14. NHSE Local CCG activity data for this treatment shows: 2013/14: 275 2014/15: 255

2015/16: 263 Local data on Individual Funding Request Panel for Rhinoplasty show:

2013/14: 11 requests of which 2 was approved and 9 was not approved. 2014/15: 3 requests

of which 1 was approved and 1 was not approved. 2015/16: 3 requests of which 0 was

approved and 3 were not approved. Demographic profiling has also been carried out

alongside this assessment for each CCG area. This document has been shared with the

policy review group to give contextual population data about the area. This document is

available upon request.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes: The policy has been consulted on by clinicians. Advice and guidance from the Midlands

and Lancashire CSU Equality and Inclusion team. Access to legal advice available.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: The policy review group are considering the potential impact of this policy on staff and

patients in line with people with protected characteristics. This assessment will be further

shared and discussed with the policy group. Further discussion held (28/3/17) regarding

removal of psychological distress for children under age of 16. Group felt policy criteria

should be consistent across age. Policy will need to go to engagement with the public to

further understand impacts on protected groups.

Page: 5 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



 

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes: Policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: The policy is subject to engagement work with G.P's and Patient groups. This may

highlight additional issues / impacts that have not already been identified. There is an

identified potential negative impact on people undergoing gender reassignment as the

comparator population for transgender will be people in their chosen gender. Therefore they

will fall into requests for cosmetic reasons. This will be discussed within the policy group but

could be potentially addressed by exceptionality under Individual Funding Request

applications. (see update in question 17)

17
Do you have any supporting evidence?

If YES please list the documents.

Yes: see above sources of information. Also currently awaiting data on previous activity to

provide greater context. Further data on Gender In-congruence suggests that this may affect

1% of the population. (source: UK Equality and Human Rights Commission) Discussion in

the project review group (held on 7/2/17) noted potential impact on patients requesting

Rhinoplasty as part of gender reassignment. Group referred to current Interim Gender

Dysphoria Protocol and Service Guidelines 2013/14.

18
Have you/will you engage with affected staff and users on these

proposals?

Yes: The policy group has undertaken a review of this policy. This has involved engagement

with G.P’s, Service Providers and Clinicians Based on this, the policy group have ragged

rated policies either red or green based on the level of change. Policies ragged red are

policies that contain significant change in terms of eligibility criteria / access to the service.

These policies have been identified for public engagement. This policy has been ragged as

red so therefore has significant change in terms of access or eligibility criteria compared to

previous versions. This policy will undergo public engagement.
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Human Rights Impact
 

19 Will the policy/decision or refusal to treat result in the death of a person?

No: the refusal to carry out Rhinoplasty when following eligibility criteria should not result in

the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No: the policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No: the policy should not limit a persons liberty

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No: the policy should not interfere with a person's right to respect for private and family life

23 Will the policy/decision result in unlawful discrimination?

No: due regard is being to the protected groups that this policy will potentially impact on.

24 Will the policy/decision limit a person's right to security?

No: the policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No: the policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?
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No: assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No: the policy should not interfere with a person's right to participate in life.

Page: 8 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Rhinoplasty Stage 2 v1 27112017QA.pdf (975797 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below
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Comments
 

 

 

 

 

 

Assessment Comment

This assessment has considered the impact of this revised policy on groups protected under the

Equality Act 2010. This assessment recommends that engagement work is carried out with

specific focus on transgender community and people under age of 16 who may be impacted by

this issue on cosmetic grounds.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 recommended.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA now completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

 Pan Merseyside Policy Review: Rhinoplasty (nose job) updated 21/11/2017 

 
 

 
Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 
 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice from Lancashire LGBT 

Date of commencing the assessment:  06/09/2017 

Date for completing the assessment: 27/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 

General public  x  
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Staff    x 

Partner organisations (GPs, Providers) x   

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for Rhinoplasty:  
  
Rhinoplasty – also known as a 'nose job' – is an operation to change the size or shape of the  
nose. In many cases this is clinically necessary to help with difficulty breathing or as a 
result of an accident.  

 

 
Rhinoplasty is a common cosmetic procedure carried out in order to change the 
appearance and shape of the nose.  

 

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

The current policy:  

 
 This surgery is not routinely commissioned for patients for cosmetic or psychological 
reasons, except for children under the age of 16 years. The surgery is provided under 
restricted criteria for clinical reasons.  

 

The revised policy contains the proposed changes:  

 
 This surgery would only be available for clinical reasons across all age ranges. This means 
that children under the age of 16 would no longer be able to have rhinoplasty for psychological 
or cosmetic reasons.  

 
 This would impact children under the age of 16 years requesting the procedure for 
psychological or cosmetic reasons.  All patients could still apply for this procedure, with 
support from their doctor, through an Individual Funding Request to their local Clinical 
Commissioning Group (CCG). The CCG panel would consider whether the request could be 
funded.  

 
 
Information about Rhinoplasty 
Rhinoplasty, commonly known as a ‘nose job’, is a plastic surgery procedure for correcting 
and reconstructing the form, restoring the functions, and aesthetically enhancing the nose 
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by resolving nasal trauma (blunt, penetrating, blast), congenital defect, respiratory 
impediment, or a failed primary rhinoplasty. 
 
 
Information helped to write this assessment:  
 
As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 
NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long 
term conditions / disability is significantly higher than England rate at 11.6% compared to 
8.3%. This data mirrors the rate of people providing unpaid care 11.9% compared to 
England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major 
issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived 
areas in England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is 
significantly higher than England rate at 14.2% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England 

and about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 

NHS Liverpool Clinical Commissioning Group 
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This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Liverpool is generally worse than the England average. 
• Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in St. Helens is generally worse than the England average.  
• St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 

lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
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Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 

for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

Sources of information used within this assessment:  
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1. Royal College of Surgeons – Rhinoplasty Guide  
https://www.rcseng.ac.uk/patientcare/ 

2. cosmetic-surgery/about-your-procedure/nose-job/ 
3. https://www.ncbi.nlm.nih.gov/pubmed/17875823 

www.England.nhs.uk/commissioning/specservices/npc-crg/group/c/cos  
4. Interim Gender Dysphoria Protocol and service guidelines 2013/14. 

 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 
Summary of Demographic information from engagement work:  

1. Demographic information from the engagement work, a total of 187 people took part. 
59.3% were female, 40.7% male.  

2. Age profiling from engagement work:  

 
 

3. Ethnic background:  
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The majority (84.5%) of responses were made by white british people.  

4. LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-
sexual and 1 told us they were transgender.  

5. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

6. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

7. Disability: 57 (65.5%) responses were from people disclosing a disability. 

8. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

For this policy, 46 people gave a response to the review of this policy. From these, 76.09% 
had not received this treatment. 21.74% knew someone who had received the treatment. 
2.17% (1 person) had received this treatment.  

65.22% people agreed / strongly agreed with the revised criteria.  

23.91% people disagreed / strongly disagreed with the revised criteria 

10.87% people didn’t agree nor disagree.  

158
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Equality issues raised by the engagement survey:  

There were a mix of issues raised by comments:  

• Criteria regarding removing children – negative impact of disfigurement to children is 
greater and can have long life consequences 

• Issue of “psychological remedies as a treatment for psychological distress is 
dishonest and rendered unnecessary by early intervention” 

• Children under 16 – should get it if they can’t cope and there’s a real problem with 
their nose 

• “People seen in A&E get these treatments even if they can still breathe OK.” 

• Will previous private surgery be corrected if there is a problem. (Author of this 
assessment  assuming that regardless of how problem originated that criteria will 
decide if treatment is to be funded) 

• Current policy of “Allowing a 15-year-old to have a cosmetic procedure while not 
allowing a 16-year-old to have the same does seem wrong. Saying that, though, I 
think there is an argument to be made to that cases could be seen as life-
threatening at such an age when there is a severe psychological issue associated 
with the problem.” 

• Costs of psychological treatments as a consequence of this policy should be 
factored into the decision 

• Should be provided for physical problems only – not cosmetic.  

 
 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 
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Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 
protected characteristic)  

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
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What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

 

 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 
engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x See summary of 
engagement work on page 
10. This has raised issues 
regarding age, psychological 
impact, costs on mental 
health services and  

The initial scoping stage 1 
Equality Impact Assessment 
was reviewed by the Equality 
Lead for Merseyside CCG’s. 
The following issues were 
raised:  

• Concern with removal 
of criteria for under 
16s for psychological 
impact 

• Removal of gender 
dysphoria protocols – 
what happens to trans 
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patients – IFR 
application? 

• Transgender 
consultation 
recommended 

These issues have been 
shared with the CCGs and 
will be included within this 
assessment.  

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  

SECTION 3 Impact of changes to the policy criteria 

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
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and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

 Initial 
proposal 

X 

Children 
under 16   

X adults 

 

x 

Revised 
assess
ment 

Children  

The initial proposal to change 
the criteria regarding children 
under the age of 16 will no 
longer be eligible for this 
treatment due to to alter 
appearance, improve scars, 
excise facial or other body 
lesions, where conditions 
cause obvious psychological 
distress. 
 
Rationale within the policy 
group are to align the surgical 
treatments regardless of age 
and to not provide surgical 
treatments to soley treat 
psychological distress.  
 
This review may adversely 
impact on accessing treatment 
from children under age of 16 
on grounds of psychological 
distress. 
 

Research  shows that school 
age Children and Young 
people may be less resilient to 
bullying and adversely 
impacted of psychological 
distress compared to adult 
population. Operating on 
adolescent patients with 
unrealistic expectations or 
psychiatric disorders such as 
body dysmorphic disorder may 
ultimately do more harm than 
good for the patient.  

(source: Crerand and Magee 
http://www.gmc- 
uk.org/guidance/ethical_guidance
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/28715.asp) 

The changes to the proposed 
criteria do not differ for adults 
so should not be affected by 
the changes in eligibility.  
 
There is no data to support if 
there is a difference in 
requests for this treatment 
disaggregated by age. 
 
Update 21/11/2017: 
Engagement work highlights 
the initial impacts on children 
regarding psychological 
distress. This issue has been 
raised at the policy group on 
the 14/11/2017 and policy 
group agreeing re-wording of 
policy in regards to people 
presenting with significant 
psychological impacts that 
could be remedied by surgical 
treatments.   
 

Disability 

 

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version.  
 
People with breathing 
problems may constitute a 
disability but they would fall 
into the criteria as this would 
be a functional problems that 
could be rectified with surgery.  
 
The engagement work 
highlighted psychological 
impacts – however this is 
unlikely to fall into the 
protected characteristic of 
disability unless it is diagnosed 
mental illness.  
 
Policy group agreed to reword 
criteria regarding psychological 
impact. 14/11/2017.  
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Sexual Orientation 

 

  x The revised criteria should not 
have any impact on this group. 

The engagement work did not 
highlight any issues relating to 
this group 

Gender Reassignment 

 

  x People undergoing gender 
reassignment may request this 
treatment in the aim to 
achieving a feminine facial 
profiles when undergoing male 
to female transition. Under the 
current policy - transgender 
patients would not be funded 
this procedure for cosmetic 
reasons. 

The policy changes maintain 
this position so there is no 
impact from the policy change. 

Gender Dysphoria protocols 
2013/14 notes that this 
cosmetic treatment does not 
fall under core NHSE funding. 

Data on Gender In-congruence 
suggests that this may affect 
1% of the population. (source: 
UK Equality and Human Rights 
Commission)     

The engagement work did not 
highlight any issues relating to 
this group. – updated below: 

Issue of gender reassignment 
pathway discussed with policy 
group on 14/11/2017. 
Confirmed that this is not a 
core treatment as part of the 
GIC pathway.    

Engagment work monitored if 
people were trans. Only 1 
person disclosed.  

Sex (Gender)   x The changes of the criteria 
should not impact this group 
compared to the previous 
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policy version. 

There is no data to support if 
there is a difference in 
requests for this treatment 
disaggregated by sex.  

The engagement work did not 
highlight any issues relating to 
this group.    

Race    x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

There is no data available that 
some ethnic groups are more 
likely to be impacted by this 
policy.  

Further engagement work 
should help understand this 
issue. – updated below 

The engagement work did not 
highlight any issues relating to 
this group.    

Religion or Belief   x The revised criteria should not 
have any impact on this group. 

It is unlikely that this policy will 
impact people within differing 
religions / beliefs.   

The engagement work did not 
highlight any issues relating to 
this group.    

Pregnancy and 
Maternity 

  x The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

The engagement work did not 
highlight any issues relating to 
this group.    

Marriage and Civil   x The revised criteria should not 
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Partnership have any impact on this group. 

The engagement work did not 
highlight any issues relating to 
this group.    

Carers   x The revised criteria should not 
have any impact on this group. 

The engagement work did not 
highlight any issues relating to 
this group.    

Deprived 
Communities 

  x The revised criteria should not 
have any impact on this group. 
This assessment notes that  
this group are less likely to be 
able to afford privately funded 
treatment for cosmetic 
treatment.  The changes of the 
criteria should not impact this 
group compared to the 
previous policy version. 

The engagement work did not 
highlight any issues relating to 
this group.    

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x  The changes of the criteria 
should not impact this group 
compared to the previous 
policy version. 

The engagement work did not 
highlight any issues relating to 
this group.    

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  
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Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Potential 
challenge from 
change to age 
for psychological 
reasons 

Policy group to consider 
and confirm rationale for 
this change taking account 
of financial resources and 
engagement feedback.  

 

Policy group agreed to 
revisit wording regarding 
this risk 

Policy group 

 

 

 

 

Policy Group  

 

 

 

Policy group 

Considered 
on 
14/11/2017 

 

 

By 
17/11/2017 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
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Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 06/09/2017 and updated 23/11/2017 

Date received for quality check: 27/11/2017 

Signature of person completing the assessment:  Jennifer Mulloy 

Date reviewed by Equality and Inclusion Team: 27/11/2017 

Signature and Date quality check completed by Equality and Inclusion Team: 

David Partington  27/11/2017 

 

Date signed off by CCG / CSU Committee:  TBA 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 
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Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Equality Impact and Risk Assessments
Pan Merseyside Policies: Rhytidectomy - Face or Brow Lift

Midlands and Lancashire CSU

Current Status

Stage 2 Submitted

Review Date

24/04/2017

Person Responsible

Harinder Kaur

Service

Rhytidectomy - Face or Brow Lift

Service Area

Individual Funding Request / Individual Patient

Activity Procedure for Policies of Lower Clinical

Priority

Project Lead

Name: O'Brien, Michael

Email:
michael.o'brien1@nhs.

net

Phone: 07990561572

Explanation

A facelift, technically known as a rhytidectomy, is a type of cosmetic surgery procedure used to

give a more youthful facial appearance. There are multiple surgical techniques. It usually involves

the removal of excess facial skin, with or without the tightening of underlying tissues, and the

redraping of the skin on the patient's face and neck. Facelifts are effectively combined with eyelid

surgery (blepharoplasty) and other facial procedures . This policy has been identified as low

clinical priority. The CCGs has a limited funding resource and therefore has to prioritise services

that are commissioned. CCGs currently gives greater priority to life threatening and chronic ill

health. The Policy Review Group are working to identify areas of impact through the changes they

make balanced with the need to align eligibility for treatments with best clinical evidence and

balancing health resources for the whole population. This policy is under review. This policy is

part of a suite of policies are being reviewed collaboratively across Merseyside CCG's. The

CCG's that are part of this review are: NHS Halton Clinical Commissioning Group NHS Knowsley

Clinical Commissioning Group NHS Liverpool Clinical Commissioning Group NHS St Helens

Clinical Commissioning Group NHS South Sefton Clinical Commissioning Group NHS Southport

and Formby Clinical Commissioning Group NHS Warrington Clinical Commissioning Group This

assessment is authored by Equality and Inclusion team at MLCSU.
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Assessment
 
 

Equality Impact
 

1 Does this issue plan to withdraw a service, activity or presence?

No: This assessment is based on the review of the current policy on Rhytidectomy.

2 Does this issue plan to reduce a service, activity or presence?

Possibly: The reviewed criteria may result in a reduction of requests for this treatment.

3 Does this issue plan to introduce or increase a charge for Service?

No: There is no plan to introduce a charge for this treatment. For patients seeking this

treatment for purely cosmetic reasons they may seek private treatment. This treatment is

restricted for non-cosmetic/other reasons. The CCG will fund this treatment if the patient

meets the minimum eligibility criteria.

4 Does this issue plan to make a change to a commissioned service?

No: the commissioned service still remains the same - this review provides refreshed criteria

for its eligibility.

5
Does this issue plan to introduce, review or change a policy, strategy or

procedure?
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Yes. This policy is part of a Pan Merseyside and Warrington Policy Review. In the past each

CCG followed individual policies. This policy will align CCG's policies within Merseyside and

the Warrington area and therefore the policy will be consistently applied for patients. This

policy contains some significant changes that may impact on patient access. There are some

differences between the current and the proposed criteria. The criteria has been laid out

more clearly and the following criteria have been removed •To correct the consequences of

trauma OR •For significant deformity following corrective surgery. However funding will not

be approved to improve previous cosmetic surgery. In addition, reference to Non-core

procedure Interim Gender Dysphoria Protocol &Service Guidelines 2013/14 have been

removed for additional clarity.

6 Does this issue plan to introduce a new service or activity?

No: this is a change to an existing policy.

7 Is this primarily about improving access to, or delivery of a service?

No: The proposed policy should not result in an improvement in the access to this service,

however the collaboration of CCG's following the policy should result in greater consistency

in decision-making across Merseyside and Warrington. There may be an impact on the

access to this treatment due to revisions - such as a reduction in activity.

8
Does this affect Employees or levels of training for those who will be

delivering the service?

No: this revised policy should not impact on employees, however any staff making decisions

on patients requiring this treatment will need to be aware of any policy change. The Policy

Review group are engaging with G.P's as part of the engagement process.

9 Does this issue affect Service users?
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Equality Risk
 

Yes: The revised criteria will affect patients that request treatment to correct consequences

of trauma and those with significant deformity following corrective surgery. Funding will not

be approved for improving previous cosmetic surgery. This treatment does not fall under core

treatment for people undergoing gender reassignment. This non core treatment was not

previously commissioned by the CCG for cosmetic reasons for this group. This position

remains the same. This treatment does not fall under core gender reassignment procedures

which as usually funded by the NHS.

10

Can you foresee a negative impact on any Protected Characteristic

Group(s)?

If YES please state what these could be.

Possible: Under the protected group of disability, people with congenital facial abnormalities,

Facial palsy (congenital or acquired paralysis), or as part of the treatment of specific

conditions affecting the facial skin e.g. cutis laxa, pseudoxanthoma elasticum,

neurofibromatosis will meet the criteria for treatment. Upper lid blepharoplasty (upper eyelid

surgery) may help restore visual field by raising the eye brow. This may occur as a person

ages. The policy impacts positively for this group with this condition. Gender reassignment

characteristic should not be impacted by the changes as they would not have previously

fitted the criteria as the previous and present policy does not commission on the basis of

cosmetic reasons. There is limited understanding on which groups may experience trauma or

deformity following cosmetic. Anecdotally, this may be more likely to be women. This will be

explored in stage 2 assessment.

11
Have you got any general intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: NHS Modernisation Agency: information on page 10: These procedures will be

considered for treatment of: • Congenital facial abnormalities • Facial palsy (congenital or

acquired paralysis) • As part of the treatment of specific conditions affecting the facial skin

e.g. cutis laxa, pseudoxanthoma elasticum, neurofibromatosis • To correct the consequences

of trauma • To correct deformity following surgery • They will not be available to treat the

natural processes of ageing

http://northwestcsu.nhs.uk/BrickwallResource/GetResource/159f6308-bee1-413a-8da1-

8098b0495cf6 Gender Dysphoria Protocols and service guidelines 2014.
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12
Have you got any specific intelligence (research, consultation, etc.)?

If YES please list any related documents.

Yes: See above. NHS Choice website: http://www.nhs.uk/Conditions/cosmetic-treatments-

guide/Pages/Facelift.aspx No activity data could be sourced for this assessment.

13
Have you taken specialist advice? (Legal, E&I Team, etc).

If YES please state.

Yes. The policy has had input from clinicians as well as advice and guidance from the

Midlands and Lancashire CSU Equality and Inclusion team.

14
Have you considered your Public Sector Equality Duty?

Please provide a rationale.

Yes: this assessment has considered groups protected under the equality act. Further 'due

regard' will continue as this policy goes under engagement and a stage 2 assessment will

further assess impact on protected and other vulnerable groups.

15
Do you plan to publish your information?

Include any "Decision Reports"

Yes. The policy and any equality impact assessments will be made available to the public.

16
Can you minimise any negative effect?

Please state how.

Yes: JM to query issue over facial palsy and engagement work to be carried out. To look into

cases where possible negative impact of revised policy for people who experience trauma.

(update: this treatment due to stoke related facial palsy highly unlikely)

17
Do you have any supporting evidence?

If YES please list the documents.

No: to be addressed in stage 2 assessment and once engagement work is completed.

18
Have you/will you engage with affected staff and users on these

proposals?
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Human Rights Impact
 

Yes. Engagement work has been carried out with clinicians and G.P's. The policy group has

undertaken review of changes within the revised policy. This has involved engagement with

G.P’s, Service Providers and Clinicians Based on this, the policy group have ragged rated

policies either red or green based on the level of change. Policies ragged red are policies

that contain significant change in terms of eligibility criteria / access to the service. These

policies have been identified for public engagement. This policy has been ragged as red so

therefore has change in terms of access or eligibility criteria compared to previous versions.

This policy will undergo public engagement.

19 Will the policy/decision or refusal to treat result in the death of a person?

No; refusal to carry out this treatment should not result in the death of a person.

20 Will the policy/decision lead to degrading or inhuman treatment?

No. The proposed policy should not lead to degrading or inhuman treatment.

21 Will the policy/decision limit a person's liberty?

No. The proposed policy should not limit a person's liberty.

22
Will the policy/decision interfere with a person's right to respect for private

and family life?

No. The proposed policy should not interfere with a person's right to respect for private and

family life.

23 Will the policy/decision result in unlawful discrimination?

Under review: to be fully assessed and evaluated in stage 2 assessment.

24 Will the policy/decision limit a person's right to security?
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No. The policy should not limit a person's right to security.

25
Will the policy/decision breach the positive obligation to protect human

rights?

No. The policy should not breach human rights.

26
Will the policy/decision limit a person's right to a fair trial (assessment,

interview or investgation)?

No. Assessment / investigation leading to a decision on treatment will be based on clinical

assessment linked to best clinical guidance available.

27 Will the policy/decision interfere with a person's right to participate in life?

No. The policy should not interfere with a person's right to participate in life.
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Stage 2 Details
Equality Policies

 

Equality Other

No files uploaded 
 

Human Rights

No files uploaded 
 

Additional Files

 

Rhyidectomy Stage 2 v1 27112017QA.pdf (908299 bytes) - Attached below

health profile and JSNA.pdf (614040 bytes) - Attached below

Page: 8 © NHS Midlands and Lancashire Commissioning Support Unit 2016 28-Nov-17



Comments
 

 

 

 

 

 

Assessment Comment

This assessment highlighted that a stage 2 assessment is required. JM to Query if facial palsy

includes stroke and if trauma would fall under a different pathway of care. Stage 2 required

alongside engagement work.

28/11/2017

MULLOY, JENNIFER

Approval Comment

Stage 2 recommended.

28/11/2017

MULLOY, JENNIFER

Stage 2 Comment

EIA completed.

28/11/2017

MULLOY, JENNIFER

Last Activation Comment

No comment saved

Last Deactivation Comment

No comment saved
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Equality Impact and Risk 
Assessment Stage 2 for 

Policies  
Title of Policy / Strategy:  

Pan Merseyside Policy Review: 
 
 

        Rhyidectomy (face and brow lift) updated 
27/11/2017  

  

 
 
 
 
  

 

 

 
 

Equality & Inclusion Team, Corporate Affairs 
For enquiries, support or further information contact  
Email: equality.inclusion@nhs.net 

 
 
 
 
 

mailto:equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT STAGE 2 

ALL SECTIONS MUST BE COMPLETED 

Guidance is provided in appendix 3 

SECTION 1 – DETAILS OF POLICY 

Organisation: MLCSU for  CCG's that are part of this review are:  
NHS Halton Clinical Commissioning Group  
NHS Knowsley Clinical Commissioning Group  
NHS Liverpool Clinical Commissioning Group  
NHS St Helens Clinical Commissioning 
Group NHS South Sefton Clinical Commissioning Group  
NHS Southport and Formby Clinical Commissioning Group  
NHS Warrington Clinical Commissioning Group 
Policy Assessment Lead and Contact Details: Michael O’Brien – Project Manager 

Directorate/Team: Commissioning 

Responsible Director / CCG Board Member for the assessment: Various as being 
ratified within each CCG 

Policy implementation Date: 2017 

Who is involved in undertaking this assessment? 

Jennifer Mulloy – Equality and Inclusion Business Partner MLCSU 

Policy group members  

Virtual Clinical Forum  

Communications and Engagement Lead – Joanne Navin 

Advice sought from Lancashire LGBT 

Date of commencing the assessment:  15/09/2017 following on from pre engagement 
assessment date 13/04/2017 

Date for completing the assessment: 23/11/2017 

EQUALITY IMPACT ASSESSMENT 

Please tick which group(s) this policy will or may 
impact upon? 

Yes No Indirectly 

Patients, service users  x   

Carers or family   x 
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General public  x  

Staff    x 

Partner organisations (GPs, Providers, RNIB)   x 

How was the need for the policy identified? (is it part of a workstream / strategy?) 

This policy is part of a suite of policies are being reviewed collaboratively across Merseyside 
CCG's and Warrington CCG. This policy has been identified as low clinical priority. The 
CCGs has a limited funding resource and therefore has to prioritise services that are 
commissioned. The CCG currently gives greater priority to life threatening and chronic ill 
health. The Policy Review Group are working to identify areas of impact through the 
changes they make balanced with the need to align eligibility for treatments with best clinical 
evidence and balancing health resources for the whole population. 

The policy is for  
 
 Rhyidectomy (face and brow lift)  

    

 
 
This is cosmetic surgery to lift up and pull back the skin to make the face tighter and 
smoother.  

  

What are the aims and objectives of the policy? 

To provide clinicians and the public with updated policies in line with clinical guidance. To 
provide consistency across the Merseyside and Warrington area.  

To provide clear eligibility criteria across all policies of low clinical priority.  

 
 Current policy  

 
 

This procedure is not available under the NHS on cosmetic grounds. It is routinely commissioned 
in the following circumstances:  
• Congenital facial abnormalities  
• Facial palsy (paralysis)  
• Specific conditions affecting the facial skin, for example cutis laxa, pseudoxanthoma elasticum,    
neurofibromatosis  
• Damage caused by an accident  
• Deformity following surgery.  
 
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14:  
Where the provision of “non-core” surgeries is appropriate, the Gender Identity Clinic should 
apply for treatment funding through the Clinical Commissioning Group (CCG); the GIC should 
work in partnership with the CCG.  
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The revised policy contains the proposed changes:  

 

There are some differences between the current and the proposed criteria. The criteria 
would be laid out more clearly and the following criteria would be removed:  
• Damage caused by an accident  
• Deformity following surgery.  
 
In addition, reference to Non-core procedure Interim Gender Dysphoria Protocol & Service 
Guidelines 2013/14 has been removed for additional clarity.  
The proposed policy would read:  
Rhytidectomy (face and brow lift) is available for clinical reasons only and not cosmetic 
reasons. The CCG will fund this treatment in the circumstances below.  
• Recognised diagnosis of congenital (present from birth) facial abnormalities  
• Facial palsy (paralysis)  
• As part of the treatment of specific conditions affecting the facial skin, for example cutis 
laxa, pseudoxanthoma elasticum, neurofibromatosis  
 

 

Reason for proposed change(s)  
 
To provide a clearer explanation of what is provided for patients as well as ensuring this 
procedure is available for clinical reasons only and not cosmetic reasons.  
Reference to gender dysphoria would be removed as these patients will be treated via 
NHS England, if necessary.  

 
 Impact of proposed change(s)  
 
This would impact patients who have facial damage caused by an accident and would like 
additional surgery at a later stage to their initial treatment of trauma, for cosmetic reasons.  
 

 

 

 
The procedure is designed to reduce flabby or sagging skin around the 
lower half of the face (mainly the jowls) and neck. People usually have 
this surgery to lift up and pull back the skin to make the face tighter 
and smoother. 
 
A face-lift, also sometimes known as a rhytidectomy, is used to address 
age-related problems with the lower half of the face, from the eyes and 
ears downwards. Anything above the eyes is treated with a brow-lift. 
Source: https://www.nhs.uk/Conditions/cosmetic-treatments-
guide/Pages/Facelift.aspx 
 
http://www.bapras.org.uk/public/patient-information/surgery-guides/face-
and-brow-lift 
 

 
Information helped to write this assessment:  
 

Information about  Rhyidectomy (face and brow lift)  

https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Facelift.aspx
https://www.nhs.uk/Conditions/cosmetic-treatments-guide/Pages/Facelift.aspx
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As part of the process to look at potential impacts of policy review, demographic data has been 
collated for each of the CCGs. This is summarised here:  
 

NHS Halton Clinical Commissioning Group:  

This area covers the geographical area of Runcorn and Widnes with a population of 
126,000 Mid-2013 population estimate.  

Compared to England comparators, there is slightly higher rate of 0-14 years and slightly 
less 65 plus. Ethnic backgrounds are predominantly white british – 96.4% compared to 
England comparator of 79.8% with low rates of BME. The rate of people reporting long term 
conditions / disability is significantly higher than England rate at 11.6% compared to 8.3%. 
This data mirrors the rate of people providing unpaid care 11.9% compared to England rate 
of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England and 

about 25% (6,100) of children live in low income families. Deprivation is a major issue 
in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most deprived areas in 
England. Over a quarter of children – around 7,000 – live in poverty. 

• Life expectancy for both men and women is lower than the England average. 

NHS Knowsley Clinical Commissioning Group 
This area covers the geographical area of Huyton, Kirkby, Prescot, Halewood and Whiston. 
Population 146,000 Mid-2014 population estimate 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.3 
compared to 17.7)  and slightly less 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 96.1% compared to England comparator of 79.8% with low 
rates of BME. The rate of people reporting long term conditions / disability is significantly 
higher than England rate at 14.2% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 12.2% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

• The health of people in Knowsley is generally worse than the England average.  
• Knowsley is one of the 20% most deprived districts/unitary authorities in England and 

about 30% (9,000) of children live in low income families.  
• Life expectancy for both men and women is lower than the England average. 
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NHS Liverpool Clinical Commissioning Group 
 

This area covers the geographical area of Liverpool  

Compared to England comparators, there is slightly lower rate of 0-14 years (15.6 
compared to 17.7)  and slightly less 65 plus (14.0 compared to 16.3). The rate of 15-64 
years is higher than the England comparator – (70.4 compared to 66.0) Ethnic 
backgrounds are predominantly white british – 84.8% compared to England comparator of 
79.8% with rates of BME above the England rate represented in Mixed/Multiple Ethnic 
Groups; Other Mixed (0.6) and Mixed/Multiple Ethnic Groups; White and Black African (0.7) 
and Asian/Asian British; Chinese. The rate of people reporting long term conditions / 
disability is significantly higher than England rate at 12.8% compared to 8.3%. The rate of 
people providing unpaid care is 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

5. The health of people in Liverpool is generally worse than the England average. 
6. Liverpool is one of the 20% most deprived districts/unitary authorities in England and 

about 32% (24,900) of children live in low income families.  
7. Life expectancy for both men and women is lower than the England average. 
8. Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years lower 

for women in the most deprived areas of Liverpool than in the least deprived areas. 

 

NHS St Helens Clinical Commissioning Group 
 

This area covers Unitary Authority: St Helens, Rainford, Billinge, Haydock and Newton-le-
Willows. Population: 177,000 Mid-2014 population estimate. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.9 
compared to 17.7)  and slightly higher 65 plus (17.9 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 69.6% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 12.4% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

9. The health of people in St. Helens is generally worse than the England average.  
10. St. Helens is one of the 20% most deprived districts/unitary authorities in England 

and about 24% (7,800) of children live in low income families.  
11. Life expectancy for both men and women is lower than the England average. 
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12. Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 years 
lower for women in the most deprived areas of St. Helens than in the least deprived 
areas. 

NHS South Sefton Clinical Commissioning Group 
NHS Southport and Formby Clinical Commissioning Group 
 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint commissioning 
and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland. Geographical area of Southport and Formby CCG: Localities of Formby, 
Ainsdale and Birkdale, Central and North Sefton. 

Compared to England comparators, there is slightly lower rate of 0-14 years (16.0 
compared to 17.7)  and significantly higher 65 plus (20.8 compared to 16.3). Ethnic 
backgrounds are predominantly white british – 94.8% compared to England comparator of 
79.8% with low rates of BME. The rate of people reporting long term conditions / disability 
is significantly higher than England rate at 11.8% compared to 8.3%. This data mirrors the 
rate of people providing unpaid care 12.6% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

13. The health of people in Sefton is varied compared with the England average. About 
20% (9,100) of children live in low income families.  

14. Life expectancy for both men and women is lower than the England average.   
15. Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 years 

lower for women in the most deprived areas of Sefton than in the least deprived 
areas. 

NHS Warrington Clinical Commissioning Group 
 

Compared to England comparators, there is slightly higher rate of 0-14 years (18.0 
compared to 17.7)  and slighter lower 65 plus (15.9 compared to 16.3). Ethnic backgrounds 
are predominantly white british – 92.9% compared to England comparator of 79.8% with 
low rates of BME. The rate of people reporting long term conditions / disability is almost in 
line with England rate at  (8.4% compared to 8.3%. This data mirrors the rate of people 
providing unpaid care 10.8% compared to England rate of 10.3%.  

Health profile data from JSNA notes that:  

16. The health of people in Warrington is varied compared with the England average. 
About 15% (5,600) of children live in low income families.  

17. Life expectancy for both men and women is lower than the England average. 



 

9 

 

18. Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years lower 
for women in the most deprived areas of Warrington than in the least deprived 
areas. 

Full data set and summaries of JSNA health profile summaries are attached to end of 
report.  

 

Sources of information used within this assessment:  

 
A stage 1 EIA was carried out before engagement started which scoped out potential impact. 
This stage 2 now brings together information from stage 1 together with evidence from 
engagement work.  
 
Summary of Demographic information from engagement work:  
 

19. Demographic information from the engagement work, a total of 187 
people took part. 59.3% were female, 40.7% male.  
 

20.  Age profiling from engagement work: 
 

 

 

21. Ethnic background 
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The majority (84.5%) of responses were made by white british people.  

4.LGBT: from the responses, 5.3% (7 people) told us they were Lesbian, Gay, Bi-sexual 
and 1 told us they were transgender.  

5. Religion / Belief: the majority of responses were Christian (55.6%). 23.5% told us 
they have no religion. 16.6% preferred not to say. The remainder 4.3% are 
distributed across Judiasm, Islam, Hinduism, Other - including Pagan, Humanist and 
Quaker.  

6. Pregnancy / Maternity: 2 people (1.07%) told us they were pregnant / recently given 
birth 

7. Disability: 57 (65.5%) responses were from people disclosing a disability. 

8. Marriage / Civil Partnership: 96 people (51.3%) told us they were married. No one 
told us they were in a civil partnership  

For this policy, 41 people gave a response to the review of this policy. From these, 97.56% 
had not received this treatment. 2.44% (1 person) knew someone who had received the 
treatment.  

56.10% people agreed / strongly agreed with the revised criteria.  

26.83% people disagreed / strongly disagreed with the revised criteria 

17.07% people didn’t agree nor disagree.  

158
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Equality issues / comments raised by the engagement survey: (very few comments made 
for this policy)  

• Should be available for facial injuries rather than ‘beauty treatment’  
• Is fixing a deformity really ‘cosmetic’ issue.  – this can lead to psychological issues and 

impact on their day to day activities 
• Its traumatic dealing with a facial disfigurement – whatever the cause 
• NHS funds “shouldn’t be used on this for cosmetic reasons” 
• “unfair on people who have had accidents” 

 
 

 

SECTION 2  

In this section you will need to consider:  

What activities you currently do that help you to comply with the Public Sector Equality Duty 
(three aims). 

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct 
prohibited by the 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. 

Please answer ‘Yes’ or ‘No’ and explain 
your answer 

Yes No Explain 

Does the policy provide an opportunity to 
eliminate discrimination, harassment and 
victimisation? 

What do we mean? 

Unlawful discrimination takes place when 
people are treated ‘less favourably’ as a 
result of having a protected characteristic. 

Harrassment is unwanted conduct (including 
a wide range of behaviours) because of or 
connected to a protected characteristic.  

Victimisation is where one person subjects 
another to a detriment because they have 
acted to protect someone under the act. (eg 
bullied for reporting discrimination / 
harassment for a work colleague with a 

x  The current policy and 
review group considers any 
impact of change on different 
patient groups (considering 
those in protected groups)  

The policy group are aligning 
policies to create improved 
consistency across decision 
making within the area 

A range of information has 
been used within this 
assessment and pre 
engagement assessment in 
order to identify any potential 
impact on patients / staff.  
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protected characteristic)  

Does the policy provide an opportunity to  
advance equality of opportunity between 
people who share a protected group and 
those who don’t share it? 

What do we mean? 

Equality of opportunity is about making sure 
that people are treated fairly and given equal 
access to opportunities and resources. 
Promoting is about: 

• Encouraging people/services to make 
specific arrangements  

• Take action to widen participation  
• Marketing services effectively  
• Remove or minimise disadvantages 
• Take steps to meet different needs 

Securing special resources for those who 
may need them 

x  Equality of opportunity has 
been considered as part of 
the equality impact 
assessment process.  

Due to some changes in the 
criteria of this policy, it has 
been shared with the public 
and engagement feedback 
has been sought through a 
questionnaire- on line and 
paper version alongside 
focus groups. This has been 
carried out in order to 
understand any potential 
impact from the revised 
criteria.  

The policy has undergone 
engagement with providers 
and clinicians to ensure that 
criteria is based on best 
clinical advice and guidance.  

Does the policy provide an opportunity to 
Foster Good Relations between people 
who share a protected characteristic and 
those who don’t share it 

What do we mean? 

Foster Good Relations between people: This 
is about bringing people from different 
backgrounds together by trying to create a 
cohesive and inclusive environment for all. 
This often includes tackling prejudice and 
promoting understanding of difference. 

• Tackle prejudice 
• Promote understanding  
• Could the policy create any issues for 

Community cohesion (will it impact 
certain communities compared to 
others and how this be managed?) 

x  The policy group have been 
presented with an equality 
paper on the Public Sector 
Equality Duty.  

The revised policy has been 
subject to wide engagement 
and the communication and 
communication plan has 
included sharing the policy 
with different parts of the 
community. (see comms plan 
for details) 

 

Does the engagement work 
highlights equality issues on 
page 10.  

Has engagement/involvement or 
consultation been carried out with people 
who will be affected by the policy? 

x 

 

 Engagement work 
commenced in June 2017 
and has linked with Health 
Watch events and patient 



 

13 

 

 

 

engagement events. During 
the process this policy 
generated significant 
interest.   

The revised policy has been 
shared with the Oversight 
and Scrutiny Committee.  

Has the engagement/involvement or 
consultation highlighted any inequalities?  

 

 

x A summary of engagement 
responses can be found on 
page 10.  

The stage 1 Equality Impact 
Assessment was reviewed 
by the Equality Lead for 
Merseyside CCG’s. Raising 
the following issues:  

• No information on 
Public Sector Equality 
Duty 

• Facial disfigurement is 
a disability 

• IFR monitoring 

• Clarification on 
changes within the 
policy 

These issues will be 
addressed within this stage 2 
assessment.  

Have you added an Equality Statement to 
the Policy?  Example statement: Promoting 
equality and addressing health inequalities 
are at the heart of NHS England’s values.  
Throughout the development of the policies 
and processes cited in this document, we 
have given regard to the need to  

• eliminate discrimination, harassment 
and victimisation, to advance equality 
of opportunity, and to foster good 
relations between people who share a 
relevant protected characteristic (as 
cited under the Equality Act 2010) and 
those who do not share it; and  

X 

 

 The policy introduction 
section contains reference to 
equality legislation.  

All the policy review 
meetings contain an ‘equality 
and inclusion’ agenda item 
where any issues can be 
raised and discussed.  

Ongoing EIA content is 
shared and discussed with 
the policy group.  
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• reduce inequalities between patients 
in access to, and outcomes from 
healthcare services and to ensure 
services are provided in an integrated 
way where this might reduce health 
inequalities 

• make reasonable adjustments when 
necessary 

SECTION 3  

Does the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality 

groups? 
• Have a neutral / potential indirect effect on any equality groups?  
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, 

access, effects, outcomes etc.) 
 

Guidance document available on Equality Groups and their issues. This document may help 
and support your thinking around barriers for the equality groups.  

 

Equality Group / 
Protected Group 

Positive 
effect 

Negative 
effect 

Neutral  
or 

indirect
effect 

Please explain 

Age  

 

  x No issue raised within the 
engagement work. 

Assessment notes that older 
people may request face lifts / 
brow lifts to reduce sagginess 
caused by age. BEPRAS notes 
that “Face-lifts are generally 
successful procedures and can 
have dramatic results, often 
setting the clock back about 
ten years. However, patients 
need to be aware that no face-
lift will ever make them look 18 
again”.  The previous policy 
and this policy would not fund 
this treatment for cosmetic 
reasons soley.  
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Disability 

 

 X possible 
for long 

term effects 
of an 

accident / 
deformity 
following 
surgery 

 The revised policy will provide 
funding for this treatment for: 
Congenital facial abnormalities  
• Facial palsy (paralysis)  
• Specific conditions affecting the 
facial skin, for example cutis laxa, 
pseudoxanthoma elasticum,    
neurofibromatosis.  
 
Proposal to remove criteria:   
• Damage caused by an accident  
• Deformity following surgery 
could be negative as they will no 
longer be able to access this 
treatment. This issue was 
discussed within the policy group 
and these patients should be 
addressed as part of trauma 
pathway or burns and scalds 
pathway.   

Where there is a functional 
physical problem as cited in 
the criteria, this treatment 
would be provided. 

Some people with facial 
deformity may fit into criteria 
for the protected group of 
disability.   

Some people within the 
engagement work noted that 
people may face psychological 
problems that could be 
addressed by this treatment.  

Sexual Orientation 

 

  x The engagement work did not 
raise any impacts relating to 
this group.  

Gender Reassignment 

 

  x The engagement work did not 
raise any impacts relating to 
this group. 

People undergoing gender 
reassignment under the 
Gender Identity Clinic may 
wish to undergo this procedure 
to achieve congruence with 
their assigned sex – such as 
feminisation of the face. This is 
not a core treatment under the 
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Gender Dysphoria protocols 
and was not previously 
available under the original 
policy.  

Sex (Gender)   x The engagement work did not 
raise any impacts relating to 
this group. 

Race    x The engagement work did not 
raise any impacts relating to 
this group. 

Religion or Belief   x The engagement work did not 
raise any impacts relating to 
this group. 

Pregnancy and 
Maternity 

  x The engagement work did not 
raise any impacts relating to 
this group. 

Marriage and Civil 
Partnership 

  x The engagement work did not 
raise any impacts relating to 
this group. 

Carers   x The engagement work did not 
raise any impacts relating to 
this group. 

Deprived 
Communities 

  x The engagement work did not 
raise any impacts relating to 
this group. 

For people that wish to have 
this treatment for soley 
cosmetic reasons they may 
seek this treatment privately.  

Vulnerable Groups 
e.g. Asylum Seekers, 
Homeless, Sex 
Workers, Military 
Veterans  

  x The engagement work did not 
raise any impacts relating to 
this group. 

SECTION 4: EQUALITY IMPACT AND RISK ASSESSMENT CHECKLIST 

Please use the checklist in Appendix 2 to ensure and reflect that you have included 
all the relevant information 

SECTION 5: HUMAN RIGHTS ASSESSMENT 

How does this policy affect the rights of patients set out in the NHS Constitution or 
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their Human Rights? 

If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required 
to complete a full Human Rights Assessment, please request and complete a Stage 2 
Human Right Assessment from the Equality and Inclusion Team.  

Important: If you have a risk score of 9 and above you should escalate to the organisations 
risk management procedures.  
 

EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN 

Risk identified Actions required to 
reduce / eliminate the 
negative impact 

Resources 
required  
*(see 
guidance 
below) 

Who will 
lead on the 
action? 

Target date 

Issue of 
psychological 
impact 

 

Policy group discussed 
the issue of psychological 
issue – group agreed to 
rework the policy wording 
to address this.  

 Policy group 
and Project 
Manager 

17/11/2017 

‘Resources required’ is asking for a summary of the costs that are needed to implement the 
changes to mitigate the negative impacts identified 

SECTION 7 – EQUALITY DELIVERY SYSTEM 2 (EDS2) 
 

SECTION 6: RISK ASSESSMENT 

See guidance and table of risks in appendix 3 section 6 for step by step guidance for 
this section 

RISK MATRIX 
 Risk level 

Consequence 
level 

RARE 1 UNLIKELY 2 POSSIBLE 3 LIKELY 4 VERY LIKELY 5 

1. Negligible  1 2 3 4 5 

2. Minor 2 4 6 8 10 

3. Moderate 3 6 9 12 15 

4. Major 4 8 12 16 20 

5. Catastrophic 5 10 15 20 25 

Consequence Score:  
Likelihood Score: 
Risk score = consequence  x likelihood 
 

 

4 

Any comments / records of different risk scores over time (e.g. reason for any 
change in scores over time):  
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Please go to Appendix 1 of the EIRA and tick the box appropriate EDS2 outcome(s) which 
this policy relates to.  This will support your organisation with evidence for the Equality and 
Inclusion annual equality progress plan and provide supporting evidence for the annual 
Equality Delivery System 2 Grading 

SECTION 8 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT  RISK 
ASSESSMENT AND ACTION PLAN 

 
Please describe briefly, how the equality action plans will be monitored through 
internal governance processes? 
 
Internal governance processes within each CCG will oversee the implementation of the 
revised policy.  
 
Date of the next review of the Equality Impact Risk Assessment section and action 
plan?   Review dates to be decided by individual CCG as part of their governance 
processes.  
 

SECTION 9 

FINAL SECTION  

Date completed: 15/09/2017 and updated 23/11/2017 

Date received for quality check:  

Signature of person completing the assessment: Jennifer Mulloy 

Date reviewed by Equality and Inclusion Team: 

Signature and Date quality check completed by Equality and Inclusion Team: 

Date signed off by CCG / CSU Committee: 

This is the end of the Equality Impact and Risk Assessment process:  By now you should be 
able to clearly demonstrate and evidence your thinking and decision(s).     

Save this document for your own records, once this is signed off by your organisation you 
should published on your website. 

• For those organisations using U Assure upload this evidence to the assessment 
process started 

• For those organisations not using U Assure - Send this document and copies of your 
completed Stage 2 Human Rights Screening document to the Equality & Inclusion 
Team equality.inclusion@nhs.net  

 

mailto:equality.inclusion@nhs.net
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Appendix 1: Equality Delivery System 2:  
 
 

APPENDIX 1:  The Goals and Outcomes of the Equality Delivery System Tick 
box(s) 
below  Objective  Narrative  Outcome  

1.  
Better health 
outcomes  

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based 
on 
comprehensive 
evidence of 
needs and 
results  

1.1  Services are commissioned, procured, 
designed and delivered to meet the health 
needs of local communities 

x 

1.2  Individual people’s health needs are 
assessed and met in appropriate and 
effective ways 

x 

1.3  Transitions from one service to another, 
for people on care pathways, are made 
smoothly with everyone well-informed  

 

1.4  When people use NHS services their 
safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

 

1.5  Screening, vaccination and other health 
promotion services reach and benefit all local 
communities 

 

2.  
Improved 
patient access 
and experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1  People, carers and communities can 
readily access hospital, community health or 
primary care services and should not be 
denied access on unreasonable grounds  

x 

2.2  People are informed and supported to be 
as involved as they wish to be in decisions 
about their care 

 

2.3  People report positive experiences of the 
NHS  

 

2.4  People’s complaints about services are 
handled respectfully and efficiently  

 

3.  
A 
representative 
and supported 
workforce  

The NHS 
should increase 
the diversity 
and quality of 
the working 
lives of the paid 

3.1  Fair NHS recruitment and selection 
processes lead to a more representative 
workforce at all levels 

 

3.2  The NHS is committed to equal pay for 
work of equal value and expects employers to 
use equal pay audits to help fulfil their legal 
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and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

obligations  

3.3  Training and development opportunities 
are taken up and positively evaluated by all 
staff  

 

3.4   When at work, staff are free from abuse, 
harassment, bullying and violence from any 
source 

 

3.5   Flexible working options are available to 
all staff consistent with the needs of the 
service and the way people lead their lives 

 

3.6  Staff report positive experiences of their 
membership of the workforce 

 

4.  
Inclusive 
leadership 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions  

4.1  Boards and senior leaders routinely 
demonstrate their commitment to promoting 
equality within and beyond their organisations  

 

4.2  Papers that come before the Board and 
other major Committees identify equality-
related impacts including risks, and say how 
these risks are managed 

 

4.3  Middle managers and other line 
managers support their staff to work in 
culturally competent ways within a work 
environment free from discrimination  

 

           Equality Impact and Risk Assessment Checklist  

Scope Yes/No  

Have I made the reader aware of the full scope of the proposal and do I 
understand the current situation and what changes may occur? 

yes 

Legal 

Have I made the reader aware of our organisations legal duties with regard to yes 

Appendix 2: Checklist for ensuring you have considered public sector equality duty 
and included all relevant information as part of the EIRA.  
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Equality & Diversity and are they documented? 

Has the relevance of these duties pertaining to this item been outlined 
explicitly and documented? 

yes 

Have I explained how in this area we currently meet our Public Sector Equality 
Duties and how any change may affect this? 

yes 

Information 

Have I seen sufficient research and consultation to consider the issues for 
equality groups? (this may be national and local; demographic, numbers of 
users, numbers affected, community needs, comparative costs etc) 

yes 

Have I carried out specific consultation with affected groups prior to a final 
decision being made? 

yes 

Has consultation been carried out over a reasonable period of time i.e. no less 
than six weeks leading up to this item? 

yes 

Have I provided evidence that a range of options or alternatives have been 
explored? 

yes 

Impact 

Do I understand the positive and negative impact this decision may have on 
all equality groups? 

yes 

Am I confident that we have done all we can to mitigate or at least minimise 
negative impact for all equality groups?  

yes 

Am I confident that where applicable we considered treating disabled people 
more favourably in order to avoid negative impact (Disability Equality Duty)? 

yes 

Am I confident that where applicable we allowed an exception to permit 
different treatment ( i.e. a criteria or condition) to support positive action 

yes 

Have I considered the balance between; proposals that have a moderate 
impact on a large number of people against any severe impact on a smaller 
group. 

yes 

*Wider Budgetary Impact (where applicable)  

Within the wider context of budgetary decisions did I consider whether an 
alternative would have less direct impact on equality groups? 

yes 

Within the wider context of budgetary decisions did I consider whether 
particular groups would be unduly affected by cumulative effects/impact? 

yes 

Transparency of decisions 
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APPENDIX 3 

Guidance for Equality Impact and Risk Assessment Stage 2 for Policies 

 

Section 1: Details:  

You need to enter details about the proposal. This can be copied from stage 1 or from service 
specification / business case.  

Section 2:  Equality Impact Assessment:  

Complete background questions.  

Will your policy affect your ability to meet the Public Sector Equality Duty? 

How you will mitigate any adverse impact? 

• Eliminate, unlawful discrimination, harassment, victimisation and any other conduct prohibited 
by the 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. 

Section 3: Impact section:  

As you complete this section think about if the ‘policy’ have the potential to: 

• Have a positive impact (benefit) on any of the equality groups? 
• Have a negative impact / exclude / discriminate against any person or equality groups? 
• Explain how this was identified? Evidence/Consultation? 
• Who is most likely to be affected by the proposal and how (think about barriers, access, 

effects, outcomes etc.) 

Section 4: Checklist for EIRA:  

Will there be an accurate dated record of the considerations and decisions 
made and what arrangements have been made to publish them? 

yes 

Due regard 

Did I consider all of the above before I made a recommendation/decision? yes 



 

23 

 

Look at the checklist to ensure you have considered relevant equality issues 

Section 5: Human Rights:  

NHS organisations must ensure that none of their services, policies, strategies or procedures 
infringes on the human rights of patients or staff. You should analyse your document using the 
questions provided to determine the impact on human rights. Using human rights principles of 
fairness, respect, equality, dignity and autonomy as flags or areas to consider is often useful in 
identifying whether human rights are a concern. This section also directly links to Safeguarding 
evidence.  
You can access a useful briefing on human rights and the NHS Constitution by following the links 
below: 

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-
for-england 

Section 6: Equality Risk Assessment:  

Context:  

Risk management is the recognition and effective management of all threats and opportunities that 
may have an impact on a project or your organisations reputation, its ability to deliver its statutory 
responsibilities and the achievement of its objectives and values.  

The EI&RA is a risk assessment relating to the risks directly associated with equality issues for 
policy development or policy review.  

Interpretation within the risk matrix needs to be qualified as consequence of risk could be interpreted 
differently. For example the risk could be a consequence for the policy or relating to your 
organisation. In some cases the risk could imply a consequence for both policy and the 
organisation.  

Risk can be seen in a number of ways, ethical, financial and legal. All can have consequences to 
the reputation of your organisation and impact on the effective delivery of services. 

The risk assessment table within this guidance shows a range of different risks (matched against 
consequence) that policy development / review may exhibit. Without acknowledging risks and 
mitigating against them the project could lead to a formal complaint or legal challenge – Judicial 
review. Judicial review is a type of court proceeding in which a judge reviews the lawfulness of a 
decision or action made by a public body.  

How to do the risk assessment:  

This can be used for policies that:  

• are under review 
• being developed 
• proposed for withdrawal 

To generate a risk score:  

http://www.nhsemployers.org/Aboutus/Publications/Documents/NHSE_briefing69_180110.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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1. The Risk Assessment Table of example risks shows a range of example risks relating to Policy 
Development / Policy Review to help navigate you through deciding the potential consequence. 
These can be applied at developmental stage or review stage.  

2. The purpose of the risk assessment is to generate a risk score for the worst case 
risk/consequence from the policy being implemented without change. The table of example risks 
helps see a range of different scenarios. It is not exhaustive and gives a general guide to help 
you assess the consequence level for concerns.  

3. Once you have identified an adverse risk you can find its corresponding consequence score.  
(For example – if the policy would directly discriminate – we can give this a Risk level 
Consequence Score of 5 as this is likely to lead to a legal challenge.)   

4. Once you have your Risk Level Consequence Score, think about the likelihood of this happening. 
Use the likelihood descriptors (table 1) to find best fit score. (For example, in its current state you 
may judge this will be ‘possible’ with a corresponding  score of 3)  

5. Work out the risk score by using the following – Consequence score x Likelihood. (e.g. 5x3=15)    
6. Use the risk matrix table to find where this scores sits on the table. Our example score of 15 is 

rag rated as a red score.  
7. The action plan / future actions will be needed to reduce the risk to an acceptable level or the 

organisation will need to make the decision to tolerate the level of risk if it is to remain red/amber. 
In either case any amber and red ragged risks need to be escalated to the designated person 
who oversees the risk register within the organisation.  

8. You can use this process for each risk identified. Therefore each identified risk will have a 
separate risk score.  

9. You may need to revisit risk assessment score if you gather additional information on existing 
controls to reduce potential risk. Once a risk is identified, decision makers  may clarify how this 
can be reduced and lead to a revised risk score. This can be recorded with a note stating it is a 
revised score following amendments to the policy. All risks identified need to be discussed with 
decision makers / project lead and the person designed as Risk Manager for the organisation.  

 

 
Table 1: Likelihood 

Likelihood  Likelihood descriptors and score 

Descriptor Rare:  1 Unlikely: 2 Possible: 3 Likely: 4 Very Likely: 5 

Frequency / How likely is it 
to happen? 

This probably 
will never 
happen/recur 

Do not expect it 
to 
happen/recur, 
but it is 
possible it may 
do so 

Might happen 
or recur 
occasionally 

Will probably 
happen/recur, 
but is not a 
persisting issue 
or circumstance 

Very likely to 
happen/recur; 
possibly 
frequently 

Not expected to 
occur for years 

Expected to 
occur annually 

Expected to 
occur monthly 

Expected to 
occur weekly 

Expected to 
occur daily 

Probability <1% 1.5% 6-20% 21-50% >50% 

Will only occur 
in exceptional 
circumstances 

Unlikely to 
occur  

Reasonable 
chance of 
occurring  

Likely to occur More likely to 
occur than not 
occur 
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EQUALITY RISK ASSESSMENT – table of example risks relating to policy development 

Use the following possible scenarios to identity any possible risk for the policy / 
Clinical Commissioning Group if the project is implemented without amendment.  All 

risks should be monitored for trends and provided to the project author when the 
project is due to be reviewed.  

 

 

Areas for risk 

Risk Levels – Consequence Score 

Negligible 

1 

Minor 

2 

Moderate 

3 

Major 

4 

Catastrophic 

5 

Unlawful 
discrimination, 
victimisation 
and harassment 

 

 

There is no 
evidence of factors 
relating to unlawful 
discrimination, 
victimisation and 
harassment. No 
negative impact 
on people with 
protected 
characteristics. 

 

Policy is well 
documented for 
factors relating to 
meeting needs of 
people with 
protected 
characteristics.  

 

Evidence of 
potential factor 
that could cause 
indirect 
discrimination and 
potentially impact 
negatively on 
people with 
protected 
characteristics 
being treated 
unfavourably.  

Policy has some 
documented 
factors to meet 
needs of people 
with protected 
characteristics.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review and bad 
publicity.   

 

 

Evidence of 
repeated factors / 
concern that could 
cause 
discrimination and 
impact negatively 
on people with 
protected 
characteristics.   

Policy has very few 
documented 
factors relating to 
addressing 
unlawful 
discrimination. 
Needs of people 
with protected 
characteristics not 
fully understood.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity and rise 
for financial loss. 

 

Evidence of ongoing 
concern that policy 
may cause direct 
discrimination or 
indirect 
discrimination that 
may result in less 
favourable treatment 
of people with 
protected 
characteristics.     

Policy has evidence 
of factors leading to 
discrimination or 
there is insufficient 
information to 
demonstrate the 
needs of people with 
protected 
characteristics are 
understood. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
as well as financial 
loss. 

Evidence that policy 
will cause direct 
discrimination (less 
favourable treatment 
‘because of’ a 
protected 
characteristic).  

Direct discrimination 
is totally 
unacceptable unless 
unfavourable 
treatment is due to 
age.   

Policy has evidence 
of causing direct 
discrimination or 
there is no 
information to 
demonstrate 
understanding of the 
needs equality 
groups. 

High risk of formal 
complaint and legal 
challenge through 
Judicial review. This 
could give rise to 
bad publicity and 
lack of confidence 
and financial loss.  

Promoting 
Equality of 
Opportunity 

 

 

Evidence of 
people being 
treated fairly, 
given equal 
access to 
opportunities and 
access. 

Staff and patient 
groups are widely 
consulted and 
involved in 

There is some 
documented 
evidence of how 
policy meets the 
differing needs of 
people with 
protected 
characteristics. 
Some consultation 
and involvement 
of people with 

There is little 
evidence of people 
being treated fairly. 
There is very little 
consultation or 
involvement from 
people in decision 
making.  

Policy identifies 
low number of 
areas where 

Evidence that 
people will not be 
treated fairly and 
given opportunities 
to access services. 
No mitigating 
actions in place to 
address concerns. 

Policy makes very 
little and inadequate 
reference to 

Gross failure to treat 
people fairly and 
give them access to 
services. No regard 
given to equality 
groups. No 
mitigating actions. 

Policy contains no 
reference to 
addressing the 
needs of different 
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decision making. 
Equality and 
inclusion are given 
high level of 
importance.  

Policy fully 
identifies relevant 
actions that 
demonstrate CCG 
is considering the 
differing needs of 
equality groups 
and their views are 
fully embedded 
into decision 
making processes.    

decision making.   

Policy identifies 
some areas of 
how different 
needs of protected 
groups can be 
met. Some 
participation of 
groups in decision 
making processes. 

Without mitigating 
potential risk there 
could be risk of 
formal complaint 
or legal challenge 
through Judicial 
review. This could 
give rise to bad 
publicity.    

different needs of 
people with 
protected 
characteristics will 
be met.  

Without mitigating 
potential risk there 
could be risk of 
formal complaint or 
legal challenge 
through Judicial 
review.   

This could give rise 
to bad publicity 
and financial loss. 

 

removing or 
minimising 
disadvantage 
experienced by 
equality groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

equality groups.  

No groups have 
been involved in 
consultation or 
decision making 
processes.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review. 

This could give rise 
to bad publicity and 
lack of confidence 
and financial loss. 

Foster Good 
Relations 
Between People 

 

 

The policy 
demonstrates 
inclusive service 
meeting different 
needs and 
promoting 
understanding of 
the needs of 
different equality 
groups.  

The policy has 
some evidence of 
demonstrating that 
it is inclusive and 
meeting different 
needs and 
promoting 
understanding of 
different equality 
groups. Potential 
for complaint if all 
needs of protected 
groups will not be 
met. This could 
give rise to bad 
publicity.  

  

Policy shows little 
evidence of 
inclusive practice 
and little evidence 
for promoting 
understanding of 
different equality 
groups.  

Potential for 
complaint or legal 
challenge. This 
could give rise to 
bad publicity and 
financial loss. 

Policy shows no 
evidence of inclusive 
practice and no 
evidence for 
promoting 
understanding of 
different equality 
groups.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity and 
lack of confidence.  

Policy shows gross 
failure to foster good 
relations between 
people.  

Understanding 
between different 
groups excluded 
and prejudice not 
tackled.  

High risk of formal 
complaint and legal 
challenge through 
Judicial review.  This 
could give rise to 
bad publicity, lack of 
confidence and 
financial loss. 

Human Rights 
Legislation 

The policy fully 
acknowledges 
human rights 
legislation and 
there is no 
expected negative 
impact on the 
human rights for 
patients and staff. 
The service is 
underpinned by 
NHS Constitution. 

The policy 
provides some 
acknowledgement 
to human rights.  
Service is 
underpinned by 
NHS Constitution.  

Any identified 
Human Right 
issues are 
addressed.  

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity.  

 

 

There is little 
acknowledgement 
of human rights 
and NHS 
Constitution. As a 
result the service 
could result in a 
breach of human 
rights. There is 
insufficient 
mitigation to 
address potential 
breaches and 
therefore giving 
rise to formal 
complaints or legal 
challenge through 
court. This could 
potentially lead to 
bad publicity and 
financial loss.  

 

The policy will 
potentially result in 
degrading or 
inhuman treatment, 
limit a person’s 
liberty, and interfere 
with a person’s right 
to respect for private 
and family life.  

Policy shows very 
limited consideration 
of human rights 
legislation. Not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This 
potentially leading to 
financial costs and 
mandatory order as 

Policy will potentially 
result in a breach of 
human rights.  

There is gross 
failure to consider 
human rights 
legislation and not 
underpinned by 
NHS Constitution.  

Open to formal 
complaint and legal 
challenge through 
court. This could 
potentially lead to 
financial costs and 
mandatory order. 
Also leading to bad 
publicity.  

https://www.equalityhumanrights.com/en/human-rights/human-rights-act
https://www.equalityhumanrights.com/en/human-rights/human-rights-act
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Section 7 Equality Delivery System 2 

The policy may help provide evidence for goals and outcomes matched against the Equality 
Delivery System 2. Appendix 1 contains a table of outcomes that you can tick against if 
applicable to the proposal. 

Section 8 Monitoring arrangements 

No service, functions and policy remains fixed. The impacts that were anticipated through 
your analysis may not transpire to be a reality, and in some instances you may discover 
emerging impacts that you hadn’t anticipated. Ensuring equality is embedded within our 
practice is an on-going process.  
 
It is therefore wise to monitor the impacts that you have anticipated and to plan and 
document when the service, function and policy will be reviewed. It will not be necessary to 
repeat a full equality impact and risk assessment process at these review points, but these 
will be opportunities to test your anticipated impacts.  
Where these prove not to have been accurate, this will allow you to focus your analysis on 
the emerging impacts and to propose alternative responses. Use a range of information to 
make an informed decision on if the proposal will have positive, negative or indirect effect 
on people with protected characteristics.  

Section 9 Final section  

Nearly at the end… complete this section and send to Equality and Inclusion Team for 
quality assurance check and then it is ready to send on to your CCG Committee for formal 
acceptance. This formal acceptance effectively demonstrates that the Governing Board 
accepts ownership for the accuracy and appropriateness of the document’s contents.  

well as bad publicity.  

Mitigating 
actions  

Any concerns / 
identified areas of 
disadvantage are 
fully understood 
and fully mitigated 
with planned 
monitoring and 
review.  

Most concerns 
and identified 
areas of 
disadvantage are 
mitigated against 
and there is some 
monitoring and 
review planned. 

Without 
addressing these, 
there is potential 
for formal 
complaint and bad 
publicity. 

Some concerns 
and identified 
areas are 
mitigated. There is 
insufficient 
monitoring of 
concerns.  

This could lead to 
potential Freedom 
of Information (FoI) 
requests, formal 
complaints and 
legal challenge. 
This could lead to 
bad publicity and 
financial loss.  

There are 
insufficient 
mitigating actions to 
address concerns / 
disadvantage. No 
planned review or 
monitoring of 
concerns.  

High risk of FoI, 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 

No mitigating 
actions provided to 
address concerns / 
disadvantage. No 
review or monitoring 
planned. Without 
planned action 
policy poses 
unacceptable risk to 
patients / staff.   

High risk of FoI and 
legal challenge 
through Judicial 
review.  This could 
give rise to bad 
publicity, lack of 
confidence and 
financial loss. 
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The Equality and Inclusion Team are available to advise you and assist you in undertaking 
your equality impact and risk assessment.  
For further support or advice, contact The Equality and Inclusion Team: 
equality.inclusion@nhs.net 



Merseyside and Cheshire Pan Work:  Health 
Profile data and demographics  
 

NHS Halton Clinical Commissioning Group 

NHS Knowsley Clinical Commissioning Group 

NHS Liverpool Clinical Commissioning Group 

NHS St Helens Clinical Commissioning Group 

NHS South Sefton Clinical Commissioning Group 

NHS Southport and Formby Clinical Commissioning Group 

NHS Warrington Clinical Commissioning Group 

 

 

1. NHS Halton Clinical Commissioning Group 
 

Geographical area: Runcorn and Widnes 

Key features of Health Profiles (Public Health England):  

Population: 126,000 Mid-2013 population estimate. Source: Office for National 
Statistics 

Equality profile:  

Equality group 
 

Halton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 48.8 49.2 
Female population 51.2 50.8 
Age profile 
 

  

0-14yrs 18.6 17.7 
15-64 yrs 66.7 66.0 
65 + yrs 14.6 16.3 
Population growth 2001-11 6.4 7.9 
Ethnic background 
 

  



All people (number)  125,746 53,012,456 
White British 96.4 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.4 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.2 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.0 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 75 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.2 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 18.7 24.7 
Religion not stated 5.4 7.2 
Disability 
 

  

Long term condition / disability 11.6 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 44.9 46.6 



Same sex civil partnership 0.2 to  0.2  
Deprivation  
 

  

IMD score (not %) 32.5 19.2 
Children living in workless households (Chi 
Mat) 

21.5 20.7 

Economically active – unemployment rate  10.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.4 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.6 2.4 
Total of people providing unpaid care 11.9 10.3 
 

 

Health Profile:  

• The health of people in Halton is generally worse than the England average.  
• Halton is one of the 20% most deprived districts/unitary authorities in England 

and about 25% (6,100) of children live in low income families. Deprivation is a 
major issue in Halton, 21 of the 79 ‘Super Output Areas’ fall in the 10% most 
deprived areas in England. Over a quarter of children – around 7,000 – live in 
poverty. 

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.9 years lower for men and 9.3 years 

lower for women in the most deprived areas of Halton than in the least 
deprived areas. 

• The rate of alcohol-related harm hospital stays is 805*, worse than the 
average for England. This represents 977 stays per year. 

•  The rate of self-harm hospital stays is 307.4*, worse than the average for 
England. This represents 388 stays per year.  

• The rate of smoking related deaths is 392*, worse than the average for 
England. This represents 246 deaths per year.  

• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Sources: http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf 

http://www4.halton.gov.uk/Pages/health/JSNA/JSNASummary.pdf 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Halton
SpineChart.pdf 

http://fingertipsreports.phe.org.uk/health-profiles/2016/e06000006.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/HaltonSpineChart.pdf


http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Censu
s2011_SpineCharts.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=14
85944876803&enc=1&dsFamilyId=2477 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

2. NHS Knowsley Clinical Commissioning Group 
Geographical area: Huyton, Kirkby, Prescot, Halewood and Whiston.  27 GP 
practices 

Equality profile:  

Equality group 
 

Knowsley 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.5 49.2 
Female population 52.5 50.8 
Age profile 
 

  

0-14yrs 18.3 17.7 
15-64 yrs 65.8 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 -3.1 7.9 
Ethnic background 
 

  

All people (number)  145,893 53,012,456 
White British 96.1 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.5 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.4 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.0 0.8 
Asian/Asian British; Chinese  0.3 0.7 

http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www4.halton.gov.uk/Pages/councildemocracy/pdfs/CensusandStatistics/Census2011_SpineCharts.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b=6275115&c=halton&d=13&e=13&g=6377888&i=1001x1003x1004&m=0&r=1&s=1485944876803&enc=1&dsFamilyId=2477


Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.1 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 80.9 59.4 
Buddhist 0.1 0.5 
Hindu 0.1 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.1 0.4 
No Religion  12.7 24.7 
Not stated 5.8 7.2 
Disability 
 

  

Long term condition / disability 14.2 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 40.1 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score  (not %) 41.1 19.2 
Children living in workless households 25.0 20.7 
Economically active – unemployment rate 11.0 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.0 6.5 
Providing 20-49 hours of unpaid care 2.2 1.4 
Providing 50 hours or more of unpaid care 4.0 2.4 
Total of people from pop providing unpaid 
care 

12.2 10.3 

 

 



Key features of Health Profiles (Public Health England):  

Population: 146,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

• The health of people in Knowsley is generally worse than the England 
average.  

• Knowsley is one of the 20% most deprived districts/unitary authorities in 
England and about 30% (9,000) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• In Year 6, 22.5% (350) of children are classified as obese, worse than the 

average for England.  
• The rate of alcohol-specific hospital stays among those under 18 was 44.3*. 

This represents 14 stays per year.  
• Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 

smoking at time of delivery are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 860*, worse than the 

average for England. This represents 1,206 stays per year.  
• The rate of self-harm hospital stays is 321.1*, worse than the average for 

England. This represents 475 stays per year.  
• The rate of smoking related deaths is 435*, worse than the average for 

England. This represents 332 deaths per year. 
•  Estimated levels of adult excess weight and smoking are worse than the 

England average.  
• The rate of TB is better than average. 

Sources: http://fingertips.phe.org.uk/profile/health-profiles/area-search-
results/E08000011?place_name=Knowsley&search_type=parent-area 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadTableView.do?a=7&b
=6275147&c=knowsley&d=13&e=13&f=32826&g=6348995&i=1001x1003x1004x100
5&l=2477&o=362&m=0&r=1&s=1485948418193&enc=1 

http://knowsleyknowledge.org.uk/employment-and-unemployment/ 

http://knowsleyknowledge.org.uk/wp-content/uploads/2016/09/PCG-and-Vulnerable-
Groups-Sept-16.pdf 

http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-
Family-Poverty-Needs-Assessment-2014.pdf 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://fingertips.phe.org.uk/profile/health-profiles/area-search-results/E08000011?place_name=Knowsley&search_type=parent-area
http://knowsleyknowledge.org.uk/employment-and-unemployment/
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf
http://knowsleyknowledge.org.uk/wp-content/uploads/2014/11/Knowsley-Child-and-Family-Poverty-Needs-Assessment-2014.pdf


3. NHS Liverpool Clinical Commissioning Group 
Population: 473,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area: Liverpool  

Equality Profiling:  

Equality group 
 

Liverpool 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.4 49.2 
Female population 50.6 50.8 
Age profile 
 

  

0-14yrs 15.6 17.7 
15-64 yrs 70.4 66.0 
65 + yrs 14.0 16.3 
Population growth 2001-11 6.1 7.9 
Ethnic background 
 

  

All people (number)  466,415 53,012,456 
White British 84.8 79.8 
White Irish 1.4 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.6 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.7 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.7 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.5 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.6 0.5 
Asian/Asian British; Indian 1.1 2.6 
Asian/Asian British; Pakistani 0.4 2.1 
Asian/Asian British; Bangladeshi 0.2 0.8 
Asian/Asian British; Chinese  1.7 0.7 
Asian/Asian British; Other Asian 0.7 1.5 
Black/African/Caribbean/Black British; 
African  

1.8 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.3 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.5 0.5 

Other Ethnic Group; Arab 1.2 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.6 0.6 



Religion 
 

  

Christian 71.0 59.4 
Buddhist 0.4 0.5 
Hindu 0.5 1.5 
Jewish 0.5 0.5 
Muslim 3.3 5.0 
Sikh 0.1 0.8 
Other religion 0.2 0.4 
No Religion 17.7 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 12.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 32.3 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 43.45 19.2 
Children living in workless households 30.3 20.7 
Economically active age- unemployment 
rate 

11.8 7.8 

Carers 
 

  

Providing 1-19 hours of unpaid care 5.7 6.5 
Providing 20-49 hours of unpaid care 1.9 1.4 
Providing 50 hours or more of unpaid care 3.2 2.4 
Total of people providing unpaid care 10.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Liverpool is generally worse than the England 
average. 

• Liverpool is one of the 20% most deprived districts/unitary authorities in 
England and about 32% (24,900) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 10.2 years lower for men and 8.3 years 

lower for women in the most deprived areas of Liverpool than in the least 
deprived areas. 



• In Year 6, 23.0% (929) of children are classified as obese, worse than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 40.6*. 
This represents 36 stays per year. 

•  Levels of teenage pregnancy, GCSE attainment, breastfeeding initiation and 
smoking at time of delivery are worse than the England average. 

• The rate of alcohol-related harm hospital stays is 903*, worse than the 
average for England. This represents 3,938 stays per year. 

• The rate of self-harm hospital stays is 252.5*, worse than the average for 
England. This represents 1,288 stays per year. 

• The rate of smoking related deaths is 428*, worse than the average for 
England. This represents 928 deaths per year. Estimated levels of adult 
smoking and physical activity are worse than the England average.  

• Rates of hip fractures, sexually transmitted infections and people killed and 
seriously injured on roads are worse than average. 

•  The rate of TB is better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf 

www.chimat.org.uk/resource/view.aspx?RID=273462 

ONS data sets 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

 

4. NHS St Helens Clinical Commissioning Group 
 

Population: 177,000 Mid-2014 population estimate. Source: Office for National 
Statistics. 

Geographical area of the Unitary Authority: St Helens, Rainford, Billinge, Haydock 
and Newton-le-Willows 

Equality Profiling:  

Equality group 
 

St Helens 2011 
census data % 

England 
comparative % 

Sex 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000012.pdf
http://www.chimat.org.uk/resource/view.aspx?RID=273462


Male population 49.1 49.2 
Female population 50.9 50.8 
Age profile 
 

  

0-14yrs 16.9 17.7 
15-64 yrs 65.2 66.0 
65 + yrs 17.9 16.3 
Population growth 2001-11 -0.9 7.9 
Ethnic background 
 

  

All people (number)  175308 53,012,456 
White British 96.6 79.8 
White Irish 0.5 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 0.9 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.1 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.2 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.3 2.6 
Asian/Asian British; Pakistani 0.1 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.3 0.7 
Asian/Asian British; Other Asian 0.3 1.5 
Black/African/Caribbean/Black British; 
African  

0.1 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.0 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 78.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.0 0.5 
Muslim 0.3 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 14.6 24.7 
Religion not stated 5.5 7.2 
Disability 
 

  



Long term condition / disability 12.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 47.2 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 28.37 19.2 
Children living in workless households 22.9 20.7 
Economic active – unemployment rate 7.4 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.1 6.5 
Providing 20-49 hours of unpaid care 2.0 1.4 
Providing 50 hours or more of unpaid care 3.7 2.4 
Total of people providing unpaid care 12.8 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in St. Helens is generally worse than the England 
average.  

• St. Helens is one of the 20% most deprived districts/unitary authorities in 
England and about 24% (7,800) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities:  Life expectancy is 11.0 years lower for men and 10.5 

years lower for women in the most deprived areas of St. Helens than in the 
least deprived areas. 

• Child health In Year 6, 18.5% (333) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 77.9*, 

worse than the average for England. This represents 28 stays per year.  
• Levels of teenage pregnancy, breastfeeding initiation and smoking at time of 

delivery are worse than the England average. 
• Adult health The rate of alcohol-related harm hospital stays is 800*, worse 

than the average for England. This represents 1,391 stays per year.  
• The rate of self-harm hospital stays is 383.0*, worse than the average for 

England. This represents 659 stays per year.  
• The rate of smoking related deaths is 343*, worse than the average for 

England. This represents 349 deaths per year.  



• Estimated levels of adult excess weight, smoking and physical activity are 
worse than the England average.  

• Rates of sexually transmitted infections and TB are better than average. 

 

Source: http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf 

http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&
i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList
=false&searchAreas= 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

5. NHS South Sefton Clinical Commissioning Group 
6. Southport and Formby 
Information on these 2 CCG’s are presented together as Unitary data sets covers the 
boundaries of both CCG’s. Also the linked strategy document brings joint 
commissioning and planning collaboratively between the 2 CCG’s.  

Geographical area South Sefton CCG: Localities of: Crosby, Maghull, Seaford and 
Litherland, Bootle. 33 G.P practices.  

Geographical area of Southport and Formby CCG: Localities of Formby, Ainsdale 
and Birkdale, Central and North Sefton. 20 practices 

Population: 155,540 source:  

Population of Sefton Unitary Authority: 274,000 Mid-2014 population estimate. 
Source: Office for National Statistics. 

http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-
september-2014.pdf 

Equality profiling:  

Equality group 
 

Sefton 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 47.9 49.2 
Female population 52.1 50.8 
Age profile 
 

  

http://fingertipsreports.phe.org.uk/health-profiles/2016/e08000013.pdf
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadAreaSearch.do?a=3&i=1&m=0&enc=1&areaSearchText=WA10+1HP&areaSearchType=13&extendedList=false&searchAreas
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf
http://www.southportandformbyccg.nhs.uk/media/1206/5-year-strategy-summary-september-2014.pdf


0-14yrs 16.0 17.7 
15-64 yrs 63.2 66.0 
65 + yrs 20.8 16.3 
Population growth 2001-11 -3.2 7.9 
Ethnic background 
 

  

All people (number)  273790 53,012,456 
White British 94.8 79.8 
White Irish 0.8 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 1.7 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.3 0.5 
Asian/Asian British; Indian 0.2 2.6 
Asian/Asian British; Pakistani 0.0 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.2 1.5 
Black/African/Caribbean/Black British; 
African  

0.2 1.8 

Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 76.8 59.4 
Buddhist 0.2 0.5 
Hindu 0.2 1.5 
Jewish 0.2 0.5 
Muslim 0.4 5.0 
Sikh 0.0 0.8 
Other religion 0.2 0.4 
No Religion 15.8 24.7 
Religion not stated 6.2 7.2 
Disability 
 

  

Long term condition / disability 11.8 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 



Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 46.0 46.6 
Same sex civil partnership 0.2 0.2  
Deprivation  
 

  

IMD score (not %) 24.25 19.2 
Children living in workless households 21.7 20.7 
Economic active – unemployment rate 8.5 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 7.5 6.5 
Providing 20-49 hours of unpaid care 1.8 1.4 
Providing 50 hours or more of unpaid care 3.3 2.4 
Total of people providing unpaid care 12.6 10.3 
 

Key features of Health Profiles (Public Health England):  

• The health of people in Sefton is varied compared with the England average. 
About 20% (9,100) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average.   
• Health inequalities: Life expectancy is 11.5 years lower for men and 10.9 

years lower for women in the most deprived areas of Sefton than in the least 
deprived areas. 

• In Year 6, 18.0% (477) of children are classified as obese.  
• The rate of alcohol-specific hospital stays among those under 18 was 49.1*, 

worse than the average for England. This represents 26 stays per year.  
• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 766*, worse than the 

average for England. This represents 2,087 stays per year.  
• The rate of self-harm hospital stays is 215.9*, worse than the average for 

England. This represents 553 stays per year.  
• The rate of smoking related deaths is 309*, worse than the average for 

England. This represents 574 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average.  
• Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections, people killed and seriously injured on 

roads.  
• TB are better than average. 

Sources: ONS: 
http://www.neighbourhood.statistics.gov.uk/dissemination/LeadDatasetList.do?a=7&



b=6275228&c=sefton&d=13&g=6351388&i=1001x1003&m=0&r=1&s=14859576930
37&enc=1&domainId=6 

http://atlas.chimat.org.uk/IAS/dataviews/tabular?viewId=312&viewName=Children+li
ving+in+workless+households&geoId=4&subsetId=&instances=13842,13843,13844,
13845,13846,13847,13848,13849,19320,&associates=no&omit=13848,19320,13842
,13849,13843,13847,13845, 

7. NHS Warrington Clinical Commissioning Group 

Population: 212,000 (source CCG)    Population: 206,000 Mid-2014 population 
estimate. Source: Office for National Statistics. 

Geographical area: Warrington 26 G.P Practices 

Equality Profiling:  

Equality group 
 

Warrington 2011 
census data % 

England 
comparative % 

Sex 
 

  

Male population 49.5 49.2 
Female population 50.5 50.8 
Age profile 
 

  

0-14yrs 18.0 17.7 
15-64 yrs 66.1 66.0 
65 + yrs 15.9 16.3 
Population growth 2001-11 5.8 7.9 
Ethnic background 
 

  

All people (number)  202,228 53,012,456 
White British 92.9 79.8 
White Irish 0.7 1.0 
White: Gypsy or Irish Traveller 0.0 0.1 
White: Other 2.3 4.6 
Mixed/Multiple Ethnic Groups; White and 
Black Caribbean 

0.3 0.8 

Mixed/Multiple Ethnic Groups; White and 
Black African 

0.2 0.3 

Mixed/Multiple Ethnic Groups; White and 
Asian 

0.3 0.6 

Mixed/Multiple Ethnic Groups; Other Mixed 0.2 0.5 
Asian/Asian British; Indian 0.9 2.6 
Asian/Asian British; Pakistani 0.6 2.1 
Asian/Asian British; Bangladeshi 0.1 0.8 
Asian/Asian British; Chinese  0.4 0.7 
Asian/Asian British; Other Asian 0.5 1.5 
Black/African/Caribbean/Black British; 0.2 1.8 



African  
Black/African/Caribbean/Black British; 
Caribbean 

0.1 1.1 

Black/African/Caribbean/Black British; 
Other Black 

0.0 0.5 

Other Ethnic Group; Arab 0.1 0.4 
Other Ethnic Group; Any Other Ethnic 
Group 

0.1 0.6 

Religion 
 

  

Christian 71.4 59.4 
Buddhist 0.2 0.5 
Hindu 0.6 1.5 
Jewish 0.1 0.5 
Muslim 1.0 5.0 
Sikh 0.2 0.8 
Other religion 0.3 0.4 
No Religion 20.4 24.7 
Religion not stated 5.9 7.2 
Disability 
 

  

Long term condition / disability 8.4 8.3 
Sexual Orientation 
 

  

Lesbian, Gay and Bisexual* estimate 1.5 to 5.85 1.5 to 5.85 
Gender Reassignment* (Transgender) 
 

  

Transgender estimate 0.1 0.1 
Marital status 
 

  

Married 49.7 46.6 
Same sex civil partnership 0.1 0.2  
Deprivation  
 

  

IMD score (not %) 18.49 19.2 
Children living in workless households 10.2 20.7 
Economic active – unemployment rate 6.8 7.8 
Carers 
 

  

Providing 1-19 hours of unpaid care 6.9 6.5 
Providing 20-49 hours of unpaid care 1.4 1.4 
Providing 50 hours or more of unpaid care 2.5 2.4 
Total of people providing unpaid care 10.8 10.3 
 

 

Key features of Health Profiles (Public Health England):  



• The health of people in Warrington is varied compared with the England 
average. About 15% (5,600) of children live in low income families.  

• Life expectancy for both men and women is lower than the England average. 
• Health inequalities: Life expectancy is 12.1 years lower for men and 8.3 years 

lower for women in the most deprived areas of Warrington than in the least 
deprived areas. 

• In Year 6, 16.1% (355) of children are classified as obese, better than the 
average for England.  

• The rate of alcohol-specific hospital stays among those under 18 was 62.5*, 
worse than the average for England. This represents 28 stays per year.  

• Levels of breastfeeding initiation are worse than the England average. 
• The rate of alcohol-related harm hospital stays is 684*, worse than the 

average for England. This represents 1,371 stays per year.  
• The rate of self-harm hospital stays is 321.6*, worse than the average for 

England. This represents 667 stays per year.  
• The rate of smoking related deaths is 312*, worse than the average for 

England. This represents 329 deaths per year.  
• Estimated levels of adult excess weight are worse than the England average. 

Estimated levels of adult smoking are better than the England average.  
• Rates of sexually transmitted infections and TB are better than average.  
• Rates of statutory homelessness, violent crime and long term unemployment 

are better than average. 

 

 

 
Note: Disability or long term conditions calculated by % of residents having long term health conditions / 
disability on Census tables.  

*Accurate demographic data is not available for these groups as it is not part of the census collection.  

The most up to date information we have about sexual orientation is found through the Office of National Statistics 
(ONS), whose Integrated House Survey for April 2011 to March 2012 estimates that approximately 1.5% of the UK 
population are Gay/Lesbian or Bisexual. However, HM Treasury’s 2005 research estimated that there are 3.7 
million LGB people in the UK, giving a higher percentage of 5.85% of the UK population.  

Transgender and Trans are an umbrella term for people whose gender identity and/or gender expression differs 
from the sex they were assigned at birth.  One study suggested that the number of Trans people in the UK could 
be around 65,000 (Johnson, 2001, p. 7), while another notes that the number of gender variant people could be 
around 300,000 (GIRES, 2008b). 

 



Questions received from early circulation of draft of this paper to Quality and 
Performance Committee 

1. The Low Level clinical interventions that will be changed how are we assured that 
the person does not go private to have the intervention carried out at Whiston for 
example and the costs of follow up etc comes to the CCG 

Answer – Questions 1 and 2 are closely linked. When a patient has private 
work done the implication is that the work and all routine or emergency follow 
up related to that item of work are the responsibility of the surgeon/clinician. 
Thus suture removal, haemorrhage and infection would be the responsibility 
of the surgeon; the patient would expect the private consultant to complete the 
job themselves. In the case where the work is guaranteed any intervention by 
another clinician would void the guarantee. Where emergency surgery is 
needed this would be via A&E. The CCG is not charged for work carried out 
privately which is either funded by the individual or their insurer. 

2. There seems be lots of changes to clinical interventions for children - again the 
same as point one- Are the policies prescriptive enough to say any private 
interventions and subsequent complications have to be carried out by the private 
provider? Its covered in the breast implants  

See above 

3. Are we confident that there is not interventions taking place in our local hospitals 
that we are not aware of and are coded under something else? 

Answer - The CCG has been working throughout the last year to put in 
processes to ensure that providers are adhering to the PLCP policy. Work has 
been undertaken to understand how the activity is coded and we are not aware 
that it is not coded correctly. There is a significant amount of work carried out 
by the CSU and internally by the CCG to validate data relating to charged 
activity which would prevent this happening. 

4. Are the eligibility definitions for the interventions that will be commissioned 
prescriptive enough? Its often a bone of contention especially if there is a challenge 
put in the system and commissioners are asked to make a decision to fund 
something or not 

Answer – this is a most difficult issue, one of the main focuses of the review 
was to remove ambiguity around the criteria and reduce the chance of 
subjective interpretation of criteria. The Individual Funding Request team have 
experience of decision making when there is ambiguity and it is expected that 
the changes will support their decision making 



5. I am expecting that these changes could result in an increase in IFR requests 
which again if the eligibility criteria is specific and defined it will make the decision 
process much easier. 

Answer – we hope that there will be an increase in IFRs so that proper 
judgements can be made on whether a procedure should go ahead. Whether 
the IFRs are upheld will depend on whether exceptionality has been proven. 
As an indicator of the work within the IFR team, in Q2 17/18 14% of all 
submissions to the IFR team were approved with the remainder not being 
approved, for a variety of reasons. 

6. What communications will be done to ensure all GP practices and health staff are 
aware of these changes including our health providers? 

Answer - All providers and GPs across the 7 CCGs have been given an 
opportunity to feed into the development of the policies, this is also to ensure 
they are aware this work is ongoing. There will also be a CSU and CCG joint 
communication action plan which will come into operation once the policies 
are agreed by the CCG’s Governing Body 

7 What measures will be carried out to ensure everyone is compliant with the new 
changes? 

Answer - The CCG has been working throughout the last year to put in 
processes to ensure that providers are adhering to the PLCP policy. The CCG 
is unable to audit all clinical notes to ensure that the providers are adhering to 
the policy however the issue of adherence is raised at all contract review 
boards at Fairfield and has been raised with StHK execs too. The CCG is 
considering a contract variation for 18/19 which aims to use data from SLAM 
to look at adherence. Currently the granularity of HRG coding is insufficiently 
detailed to enable the CCG to effectively “police” all PLCP and NRC activity, 
the CCG is also limited in not being able to universally examine patient level 
information. This is when clinical audit can be useful but clearly cannot be 
applied to each and every catergory of PLCP due to the clinical capacity that 
would require, it is effective on an exception basis however. 
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