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Note: 

1) Proposals cannot be implemented until an Equality Screening or EQIA has been completed

2) This template should be completed in conjunction with the accompanying Guidance Notes
3) Completed Screening Templates are public documents and will be posted on the Trust’s website

	Section 1: INFORMATION ABOUT THE POLICY/PROPOSAL


	(1.1) Name of the policy/proposal


	Policy and Procedure for Use of Seclusion in Adult Learning Disability Inpatient Services

	(1.2) Status of policy/proposal (please underline) 
                       
	New
	Existing
	Revised

	(1.3) Department/Service Group:   
(please underline)


	Corporate Services Group

(Please specify)
	Nursing and User Experience
	Un-scheduled and Acute Care
	Surgery & Specialist Services
	Specialist Hospitals & Women’s Health
	Children’s Community Services
	Adult Social & Primary Care 

	(1.4) Description of the policy including intended aims/outcomes

	Policy Aim 
Belfast Health and Social Care Trust (BHSCT) aspires to be known as one of the safest, most effective and compassionate health and social care organisations and staff deliver care in accordance with this goal. 
The policy provides staff with guidance regarding the use of seclusion in Learning Disability Inpatient Services for adults. 
The policy applies to detained adult patients and all staff in a Learning Disability inpatient ward within Belfast Health and Social Care Trust.  
The policy provides staff working within Adult Learning Disability services within BHSCT with clear directives in the use of seclusion. It provides staff with a framework regarding seclusion and the decision making process to implement or adjust same. 
The Policy has been written in line with :

· Promoting Quality Care – Guidance on the Assessment and Management of Risk, DHSSPS, May 2010

· Regional Guideline on the Use of Supervision/Observation and Therapeutic Engagement in Adult Psychiatric Inpatient Facilities in Northern Ireland, Health and Social Care Board and Public Health Agency, October 2011. 
· Code of Practice :  Mental Health (Northern Ireland) Order 1986
Policy Objectives

Policy Objectives include: 
· To ensure the physical, psychological and emotional safety and wellbeing of patients
· To ensure that restrictive practices remain proportionate, least restrictive, last for no more than necessary and take account of patient preference whenever possible (NICE NG 10, 2015)
· To ensure that inpatient areas have robust and transparent governance processes that support, monitor, advise and report on the use of restrictive practice of seclusion.

· To ensure that patients receive the necessary care and support before, during and after seclusion

· To designate a suitable environment that takes account of patients’ dignity and physical and psychological safety and wellbeing

· To set out roles and responsibilities of staff

· Then sure processes are followed for monitoring, recording and reviewing the use of seclusion and that learning is identified and shared. 

· To promote person centred practices by working in partnership with the patient and their carer (as appropriate) to review available options to minimise the potential for harm

· To minimise the frequency and duration of seclusion and prevent any inappropriate use of seclusion with an aim to support the Trust commitment to reduce restrictive interventions.
Key Policy Statements
· Seclusion is an emergency intervention.
· Seclusion should only be used for acute, severe behavioural disturbance that is likely to cause harm to others and where all other interventions have failed.
· Seclusion should not be used to manage self-harm.
· Seclusion should lead to a review of the patient’s legal status if required.
· Seclusion should only occur in a designated seclusion room.
· Seclusion should NEVER be used as a threat or a punishment.
· Seclusion should not be included in a treatment plan,  seclusion is not a treatment
· Staff must always use the least restrictive alternative and that seclusion should be used as a last resort and for the shortest possible time and be in the best interest of the patient. 
· Caution should be exercised in using seclusion for those with physical health conditions
· All staff who may have occasion to use seclusion must receive Seclusion Awareness Training and Human Rights Training.
· Seclusion should only be used in a hospital setting and in relation to patients detained under the Mental Health Order.
· Seclusion is not voluntary confinement or long term segregation
· At all times staff will treat the patient with dignity and respect and will explicitly document that human rights were considered during seclusion.
Seclusion Defined 

The Code of Practice relevant to the Mental Health (Northern Ireland) Order 1986 defines seclusion as:
” the forcible denial of the company of other people by constraint within a closed environment.  The patient is usually confined alone in a room, the door of which cannot be open from the inside and from which there is no means of exit open to the patient.”

This situation would also arise where the door is not locked from outside but the patient has no reasonable means of exit, due to, for example, the height of the door handles, the weight of the door or the person’s physical, sensory, neurodiverse or learning disability.
The Code of Practice also states that:

”Seclusion is an emergency management procedure for the short term control of 
patients whose behaviour is seriously disturbed and should be used as a last resort, after all other reasonable steps to control the behaviour have been taken. The sole aim in using seclusion is to contain severely disturbed behaviour that is likely to cause harm to others. It should never be used where there is a risk that the patient may take his own life”.

To summarise Seclusion must be used

· As a last resort only for the management of acute behavioural disturbance

· For the shortest possible time

· In a room specifically designated as a seclusion room

In addition, it must be noted that Seclusion must not be used

· As a punishment or threat

· As part of a treatment programme (although it may feature in a patient’s PBS or Care plan)

· Because of staff shortages or lack of staff training 

· As a method of controlling self -harming behaviour. Where the patient poses a risk of self harm as well as harm to others, seclusion must only be used when the professionals involved are satisfied that the need to protect others outweighs any increased risk to the patient’s health or safety and that any such risk can be properly managed.

· Solely to protect property

Voluntary Confinement defined
The policy makes reference to voluntary confinement so that staff can readily understand the differences between it and seclusion and the necessary criteria to introduce either.

The overarching principle for voluntary confinement is that the patient has the ability to have their confinement or isolation ended at a time of their choosing.  Thus, the patient must have the ability to communicate their desire to do so, either verbally or non-verbally. It is this distinction that separates voluntary confinement from the definition of seclusion, which is “the supervised confinement and isolation of a patient, away from other patients, in an area from which the patient is prevented from leaving”

On occasion patients may request to be voluntarily confined to either their own room or a designated seclusion room as a means of self-regulating and managing their own risks to others. Such occasions will be rare, but on those occasions where the patient requests such confinement, there needs to be robust monitoring and governance arrangements to ensure appropriate safeguards are in place. These should be the same as occurs for seclusion.

Patients must have capacity to agree to voluntary confinement.

When patients are deemed to have capacity, and are considered able to make decisions for themselves, an expressed wish to be confined in either their own room or seclusion room may not be considered seclusion as long as the following criteria has been met:
· A care plan previously agreed that has been collaboratively formulated and discussed with the patient, their family or carers and agreed by the multidisciplinary team exists. 

· The patient retains a means of summoning the attention of staff at all times 

· The patient retains the right to have the confinement curtailed at a time of their choosing. 

· The nurse in charge of the ward is satisfied that the conditions of confinement/environment do not present undue risk to the patient or others. 

All instances of patients enacting voluntary confinement will be recorded in the patient’s healthcare record and reported alongside the seclusion data as voluntary confinement. 
To ensure the physical and psychological wellbeing of patients utilising voluntary confinement, the same observation and review requirements should be followed as for seclusion. If a patient agrees to voluntarily confined as part of a crisis intervention plan but subsequently their request for the confinement is not curtailed the intervention then becomes seclusion and must be managed and reported as such.
Long Term Segregation defined  

Long term segregation is a situation where a patient is prevented from mixing freely with other patients in the ward. This form of restrictive intervention should rarely be used and only ever for hospital patients who present an almost continuous risk of serious harm to others. Such intervention will be agreed by the multidisciplinary team on the basis that the patient will benefit from a period of intensive care and support in a discrete area that minimises contact with other patients. 
The use of long term segregation must be supported by a person-centred, value based approach to care, in which personal relationships, continuity of care and a positive approach to promoting health underpin the therapeutic relationship.
Seclusion Room

The policy states that Seclusion should only take place in a room or suite of rooms that have been specifically designed and designated for the purposes of seclusion and which serve no other function on the ward.

Such rooms are characterised as:
· Providing privacy from other patients

· Enabling staff to maintain observation at all times

· Being safe and secure

· Not containing any item that could cause harm to patient or others

· Adequately furnished, heated, lit and ventilated

· Allowing for communication with patient when they are in the room and door is locked eg via intercom.

In exceptional circumstances and for cogent clinical reasons it may be considered more therapeutic and less restrictive to manage a patient requiring isolation from peers and/or staff in their own bedroom. 
Such occasions should be rare and should only be considered if the multi-disciplinary team believe there are cogent clinical reasons for doing so, there is no safe alternative and that any risks presented by the environment can be safely managed. Assessment of these risks should be kept under regular review. 
The decision to use a patient’s bedroom for the purpose of seclusion or other isolation should be based on a sound clinical rationale and not due to a lack of suitable designated seclusion facilities.
If seclusion takes place outside of designated seclusion rooms or a room not agreed in the patients care plan Eg: their bedroom. This should be investigated and reviewed under an SEA methodology.

Decision to Seclude a patient

The policy outlines a robust framework which must be adhered to if there is deemed a need to seclude a patient.  This framework includes key assurances / statements around:

· Who can decide to Seclude a patient

· Who must be consulted 

· The need for a review

· The need for detailed documentation around the rationale, evidence that all other interventions have failed, the discussion around when seclusion will be terminated and confirmation that the person has seen the patient immediately prior to the decision to seclude him/her. 

· Who needs to be informed (including family/carers) and when

· Where possible, how the patient was made aware of seclusion using communication formats appropriate to the patients communication skills
· Human rights considerations 
· Recorded observations, medication administered and a note of the drinks, food and toilet facilities offered/available to the patient.

Review Framework
The policy outlines a robust framework of review when a decision to seclude a patient has been made including:
· Nurse Review

· Medical Review

· MDT Review (Internal & Independent)

· Night Review
Key aspects of this framework include:

· A registered nurse will observe and review the patient at 15 minute intervals

· Seclusion should be reviewed hourly by the Nurse in charge of the ward. 
· Review will be taken every 2 hours from point of seclusion by 2 registrant nurses (1 of whom was not involved in decision to seclude).

· A joint review should be conducted by a consultant psychiatrist and registered nurse every 4 hours until the first MDT review has taken place. 
· The first MDT review must take place within 24 hours of seclusion commencing.

· Following MDT Review medical reviews should occur at least twice daily in every 24 hour period. At least one review should be carried out by the patient’s Responsible Clinician.

· If seclusion continues for more than 8 hours consecutively or 12 hours intermittently over a period of 48 hours, an independent MDT review will be completed by a doctor/ nurses and other professionals who were not involved in the decision to seclude or in the prior incident.

· Reviews and observations continue at night as per daytime however wherever possible consideration should be given to end seclusion prior to the patient falling asleep.  When the patient is asleep during seclusion the two hour nursing reviews should be carried out in such a way that the registered nurse can satisfy themselves that the patient is safe and there are signs of life.
· A post-incident review/de-brief to ensure analysis of the clinical detail, organizational learning and support for all parties involved, including patients must take place following a period of seclusion for a patient.  The policy emphasises that it is important that any patient who has been secluded should be supported after the event to help him/her understand why the seclusion took place and to discuss the events leading to the seclusion episode.  These discussions may involve the person’s family/carer if appropriate.

Observations
The policy also notes that the aim of observation during a period of seclusion is to safeguard the patient, monitor their condition and behaviour and identify the earliest opportunity at which seclusion can be safely terminated.  It is noted that the gender of the observing nurse must be considered especially if the patient has a known trauma history and that he/she should have use of a personal alarm to quickly raise the need for additional support eg when the patient displays self-injurious behaviour that compromises his/her safety.  It is emphasised that the observing nurse must engage positively with the patient and be familiar with his/her care plan and PBS plan and any communication or sensory needs.  All observations during the monitoring are noted in the patient’s seclusion record.

The policy clearly states that a patient should remain in seclusion only as long as absolutely necessary. The policy lists those that can terminate seclusion based on the assessment criteria that  “The sole aim in using seclusion is to contain severely disturbed behaviour that is likely to cause harm to others” 
Roles and Responsibilities
The policy specifies roles and responsibilities for the following groups of people:

Trust Board. 

The trust board is responsible for ensuring that a policy is in place that governs the safe and appropriate use of seclusion via its governance arrangements and 
that all staff working in the trust are aware of, and operate within the policy. 

Medical Director. 

The Medical Director is responsible for ensuring that all medical staff are aware of, and operate within the policy and procedure for the use of seclusion.

Director of Nursing. 

The Executive Director of Nursing is responsible for ensuring mechanisms are put in place to ensure nursing professionals within the services are aware of and comply with the requirements of the policy and procedure for the use of seclusion.
Hospital Management Team is responsible for disseminating the policy and ensuring that all staff work to achieve policy standards. They are responsible for ensuring review of data with regards to seclusion and ensuring change is actioned as required.
Ward management teams/ heads of service/ ward managers are responsible for disseminating policy to their staff and ensuring that staff are trained in its use. They are responsible for monitoring use of seclusion and completing reports as requested. In conjunction with the hospital management team they are responsible for reviewing data with regards to seclusion and effecting change as required.

Nurse in Charge of the Ward. The nurse in charge of the ward is responsible for managing any incident of seclusion in accordance with this policy and procedure. 

All staff. All inpatient LD staff within the Trust with front-line care to patients have a responsibility to provide care in accordance with this policy and procedure. 
It is important that the Human Rights of all patients be upheld and that they are considered at every stage of the decision making and monitoring of seclusion –that the use of seclusion is legal, justifiable, least restrictive and proportionate. Article 2 the right to life, Article 3 the right to be free from inhuman or degrading treatment, Article 5 the right to liberty and security and Article 14 the right to be free from discrimination must be considered and documented and that the impact of seclusion in this context is understood and considered by staff. All patients should be treated with dignity and respect and equality and diversity issues should be maintained
Involvement of Family / Carers
Seclusion should be discussed with all next of kin on admission and their wishes regarding when they wish to be informed documented. Family and carers should be offered to view the seclusion room.
When a patient is secluded for first time Next of Kin should be informed. This should be done in a timely but considerate manner taking into account time of day/night and their wishes as noted in the patient’s care plan.
Any subsequent notification of further episodes should be agreed with the patient/ family / carer and the agreement recorded in the patient’s record. If a family wishes to be notified about periods of seclusion this should be done as soon as possible once seclusion has commenced.
Based on family / carers choice regarding the use of seclusion, they should be informed when seclusion has ended and offered to input in to any post incident review.

If the patient has capacity and indicates they do not want the NOK informed, this will be recorded in the patient’ care plan and noted in the  seclusion plan
Monitoring Framework

A robust seclusion monitoring process is detailed in the policy to ensure that the governance arrangements demonstrate that all reasonable steps to prevent the misuse and misapplication of restrictive interventions has occurred and that ultimately seclusion is used only in the last resort. Key aspects of the framework include:
· The use of seclusion is audited on a monthly basis by the MAH Management Team via reports to the Learning Disability Co-Director. 

· Regular reports are provided to both the wider LD Service Governance Group and Belfast Trust Board on the use of seclusion at MAH.

· The MAH Management Team are responsible for:

· overseeing the seclusion process, 
· ensuring the Code of Practice is adhered to, 
· consider alternative management strategies, 
· review complex cases, 
· promote good practice 
· ensuring any staff training is undertaken. 
· Monitoring the use of seclusion for race, gender and age
· If seclusion is used multiple times in the course of weeks or a few months, or if seclusion lasts for greater than 48 hours, the issue is escalated by the ward MDT team to the hospital management team for review. This will occur at the live governance meetings.

· The policy requires the ward MDT to discuss the use of seclusion through regular reports and reviews at safety briefings, daily report outs, live governance meetings and monthly clinical improvement groups.
· The policy is reviewed every five years.
This policy refers to adult learning disability inpatient services only.

Human Rights Based Approach
The Trust is committed to the safeguarding and promotion of Human Rights in all aspects of its work.  It aspires to be known as one of the safest, most effective and compassionate health and social care organisations and staff deliver services in accordance with this goal. 
Belfast Trust is committed to carrying out its functions in line with the core principles and values that underline human rights legislation namely Freedom, Respect, Equality, Dignity and Autonomy (FREDA).  
Professionals completing risk assessment and management plans will consider the impact on an individual’s human rights, particularly when they are considering interventions such as enhanced supervision and seclusion. 
In such circumstances, the least restrictive option will always be carefully considered. A Human Rights based approach will be explicitly evident in all decision making such that 

1. Where possible the process of risk assessment and management will involve people with a learning disability and/or their carers 

2. Risk assessment and management processes will utilise positive risk-taking strategies, where appropriate to ensure that risks are not overstated nor overly risk-averse 

3. The processes will ensure shared, multi-professional collaboration and accountability within a supportive organisational structure 

4. Consistent and standardised processes will be promoted

5. Robust documentation will exist including evidence of a human rights based approach  

Staff will implement the seclusion and voluntary confinement policy in a sensitive and person centred manner in accordance with Trust values of treating everyone with respect and dignity and in accordance with the principle of ‘best interests’ for the patient and others.



	(1.5) How will the policy/proposal be implemented?

	The policy will be disseminated to all staff working with adults within Learning Disability Inpatient Services within the Belfast Health and Social Care Trust. The policy will be circulated to all staff work email addresses, it will be discussed at ward meetings and it will form part of all new staff inductions, including agency and Bank staff. Copies of the policy will be available in each ward.
All staff will be trained on use of seclusion and human rights. 


	(1.6) Who are the internal and external stakeholders (actual or potential) that the policy/proposal could impact upon? (E.g. service users/staff/ other public sector organisations/trade unions/ professional bodies/independent, voluntary or community sector)
	Key stakeholders include:

· Patients in Muckamore Abbey Hospital
· Staff working in Muckamore Abbey Hospital

· Carers of patients in Muckamore Abbey Hospital

	Section 2: CLASSIFICATION OF POLICY 
The purpose of this Section is to identify those policies/proposals which have no impact on equality e.g. policies of a purely clinical or technical nature.  
It should be noted however that the majority of policies /proposals will have some equality impact on staff and/or service users and will require the completion of the entire template.

	PART A:
(2A.1) Is there an impact on equality of opportunity for those affected by this policy, for each of the S75* equality categories?

(2A.2) Are there better opportunities to promote equality of opportunity for people within the S75 categories?

(2A.3) Does the policy impact upon good relations between people of a different religious belief, political opinion or racial group?
(2A.4) Are there opportunities to better promote good relations between people of a different religious belief, political opinion or racial group?

(2A.5) Are there opportunities to encourage disabled people to participate in public life and promote positive attitudes toward disabled people?

(2A.6) Does the policy/proposal impact on Human Rights?


	Yes

X
x
X


	No

X

X

X



	(2A.7) If you have answered Yes to any of the above questions proceed to Section 2B overleaf.
If you have answered No to all of the above questions the policy may be screened out at this stage.  Please give reasons supporting this decision below then sign and date below then forward to the Health & Social Inequalities Team for consideration Lesley.Jamieson@belfasttrust.hscni.net `

	Approved Lead Officer:
Position:

Date:
	
	Countersigned by:
Health Inequalities Manager:

Employment Equality Manager:
	

	PART B

(2B.1) 

Are there any factors that could contribute to/detract from the intended aim/outcome of the policy/ proposal? Financial, legislative or other constraints?
	Staff Awareness, Robust Review and Monitoring are critical factors in contributing to the achievement of the intended aim/objectives of the policy.
The robust frameworks that are in situ regarding review and monitoring plus the dissemination programme ensures that any inconsistency or deviation from the policy will be avoided or at best quickly realised and rectified thereby safeguarding patients in Learning Disability inpatient facilities in BHSCT.


	(2B.2) 
Other policies/strategies/information with a bearing on this policy/proposal (for example internal or regional policies) - What are they and who owns them?
	The policy should be read in conjunction with  
· Nice Guidance on Violence and Aggression 2015
· Promoting Quality Care – Guidance on the Assessment and Management of Risk, DHSSPS, May 2010;

· The Belfast Health and Social Care Trust Mental Health and Learning Disability Services Search Policy;

· The Admission of a Young Person into an Acute Adult Psychiatric Admission Ward;
· The Belfast Health and Social Care Trust Safeguarding Adults Policy;

· The Belfast Health and Social Care Trust Named Nurse Policy;

· UNOCINI Guidance;

· The Belfast Health and Social Care Trust Mental Health and Learning Disability Services Admission and Discharge Policy;

· The Belfast Health and Social Care Trust AWOL Policy

· The Human Rights Act 1998

· Optional Protocol to the Convention Against Torture (OPCAT) 2002. 

· The Mental Health (Northern Ireland) Order 1986

· The Children’s Order 1995

· Disability Discrimination Act 1995

· The United Nations Convention on the Rights of the Child

· NIPEC: Delegation Framework for Nursing & Midwifery practice October 2106 (revised January 2017)
· The Report of the Inquiry Panel (McCartan) to the Eastern Health and Social Services Board 2007.

· The Report of the Inquiry Panel (O’Neill) to the Eastern Health and Social Services Board 2008.

· The Report of the Inquiry Panel (McCleery) to the Eastern Health and Social Services Board 2006

· The Mental Health (Northern Ireland) Order 1986.

· The Code of Practice Mental Health (Northern Ireland) Order 1986.

· Promoting Quality Care – Guidance on the Assessment and Management of Risk, DHSSPS, May 2010

· The Human Rights Act 1998.

· The Northern Ireland Act 1998 (Section 75 Equality Considerations)

· In-patient psychiatric care for young people with severe mental illness (Recommendations for commissioners, child and adolescent psychiatrists and general psychiatrists) Council Report CR106 June 2003 Royal College of Psychiatrists.

· Gillick Competency and Fraser Guidelines on consent and Competency (1985)

· National Confidential Inquiry into Suicide and Safety Annual Report  October 2018

· Mental Capacity Act (Northern Ireland) 2016



	(2B.3) 
Provide details of how you have or how you intend to involve stakeholders (refer 1.6 above) when screening this policy/proposal

	Extensive consultation undertaken including:
· Co-Director Learning Disability Services
· Service Manager Muckamore Abbey Hospital

· Assistant Service Managers (LD)

· Ward managers (LD)

· Medical staff

· Psychology

· Carer Advocate, in working with families and Carers of patients from Muckamore Abbey Hospital 
· TILII group
· Mencap 

· Bryson

· Other Trusts 

· Mersey Care Trust, Liverpool

· Northumberland Tyne and Wear Trust 

· Royal College of Psychiatry

	Section 3: AVAILABLE  EVIDENCE , CONSIDERATION OF IMPACTS AND MITIGATION


	You will need to collect quantitative and qualitative equality data for those service users and staff affected using the templates provided in Tables 1 & 2 at the end of this document.
Taking into account this data and the information gathered in Sections 1&2 you should now identify, for each of the nine Section 75 categories, the level of impact, mitigation measures and opportunities to better promote equality of opportunity.
NB: Where both staff and service users are impacted, a separate table for each is required.

	3A) SERVICE USERS

	Equality Category
	Level of Impact
	Mitigation Measures  and consideration of alternative policies or actions that might lessen the severity of the equality impact (where Major or Minor Impact identified)

	
	Major
	Minor
	None
	

	Age
	
	X
	
	This policy applies only to detained patients, admitted to a learning disability adult inpatient facility. The policy provides staff with a structured and standardised framework for delivering care to patients across Muckamore Abbey Hospital inpatient facility  
Age appropriate and inclusive means of communication will be used to communicate with patients to ensure the maximum opportunity to understand seclusion
Patients and their families/carers will be made aware of the use of seclusion verbally and via the admissions pack.  Transparency is enhanced as communication of this will be translated into Easy read.

	Dependant Status
	
	X
	
	Belfast Trust is committed to working with the family and carers of any patient in MAH who may experience a period of seclusion.

The Trust recognises that the use of seclusion poses a difficult time for families and carers and is committed to genuine discussions before and after seclusion to ensure the process is transparent, the rationale for using seclusion is understood and that any changes to care plans are implemented as required / appropriate.  
Verbal information given to carers/families on admission of their loved ones will reiterate that seclusion is about keeping the patient and others safe and is a temporary emergency management procedure used as a last resort for the least amount of time and subject to continuous review and robust monitoring. 

If seclusion is used, family and carers will be informed in a timely manner as per the policy and the patient’s personal care plan and seclusion plan.  However, if the patient has capacity and indicates they do not want their family or carer informed, this will be respected and recorded in his/her seclusion plan.
The policy seeks to reassure carers and families by setting out a robust framework of decision making, review and monitoring predicated by the principle that seclusion will be only be used as a last resort, for the least amount of time in accordance with the ‘best interests’ of the patient and others.  In addition, staff will treat patients and families/carers with dignity and respect in a sensitive compassionate manner both in terms of implementing seclusion, in any communication about using seclusion and in any analysis or learning after seclusion is used.
Committed to using seclusion as a last resort, staff will work in partnership with carers to deliver an effective compassionate high quality service and will undertake implementation of the Seclusion Policy in strict adherence to this policy.  In particular, where possible the process of risk assessment and management will involve people with a learning disability and/or their carers through PiPA meetings and other Multi-Disciplinary Team meetings.

Verbal information about the use of seclusion will be provided to carers and families of all patients admitted to MAH so that there is transparency in all that we do and the carer/family understands the process and what to expect should seclusion happen. A copy of the policy will be made available to them on request.
Any reasonable adjustments required to support carers will be made including the provision of accessible/inclusive communication eg if a carer does not speak English as their first language an interpreter will be provided.
Support is provided to carers and families who have a loved one admitted to MAH via the family forum and independent advocacy service (Bryson) with contact details of both organisations provided in the admission pack.

Whilst robust monitoring and dissemination of the policy through a monthly audit, weekly Safety Report and viewing of CCTV by a Contemporaneous CCTV Team is in place to ensure there is no deviation from the policy, if this does occur it will not be tolerated and staff will be subject to disciplinary procedures.  Carers and families have access to the complaints procedure in MAH and relevant contact details via the admission pack should they have concerns.



	Disability
	
	x
	
	Whilst Seclusion adversely impacts anyone subjected to it  - as it involves being locked in a room  - the policy is clear that Seclusion will only be introduced as a temporary management tool, as a last resort, for the least time, when a person’s behaviour threatens their own safety and that of others.  Even then, Seclusion is subject to certain strict rules in terms of how it is implemented and is subject to continuous review and robust monitoring.

Given that Seclusion is permissible in certain situations the Seclusion Policy provides guidance to staff to ensure there is consistency in how it is implemented in a safe, effective and compassionate manner, which treats patients with dignity and respect. 
The protocols contained within the policy are aligned to key sector good practice and are aimed at safeguarding the patient when seclusion is implemented as it outlines in detail the following ::

· Permitted rationale for implementing seclusion

· Purpose of seclusion

· Decision making framework

· Continuous review mechanisms

· Monitoring framework

· Roles and responsibilities

· Operational Issues eg room /observations/positive interaction
· Adopting a human rights based approach 

Such detail ensures:
· There is no inappropriate use of seclusion

· The permitted purpose of seclusion is understood

· There is clarity about how a decision to seclude a patient can be made
· Staff appreciate that seclusion is carried out in a person centred manner where the patient is treated with respect and dignity and that all actions must be proportionate, legitimate and in the best interests of the patients and others
· There is clarity around what must happen before, during and after a seclusion period

· Staff are clear about the consequences of not complying with the policy
· The need for detailed, up to date, accurate and timely documentation is understood
· There is clarity about who is responsible for what 
· A robust mechanism exists to highlight concerns, raise issues and learn from experiences

· The patient (and his/her carer) will be involved in any review of a seclusion period 
Appropriate and inclusive means of communication will be used to communicate with patients before, during and after the period of seclusion via the admission process, the seclusion plan, the personal care plan etc.  Information will be provided in a variety of formats as required including easy read, talking mats and staff will make reasonable adjustments for patients to ensure they can fully understand what is happening and why.

	Gender
	
	
	x
	

	Marital Status
	
	
	x
	

	Race (Ethnicity)
	
	
	x
	

	Religion
	
	
	x
	

	Political Opinion
	
	
	x
	

	Sexual Orientation
	
	
	x
	

	Multiple Identity e.g. disabled minority ethnic people or young Protestant men.
	
	X
	
	Belfast Trust is mindful that Muckamore Service Users cannot simply be defined in terms of one characteristic.  We recognise that people with a learning disability can be young and have a disability, be female and old with a disability etc,  Person centred care and respect for individual differences is an integral part of compassionate care which all staff seek to deliver.  By doing so multiple identities of service users are recognised.

	3B) STAFF : 

	Equality Category
	Level of Impact
	Mitigation Measures  and consideration of alternative policies or actions that might lessen the severity of the equality impact (where Major or Minor Impact identified)

	
	Major
	Minor
	None
	

	Age
	
	
	x
	Staff Guidance Only : No impact : Mitigation not required

	Dependant Status
	
	
	x
	

	Disability
	
	
	x
	

	Gender
	
	
	x
	

	Marital Status
	
	
	x
	

	Race
	Ethnicity
	
	
	x
	

	
	Nationality
	
	
	x
	

	Religion
	Community Background
	
	
	x
	

	
	Religious Belief
	
	
	x
	

	Political Opinion
	
	
	x
	

	Sexual Orientation
	
	
	x
	

	Multiple Identity e.g. female staff with caring responsibilities

	
	
	x
	


	Section 4: GOOD RELATIONS



	To what extent is the policy/proposal likely to impact on good relations between people of different religious belief, political opinion or racial group? 

	Good relations category
	Level of impact


	Mitigation Measures  and consideration of alternative policies or actions that might lessen the severity of the equality impact (where Major or Minor Impact identified)

	
	Major
	Minor
	None
	

	Religious belief

	
	
	x
	All Trust staff attend mandatory Equality, Human Rights and Good Relations training which includes reference to the Good Relations duty.   

The Trust has a clear and well defined Good Relations strategy ‘Healthy Relations for A Healthy Future 2’ whereby the corporate commitment to Good Relations is underlined.  
The Trust will ensure that all services and all facilities are welcoming to all patients their carers and advocates regardless of their religious affiliation, political opinion and racial group.

Appropriate and inclusive means of communication will be used to contact and communicate with patients, their families and carers who do not speak English as their first language.  An interpreter will be booked and/or letters translated using established protocols within the Trust as appropriate.


	Political opinion

	
	
	x
	

	Racial group

	
	
	x
	


	Section 5: DISABILITY DUTIES


	How does the policy/proposal or decision currently encourage disabled people to participate in public life and promote positive attitudes towards disabled people? Consider what other measures you could take.

For example, have staff received disability equality training or training on the Trust’s Patient and Client Experience Standards?

	Belfast Health and Social Care Trust (BHSCT) Learning Disability Inpatient Wards are committed to working in partnership with disabled service users, their friends, relatives and carers to deliver effective care that promotes autonomy, well being and positive attitudes.  

Whilst seclusion adversely impacts anyone subjected to it, the policy is clear that seclusion will only be introduced as a temporary management tool, as a last resort, for the least time, when a person’s behaviour threatens their own safety and that of others.  Even then, seclusion is subject to certain strict rules in terms of how it is implemented and is subject to continuous review and robust monitoring.

Given that seclusion is permissible in certain situations the Seclusion Policy provides guidance to staff to ensure there is consistency in how it is implemented in a safe, effective and compassionate manner which treats patients with dignity and respect. The policy aims to provide staff working within a Learning Disability inpatient facility with a structured and standardised framework for delivering care to patients across inpatient facilities within the Trust.  
A key component of the policy is that when seclusion happens the staff that care for the disabled person engage with him/her in a positive and supportive manner.  The facilities to accommodate seclusion are detailed to ensure the patient remains safe, is dealt with compassionately whilst also keeping others safe.
Staff will implement the Seclusion Policy in a sensitive and person centred manner in accordance with Trust values of treating everyone with respect and dignity and in accordance with the principle of ‘best interests’ for the patient and others.
Appropriate and inclusive means of communication will be used to communicate with patients and carers. This may mean the provision of information in easy read formats to patients to ensure the maximum opportunity to understand how, when and why seclusion happens.  Staff will be mindful of any reasonable adjustments required in the implementation of this policy for both patients and carers.
All Health and Social Care staff are required to undertake mandatory equality training which includes disability duties.  

In addition the Trust fulfils its statutory disability duties by: 

· Providing Equality Training for all staff which is both mandatory and includes reference to disability inclusiveness and equality.

· Regularly engaging with Patients Council / TILII (service user group).

· Providing Disability Awareness Training for staff.
· Having an active Disability Steering Group comprised of Trust staff – including a representative from Learning Disability Senior Management  - and community /voluntary sector representatives.



	Section 6: HUMAN RIGHTS


	Does the policy/proposal affect human rights in a positive or negative way?

NB: If you identify potential negative impact in relation to any of the Articles seek advice from your line manager and/or a representative from the Equality Team.  It may also be necessary to seek legal advice.

	Article 


	Positive impact
	Negative impact *
	Neutral impact

	A2: Right to life
	X
	
	

	A3: Right to freedom from torture, inhuman or degrading treatment or punishment
	X
	
	

	A4: Right to freedom from slavery, servitude & forced or compulsory labour
	
	
	x

	A5: Right to liberty & security of person
	
	X(Potential)
	

	A6: Right to a fair & public trial within a reasonable time
	
	
	x

	A7: Right to freedom from retrospective criminal law & no punishment without law
	
	
	x

	A8: Right to respect for private & family life, home and correspondence.
	
	X (Potential)
	

	A9: Right to freedom of thought, conscience & religion
	
	
	x

	A10: Right to freedom of expression
	
	
	x

	A11: Right to freedom of assembly & association
	
	
	x

	A12: Right to marry & found a family
	
	
	x

	A14: Prohibition of discrimination in the enjoyment of the convention rights
	X
	
	

	1st protocol Article 1 – Right to a peaceful enjoyment of possessions & protection of property
	
	
	x

	1st protocol Article 2 – Right of access to education
	
	
	x

	Please outline any actions you will take to promote awareness of human rights and evidence that human rights have been taken into consideration in decision making processes.

	The Trust is committed to the safeguarding and promotion of Human Rights in all aspects of its work.  We will make every effort to ensure that respect for human rights is part of our day to day work and is incorporated and reflected as an integral part of our actions and decision making processes.  

The Trust will keep human rights considerations and relevant legislation and previous judicial reviews at the core of any decisions or considerations.  We are committed to upholding the principles of the UN Convention on the Rights of Persons with Disability (UNCRPD) which seeks to promote, protect and ensure full and equal enjoyment of all human rights and fundamental freedoms by all persons with disabilities and to promote respect for their inherent dignity. 

BHSCT recognises “the right of everyone to the enjoyment of the highest attainable standard of physical and mental health.” as outlined in the International Covenant on Economic, Social and Cultural Rights.  
The Human Rights Act 1998 gives effect in UK Law to the European Convention on Human Rights.  The Human Rights Act works in three main ways

· All UK laws should be compatible with the human rights in the Human Rights Act

· Public authorities have a legal duty to act compatibly with human rights in all they do.  This means that BHSCT has a legal duty to respect, protect and fulfil people’s human rights in all of its work, including service delivery, policies, decision-making, etc. 

· If a law or public official risks human rights any person can ask UK courts and tribunals to look at their situation.

The Policy outlines the procedures and key considerations relating to the use of Seclusion within an Adult Learning Disability inpatient setting in BHSCT.  It defines Seclusion in accordance to the definition used in the Code of Practice relevant to the Mental Health (Northern Ireland) Order 1986.   Seclusion is defined as:

” the forcible denial of the company of other people by constraint within a closed  environment.  The patient is usually confined alone in a room, the door of which cannot be open from the inside and from which there is no means of exit open to the patient.”

This situation would also arise where the door is not locked from outside but the service user is unable to open the door, due to, for example, the height of the door handles or the person’s physical disability.

The Code of Practice also states that

”Seclusion is an emergency management procedure for the short term control of patients whose behaviour is seriously disturbed and should be used as a last resort, after all other reasonable steps to control the behaviour have been taken. The sole aim in using seclusion is to contain severely disturbed behaviour that is likely to cause harm to others. It should never be used where there is a risk that the patient may take his own life”.

As such: 

The BHSCT Policy concerning the use of Seclusion potentially engages with two human rights detailed in the Human Rights Act namely:

· Article 5: Right to liberty & security of person

· Article 8: Right to respect for private & family life, home and correspondence.

In addition, the following rights are relevant to the Policy.

· Article 2: Right to life is a consideration in the seclusion policy.

· Article 3: Right to freedom from torture, inhuman or degrading treatment or punishment is relevant to the seclusion policy.

· Article 14: Prohibition of discrimination in the enjoyment of the convention rights

It is important to note that rights specified under the Human Rights Act may be:

· Absolute

· Restricted

· Limited

Article 5: Right to liberty & security of person 

 Everyone has the right to liberty and security of the person.  Article 5 is concerned with physical liberty and its aim is to ensure that no one is deprived of that liberty in an arbitrary fashion. However, this right is not absolute and the right to liberty can be limited provided all practicable steps to avoid this have been taken and deprivation of liberty occurs when: 

· the person is assessed as lacking capacity to make the decision 

· the person needs care or treatment to protect them from harm or abuse and there is no other way to provide it 

· a best interests decision has been made to deprive them of their liberty

What counts as a deprivation of liberty depends on the circumstances. Article 5 doesn’t apply to restrictions on freedom of movement. The difference between restrictions on liberty and deprivation of liberty is one of degree or intensity and depends on the type of measure imposed, how long last, its effects and how it is implemented. 

Article 5 of the Human Rights Act protects people from having their freedom arbitrarily taken away.  People can only be lawfully deprived of their liberty when this is done in accordance with the law and in the following circumstances:

· Detention after a court conviction

· Arrest or detention for failing to observe a lawful court order or fulfil a legal obligation

· Arrest or detention on remand – ie. to bring somebody before the courts if they are reasonably suspected of having committed an offence, if reasonably necessary to prevent an offence being committed or to prevent a person escaping justice (but this does not include preventative detention). Detention must be proportionate in the circumstances

· Detention of children by lawful order for educational supervision or in secure accommodation, care or similar.

· Where lawful, to prevent – as a matter of last resort – the spread of infectious diseases, lawful detention on mental health grounds or other similar grounds.

· Where lawful to prevent unauthorised entry into the country or for deportation or extradition. Detention will stop being lawful if proceedings for deportation or extradition are not actually in process or not carried out diligently.

Also of note is the Steven Neary case 2011.   Following this case Health Trusts must consider the issue of deprivation of liberty in any form of detention as it could be challenged under Article 5 if the correct procedure wasn’t followed, the detention hasn’t been reviewed appropriately, a person is detained for longer than is necessary.  
The Seclusion Policy is a temporary restriction on liberty introduced for ‘best interests’ reasons, as a last resort for the least amount of time to protect the detained patient and others from harm and is subject to continuous review and robust monitoring. The policy encompasses a human rights based approach where the least restrictive option will always be considered and where seclusion will be for the shortest period.  The policy which has been widely consulted upon is necessary to ensure clarity and consistency in the use of seclusion.
Article 8: Right to respect for his private and family life, his home and his correspondence. 

 Article 8 states that everyone has the right to respect for his private and family life, his home and his correspondence.  In general, the right to a private life means that a person has the right to live their own life (lifestyle choice) with such personal privacy is reasonable in a democratic society, taking into account the rights and freedoms of others. Any interference with the way a person lives their life eg through the introduction of seclusion is likely to affect their right to respect for their private life under Article 8. 

However, Article 8 can be restricted in specified circumstances - It is a qualified right. This means that this right can be interfered with in order to protect the rights of other people or the public interest. As such, any interference by a public authority with the exercise of this right will be legal provided it is 

· in accordance with the law and is necessary in a democratic society  

· in the interests of national security, public safety or the economic well being of the country

· for the prevention of disorder or crime

· for the protection of health or morals

· for the protection of the rights and freedoms of others will be legal. 

The right to a private life protects the person’s right to make their own decisions without outside interference. This right is not absolute (it can be restricted) so if it is interfered with as could exist under the seclusion policy the following 3 stage test must be applied to ensure the interference is justified and legal: 

1. Lawful 

2. Legitimate reason 

3. Proportionate 

The use of seclusion deprives someone of their liberty and interferes with personal choices and decision making however the seclusion policy is prescriptive about when seclusion can take place, the aim of seclusion, how it should be managed, monitored and reviewed.  In addition, the policy stipulates the following key unambiguous policy statements:
· Seclusion is an emergency intervention.
· Seclusion should only be used for acute, severe behavioural disturbance that is likely to cause harm to others and where all other interventions have failed.
· Seclusion should not be used to manage self-harm.
· Seclusion should lead to a review of the patient’s legal status if required.
· Seclusion should only occur in a designated seclusion room.
· Seclusion should NEVER be used as a threat or a punishment.
· Seclusion should not be included in a treatment plan,  seclusion is not a treatment
· Staff must always use the least restrictive alternative and that seclusion should be used as a last resort and for the shortest possible time and be in the best interest of the patient. 
· Caution should be exercised in using seclusion for those with physical health conditions
· All staff who may have occasion to use seclusion must receive Seclusion Awareness Training and Human Rights and Restrictive Practice Training.
· Seclusion should only be used in a hospital setting and in relation to patients detained under the Mental Health Order.
· Seclusion is not voluntary confinement or long term segregation
· At all times staff will treat the patient with dignity and respect and will explicitly document that human rights was considered during seclusion.
A2: Right to life 

The Trust has a duty to protect life and so if a person’s own well-being or the well-being of others is at risk as a result of a patient’s behaviour the Trust is legally bound to take reasonable steps to avoid that risk.

The policy clearly states that seclusion is a last resort management tool used in the best interests of the patient when his/her behaviour is likely to harm self or others and all other less restrictive measures have been explored.

Article 3: Right to freedom from torture, inhuman or degrading treatment or punishment.

The Seclusion Policy seeks to ensure consistency, transparency and accountability in decision making around the use of seclusion.  The policy clearly documents when seclusion can take place, who can make that decision, how seclusion should be managed and continuously reviewed and the robust monitoring framework around the use of seclusion.
The safeguards built into the policy aim to avoid any misunderstanding or misuse of seclusion which could impact Article 3.  Reference to the policy aims, key policy statements, need for documented decision making, continuous review when seclusion is used, the robust monitoring framework and explicit reference to human rights are clear indicators that the policy aims to uphold a person’s right to be free from torture, inhuman or degrading treatment or punishment
Article 14: Prohibition of discrimination in the enjoyment of the convention rights

The enjoyment of the rights and freedoms set forth in the European Convention on Human Rights and the Human Rights Act are secured without discrimination on any grounds eg sex, race, colour, religion, political or other opinion etc

The Human Rights Act provides protection from discrimination in the enjoyment of those human rights set out in the European Convention of Human Rights. Article 14 is based on the core principle that all of us, no matter who we are, enjoy the same human rights and should have equal access to them.

The protection against discrimination in the Human Rights Act is not ‘free-standing’. To rely on this right, you must show that discrimination has affected your enjoyment of one or more of the other rights in the Act. However, you do not need to prove that this other human right has actually been breached.

The Trust recognises that it is important that the Human Rights of anyone subject to seclusion are protected at all times.  The policy is clear that the impact of seclusion in terms of Human Rights obligations must be understood, considered and robustly recorded and documented by staff involved in the decision to use seclusion, throughout implementation and following a period of seclusion. The policy states that at all times, staff behaviour and decision making will be guided by the core values of Human Rights namely Freedom, Respect, Equality, Dignity, Autonomy (FREDA).   This means that every person has a right to be treated with respect and dignity, and deserves to have their needs recognised and be given the right support before, during and after seclusion. Staff are required to undertake human rights training.


* A negative impact is where human rights have been interfered with or restricted

	Section 7: SCREENING DECISION 
	 Major
	Minor
	None

	(7.1) How would you categorise the impacts of this policy/proposal?
	
	x
	

	(7.2) If you have identified any impact, what mitigation have you considered to address this?

	The Trust through this policy instructs staff that whilst seclusion is a permissible intervention to manage challenging behaviour it must only be introduced as a temporary management tool, as a last resort, for the least time, when a person’s behaviour threatens their own safety and that of others.

The Policy provides guidance to staff to ensure there is consistency in how seclusion is implemented to ensure it happens in a safe, effective and compassionate manner where the patient is treated with dignity and respect, and human/equality rights are upheld. 
The policy is clear in stating that a decision to seclude a patient at MAH should embrace proportionately, should be the last resort, should incorporate a positive therapeutic approach to risk management and should involve the patient and carer/family where possible.  As such it seeks to protect life, patient welfare and 

Aspects of the policy of note include: 
· Key Policy Statements

· Aims and Objectives

· Rationale for using seclusion

· Governance around observation/seclusion room/continuous review

· Regular robust monitoring within MAH, up to Trust Board
· Explicit human rights based approach in decision making 
· Extensive Consultation including carers and patients
· Commitment to making communication accessible and inclusive and to make reasonable adjustments for patients and carers
· Enhanced transparency with carers/family and service users around the use of seclusion
· All staff who may have occasion to use seclusion must receive Seclusion Awareness Training and Human Rights and Restrictive Practice Training.

· Seclusion should only be used in a hospital setting and in relation to patients detained under the Mental Health Order.

· Seclusion is not voluntary confinement or long term segregation

· At all times staff will treat the patient with dignity and respect and will explicitly document that human rights was considered during seclusion.

	(7.2) Do you consider the policy/proposal needs to be subjected to on-going screening?

	Yes
x
	No
	Reasons

On-going screening is required to provide an opportunity to consider any impact not previously identified which might arise.



	(7.3) Do you think the policy/proposal should be subject to an Equality Impact Assessment (EQIA)?
NB: A full Equality Impact Assessment (EQIA) is usually confined to those policies or proposals considered to have major implications for equality of opportunity.
	Yes
	No
x
	Reasons

An EQIA is only deemed necessary:

· where the policy is highly relevant to the promotion of equality of opportunity

· where it affects a large number of people or where it affects fewer people but where its impact on them is likely to be significant.

· where it is a strategic policy or has a significant budget attached and

· where further assessment provides a valuable opportunity to examine evidence and develop recommendations.

The policy does not meet the criteria for an EQIA and as such formal consultation is not required

	(7.4) Monitoring- Please detail how you will monitor the effect of the policy/proposal for equality of opportunity and good relations, disability duties and human rights?

	The policy will be reviewed in 6 months time to assess if any unforeseen adverse impact has arisen and how this was addressed.


	Please sign and date below and forward to the Health & Social Inequalities Team Lesley.Jamieson@belfasttrust.hscni.net

	Approved Lead Officer
	Tracy Kennedy
	Countersigned by:

	Position
	Co-director for Learning Disability Services
	Health Inequalities Manager
	Estella Dorrian  27th May 2021
23/11/21

	Date
	26/06/2021
	Employment Equality Manager
	


Tables 1 and 2: Qualitative and Quantitative Data required to assess level of impact, mitigation and opportunities to better promote equality of opportunity (As referred to in Section 3)
	Table 1: SERVICE USERS   *2011 Census Data unless otherwise stated                                                                                         


	Equality Category
	Service users
	Quantitative Data*
	Qualitative Data
(Needs, Experiences, Priorities)

	
	
	Belfast /

Castlereagh population
	
	

	1. Age

	0-16
16-24
25-34
35-44
45-54
55-64
65+
	22%
11%
12%
14%
14%
12%
15%
	0%
17%
30%
28%
15%
4%
4%
	The policy applies to all those people with a learning disability who are patients in the adult inpatient unit in BHSCT.
For the population as a whole, life expectancy has increased from 20 years in 1930 to 70–74 years in 1990 with the greatest increase among people with a mild ID and mainly women (Foundation for People with Learning Disabilities, 2003). 
Life expectancy of people with Down’s syndrome has also increased with over 40% now surviving to the age of 60 years (Holland, 2000).
McConkey et al (2005) using information from the Health Trusts noted learning disability prevalence rates by age as follows:

Age Bands 
Mild/moderate 
Severe/Profound 
Total 
0-19 

6,432 

1,718 

8,150 

20-34 

2,504 

1,047 

3,551 

35-49 

1,489 

949 

2,438 

50+ 

1,473 

753 

2,226 

Totals 
11,898 
4,468 
16,366 
It is estimated that approximately 1,824 adults with learning disabilities use Belfast Trust services across all age groups and both community and acute services .  Currently there are approximately X number of patients in Muckamore.


	2. Dependent Status

	Caring for a child dependant older person/ person with a disability 
None                 Not known
	12% of usually resident population provide unpaid care 
	Nil
	Whilst none of the service users are likely to be carers their own carers and families may be impacted by this policy.  
The majority of people with a learning disability are likely to have families/loved ones who care for them at home because of the nature of their disability and the lack of appropriate housing. (APGLD 2018)
The majority of adults with a learning disability live at home with their parents particularly older parents. Approximately, a third of adults with ID live with a family carer aged 60 or over; the vast majority of them are parents, while the remainder are grandparents or siblings (Department of Health, 2001; Foundation for People with Learning Disabilities, 2003; Magrill, 2005).


	3. Disability
	Yes

No 

Not known
	21%                  69%                   n/a
	100%
	Given the nature of the policy it is reasonable to expect that those patients affected by it will all be deemed disabled.

The Disability Discrimination Act 1995 defines a disabled person as a person with “physical or mental impairment which has a substantial and long-term adverse effect on his ability to carry out normal day-to-day activities.”  The Disability Discrimination (Northern Ireland) Order 2006 broadened the definition of disability to cover some Cancer, HIV disease and Multiple Sclerosis.  It was further amended by the Autism Act (Northern Ireland) 2011 to cover social interactions and forming social relationships. 

Mencap notes that a learning disability is a reduced intellectual ability and difficulty with everyday activities, which affects someone for their whole life. The level of support someone needs depends on the individual person and the extent of his or her learning disability. 

There are 42 000 people living in Northern Ireland with a learning disability, of which 31,000 are adults. (ONS 2017).  

People with a learning disability face many health inequalities, often resulting in worse health than the general population. On average, people with a learning disability die 16 years earlier than the general population, with approximately 1,200 people with a learning disability dying avoidably every year. (Mencap UK)

It is estimated that mental health problems amongst adults with a learning disability is quite common, approximately 40%. This is more than double the rate of mental health problems in the general population. (Mind 2016a; McManus et al. 2009; Jacobi et al. 2004).
Commonly associated health conditions experienced by people with a learning disability include:

· being underweight or overweight

· dementia

· epilepsy

· respiratory disease.

The rate of dementia is high in all people with a learning disability, but it is particularly high in people with Down’s syndrome.  An Irish study found that 15.8% of over 40s with Down’s syndrome had dementia or another serious memory impairment (McCarron et al. 2011).  This compares to 6% of over 60s in the general population of Ireland (Pierce et al. 2014). It has been found that engaging in cognitively stimulating activities at a later age can help stop dementia from developing. As people with a learning disability are less likely to be engaged such activities than the general population, it is possible that this has a negative impact on their cognitive functioning (Strydom et al. 2013).

Adults with a learning disability are significantly more likely to be underweight than those without a learning disability. Overall, people with a learning disability have a similar level of obesity to the general population, but some factors are highly associated with obesity.

Research indicates that epilepsy is more prevalent in adults with a learning disability than those without a learning disability and is more common amongst men and those with a higher level of impairment (Joint Epilepsy Council of the UK and Ireland 2011; McGrother et al. 2006). Research also suggests that people with a learning disability who have epilepsy are significantly more likely to exhibit behaviour problems than those without epilepsy (McGrother et al. 2006).

	4. Gender

	Female 
Male
	51%                 49% 
	15%                 85%

	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their gender.

	5. Marital Status

	Married/Civil P’ship                 Single

Other/Not known
	47%    
36%                                  17%
	0%    

100%                                  0%
	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their marital status.

	6. Race

Ethnicity

	White                   Black/Minority Ethnic                    Not known
	98% 

2%             n/a
	98%
2%


	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their race.


	7. Religion 

	Roman Catholic
	41%
	35%
	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their religion.

	
	Presbyterian         Church of Ireland  Methodist              Other Christian  
	42%

	35%
	

	
	Buddhist                  Hindu                  Jewish                     Muslim                     Sikh                         Other                     None    
	17%
                 

	30%
	

	8. Political Opinion
* 2011 Assembly election
	Broadly Nationalist             Broadly Unionist   Other                    Do not wish to answer/ Unknown
	45%
48%                    2%  

5%   
	Not routinely collated
	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their political opinion.

	9. Sexual Orientation
*2012 report by Disability Action & Rainbow Project
	Opposite sex

Same sex

Same and Opposite sex
Do not wish to answer /Not known
	Estimated 6 -10% of persons identify as lesbian, gay, bisexual
	Not routinely collated
	There is nothing to suggest that this policy will have a disproportionate adverse effect on patients because of their sexual orientation.


*Due to small numbers of staff within certain equality categories a detailed breakdown of equality data will not be provided*.
	Table 2: STAFF   *@January 2017  Staff Guidance hence no impact

	Equality Category
	Groups
	Quantitative Data
	Qualitative Data
Staff Guidance : No Impact

	
	
	Trust workforce*
	Staff affected
	

	1. 

Age
	<25
25-34
35-44
45-54
55-64
65+
	4%
24%
26%
28%
16%
2%
	
	

	2. 

Dependant Status
	Dependants                     No Dependants                             Not known
	23%                     19%                    58%     
	
	

	3. 

Disability
	Yes

No 

Not known
	2%                     67%                    31%     
	
	

	4. 

Gender
	Female 
Male
	78%                     22%                         
	
	

	5.

Marital Status
	Married/ Civil P’ship  
Single
Other/Not known
	56%                     34%                    10%     
	
	

	6. Race

a)   Ethnicity
	BME                                           White                   Not Known
	4%                     76%                    20%     
	
	

	b) Nationality
	GB                     Irish             Northern Irish

Other   

Not known

	18%         10%                     2%                    1%                69%                  
	
	

	7. Religion 
a) Community Background

	Protestant            Roman Catholic    Neither
	42%                     50%                    8%     
	
	

	b)  Religious Belief

	Christian

Other                    No religious belief Not known
	28%         1%                     8%                    63%                              
	
	

	8. Political Opinion
* 2011 Assembly election
	Broadly Nationalist             Broadly Unionist  Other                    Do not wish to answer/ Unknown
	6%          7%                     8%                    79%                              
	
	

	9. Sexual Orientation

	Opposite sex

Same sex or both sexes

Do not wish to answer /Not known
	41%          

1%                                       

58%                              
	
	

	


Equality, Good Relations and Human Rights SCREENING TEMPLATE





*S75 Equality Categories: Age * Dependants * Disability * Gender * Marital - Civil Partnership Status * Political Opinion * Race * Religion * Sexual Orientation
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