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Overview of Equality Screening Process

Section 1: Policy Scoping: This notes the background & context of the policy/proposal/decision being screened.  
Section 2: Screening Classification: The purpose of this section is to consider the policy/proposal/decision in terms of its relevance and likely impact (actual/potential) on equality of opportunity, disability/good relations duties and human rights. Policies may be screened out at this stage provided they are clinical and/or technical and have no relevance whatsoever to equality, disability/good relations and human rights and have no bearing in terms of its likely impact on equality of opportunity or good relations for people within the equality and good relations categories.

Section 3: Evidence Used to Assess Impact: This section records the quantitative and qualitative data gathered and considered across the 9 protected groups (plus multiple identities) to assess the impact of the policy/proposal/decision on staff and service users. 
Section 4: Consideration of Impact & Identification of Mitigation and/or Alternative Policies given the evidence.

Section 5: Good Relations Duties: Based on the evidence gathered the Good Relations duties are considered.
Section 6: Disability Duties: Based on the evidence gathered the Disability Duties are considered.
Section 7: Human Rights: Based on the evidence gathered Human Rights obligations are considered. 
Section 8: Screening Decision: In this section, a decision is taken as to whether or not there is a need to carry out an equality impact assessment (EQIA), or to introduce (a) measures to mitigate the likely impact (b) an alternative policy to better promote the duties.
Section 9: Monitoring:  identify the steps that will be taken to monitor the policy

Section 10: Approval and Authorisation: The screening decision is verified and approved by a senior manager responsible for the policy.  Equality screenings are completed by a senior manager subject to advice/assistance from Trust Equality Managers.
Section 11: Statutory Rural Impact Assessments: Signposting

**Completed Screening Templates are public documents posted on the Trust Website**
Ref No:                                                                                                                                                 
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	Section 1: Policy Scoping: Information about the Policy / Proposal / Decision


	(1.1) Name of the policy/proposal/decision

	Clare Ward Operational Policy 

	(1.2) Status of policy/proposal/decision

 (please underline)                       
	New
	Existing
	Revised

	(1.3) Trust Directorate / Division 
(please underline)


	Corporate Services Group (Please specify)

· Planning, Performance & Informatics

· Finance
· Capital Development.
· HR & Org Development
· Strategic Development
· Corporate Comms
	Nursing and User Experience
Medical Directorate

Directorate of Social Work
	Unscheduled Care, Medical Specialties and Older People's Acute Services


	ACCTSS and Surgery 

Anaesthetics, Critical Care, Theatres and Sterile Services (ACCTSS)


	Trauma, Orthopaedics, Rehab Services, Imaging, Medical Physics and Outpatients

	
	Mental Health and Intellectual Disability &
Psychological Services


	Cancer and Specialist Services


	Children's Community Services 
	Child Health & NISTAR, Maternity, Dental and Sexual Health
  
	Adult Community, Older Peoples' Services and Allied Health Professionals

	(1.4) Description of the policy/ proposal/decision?
  
 
	Clare Ward is a 16-bed High Dependency Rehabilitation Unit, located within Knockbracken Healthcare Park, Belfast Health and Social Care Trust. It provides assessment, treatment, and rehabilitation for adults aged 18-65 with complex psychosis and associated needs.  Clare Ward operates as a locked ward and forms a key part of the BHSCT rehabilitation care pathway, bridging acute services and longer-term community placements. We are members of the AIMS Rehabilitation Quality Network (Royal College of Psychiatrists) and committed to delivering recovery-focused, least-restrictive care.

This policy outlines the operational arrangements for Clare Ward and must be used alongside Trust policies, standard operating procedures (SOPs), and regional guidance.

The policy defines the purpose, scope and procedures required to deliver a safe, recovery‑focused rehabilitation service. It outlines the ward’s admission and exclusion criteria, referral pathways, multidisciplinary assessment and treatment processes, care planning, and discharge arrangements. It also describes the therapeutic model, rehabilitation philosophy and standards for patient engagement, autonomy, rights‑based practice and minimisation of restrictive practices, in line with regional and Trust guidance.
The policy specifies staff roles and responsibilities across the multidisciplinary team, including governance oversight by senior managers. It details arrangements for risk management, PQC reviews, therapeutic programmes, medication management, RAID-based behaviour support, carer involvement, and adherence to Human Rights (FREDA) principles.
The Clare Ward team specialises in treatment of complex psychosis as defined by NICE Guideline NG181 (2020), Rehabilitation for adults with complex psychosis | Guidance | NICE namely services users who have a primary diagnosis of a psychotic illness (including schizophrenia, schizoaffective disorder, bipolar affective disorder, psychotic depression and delusional disorders) with severe or Treatment-resistant symptoms of psychosis, co-existing problems and functional Impairment. Together, these complex problems can severely affect the person's social and daily functioning and mean they need a period of inpatient rehabilitation to enable their recovery and ensure they achieve their optimum level of independence.
Operational processes such as staff training, supervision, incident review, patient experience feedback, Safe Care monitoring, and ongoing service improvement are included to ensure consistency, safety and quality. The policy also confirms compliance with relevant regional frameworks, including the DoH Restrictive Practice Policy, MCA (NI) 2016, and Trust governance requirements.

Communication and implementation are achieved through dissemination to all Clare Ward staff, mandatory training, induction for new staff, and incorporation into routine MDT practice. 
The policy supports a structured, person‑centred, recovery‑oriented service that promotes independence, safety, and timely discharge to community or lower-security settings.



	(1.5) Who owns the policy/proposal? 
 
	Peter Sloan, Director Mental Health, Intellectual Disability and Psychology, Belfast Health and Social Care Trust

	(1.6) Who are the main stakeholders affected?


	· Current Clare Ward service users

· Potential future admissions to Clare Ward

· Families / carers (including child visitors where relevant)

· Clare Ward clinical staff (nursing, medical, psychology, AHPs)

· Forensic Services management team

· Social Work and Community Forensic Teams

· Shannon Clinic (adjacent forensic service)

· Estates, Security, and Facilities Management

· Pharmacy, Infection Prevention & Control, ICT

· Risk Management and Governance teams

· Finance, HR, Training & Development

· Trust Equality, Diversity & Inclusion Team

· Other NI HSC Trusts referring to Clare Ward

· PSNI (where relevant to risk or transfers)

· NI Prison Service (for transfers and step‑down pathways)

· Regional Forensic Managed Care Network

· NI Ambulance Service (NIAS) – patient transport

· RQIA – regulatory oversight

· Supported housing providers / community rehabilitation services

· Voluntary & community sector partners involved in patient support



	(1.7) Provide details of how you involved stakeholders, views of colleagues, service users, staff side or other stakeholders when screening this policy/proposal.
	A wide range of stakeholders were involved throughout the development, refinement and screening of the Clare Ward Operational Policy to ensure the voices of service users, carers, frontline staff and system partners were fully reflected. Engagement with current and prospective service users aged 18–65 with complex psychosis occurred through routine MDT reviews, patient experience feedback, care planning discussions and ongoing therapeutic engagement on the ward, allowing their needs, vulnerabilities and lived experience to shape policy content and service pathways. Carers and family members were involved via established communication structures, including PQC reviews, discharge planning meetings and SHARE‑aligned carer engagement processes, ensuring the policy incorporated their insights into safety, recovery planning and support needs.

The full multidisciplinary team (MDT)—including nursing, medical, psychology, occupational therapy, social work and healthcare assistants—contributed through structured staff discussions, governance meetings, clinical supervision and operational feedback sessions, which informed procedural clarity, risk management processes and day‑to‑day practice standards. The Service Manager, Assistant Service Manager and Ward Management Team played a central role in shaping the operational framework, providing governance oversight and ensuring alignment with Trust and regional requirements.

Input from Community Mental Health Teams (CMHTs) across the Belfast Trust, who refer to and receive discharges from Clare Ward, helped refine admission criteria, discharge expectations and transition processes. Broader external agencies and partners, including supported accommodation providers, advocacy services, police, probation, and community support organisations, contributed through case discussions, risk planning and multi‑agency meetings, ensuring the policy supported safe, co‑ordinated care across community interfaces.

General Practitioners and primary care colleagues informed the physical‑health components of the policy through their ongoing involvement in monitoring and treatment of service users. Regulatory and governance bodies, including RQIA and the AIMS Rehabilitation Quality Network, influenced policy content through inspection findings, peer‑review feedback and quality‑improvement recommendations built into governance structures.

The policy was further shaped through Trust‑wide engagement with Mental Health Divisional Governance, Safety & Quality Meetings, the Planning and Equality Team, and other corporate departments such as HR, Social Work Directorate, Training and the Patient Experience Team, ensuring the final document was compliant with legislative requirements, equality duties, safeguarding frameworks and organisational standards.

	(1.8) Other policies/strategies with a     bearing on this policy/proposal


	· BHSCT Restrictive Practice Policy (2022) – including regional definitions and standards for the use and minimisation of restrictive practices.

· DoH Regional Policy on the Use of Restrictive Practices in Health & Social Care Settings (2023) – underpinning the ward’s least‑restrictive governance framework.

· Promoting Quality Care (PQC) 2010 – regional risk management framework used for all Clare Ward patients.

· Mental Capacity Act (NI) 2016 – requirements for capacity assessment, best‑interest decision‑making and Deprivation of Liberty Safeguards.

· Mental Health (NI) Order 1986 – legal framework governing detention, consent and discharge arrangements.

· NICE Guideline NG181 (2020) – Rehabilitation for Adults with Complex Psychosis – primary clinical guidance informing the model of care.

· BHSCT Mandatory Training Policy, Supervision Framework, and Appraisal (SDR) Policy – underpinning workforce competency and governance.

· Child Visiting Policy for Acute Mental Health Inpatient Centre (BHSCT) – applied when assessing child visiting arrangements.

· Regional Operational Procedure for the Use of Seclusion – relevant where seclusion is required (Clare Ward does not operate a seclusion room).

· Rapid Tranquillisation Guidance (Pharmacological Management of Violent and Aggressive Behaviour) – supports safe medication practice.

· Trust Complaints, Incident Reporting, and Governance Policies – covering Datix reporting, incident review and escalation.

· SHARE NI Guidance for Carer Engagement – informs carer involvement and communication standards.

· Safe Care (BHSCT) Framework – supporting safe staffing, workload management and direct care time monitoring.

· Equality, Human Rights and Rural Needs Duties (BHSCT) – ensuring compliance with statutory obligations.

	(1.9) Are there any factors that could contribute to/detract from the intended aim/outcome of the policy/proposal/decision? 


	Contributing Factors

· Clear governance structures and regular oversight through ward development meetings, divisional governance, RQIA inspections and AIMS Rehabilitation peer review support consistency and quality of care.

· A stable, skilled multidisciplinary team, supported by supervision, training, mandatory competencies and Safe Care monitoring, enhances safe and effective delivery of rehabilitation.

· Strong links with community mental health teams and supported accommodation providers, enabling timely discharge planning and continuity of care.

· Use of evidence‑based frameworks such as PQC, DASA‑IV, RAID, and NICE NG181 supports effective assessment, risk management and recovery‑focused rehabilitation.

· Carer engagement and SHARE-informed practice, promoting collaborative care planning and improved outcomes.

· Robust MDT care planning processes, including early identification of Expected Date of Discharge (EDD), structured reviews and escalation pathways.
Detracting Factors

· Staffing pressures, recruitment challenges or high levels of temporary staffing may reduce capacity for therapeutic engagement, safe care monitoring, and consistent delivery of rehabilitation interventions.

· Delays in accessing appropriate supported accommodation, Care Management processes, or community placements may prolong inpatient stays and impact patient flow.

· Increasing clinical acuity or complexity of referrals may place additional demand on MDT resources and risk management processes.

· External dependencies, such as availability of primary care support, psychological therapies, social care input, and external agencies (e.g. probation, police) may affect service timeliness.

· Infrastructure or environmental constraints, such as limitations associated with a locked rehabilitation unit without seclusion facilities, may impact management of high‑risk situations.

· Fluctuations in demand for beds, particularly from acute wards, PICU or Shannon Clinic, may place pressure on admission pathways and MDT capacity.

· Financial constraints or wider service pressures within the Trust may limit ability to implement service developments or sustain staffing levels.



	Section 2: Screening Classification of the Policy / Proposal /Decision
· The purpose of this Section is to consider the policy/proposal in terms of its relevance and likely impact (actual/potential) on equality of opportunity, disability duties, good relations and human rights. 
· To determine the impact (actual and potential) of a policy/proposal on equality of opportunity, disability duties, good relations duties and human rights please complete the screening questions at 2.1 – 2.6.


	Screening Questions


	Yes


	No

	(2.1)   Is there an impact on Equality of Opportunity for those affected by this policy, for each of the S75* 
          equality categories? I.e. is there a differential impact for one S75 group rather than the others? 
	X
	

	(2.2)   Are there better opportunities to promote equality of opportunity for people within the S75* categories?
	X
	

	(2.3)   Does the policy impact upon Good Relations between people of a different religious belief, political opinion or racial group? (Good Relations Duties)
	
	X

	(2.4)   Are there opportunities to better promote good relations between people of a different religious belief, political opinion or racial group? (Good Relations Duties)
	
	X

	(2.5)    Are there opportunities to encourage disabled people to participate in public life and promote positive attitudes toward disabled people? (Disability Duties)
	X
	

	(2.6)   Does the policy/proposal impact on human rights?

	X
	

	*S75 protected equality categories include: Age, Dependent Status, Disability, Men and Women generally, Marital Status Ethnicity, Religion, Political Opinion and Sexual Orientation.

	Screening Statement

· If you have answered Yes to any of the above questions (2.1 – 2.6) please complete Sections 3 – 10
· If you have answered No to all of the above questions (2.1 – 2.6) please complete only 2.7, 2.8 and 2.9
 

	(2.7) Screening Statement: 

This policy is ‘screened out’ on the basis that - please tick all statements that are appropriate to the policy: 



	1. It is purely clinical policy and/or is technical in nature and has no relevance or bearing in terms of its likely impact (actual / potential) on equality of opportunity, good relations and for people within these categories and in relation to disability duties, good relations and human rights.
	

	2. It is a purely clinical policy and/or is technical in nature and aims to standardise practice to achieve best practice based on current evidence.
	

	3. Other reason: Please provide details.
	

	(2.8): Statutory Duties – Making Reasonable Adjustments and Accessible Information

To complete the equality screening please tick this box to indicate that you have considered and have made explicit reference in the policy to the need to make reasonable adjustments and information accessible.

1. The Trust has a statutory duty to make reasonable adjustments in respect of disabled patients/service users/carers/visitors. 
This includes making all communication (in person, by phone, via email) and any information provided (in writing, verbally) accessible using alternative formats as required. Accessible/ Alternative formats can include, for example, information translated into Easy Read format or into Audio format - when a patient/service user/carer/visitor has a learning disability or is visually impaired.  For advice on making information accessible for a person with a disability please refer to the staff guidance  

Making-Communication-Accessible-for-All-A-guide-for-HSC-Staff
2. In addition, if a patient/service user/carer/visitor does not speak English as their first language or has poor English, the Trust has a statutory duty to provide an interpreter and to translate written information. This facilitates informed consent, better understanding and greater independence.
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	(2.9) Approval
Please sign / date and forward to the Equality and Planning Team for consideration equalityscreenings@belfasttrust.hscni.net

	Lead Responsible Manager:
Name:

Position:

Date:

	Countersigned by Equality Manager:
Name: 

Date:

	Section 3: Evidence used to Assess Impact on Service Users and Staff
This section records the quantitative and qualitative data you have used to consider equality and good relations issues to assess the impact on staff and service users across the 9 protected categories plus multiple identities.  
Evidence to help inform the screening process may be quantitative and qualitative.  Consideration needs to be given to the different needs, experiences and priorities of each of the categories in relation to the policy / proposal.      For example: previous consultations and equality impact assessments (EQIAs), statistics, research, complaints, feedback, referrals, grievances, inspection reports, focus groups, user groups etc. Please also refer to the Equality Commissions’ publication: Section 75 - Using Evidence in Policy Making (A Signposting Guide) (equalityni.org)

	(3.1)
	Quantitative and Qualitative Data:  Service Users


	Equality Category
	Service Users
	Quantitative Data
(Using 2022 census data unless otherwise stated)
	Qualitative Data

(Needs, Experiences, Priorities)

	
	
	Belfast 

Population only
	NI 

Population
	Service Users affected %
	

	1. 
Age


	0-14
15-24
25-34
35-44
45-54
55-64
65-74

75+
	18.04%

14.57%

15.47%

13.35%

11.85%

12%

  7.8%

  6.92%

	19.19%

 11.8%

 12.74

 13.11%

 13.27

 12.73

   9.3%

   7.86%
	All service users are over the age of 18
	Service users aged 18–65 experience differing needs, vulnerabilities and priorities when accessing inpatient mental health rehabilitation. 

Younger adults (18–35) are more likely to have early‑onset complex psychosis, disrupted education or employment, and reduced social networks, which increases the need for structured rehabilitation, skills development and intensive MDT support. 

Middle‑aged adults (35–55) often present with repeated admissions, chronic symptoms, co‑existing difficulties (including trauma, physical health problems and substance misuse) and may require longer periods of stabilisation and recovery work. 

Older adults within the upper age bracket (55–65) can experience additional challenges such as reduced mobility, cognitive decline, frailty and long‑term physical health conditions, creating a greater need for reasonable adjustments, accessible information and tailored rehabilitation goals. 

Across all adult age groups, people with severe mental illness face disproportionate social isolation, financial hardship, stigma, poorer physical health outcomes and reduced life expectancy, all of which increase their vulnerability. The Clare Ward operational model addresses these age‑related needs through personalised care planning, rights‑based practice, graded independence programmes, accessible communication, physical health monitoring and a therapeutic environment designed to support recovery for adults at different life stages.

	2. Dependent Status


	Caring for a child dependant, older person or a person with a disability 


	 12.42 % 
are carers
	No data regularly collected on this status - patients may have caring responsibilities
	Service users with caring responsibilities such as caring for children, older relatives or family members with disabilities may experience additional stressors, barriers and vulnerabilities when accessing inpatient mental health rehabilitation. People admitted with complex psychosis often struggle to sustain caring roles due to the impact of symptoms, functional impairment and prolonged inpatient stays, which can create emotional distress, anxiety about family responsibilities, and disruption to family life. 
Parents may require sensitive support around maintaining contact with children, navigating child visiting policies, safeguarding considerations and communication with social services where appropriate. Carers of adult dependants may experience guilt, worry or reduced ability to manage external responsibilities during admission. 
The Clare Ward policy mitigates these challenges by ensuring involvement of family and carers (with consent), providing clear communication, applying the Trust’s Child Visiting policy, and offering support from social work to maintain family connections and plan for safe discharge. The policy recognises the importance of dependants in recovery and incorporates structures such as PQC reviews, carer engagement, and rights‑based communication to support people whose mental ill‑health impacts their caring role.

	3. 
Disability
	Yes*
No 
*Type of disability:
· Deafness or partial hearing loss 

· Blindness or partial sight loss  

· Mobility or dexterity difficulty that requires the use of a wheelchair  

· Intellectual or learning disability  
· Learning difficulty 

· Autism or Asperger Syndrome 
· Emotional, psychological or mental health condition 
· Frequent periods of confusion or memory loss  

· Long term pain or discomfort 
· Shortness of breath or difficulty breathing 

· Other condition 


	 24.33%*

 75.67%

   5.75%
   1.78%

   1.48%

   0.89%

   3.15%
   1.86%

   8.68%

   1.99%

  11.58%
  10.29%

   8.81%
	100% of service users meet the definition of disability under Section 75.
	100% of Clare Ward service users meet the definition of disability under Section 75, primarily due to severe and enduring mental ill‑health, complex psychosis, cognitive impairments and co‑existing long‑term conditions. 
Many individuals experience significant functional limitations affecting communication, concentration, decision‑making, self‑care, social functioning and independent living. People with complex psychosis are also more likely to experience physical health inequalities (including higher rates of diabetes, cardiovascular disease, respiratory illness and medication‑related side effects), requiring reasonable adjustments, accessible information and coordinated physical health monitoring. 
Some service users may also have additional disabilities such as sensory impairments, neurodevelopmental conditions (including autism or ADHD), learning difficulties, mobility issues or chronic pain, which can affect engagement with the therapeutic environment, communication, and participation in rehabilitation programmes. 
Stigma, social isolation and discrimination remain significant barriers for people with a mental health disability, often affecting self‑esteem, help‑seeking and long‑term recovery. 
The Clare Ward operational policy recognises these vulnerabilities and embeds rights‑based, least‑restrictive practice, accessible communication, trauma‑informed approaches, structured MDT planning, and carer engagement to support participation, autonomy, and equality of opportunity for disabled people receiving inpatient rehabilitation

	4. 
Men and Women generally

	Female 
Male
	 
	 50.81%

 49.19%
	Approximately 70% male, 30% female 
	Men and women with complex psychosis may experience different patterns of need, risk and engagement when accessing inpatient mental health rehabilitation. Men are more likely to present with higher levels of externalising symptoms, including aggression, disinhibition or substance misuse, which can influence the level of structure, observation and behavioural support required. Women with severe mental illness may experience higher rates of trauma, abuse histories, self‑harm, and anxiety‑related presentations, requiring gender‑sensitive, trauma‑informed approaches and supportive therapeutic environments. 
Gender can also influence social roles, caring responsibilities, and pathways into inpatient care, with women more likely to have dependent children and men more likely to experience social isolation or homelessness. Both men and women with severe mental illness face stigma, discrimination and reduced opportunities in employment, social participation and relationships. 
Clare Ward’s operational policy mitigates gender‑related inequalities by providing mixed‑gender and single‑gender accommodation areas, trauma‑informed practice, personalised risk management, individualised rehabilitation planning, access to advocacy, and consistent MDT review. The policy promotes equitable access, dignity, privacy and safety for men and women in line with human rights and least‑restrictive principles.

	5. 
Marital Status
	Single

Married
Civil P’ship                 Separated

Divorced

Widowed

	49.82%

32.94%

  0.26%

  4.73%

  6.15%

  6.1%


	 38.07%

 45.59%

   0.18%

   3.78%

   6.02%

   6.36%


	No data regularly collected on this status
	Service users admitted for complex psychosis may have differing needs and vulnerabilities linked to their marital or relationship status. Individuals who are single, separated or divorced may experience higher levels of social isolation, reduced informal support networks and greater reliance on statutory services, which can impact engagement, recovery and discharge planning.
People who are married or in long‑term relationships may experience strain on family dynamics during prolonged inpatient stays, while partners may need support to maintain involvement in care planning, understand the impact of illness, and prepare for discharge. Those who are widowed or recently bereaved may have heightened emotional vulnerability, grief‑related distress or reduced resilience, affecting their therapeutic engagement. 
Relationship breakdown is also common among people with severe mental illness, and can contribute to trauma, instability, or housing insecurity. 
The Clare Ward operational model mitigates these issues through trauma‑informed care, structured social work involvement, carer engagement (with consent), access to advocacy, and MDT planning that considers social supports, accommodation needs and the individual’s personal relationships. 
The policy promotes equitable treatment regardless of marital status and recognises that social connectedness is an important factor in recovery.

	6. 
Race

Ethnicity
	White                   BME                  
	92.95% 
7.05% 
	96.55%

 3.45%            
	No data regularly collected on this status
	Service users from minority ethnic backgrounds may experience additional barriers when accessing inpatient mental health rehabilitation, including language barriers, different cultural understandings of mental illness, stigma within their communities, and lack of familiarity with local health and social care systems. 
People from Black, Asian and Minority Ethnic (BAME) communities are more likely to face structural inequalities, social exclusion, and discrimination, which can negatively influence pathways into care, timely access to early intervention, and engagement with services. Cultural differences may influence help‑seeking behaviour, communication styles, expectations of treatment and family involvement. 
Some service users may also have experienced trauma related to migration, racism or asylum processes, requiring trauma‑informed, culturally sensitive assessment and care planning. 
The Clare Ward operational policy mitigates these risks by ensuring access to professional interpreters, providing accessible and translated information, adopting a culturally sensitive approach to care, and supporting carer involvement where appropriate. The rights‑based, least‑restrictive and person‑centred model embedded in the policy helps to promote equality of opportunity and ensures that rehabilitation support is tailored to the cultural, linguistic and social needs of service users from all ethnic backgrounds.



	7. 
Religion 


	Roman Catholic
Presbyterian         C.of Ireland
Methodist              Other Christian
Other Religions

No Religion

Religion not stated


	43.46%

12.44%

  8.49%

  2.86%

  5.95%

  2.96%

21.67%

  2.17%
	 42.31%

 16.61%         

 11.55%

   2.35%    

   6.85%

   1.34%

 17.39%

   1.6%      
    
	No data regularly collected on this status
	Service users from different religious backgrounds may have diverse spiritual needs, cultural expectations and practices that influence their experience of inpatient mental health care. 
In Northern Ireland, individuals may also carry lived experiences of sectarianism, trauma linked to the Troubles, or community division, which can shape their identity, coping mechanisms and sense of safety. Some people may require access to faith‑based support, religious texts, prayer spaces or contact with chaplaincy services, while others may not wish to engage with religious supports at all. 
Differences in religious belief can also intersect with ethnicity, nationality or cultural background, influencing dietary needs, communication preferences and family involvement. 
The policy mitigates any potential barriers by providing access to multi‑faith chaplaincy, ensuring that care is culturally and spiritually sensitive, maintaining privacy and dignity, and supporting individual preferences as part of person‑centred planning. 
Staff are trained to respect diverse beliefs and avoid assumptions, ensuring that religious background does not negatively impact equality of opportunity, therapeutic engagement or recovery within Clare Ward.



	8.
Political Opinion

Based on total elected candidates in the local government elections 2023 
*Figures extracted from Lisburn and Castlereagh Council 2023.
	DUP

SF

SDLP

UUP

APNI

Green

PBP

IND

Trad UP
	Belfast
Council
14
22
5
2
11
3
1
1
2

	C’reagh*
3
2
1
1
5
0
0

0

         0
	No data regularly collected on this status
	Service users may hold a wide range of political opinions shaped by personal identity, community background, or lived experience of Northern Ireland’s political landscape. While political opinion does not directly influence access to inpatient mental health rehabilitation, individuals may carry trauma, mistrust, or stress linked to past conflict, community division, or experiences of discrimination, which can affect their sense of safety and engagement with services. 
Some service users may come from areas with strong political identities and may feel more vulnerable or isolated when admitted to a mixed‑community inpatient environment. Others may prefer to avoid discussions related to politics due to anxiety, past trauma, or interpersonal conflict. 
Clare Ward’s operational policy mitigates potential risks by providing a neutral, respectful, rights‑based environment where political opinion is not discussed as part of care delivery unless it is clinically relevant. Staff are expected to treat all service users impartially, maintain confidentiality, and prevent any behaviour that could undermine good relations or a safe therapeutic environment. 
The focus on person‑centred, trauma‑informed and least‑restrictive care supports equitable treatment regardless of political opinion.



	9. 
Sexual Orientation


	Straight or heterosexual 
Gay or lesbian 

Bisexual 

Other 
Prefer not to say 
Not stated 


	 87.1%
  2.27%

  1.48%

  0.32%

  5.2%

  3.64%


	90.04%
  1.17%

  0.75%

  0.17%

  4.58%

  3.30%
	No data regularly collected on this status
	Lesbian, gay, bisexual and other sexual minority (LGB+) service users may face additional barriers and vulnerabilities when accessing inpatient mental health rehabilitation, including minority stress, fear of discrimination, previous negative experiences with services, and concerns about disclosure in a mixed‑ward environment. Some individuals may be reluctant to involve families due to strained relationships or a lack of acceptance, which can reduce informal support during admission and discharge planning. LGB+ people are at higher risk of social isolation, bullying, and victimisation; these experiences can intersect with severe mental illness to affect self‑esteem, trust, and engagement with therapeutic programmes. Heteronormative assumptions in assessment, care planning or group activities can inadvertently exclude or alienate LGB+ service users. The Clare Ward operational model mitigates these risks through rights‑based, trauma‑informed practice; person‑centred care planning that recognises diverse relationships and support networks; privacy, dignity and confidentiality protections around sexual orientation; access to advocacy; and staff expectations to challenge discriminatory behaviour. 
These approaches help ensure that sexual orientation does not negatively affect equality of opportunity, safety, participation, or recovery within the unit.

	Multiple Identities
	
	
	
	No data regularly collected on this status
	Service users frequently belong to more than one Section 75 category, and intersectional identities can compound vulnerability, disadvantage and inequality. 
For example, individuals who are both disabled (due to severe mental illness) and from a minority ethnic background may experience combined barriers linked to stigma, cultural/linguistic differences and discrimination. 
Younger men from particular community backgrounds may have higher levels of mistrust of services or exposure to trauma, while older women with disabilities may present with heightened physical health needs, reduced mobility and social isolation. LGBTQ+ service users may also experience additional stress, stigma or reduced family support, which can intersect with mental ill‑health and impact engagement with rehabilitation. 
These overlapping identities can influence help‑seeking, risk profiles, communication needs, vulnerabilities, family involvement and discharge planning. 
The Clare Ward operational policy mitigates these challenges through trauma‑informed care, culturally sensitive practice, use of interpreters, personalised risk assessment, reasonable adjustments, holistic MDT involvement, rights‑based approaches (FREDA), and active engagement with carers and advocacy services. This ensures that individuals with multiple identities receive equitable, person‑centred, and recovery‑focused support tailored to their unique needs and circumstances.


	(3.2)  Quantitative and Qualitative Data: Staff – No Impact
This policy has no differential or adverse impact on staff across any of the Section 75 categories. The policy describes internal operational procedures for Clare Ward and does not introduce changes to job roles, working conditions, recruitment processes, or access to training and development. All staff are already required to follow existing Trust policies, mandatory training, supervision structures and professional standards; these remain unchanged. Any workforce‑related elements (such as adherence to clinical governance frameworks or participation in MDT processes) are consistent with normal practice across inpatient mental health settings and apply equally to all staff regardless of age, gender, disability, religion, ethnicity, marital status, political opinion or sexual orientation. No evidence indicates that the policy creates unequal treatment, additional burden, or differential impact for any staff group. As such, the policy is screened out for staff with no requirement for further assessment.



	When organisational / policy change is necessary, regardless of whether it is a permanent or temporary change, the Trust is committed to treating staff fairly and equitably.  Staff can be assured that the change process will be managed. This includes consultation with staff and the opportunity for staff to discuss in one to one meetings, any adverse equality impacts resulting in changes to their employment.   
Information will be provided together with analysis and advice by the Employment Equality Team in the Human Resources department.

Quantitative Data: Please contact: Samantha Whann / Tel: 028 96159615 Email : samantha.whann@belfasttrust.hscni.net
Qualitative Data:  Consider the different needs, experiences and priorities of each of the categories in relation to the policy / proposal / decision.      

Should any equality / modernisation related issues arise they will be managed through the Organisational Change Framework.
Click here for Framework
This framework also works alongside other Human Resources policies including for example the Disability and Reasonable Adjustment Framework, the Work Life Balance Policy and Procedure, the Recruitment and Selection Policy and Procedure and Agenda for Change Terms and Conditions Handbook.



	Equality Category
	Groups
	Quantitative Data
	Qualitative Data

	
	
	Belfast Trust workforce
(@January 2023)
	Staff affected by the Policy/Proposal
/Decision %
	

	1. 

Age
	16-24
25-34
35-44
45-54
55-64
65+
	6%

23%

25%

23%

19%

3%
	
	

	2. 

Dependant Status
	Dependants                     No Dependants                             Not known
	18%                     24%                    58%     
	
	

	3. 

Disability
	Yes

No 

Not known
	2%                     65%                    33%     
	
	

	4. 

Men and Women generally
	Female 
Male
	76%                     24%                         
	
	

	5.

Marital Status
	Married/ Civil P’ship  

Single

Other/

Not known
	45%                     28%                    27%     
	
	

	6. Race
a)   Ethnicity
	BME                                           White                   Not Known
	4%                     68%                    29%     
	
	

	b) Nationality
	GB   
Irish             Northern Irish

Other   

Not known

	20%         

15%                     2%                    1%                62%                  
	
	

	7. Religion 

a) Community Background
	Protestant            Roman Catholic    Neither
	35%                     45%                    20%    
	
	

	b)  Religious Belief

	Christian

Other                    No religious belief Not known
	30%         

1%                     10%                    59%                            
	
	

	8. Political Opinion

* 2011 Assembly election
	Broadly 
Nationalist             Broadly Unionist  Other                    Do not wish to answer/ Unknown

Not known
	7%          

6%                     8%                    78%                              
	
	

	9. Sexual Orientation


	Opposite sex

Same sex or both sexes

Do not wish to answer 


	43%          

1%                                       

56%                              
	
	

	Multiple Identities
	
	
	
	Generally speaking, people can fall into more than one Section 75 category.  Taking this into consideration, are there any potential impacts of the policy/decision on people with multiple identities?  

(For example; disabled minority ethnic people; disabled women; young Protestant men; and young lesbians, gay and bisexual people).


	Section 4: Consideration of Impacts and Identification of Mitigations and/or Alternative Policies 

Given the evidence gathered in Section 3, please identify for each of the nine equality categories the level of impact, mitigation measures and alternative policies / proposals that better promote equality of opportunity.

	(4.1) SERVICE USERS

	Equality Category
	Level of Impact
	Mitigation Measures  and Alternative Policies or Actions that might lessen the severity of the equality impact 

(where Major or Minor Impact identified)

	
	Major
	Minor
	None
	

	Age
	
	
	X
	

	Dependant Status
	
	
	X
	

	Disability
	
	X
	
	Key Mitigations: 

· The differential impact reflects the clinical purpose of Clare Ward, which provides specialist rehabilitation for people with severe mental illness who meet the definition of disability.

· The policy embeds FREDA (Human Rights) principles, ensuring that all decisions promote dignity, equality, autonomy and respect.

· Reasonable adjustments are standard practice, including accessible information, the use of interpreters, alternative communication formats, and tailored support for cognitive, sensory or physical needs.

· The policy incorporates trauma‑informed, culturally sensitive and least‑restrictive approaches, reducing barriers linked to disability and enhancing participation in care.

· MDT planning ensures personalised rehabilitation pathways, physical health monitoring, accessible activities, and carer involvement, reducing inequalities linked to disability.

· Governance structures (PQC reviews, risk assessments, DASA‑IV, Datix learning) ensure ongoing monitoring to identify and address any unintended impacts on disabled service users.

· No alternative policy is required, as the policy enhances equality of opportunity and reduces risk for this group.
Clare Ward’s operational policy provides extensive safeguards to ensure that disabled service users—100% of whom meet the Section 75 disability definition due to severe and enduring mental ill‑health—receive care that is rights‑based, person‑centred and compliant with all legal requirements for informed consent and decision‑making. The policy embeds FREDA human rights principles (Freedom, Respect, Equality, Dignity and Autonomy) throughout all care processes, ensuring that service users are supported to exercise choice and participate fully in decisions about their treatment wherever they have capacity. Informed consent is required for all assessments, interventions and participation in rehabilitation programmes, with staff ensuring that information is communicated in clear, accessible formats, including the use of interpreters, Easy Read materials, or alternative communication supports where needed, in line with the Trust’s statutory duty to make reasonable adjustments. 

Where a service user’s capacity is in doubt, staff follow the Mental Capacity Act (NI) 2016, ensuring timely and proportionate capacity assessments, clear documentation, and decision‑making based on the five statutory principles, including presumption of capacity and the requirement to enable individuals to make their own decisions wherever possible. When a service user lacks capacity for a specific decision, the MDT undertakes a best‑interests decision‑making process, considering the person’s past and present wishes, values, beliefs, and the views of carers or family members (where appropriate) to ensure that any intervention is necessary, proportionate and the least restrictive option available. These principles also govern decisions involving the use of restrictive practices, which the policy minimises through RAID‑based positive behaviour support, trauma‑informed de‑escalation, and mandatory governance oversight. Clare Ward does not use seclusion on the unit; if clinically required, patients are transferred to AMHIC under strict procedural safeguards, ensuring compliance with human rights protections under Articles 3, 5 and 8 ECHR. 

Service users are further protected through structured MDT assessment, weekly reviews, PQC governance reviews every 4–6 months, and ongoing risk assessment using tools such as DASA‑IV. The policy promotes autonomy through graded leave, self‑administration of medication (subject to capacity and safety assessment), and personalised rehabilitation plans developed collaboratively with the service user and, where consent is given, their family or carers. Advocacy is routinely available, and carers are actively involved in line with SHARE NI guidance, with the MDT ensuring that decisions about carer involvement follow consent/best‑interests requirements under MCA (NI) 2016. 

Overall, the policy offers robust protections for disabled service users by embedding informed consent, accessible communication, least‑restrictive practice, best‑interests processes, trauma‑informed care, multidisciplinary governance, and ongoing human‑rights monitoring. These safeguards ensure that disability‑related vulnerabilities are mitigated and that all care and rehabilitation decisions promote autonomy, safety, dignity and equality of opportunity for service users.

	Men and Women generally
	
	X
	
	Although a higher proportion of Clare Ward service users are men, this differential impact reflects the epidemiology and presentation patterns of complex psychosis rather than any policy‑driven exclusion of women. The operational policy actively promotes equitable, gender‑sensitive care through the provision of both mixed‑gender and single‑gender accommodation areas, ensuring that all service users—regardless of gender—experience safety, privacy and dignity. Trauma‑informed practice is embedded throughout the service, recognising that women are more likely to have histories of trauma, abuse or self‑harm, while men are more likely to present with externalising symptoms such as aggression or disinhibition; the response to these needs is always individualised rather than based on gendered assumptions. Risk assessment and therapeutic planning are completed on a personalised basis, ensuring that every service user has equal access to rehabilitation opportunities. Staff receive mandatory training in equality, diversity, safeguarding and non‑discrimination, helping to prevent gender‑based bias and reinforcing the expectation of equitable treatment. Regular MDT reviews and governance processes provide ongoing oversight and enable prompt identification and resolution of any emerging barriers affecting either men or women. 

	Marital Status
	
	
	X
	

	Race (Ethnicity)
	
	X
	
	Although service users may come from a wide range of racial and ethnic backgrounds, the Clare Ward Operational Policy embeds strong protections to ensure that individuals from all racial and ethnic communities experience equitable access, safety, and participation in all aspects of their care. The policy recognises that these  service users may face additional barriers such as language differences, unfamiliarity with local mental health systems, culturally specific understandings of illness, or stigma within their communities. To address this, Clare Ward ensures access to professional interpreters and translated written information for any service user or carer who does not speak English as a first language or whose English is limited, as required under the Trust’s statutory duties to make information accessible and remove communication barriers. Staff also provide information in alternative or culturally appropriate formats where required, supporting informed consent, improved understanding of treatment, and meaningful engagement in recovery planning. 

The policy promotes culturally sensitive, trauma‑informed practice, recognising that some service users from minority ethnic backgrounds may have experienced racism, migration‑related trauma or social exclusion that can shape their presentation, engagement and support needs. Carer and family involvement is facilitated wherever appropriate and with consent, helping to overcome cultural or community barriers to engagement. Individualised MDT assessment and care planning ensures that cultural beliefs, spiritual needs, dietary requirements and preferences around communication or family involvement are incorporated into treatment. The unit’s rights‑based, least‑restrictive ethos and use of FREDA principles safeguard equality, dignity and respect for all ethnic groups, with regular governance reviews, patient feedback, and MDT oversight enabling early detection and resolution of any unintentional disadvantages or barriers affecting minority ethnic service users. Through these measures, the policy actively mitigates potential differential impacts and ensures equitable, culturally competent rehabilitation for people of all racial and ethnic backgrounds. 

	Religion
	
	
	X
	

	Political Opinion
	
	
	X
	

	Sexual Orientation
	
	
	X
	

	Multiple Identities e.g. disabled ethnic minorities or young Protestant men.
	
	X
	
	Service users often belong to more than one Section 75 group, and the Clare Ward Operational Policy incorporates strong safeguards to ensure that intersecting identities such as disability combined with minority ethnic background, gender, age, sexual orientation, or socio‑economic disadvantage do not result in compounded inequality. The policy’s rights‑based, least‑restrictive and trauma‑informed ethos ensures that care is tailored to the individual and not based on single‑identity assumptions, recognising that overlapping characteristics can shape how people experience mental illness, engage with services, interpret information, or encounter barriers within health systems. The MDT undertakes individualised assessment and care planning, considering cultural background, gender‑specific needs, communication requirements, physical health inequalities, trauma histories and social circumstances, ensuring that rehabilitation pathways are responsive to the complexity of each person’s identity. Where intersecting identities increase vulnerability for example, disabled minority ethnic service users, LGBTQ+ individuals with reduced family support, or older women with mobility limitations the policy provides reasonable adjustments, accessible communication formats, professional interpreter support, culturally sensitive practice, and personalised risk management, preventing multiple layers of disadvantage from arising. 

Safeguards such as weekly MDT review, PQC governance processes, RAID‑based positive behaviour support, trauma‑informed de‑escalation, and a strict least‑restrictive framework reduce the risk of disproportionate impact on any subgroup. Families and carers are involved in line with consent or best‑interests principles, ensuring that intersecting identity‑related support needs are recognised and addressed. The availability of advocacy and the embedding of FREDA principles reinforce autonomy, dignity and equality for people whose identities sit at the intersection of several protected characteristics. Routine monitoring through Datix learning, service‑user feedback, demographic analysis and governance escalation allows the service to detect and act on any unintended, cumulative disadvantage arising from multiple identities. As a result, the policy provides strong mitigation for intersecting equality impacts and promotes equitable, person‑centred, rights‑compliant care for all service users. 


	(4.2) STAFF – No Impact

	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
	
	
	
	

	Dependant Status
	
	
	
	

	Disability
	
	
	
	

	Men and Women generally
	
	
	
	

	Marital Status
	
	
	
	

	Race
	Ethnicity
	
	
	
	

	
	Nationality
	
	
	
	

	Religion
	Community Background
	
	
	
	

	
	Religious Belief
	
	
	
	

	Political Opinion
	
	
	
	

	Sexual Orientation
	
	
	
	

	Multiple Identity e.g. female staff with caring responsibilities
	
	
	
	


	Section 5: Good Relations




	Based on the evidence collected in Sections 3 & 4:

· To what extent is the policy/proposal likely to impact Good Relations i.e. between people of different religious belief, political opinion or racial group? 

· Are there any additional measures that could be suggested to ensure the policy or proposal promotes Good Relations?



	Good Relations category
	Level of impact


	Mitigation Measures  and 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
	

	Political opinion
	
	
	X

	

	Racial group


	
	
	X
	


	Section 6: Disability Duties



	How does the policy / proposal:

· encourage disabled people to participate in public life and 
· promote positive attitudes towards disabled people? 

Consider what other measures you could take to meet these duties.

For example, have staff received disability equality training.


	Clare Ward’s operational policy actively supports the Trust’s statutory Disability Duties by promoting positive attitudes towards disabled people and encouraging their participation in public life. All service users meet the definition of disability due to severe and enduring mental ill‑health, and the policy embeds rights‑based, least‑restrictive and trauma‑informed care to support their involvement in decision‑making. 
Service users are encouraged to participate fully in their assessment, care planning, PQC reviews and discharge processes, with accessible communication, interpreters and reasonable adjustments provided as required. The policy also incorporates FREDA (Human Rights) principles, ensuring dignity, respect and autonomy for disabled people throughout their stay.
The policy promotes positive attitudes by emphasising recovery, independence, occupation, and social inclusion within a therapeutic environment. Staff receive mandatory equality, safeguarding, mental health and trauma‑informed training, supporting awareness of disability rights and reducing stigma. The MDT model ensures coordinated support for both mental and physical health needs, including accessible information, adapted therapeutic activities, and involvement of carers and advocates. Overall, the policy strengthens the Trust’s disability duties by ensuring disabled service users can participate meaningfully in their own care and are treated equitably, respectfully and without discrimination.




	Section 7: Human Rights

Belfast Health and Social Care Trust is committed to providing the highest attainable standard of physical and mental health within our resources.


	(7.1)  

Does the policy/proposal/decision negatively impact on any of the following human rights?

The rights particularly relevant in the delivery of health and social care are emboldened below.  Examples for these rights and further information can be found in the Equality Screening Toolkit. 

	Human Rights Articles 


	Yes
	No

	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
	

	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
	

	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

	If you answered YES to any of the above, please refer to the Human Rights Screening Tool below to check if the policy is likely to be human rights compliant.


If the flowchart indicates that the policy is unlikely to be human rights compliant, please contact the Planning and Equality team equalityscreenings@belfasttrust.hscni.net
If the flowchart indicates that the policy is likely to be human rights compliant, please continue to section 7.2.
[image: image3.png]Human Rights Screening Tool

To be used by staff who have received human rights training or in conjunction with the Planning and Equality Team
(Kindly reproduced with permission from the Northern Ireland Human Rights Commission)

Is there the potential for a negative impact on: - Be aware of any possibility that the proposal may discriminate against

. . someone in terms of their human rights.
« the human right not to be subjected to torture, inhuman or

degrading treatment? « Legal advice may still be necessary.

- Things may change and you may need to reassess the situation.

-+ the human right not to be subjected to slavery or forced
labour?

(These are absolute rights and therefore cannot be interfered with)

Is the interference with the right legal?

Is the interference only to the extent set out in the

NO
relevant Article?
YES Is it necessary, justifiable, proportionate to the NO
Will there be a potential negative impact on / interference with legitimate aim?

any other human rights?

(Please note - A public authority must make sure that it
tries to interfere with the right as little as possible.

Any interference must be no more than necessary to
achieve the intended objective).

NO —







	(7.2) 
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:
Human rights have been explicitly considered in the development and operation of this policy. Elements of care within a locked rehabilitation ward may engage Articles 3, 5 and 8 ECHR. Article 3 is engaged in principle wherever restrictive practices could occur; the policy embeds a rights‑based, trauma‑informed, least‑restrictive approach, prohibits on‑site seclusion (with transfer to AMHIC if clinically required) and mandates governance oversight (Datix learning, MDT review and escalation) to avoid any risk of inhuman or degrading treatment. Article 5 is engaged due to the locked environment; any restriction of liberty is lawful, necessary and proportionate, grounded in the Mental Health (NI) Order 1986 or the Mental Capacity Act (NI) 2016 as appropriate, with regular review, clear documentation, and routes for appeal/advocacy. Article 8 is engaged because admission may impact private and family life; the policy mitigates this through person‑centred planning, carer engagement (with consent), accessible visiting (including child‑visiting policy where applicable), privacy/dignity measures, and graded leave to support reconnection with family and community. 

Actions to evidence compliance and promote awareness

· Embed FREDA principles in day‑to‑day decision‑making, with routine reference in care plans and MDT notes. 

· Use least‑restrictive strategies (RAID, de‑escalation) and monitor all restrictive practices monthly with incident review and staff/service‑user debrief. 

· No seclusion room on Clare Ward; if clinically indicated, transfer to AMHIC in line with regional procedures; immediate escalation to Service Manager/on‑call. 

· Ensure legal basis for any liberty restriction is recorded (MHO 1986 / MCA (NI) 2016), with capacity/best‑interests decisions documented and reviewed. 

· Maintain carer involvement (with consent), clear communication, access to advocacy, and trauma‑informed practice to protect private/family life. 

· Ongoing governance: PQC reviews, AIMS peer review, RQIA inspections, and Divisional governance reporting to detect and address any unintended rights impacts. 


	Section 8: Screening Decision 

(8.1) 
How would you categorise the impacts of this policy / proposal?

(Please underline one category)
	 Major

(Screened In for an Equality Impact Assessment)
	Minor

(Screened Out with mitigation)
	None

(Screened Out)

	(8.2) 
If you have identified any impact, what mitigation has
        been considered to address this?
	Mitigations have been identified for the two equality categories where a minor differential impact occurs (Disability; Men and Women). For Disability, the policy embeds rights‑based, least‑restrictive and trauma‑informed practice; provides reasonable adjustments and accessible information; and ensures personalised MDT care planning, physical‑health monitoring, advocacy involvement and governance oversight to prevent any adverse impact. For Men and Women, the policy mitigates the higher proportion of male admissions through gender‑sensitive accommodation (mixed‑gender and single‑gender areas), individualised risk management, trauma‑informed care, equitable access to therapeutic interventions, and MDT governance to ensure that no gender experiences poorer outcomes. These measures ensure that any differential impact is lawful, proportionate and does not result in disadvantage to any Section 75 group.

	(8.3) 
Do you think the policy/proposal/decision 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/good relations/human rights.
	Yes
	No
	Reasons
A policy/proposal/decision is subject to an EQIA if one or more of the following criteria is met:
a) The policy is significant in terms of its strategic importance.
b) Potential equality impacts are unknown, because, for example, there is insufficient data upon which to make an assessment  or because they are complex, and it would be appropriate to conduct an equality impact assessment in order to better assess them.
c) Potential equality and/or good relations impacts are likely to be adverse or are likely to be experienced disproportionately by groups of people including those who are marginalised or disadvantaged.
d) Further assessment offers a valuable way to examine the evidence and develop recommendations in respect of a policy about which there are concerns amongst affected individuals and representative groups, for example in respect of multiple identities.
e) The policy is likely to be challenged by way of judicial review.
f) The policy is significant in terms of expenditure.

	Section 9:  Monitoring

(9.1) 
Please detail the steps you will take to monitor the effect of the policy/proposal/decision for impact in terms of equality of opportunity, good relations, disability duties and human rights?

        
	Belfast Trust is committed to the effective monitoring of this policy so that we can identify any future adverse impact arising from the policy which may lead to conducting an equality impact assessment and with helping with future planning and policy development.  

Monitoring will take place by undertaking the following steps: 

Please list actions to be taken.
The Trust will monitor the impact of this policy through existing governance structures, including routine MDT review, PQC meetings, incident reporting (Datix), and AIMS/RQIA inspection processes. Equality‑related impacts will be monitored through ongoing analysis of service‑user demographics, admission/discharge data, restrictive‑practice monitoring, patient and carer feedback, and staff reflections. Any emerging issues relating to Disability or gender will be identified through these systems and escalated via the Clare Ward Development Meeting, Divisional Governance, or the Equality & Planning Team as required. Monitoring will support early identification of any unintended adverse impacts and inform future policy review and improvement.



	Section 10: Approval and Authorisation

Please sign /date and forward to the Planning and Equality team equalityscreenings@belfasttrust.hscni.net
Equality screenings are completed with information provided by the senior responsible manager subject to advice and assistance from Belfast Trust Equality & Planning Managers.  
 **Completed Screening Templates are public documents posted on the Trust Website**

	Lead Responsible Manager 

Name: Jonathan Killough 
Position: Service Manager
Date: 21/01/26
	Countersigned by: Equality Manager/Employment Equality Manager

Name: Jim Mulholland
Position: Senior Planning and Equality Manager
Date: 21/01/25

	Section 11: Statutory Rural Impact Assessment Duties
The Trust is legally obliged to take due regard of the impact of any policy, proposal or decision on the social and economic needs of people who live in a rural community.  This is particularly so when the policy/proposal/decision impacts service users/carers/patients across NI (eg regional service/policy).

[image: image5.png]Belfast Health ana
Social Care Trust
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Please tick the box to indicate that you have paid ‘due regard’ to the social and economic needs of the rural community 
when developing, adopting, implementing or revising policies, strategies and plans and when designing and delivering 
public services and that a rural impact assessment is not required.

OR

Please complete a Rural Needs Impact Assessment Template  rural impact assessment if there is impact on the social and economic needs of people who live in a rural community.    
Please go to the: Rural Impact Assessments Toolkit for HSC NI   to find out how to undertake a rural impact assessment.

Contact Estella.Dorrian@belfasttrust.hscni.net for further advice. 




Equality, Good Relations and Human Rights SCREENING TEMPLATE





Y








PAGE  
1

