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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

	Use of Seclusion within the Psychiatric Intensive Care Unit (PICU), Acute Mental Health Inpatient Centre (AMHIC) – Operational Policy - This is an operational clinical policy for staff working within AMHIC.  It sets out how seclusion may be used, monitored, reviewed and governed, in line with the Regional Policy on the Use of Restrictive Practices and the Regional Seclusion Operating Procedures.

	(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?
  
 
	The Use of Seclusion within PICU is a clinical operational policy that provides mandatory guidance for staff on the safe, proportionate, lawful and rights‑based use of seclusion within PICU, AMHIC.

AMHIC is Belfast Trust’s Acute Mental Health Inpatient Centre, providing 24‑hour hospital care for adults aged 18 years and over who are experiencing acute mental illness and may present with behaviours that pose significant and immediate risk to self or others. PICU within AMHIC is a highly specialised, high‑dependency environment designed to care for individuals whose overall mental state and level of risk cannot be safely managed within the standard acute wards.

The policy sets out when and how seclusion may be used, emphasising that it is: a last‑resort intervention; used only in emergencies; only to manage an immediate and unmanageable risk of serious harm to self or others; and is in all cases a deprivation of liberty that must be legally authorised and applied in a manner which puts the persons rights at the centre of the intervention.

The policy ensures that staff comply with key statutory frameworks, including:

· the Mental Health (Northern Ireland) Order 1986, which provides the legal basis for detention and for using seclusion for detained or liable‑to‑be‑detained patients;

· the Mental Capacity Act (Northern Ireland) 2016, which provides the statutory safeguards for deprivation of liberty for people aged 16+ who lack capacity.  
· Human Rights Act 1998: Article 2 (Right to Life), Article 3 (Prohibition of Inhuman or Degrading Treatment), Article 5 (Right to Liberty and Security) and Article 8 (Right to Private and Family Life). These rights underpin the requirement that any use of seclusion must be legitimate, necessary, proportionate, and time‑limited, and in line with the FREDA principles (Freedom, Respect, Equality, Dignity and Autonomy).

Although the DOH’s Regional EQIA concluded that the Regional Policy on Restrictive Practices and Seclusion would have a significant positive impact and identified no negative impacts, Belfast Trust recognises that the local application of seclusion within AMHIC has the potential to give rise to differential impacts across Section 75 groups, particularly in terms of age and disability.

When applied in an acute inpatient setting, the risk of unintended adverse impacts, escalation risks, barriers to communication, or unequal experience of restrictive practices increases and as such requires appropriate, robust and effective mitigations.

Belfast Trust recognises the importance of identifying and proactively managing any differential impacts, ensuring that seclusion, a high‑risk, last‑resort restrictive intervention, is used only in a manner that is rights‑based and responsive to the needs of all patients, regardless of their Section 75 characteristics.  Reflective of the complexity of care and level of risk associated with PICU, the Trust therefore implements additional safeguards and mitigations beyond those outlined in the regional policy, ensuring that equality, human rights, communication needs, disability‑related adjustments, and trauma‑informed practice are built into every stage of decision‑making, monitoring and review.  These mitigations ensure that while the policy aligns with the Regional EQIA and its positive conclusions, Belfast Trust continues to meet its statutory Section 75 duties and actively prevents any potential for disproportionate or adverse impact during seclusion episodes within PICU.

As stated, the policy adopts a rights‑based approach, meaning that all decisions about seclusion must be framed within the Trust’s legal duties under the Human Right Act (1998), including Article 2 (Right to Life) Article 3 (freedom from inhuman or degrading treatment), Article 5 (right to liberty), and Article 8 (right to private and family life). These rights provide clear boundaries in relation to the legal use of seclusion and require robust safeguards, governance, transparency and accountability.  At the heart of this approach is the application of the FREDA principles: Freedom, Respect, Equality, Dignity and Autonomy, which are embedded throughout the policy and aligned with the Regional Restrictive Practice Standards. FREDA guides staff to act with compassion, uphold human dignity, provide inclusive and accessible communication, respect cultural and personal identity, reduce power imbalances, and continually pursue the least‑restrictive response to the risk presented.  The rights‑based and FREDA framework ensures that seclusion is only used in exceptional, emergency circumstances where there is an immediate and unmanageable risk of serious harm to self or others. It also requires that seclusion is continually reviewed, time‑limited, and terminated as soon as safely possible.

The policy places a strong emphasis on listening to, understanding and incorporating the patient’s own views, wishes and experiences throughout all stages of decision‑making about seclusion.  Staff are required to use inclusive, accessible and person‑centred communication, ensuring that the person is supported to express their needs, preferences, fears and any previous experiences that may increase distress or escalation. Where appropriate and with consent, the policy also requires active involvement of families and carers, recognising their essential role in providing contextual information, supporting emotional wellbeing, and contributing to care planning, de‑escalation strategies and post‑incident learning. Families/carers must be informed sensitively at the commencement and termination of seclusion (subject to consent), and their insights may be included in MDT and post‑incident reviews to help identify triggers, unmet needs, and other individual considerations. By embedding these processes, the policy ensures that seclusion is delivered within a rights‑based, compassionate and person‑centred framework, and that both the patient’s voice and the perspectives of those important to them meaningfully shape decision‑making, safeguards and recovery.

In addition, the policy sets out the governance, training, monitoring and review processes required to ensure accountability and continual minimisation of restrictive practice use. It includes detailed requirements for communication, involvement of families and carers, observation, rapid termination of seclusion, and post‑incident review.

	(1.5) Who owns the policy/proposal? 
 
	Director of Mental Health, Intellectual Disability and Psychological Services

	(1.6) Who are the main stakeholders affected?


	· Service Users and Carers

· PICU Staff (Nursing, Medical, AHPs)

· Corporate Safety Intervention Team (CSIT)

· Clinical Governance / Divisional Governance

· Advocacy Services (including Independent Advocates)

· Training and Education / Workforce Development

· AMHIC Senior Management / Service Manager / Assistant Service Manager

· Director of Mental Health, Intellectual Disability and Psychological Services

· Regulation & Quality Improvement Authority (RQIA)

· Social Work Staff

· Allied Health Professionals (SLT, OT)
· Psychological Services  

· Trust and DOH Legal Services
· Trust Safeguarding Teams

· Patient Experience / Complaints Teams
· Information Governance / Data Protection / CCTV Governance

· Community Mental Health Teams
· Trade Unions
· Professional Bodies

· Commissioners (SPPG)
· DOH

· Regional HSC Partners 

	(1.7) Provide details of how you involved stakeholders, views of colleagues, service users, staff side or other stakeholders when screening this policy/proposal.
	The development and screening of this policy drew upon a comprehensive process of engagement, including local consultation within AMHIC and learning from the wider regional development work that informed the Regional Policy on the Use of Restrictive Practices and its associated Regional EQIA. Much of the evidence base, stakeholder insight and equality considerations used in this screening were gathered through these regional processes, which involved extensive engagement with service users, carers, advocacy organisations, staff groups, Trust teams and Service Leads and professional bodies across Northern Ireland.

Locally, Belfast Trust supplemented this with additional consultation to ensure the policy reflects AMHIC PICU‑specific operational context and equality and human rights considerations. Stakeholder involvement included:

· Service users and carers – Feedback gathered directly through advocacy sessions, service user consultants and engagement exercises. Their input highlighted the importance of dignity, privacy, culturally sensitive practice, and clear communication during seclusion.

· Adult Mental Health inpatient PICU staff (nursing, medical, AHPs) – Staff contributed through supervision, clinical discussions, staff meetings, ward‑based discussions and clinical review meetings. Their views informed the practical application of seclusion procedures, safeguards, documentation standards and training needs.

· Corporate Safety Intervention Team (CSIT) – Provided specialist expertise in restraint‑reduction approaches, the Three Steps to Positive Practice Framework, trauma‑informed practice, and training requirements. CSIT were also key contributors to the regional policy development process, ensuring alignment between Trust practice and regional standards.

· Clinical Governance – Reviewed the policy for compliance with the Mental Health (NI) Order 1986, the Mental Capacity Act (NI) 2016, Human Rights Act 1998/ECHR Articles 2, 3, 5 and 8, GDPR and CCTV requirements. Their guidance ensured the policy’s rights‑based and legally robust framework.

· Advocacy services – Provided insight into patient rights, accessibility needs, and the importance of inclusive communication, including alternative formats and interpreters. Advocacy involvement reflects provisions in the policy requiring patients’ views to be heard throughout decision‑making and review processes.

· Training and Education leads – Contributed to the design, delivery and roll‑out of mandatory training, ensuring staff understand seclusion procedures including potential human rights and equality considerations.

· Learning from Regional Stakeholder Engagement – The regional work undertaken by the Department of Health included extensive consultation with service users, carers, minority ethnic communities, disability groups, clinicians, professional bodies, advocacy organisations and NGO representatives. Belfast Trust has considered this wider engagement and the findings of the Regional EQIA to identify potential differential impacts and apply appropriate mitigations within PICU.

Overall, the combination of regional engagement and local AMHIC‑specific consultation ensures that this policy is grounded in best practice, legal compliance, human‑rights standards and a robust understanding of equality impact across Section 75 groups.

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


	The following policies, strategies and legislation set out the requirements for the safe, lawful and rights‑based use of restrictive practices:

Legislation and Human Rights Framework

· Human Rights Act 1998 including Articles 2, 3, 5 and 8, which set the legal tests of necessity, proportionality, dignity and liberty. 

· Mental Health (Northern Ireland) Order 1986 and Code of Practice – legal authority for detention and use of seclusion.

· Mental Capacity Act (Northern Ireland) 2016 – statutory safeguards for deprivation of liberty where a person lacks capacity.

· Section 75 of the Northern Ireland Act 1998 – statutory equality duties requiring screening and mitigation of differential impacts across equality groups. 

Regional Policy Framework

· Regional Policy on the Use of Restrictive Practices in Health and Social Care Settings (DoH, 2023).

· Regional Seclusion Operating Procedures (linked to the above).

· Regional Guideline: Pharmacological De-escalation and Rapid Tranquillisation.

· NICE NG10: Violence and Aggression – Short-term Management in Mental Health Inpatient Settings and Emergency Departments.

Trust Policies Relevant to Seclusion, Risk, Observation and Patient Rights

· BHSCT Observations Within Mental Health Inpatient Units Policy (SG 35/13) – sets standards for risk‑based observation levels in AMHIC. 

· BHSCT Patient Privacy and Dignity Policy (SG 17/08) – safeguarding dignity, modesty, cultural needs and privacy during any restrictive intervention. 

· BHSCT Zero Tolerance Policy – Prevention and Management of Aggression and Violence Towards Staff – rights‑based, trauma‑informed approaches to managing violence and escalation. 

· BHSCT Procedure for the Search of Patients, Belongings and Environment of Care (SG 34/16) – relevant when assessing risk prior to seclusion.

· BHSCT Adverse Incident Reporting and Management Policy (TP 08/08).

· BHSCT Patient Dignity, Privacy and Cultural Sensitivity Standards.

· BHSCT Named Nurse Policy and Safeguarding Policies (Adult Safeguarding, UNOCINI).

Information Governance and Accountability

· Data Protection Act 2018 and UK GDPR – including specific requirements for CCTV use in seclusion (ICO Code of Practice).

· Equality and Human Rights Screening Toolkit (BHSCT) – ensuring compliance with Section 75 and Human Rights duties in policy development.

· Rural Needs Act (NI) 2016 – due regard applied where regional pathways may impact rural communities.

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


	The Trust is fully committed to ensuring that this policy is implemented safely, lawfully and consistently, supported by strong governance, comprehensive staff training and clear dissemination processes so that all staff understand and uphold required standards. Key contributing factors include:

· A robust human‑rights framework under the Human Rights Act 1998 (Articles 2, 3, 5 and 8), ensuring seclusion is used only when lawful, necessary, proportionate and the least‑restrictive option, reducing the risk of inappropriate or discriminatory practice.

· Compliance with Section 75 equality duties, requiring the Trust to identify and mitigate potential adverse impacts across equality groups, supporting transparent, inclusive and fair decision‑making.

· Legal safeguards within the Mental Capacity Act (NI) 2016, ensuring that, where a person lacks capacity, seclusion, which is always a deprivation of liberty, is authorised and reviewed within a clear statutory framework.
· Compliance with the Mental Health (NI) Order 1986, which provides the legal framework for the use of seclusion for detained or liable‑to‑be‑detained patients, ensuring lawful deprivation of liberty and alignment with ECHR Article 5.

· Strong governance and audit arrangements, including incident reviews, monitoring of seclusion patterns, RQIA oversight and alignment with regional restrictive‑practice reporting, supporting accountability, learning and continual improvement.

· Mandatory staff training in seclusion procedures, human rights, equality duties, reasonable adjustments, FREDA principles and trauma‑informed practice, promoting competence and safe delivery.

· Clear communication channels, including intranet publication, induction, team briefings and governance updates, ensuring staff awareness and consistent application of the policy.

· Accessible information and advocacy services, ensuring that service users’ voices, wishes, preferences and communication needs, supported by interpreters, Easy Read and inclusive formats, are central to decision‑making.

· Multidisciplinary engagement, including nursing, medical, psychology, AHP and social work input, supported by the Regional Policy’s Internal and Independent MDT Review requirements, strengthening clinical oversight and rights protection, all of which is reflected in the Trust policy.

· Ongoing regional and Trust programmes to reduce restrictive practice, including Safety Intervention training, the Three Steps to Positive Practice Framework and wider restraint‑reduction workstreams, all reinforcing the commitment to minimise the use of seclusion.

	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? 
	Yes
	

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

	(2.3)   Does the policy impact upon Good Relations between people of a different religious belief, political opinion or racial group? (Good Relations Duties)
	
	No

	(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)
	
	No

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

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

	Yes
	

	*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
Data sources reviewed include Census 2021 (NISRA) for Belfast/NI population profiles; and a range of other sources linked below.  Where local service data are limited, robust external sources have been used as proxies.

	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 AMHIC PICU Service Users are 18+. 
	Service‑user feedback and regional evidence (regional EQIA, Regional Seclusion Operating Procedures) indicate that age can shape how individuals experience restrictive practices, including seclusion. Older adults, particularly those living with frailty, dementia or multiple physical health needs, often report greater anxiety, disorientation and vulnerability during restrictive interventions. They place strong importance on clear explanations, reassurance, humane observation and early termination, reflecting the increased emotional and physical impact such interventions may have for this age group. Regional analysis highlights that while strengthened safeguards create positive protections for older people, they also remain more frequently exposed to restrictive practices in inpatient mental‑health settings, especially where cognitive impairment or dementia contribute to crisis presentations. This pattern indicates a differential adverse impact for older adults that requires careful awareness and attention. 

Across all age groups, service users consistently emphasise the need for clear, age‑appropriate communication, predictable explanations and the least‑restrictive response possible. These expectations align with established Trust standards for observation, engagement and therapeutic communication in mental‑health inpatient care. 

	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. 
	Qualitative feedback from service users, carers and advocacy organisations shows that individuals with caring responsibilities such as parents or those supporting older relatives or adults with disabilities often experience heightened emotional distress when they are separated from their dependants during acute mental‑health crises. This distress can intensify if restrictive interventions such as seclusion occur, particularly when the individual is worried about who has been contacted or whether their dependants are safe. The Regional Seclusion Operating Procedures acknowledge the importance of communication with families/carers at the commencement and termination of seclusion (subject to consent), recognising the role of families in providing reassurance and important information. 

However, the Regional EQIA found no evidence of a differential adverse impact specifically linked to dependant status. It concluded that while caring responsibilities can influence a person’s emotional response during crisis, there is no pattern of disproportionate impact on people with dependants compared with those without, provided communication needs are met and rights‑based processes are followed. 

Across the population of adult inpatient service users, individuals emphasise the importance of timely, sensitive communication, reassurance, and being kept informed about arrangements for dependants. Advocacy organisations also note that service users value opportunities for families or significant others to contribute contextual information that can support de‑escalation or recovery. These themes are consistent with the Regional Seclusion Operating Procedures, which require inclusive communication, accessible information and involvement of carers where appropriate and consented. 

While dependant status does not result in a differential adverse impact, qualitative evidence shows that caring responsibilities shape people’s emotional experience of crisis situations. This reinforces the importance of clear communication, respect for consent, and recognition of family roles, matters that are addressed through later mitigations in the screening.

	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% - all have a mental health condition which is classed as a disability under the DDA (1995); some patients may have additional disabilities. 
	Within AMHIC and PICU, all service users fall within the definition of disability under the Disability Discrimination Act 1995, as mental health conditions are explicitly recognised as disabilities in law. In addition, many individuals also present with other types of disability, including learning disability, autism, neurodevelopmental conditions, sensory impairments and physical disabilities. In terms of seclusion, this means that disability is a critical factor in understanding lived experience.

Regional evidence shows that disabled people are disproportionately affected by restrictive practices, and the Regional EQIA identifies disability as the group with the most significant level of impact, even where strengthened safeguards create a positive effect overall. It highlights that people with cognitive, sensory or communication impairments may experience heightened fear, misunderstanding, sensory overload or disorientation during restrictive interventions, which can increase distress and escalate risk if not recognised and addressed. 

Feedback from disabled service users and advocacy groups emphasises the importance of accessible, inclusive communication, including interpreters, Easy Read, visual aids, communication passports and sensory supports. These needs correspond with the requirements set out in the policy which stresses that restrictive practices must be accompanied by clear, accessible and person‑centred communication, which is particularly important for individuals with learning disability, autism or impaired comprehension. 

Evidence in the regional policy highlights that disabled people also describe valuing environments and interactions that feel structured, predictable and rights‑based, particularly when navigating distress or crisis. The policy states that seclusion must be grounded in human‑rights principles (Articles 2, 3, 5 and 8) and the FREDA values of Freedom, Respect, Equality, Dignity and Autonomy reflecting experiences raised consistently by disabled service users and advocates. 

Local qualitative evidence from AMHIC reflects similar patterns. Staff have stated that people with sensory, cognitive or communication needs often identify miscommunication, unfamiliar staff, bright or noisy environments and sudden interventions as factors that may escalate anxiety or distress. These themes also align with the Trust’s Observations in Mental Health Inpatient Units Policy, which embeds human rights and equality considerations into everyday risk‑management and therapeutic engagement, recognising that disabled individuals experience safety, dignity and communication differently. 

Overall, qualitative evidence demonstrates that disability across its mental‑health, physical, sensory and neurodevelopmental forms shape the lived experience of restrictive practices in profound ways. Disabled people consistently highlight the need for clear communication, predictable approaches, sensitivity to sensory needs, recognition of vulnerability and respect for dignity. This creates a strong basis for robust mitigations. 

	4. 
Men and Women generally

	Female 
Male
	 
	 50.81%

 49.19%
	Split based on PICU demographics – approx. 60% male, 40% female.
	Qualitative feedback indicates that men and women may experience restrictive interventions differently, particularly where trauma histories, privacy concerns or personal‑care needs are relevant. Some individuals report that seclusion can feel retraumatising if communication is unclear or if privacy and dignity are not fully maintained, while others highlight the importance of gender‑sensitive practice during periods of distress. These themes are reflected in the Trust’s Privacy and Dignity Policy, which emphasises respectful, sensitive care for all service users regardless of gender. 

However, the Regional EQIA found no evidence of a differential adverse impact on men or women arising from the seclusion framework itself. The regional analysis concluded that strengthened safeguards, rights‑based standards, trauma‑informed practice and consistent review processes apply equally to all genders, and that outcomes are not determined by gender but by individual clinical presentation and risk.  Local evidence backs this assessment.  Local evidence within AMHIC supports this regional assessment, with staff feedback, incident reviews and service‑user experience consistently indicating similar patterns across both men and women in how restrictive practices are experienced.
Across both men and women, service users consistently emphasise the need for clear communication, dignity, privacy, predictability and humane engagement during crises, needs that align with the rights‑based standards and observation requirements set out in the Regional Seclusion Operating Procedures and Trust Inpatient Observation policy and Seclusion Policy. 

	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
	Qualitative feedback indicates that marital status can influence the type of emotional support individuals draw upon during a crisis. People who are single or who have limited informal supports may rely more heavily on staff and advocacy services for reassurance, information and post‑incident reflection, whereas those who are married or partnered often place particular importance on timely contact with the person they nominate. The Regional Seclusion Operating Procedures emphasise the importance of consent‑based information‑sharing with next‑of‑kin or partners, reflecting these differing preferences. This is reflected in the Trust Seclusion Policy. 
However, the Regional EQIA found no evidence of a differential adverse impact based on marital status, anecdotal local evidence from AMHIC suggests the same. This evidence demonstrates that while support networks can affect how individuals experience crisis situations, marital status does not result in disproportionate use or outcomes related to seclusion. 

	6. 
Race

Ethnicity
	White                   BME                  
	92.95% 
7.05% 
	96.55%

 3.45%            
	90% White
10% other ethnic backgrounds 
	Qualitative evidence regionally indicates that some minority ethnic service users may experience additional communication or cultural barriers during acute mental‑health crises. Individuals have described difficulties such as language barriers, unfamiliarity with services, and cultural misunderstandings, which can contribute to anxiety or escalation if not recognised. These experiences reinforce the importance of professional interpreters, culturally competent communication, and sensitivity to cultural norms around personal space, gender interaction and expressions of distress. 

However, the Regional EQIA found no evidence of a differential adverse impact on racial or ethnic groups arising from the seclusion framework itself. While the EQIA acknowledges that inequities have been reported in other jurisdictions, Northern Ireland data does not show the same patterns. Instead, the regional analysis highlights the importance of inclusive, person‑centred and culturally sensitive practice including accessible communication, advocacy, and structured review processes which are already embedded within the Regional Seclusion Operating Procedures and Belfast Trust policies. 

Local feedback within AMHIC reflects these themes: service users from minority ethnic backgrounds place value on clear explanation, respectful engagement, interpreter support, and culturally aware communication, which help reduce fear, build trust and support safe crisis management. 

	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
	Qualitative feedback indicates that individuals may have specific religious or cultural needs that shape how they experience care during periods of mental‑health crisis. These may relate to modesty, gender preferences for personal care, prayer practices, dietary requirements, or expectations about privacy. The Trust’s Privacy and Dignity Policy emphasise that staff must treat all service users with respect and sensitivity to their cultural and religious beliefs, including the use of interpreters or communication supports where required. 

The Regional EQIA identified no evidence of a differential adverse impact based on religious belief within the regional seclusion framework. It notes that restrictive practices do not disproportionately affect people of faith backgrounds, provided that human‑rights standards, communication needs and dignity requirements are applied consistently. 

Local service‑user feedback within AMHIC similarly highlights the importance of clear communication, respect for cultural identity, and maintaining privacy during periods of distress, but does not indicate any pattern of disproportionate impact linked specifically to religious belief. Instead, the themes raised such as respect, dignity and understanding of personal preferences mirror those expressed across the wider inpatient population and are supported by Trust policies governing inclusive, sensitive and rights‑based care. 

	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
	Qualitative feedback indicates that some individuals may have concerns about how their political background or community identity could influence their experience of services, particularly within Belfast’s wider social context. However, the Regional EQIA found no evidence of a differential adverse impact related to political opinion in the use of restrictive practices, noting that seclusion decisions must be based solely on immediate risk and behaviour, never on personal or community identity. 

The Regional Seclusion Operating Procedures reinforce this, requiring decisions to be objective, rights‑based and non‑discriminatory, with clear documentation of risk behaviours and lawful authority under the Mental Health (NI) Order 1986 or MCA (NI) 2016, not personal characteristics or beliefs. 

Local qualitative feedback within AMHIC reflects these findings: service users emphasise the need for fairness, neutrality and clear communication, but there is no indication of disproportionate impact linked to political opinion. Instead, themes raised relate to the importance of dignity, respectful engagement and transparent communications, consistent with Trust policies on Privacy, Dignity and therapeutic observation. 

	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
	Qualitative feedback suggests that some LGBTQ+ service users may have concerns about stigma, past negative experiences, or assumptions made about their relationships or support networks during mental‑health crises. Individuals may place particular importance on inclusive communication, respectful recognition of partners, and the reassurance that their identity will not affect how they are treated. These themes align with the Trust’s Privacy and Dignity Policy, which requires sensitive, respectful and non‑judgemental care for all service users. 

The Regional EQIA found no evidence of a differential adverse impact linked to sexual orientation in the use of seclusion and restrictive practices. It concluded that seclusion decisions, when delivered within a rights‑based framework, are determined by immediate risk and clinical need, not by sexual orientation, and that regional safeguarding including accessible communication, advocacy and structured reviews, apply equally across all groups. 

Local experience within AMHIC supports this finding: LGBTQ+ service users emphasise the value of respect, dignity, accurate recognition of personal relationships and clear communication, but there is no indication of disproportionate or unequal use of seclusion linked to sexual orientation. These needs mirror those reported by the wider service‑user population and are supported by Trust policies promoting equality, non‑discrimination and rights‑based inpatient care. 

	Multiple Identities
	
	
	
	
	Some individuals may belong to more than one Section 75 group, and their experience of mental‑health crisis and restrictive interventions can be shaped by this combination of identities. People often describe how factors such as age, disability, race, gender or caring responsibilities can intersect and influence how they understand, interpret or cope with distress. Local feedback within AMHIC reflects that these overlapping identities do not create a differential adverse impact in themselves, but they can shape communication needs, preferred supports and how individuals experience safety, dignity and trust during acute episodes.


	(3.2) Quantitative and Qualitative Data: 
No adverse equality impact is anticipated for staff:

· The policy does not change employment terms, conditions, or working patterns; it focuses on clinical governance and safe practice.
· All staff groups involved in seclusion (nursing, medical, allied health, support staff) are required to follow the same procedures and complete mandatory training, ensuring consistent application across all equality categories. This is monitored through divisional governance processes. 
· Equality and human rights principles (FREDA) are embedded in training and practice, promoting fairness and impartiality.

The policy applies equally to all staff, with safeguards and training in place to prevent discrimination. Therefore, no differential or adverse impact is expected.

	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
This section summarises the measures designed to address any identified equality impacts and uphold human rights obligations in the implementation of the policy. While the evidence indicates only minor impacts across certain equality categories such as age, disability, gender, race/ethnicity, robust mitigations have been embedded to minimise risk and promote fairness. The policy is therefore expected to have a positive impact on all patients regardless of the section 75 category they belong to. These include individualised care planning, reasonable adjustments, accessible communication, advocacy support, and mandatory staff training on equality, human rights, and trauma-informed practice. Governance and audit processes, alongside escalation protocols, ensure compliance and continuous improvement. Collectively, these mitigations aim to safeguard dignity, reduce restrictive practices, and maintain proportionality and necessity in all decisions.

	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
	
	The Trust recognises that service users of different ages may experience seclusion and restrictive practices in markedly different ways, and that older adults in particular face specific vulnerabilities, including frailty, sensory impairment, fluctuating cognition, comorbid physical illness and increased risk of disorientation. The Regional EQIA notes that older adults are disproportionately exposed to restrictive practices and therefore benefit significantly from strengthened safeguards but also require additional protections to prevent adverse impact. The Regional Seclusion Operating Procedures emphasise that seclusion must be used only in emergencies when immediate and unmanageable risk to self or others exists, and only when it is the least‑restrictive, necessary and proportionate intervention. 

In practice, this means that staff must begin by applying a rights‑based framework, grounded in the Human Rights Act 1998, ECHR Articles 2, 3, 5 and 8, and the FREDA principles of Freedom, Respect, Equality, Dignity and Autonomy. All decisions must demonstrate clear consideration of age‑related needs, including vulnerability to physical decline, trauma, sensory overload and confusion. Staff must ensure accessible, age‑appropriate communication at all stages, explaining what is happening, why it is occurring, and how the person will be kept safe, using plain language, repeated explanations, and sensory aids if required.
Before seclusion is considered, staff must evidence attempts at proactive and preventative alternatives, as emphasised the Seclusion Policy. These alternatives include verbal de‑escalation, sensory and environmental adjustments, staff substitution, a low‑stimulus area, and rapid tranquillisation where clinically appropriate. For older adults, staff must additionally rule out potentially reversible medical drivers of behavioural disturbance such as pain, delirium, dehydration or infection, given the elevated risk of medical deterioration in this group. 

Where seclusion is unavoidable, the policy requires enhanced safeguards for older people. Continuous observation by a registered nurse must begin immediately, with 15‑minute physical and mental state documentation and focused monitoring of respiration, consciousness, movement and sedation level. This aligns with the BHSCT Observations Within Mental Health Inpatient Units Policy, which stresses therapeutic engagement, human rights, and attentiveness to changes in physical and mental health during periods of elevated risk. 

Review processes are critical safeguards and must be more sensitively applied for older adults. Nursing reviews must occur hourly and two‑hourly as required; medical reviews every four hours; and at least one daily review by the Consultant Psychiatrist. Given the higher risks faced by older adults, early escalation to Internal MDT review may be appropriate to explore alternatives and ensure seclusion is ended as soon as safely possible. Termination must occur immediately when risk is no longer present.
A respectful, dignified environment is particularly important for this group. The seclusion room must remain clean, calm, well-lit, and at a comfortable temperature, with privacy maintained during toileting, hygiene and personal care. Blanket provision, hydration, and warmth are often essential to reduce fear and distress among older adults. 

Family or carer involvement, where consent is given, is a key mitigation for people of all ages but is especially important for older adults. Families can provide critical information about baseline functioning, communication needs, sensory impairments, triggers, calming strategies and medical history. The seclusion policy requires that next of kin or significant others be informed at the start and end of seclusion in a timely and considerate manner. They should also be invited to contribute to post‑incident reviews (within 72 hours), helping the team update care plans, risk assessments and advance statements to prevent recurrence. 

Independent advocacy must be offered to all service users and is particularly important for older adults who may have difficulty expressing their wishes or concerns due to sensory, cognitive or communication difficulties. Advocacy involvement is an explicit safeguard in the regional policy and supports transparency, rights protection and the person’s voice during reviews. 

The policy’s emphasis on advance statements helps mitigate age-related risks by enabling individuals to record their preferences, early warning signs, and calming strategies. This supports proactive planning and reduces reliance on restrictive interventions. 

Where seclusion is deemed inappropriate or unsafe for an older person such as in cases of severe frailty, delirium, or medical instability, alternative pathways must be considered, including enhanced nursing observation, a low‑stimulus therapeutic space, or a medical review-led safety plan. These alternatives uphold least‑restriction requirements and reduce harm.
Specific Considerations in relation to age:

· Older adults in mental‑health crises frequently have undiagnosed delirium, UTI, dehydration, or pain driving agitation.  Seclusion may worsen delirium and increases mortality risk in this cohort.  Where the service user is an older adult or presents with fluctuating cognition, staff must screen for delirium, infection, dehydration, pain, hypoxia and other reversible medical causes of behavioural disturbance prior to seclusion and at each review. Where suspected, urgent medical review is mandatory.

· PICU seclusion rooms are hard‑surface; older adults are at significant risk of falls, especially during sedation.  Falls and frailty risk must be assessed at the point of seclusion. Adaptations such as additional padding, safe flooring checks, mobility support, and increased observation must be implemented for anyone with frailty or mobility impairment.

· Older adults metabolise medication differently; Rapid Tranquilisation + seclusion is high‑risk.  Medical reviews must specifically account for polypharmacy and age‑related pharmacological vulnerability when considering rapid tranquillisation or ongoing seclusion.

· Older adults often have reduced vision/hearing; this increases fear, misinterpretation, hallucinations.  Staff must ensure visual and hearing aids are made available unless unsafe. Communication must be adapted for sensory impairment, with enhanced reassurance and explanation.

· Older adults with dementia experience seclusion as traumatic; may escalate disorientation.  Where cognitive impairment is present (including dementia), seclusion should be avoided wherever safely possible; alternatives must be escalated first.

Governance and monitoring arrangements reinforce these mitigations. Every episode involving an older adult must be reviewed through incident reporting, audit processes and Divisional Governance oversight, which monitor patterns, compliance with review timelines, and use of alternatives. 

Overall, these combined actions, rights‑based decision-making, enhanced monitoring, person‑centred communication, advocacy, carer involvement, strict review timelines, environmental safeguards, proactive prevention and clear alternatives, ensure that age‑related risks are minimised and that seclusion is used only within a lawful, safe, compassionate and accountable framework.

	Dependant Status
	
	
	X
	No differential adverse impact in terms of dependant status.

	Disability
	X
	
	
	The Trust recognises that disabled people are the group most significantly affected by restrictive practices, including seclusion, within mental health inpatient care. This includes individuals with learning disabilities, autism, sensory impairments, physical disabilities, long‑term conditions, cognitive impairments and communication difficulties. It also includes all people with mental health conditions, who are explicitly protected as disabled persons under the Disability Discrimination Act 1995 (as amended). This means that all AMHIC service users fall within the definition of disability, and therefore require the highest level of human rights, equality and safeguarding protections during any restrictive intervention.

The Regional EQIA confirms that disabled people are disproportionately affected by the use of seclusion across mental health and learning disability settings and therefore benefit from a “significant positive impact” from strengthened safeguards. At the same time, the EQIA emphasises that without robust implementation, disabled people are at greater risk of miscommunication, coercion, escalation, trauma, physical deterioration and disproportionate use of restrictive interventions. 

Accordingly, the AMHIC Seclusion Policy embeds the rights‑based framework mandated by the Human Rights Act 1998 (Articles 2, 3, 5 and 8), ensuring seclusion is only used when it is lawful, necessary, proportionate, and the least restrictive measure available. This is complemented by the FREDA principles: Freedom, Respect, Equality, Dignity and Autonomy, which frame every decision and ensure that disability‑related needs are foregrounded. 

A core mitigation is the requirement for reasonable adjustments and accessible communication, which are mandatory under both equality law and the regional policy. Staff must tailor communication to the person’s cognitive, sensory and communication profile, using:

· Interpreters (spoken and signed languages),

· Easy Read information,

· Visual/pictorial aids,

· Communication passports,

· Simpler language, slower pacing, reassurance,

· Sensory tools and adjustments
These adjustments are also underscored by the BHSCT Privacy and Dignity Policy, which highlights the importance of culturally sensitive and accessible communication. 

Because seclusion is always a deprivation of liberty, disabled people have enhanced legal protection under both the Mental Capacity Act (NI) 2016, where they lack capacity, and the Mental Health (NI) Order 1986, where they are detained or liable to be detained. The AMHIC Seclusion Policy stresses that seclusion is unlawful without a valid legal authority, and that staff must explicitly document the person’s capacity, the legal framework relied upon, and the justification for overriding liberty. 

Before seclusion is ever initiated, staff must apply the Three Steps to Positive Practice Framework, which is essential for preventing escalation in disabled people. This requires:

· understanding triggers, trauma histories, sensory sensitivities, communication needs;

· using proactive alternatives (low‑stimulus spaces, staff substitution, sensory strategies, de‑escalation approaches tailored to neurodiversity);

· avoiding unexpected touch or crowding for autistic or trauma‑surviving service users.
If seclusion becomes unavoidable, the enhanced clinical monitoring set out in the policy is especially important for disabled people, who may have co‑existing physical‑health vulnerabilities (e.g. respiratory compromise, metabolic risk, medication sensitivity, epilepsy, pain, delirium). Continuous observation by a registered nurse, with detailed 15‑minute documentation of physical and mental state, is mandatory. The BHSCT Observations Policy reinforces this, emphasising therapeutic engagement, safe monitoring and human‑rights‑based professional judgement. 
Specific Considerations Disability 

· PICU frequently admits people with ABI, stroke sequelae, or cognitive deficits. This group is highly sensitive to sensory overload and coercion.  For service users with ABI or cognitive impairment, staff must consider the heightened risk of disorientation, fear and behavioural dysregulation. De‑escalation must emphasise calm, low‑stimulus interaction, memory support and simplified language. Seclusion must be avoided unless necessary.

· For people who are non‑verbal or whose communication is impaired (e.g. LD, ASD, dementia, ABI), staff must actively assess for pain using recognised pain‑assessment tools before considering seclusion.

· Autistic people, people with ADHD, and those with sensory processing differences report extreme distress in seclusion rooms (echo, light, confinement).  For neurodivergent service users (autism/ADHD/sensory processing differences), staff must consider sensory adaptation (e.g. dimmed lighting, reduced noise, minimising staff numbers, avoiding sudden movements). These adjustments must be documented

· Some disabled (e.g. Autism and Learning Disability) people experience trauma and respiratory risk when physical restraint is followed by seclusion.  Where restraint has been used, staff must assess respiratory risk, positional asphyxia risk and trauma response before transitioning to seclusion and must not automatically move from restraint to seclusion without reassessing necessity and proportionality.

· PICU populations frequently have obesity, diabetes, respiratory disease, epilepsy.  All disabled persons with physical‑health comorbidities (obesity, diabetes, epilepsy, COPD, cardiovascular disease) must receive enhanced physical‑health monitoring, including early medical review if deterioration is observed.

· Disabled people often have prior negative experiences of seclusion.  Staff must review history of previous restrictive interventions, trauma, childhood adversity or past inpatient episodes that may trigger distress or re‑traumatisation during seclusion.

Specialist multidisciplinary input is a further key mitigation. MDT reviews must involve psychology, occupational therapy, SLT and medical staff where relevant to the person’s disability, ensuring that all seclusion‑related decisions and post‑incident actions reflect the person’s holistic needs. The Independent MDT Review, triggered when regional time thresholds are met, adds additional layers of scrutiny and is particularly important for disabled service users. 

Family and carer involvement, where consent is provided, is another critical safeguard. Carers of disabled people often hold essential insight into the person’s communication style, sensory needs, routines, early warning signs, calming strategies and medical conditions. The AMHIC Policy and Regional Procedures require that families/carers be informed at commencement and termination of seclusion, and contribute to the post‑incident review, ensuring that future care plans are more attuned to the person’s disability‑related needs. 

Independent advocacy is a mandatory rights safeguard for disabled people, who may face greater challenges in expressing their views, challenging decisions or navigating distress during crisis. The policy requires advocacy involvement where relevant and available, ensuring the person’s rights, experiences and preferences are actively represented. 

The post‑incident review (within 72 hours) plays a particularly critical role for disabled individuals. This review must evaluate:

· whether disability‑related factors contributed to escalation;

· whether reasonable adjustments were implemented;

· whether sensory/cognitive/communication needs were addressed;

· whether the intervention remained lawful and proportionate;

· whether the person experienced trauma or distress related to disability;

· and what changes are needed in the care plan, formulation, risk assessment or crisis plan.

Robust governance, monitoring and audit systems underpin all mitigations. AMHIC must audit compliance with the legal framework, documentation of alternatives, advocacy and carer involvement, reasonable adjustments, review timeliness, and disability‑sensitive monitoring. Patterns and themes relating to the use of seclusion inn PICU must be escalated through Divisional Governance and RQIA oversight. 

In summary, because all mental health service users are legally recognised as disabled under the DDA, and because many have additional sensory, cognitive, communication or physical vulnerabilities, the AMHIC Seclusion Policy is designed around a comprehensive suite of mitigations that ensure seclusion is used only as a last resort, within a lawful, rights‑based, person‑centred and disability‑responsive framework. These include reasonable adjustments, accessible communication, MDT and carer involvement, advocacy, tailored de‑escalation, enhanced monitoring, legal safeguards, and rigorous post‑incident review, all aligned to the Regional Policy, Regional EQIA, and BHSCT governance standards. 

	Men and Women generally
	
	
	X
	No differential adverse impact anticipated in terms of men and women generally.

	Marital Status
	
	
	X
	No differential adverse impact anticipated in terms of marital status.

	Race (Ethnicity)
	
	
	X
	Ref demographic section here – v low numbers and also holistic care no link race or ethnicity 

	Religion
	
	
	X
	No differential adverse impact anticipated in terms of religion.

	Political Opinion
	
	
	X
	No differential adverse impact anticipated in terms of political opinion.

	Sexual Orientation
	
	
	X
	No differential adverse impact anticipated in terms of sexual orientation.

	Multiple Identities e.g. disabled ethnic minorities or young Protestant men.
	
	
	X
	Individuals often belong to more than one equality category, such as disabled women, minority ethnic men, or LGBTQ+ individuals with caring responsibilities. 
AMHIC is committed to proving safe, effective and compassionate care for all patients regardless of the Section 75 group they fall under, this includes:

· Individual care plans

· Rights based approach 

· Person-centred care 

· Holistic approach


	(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
	Although this policy does not have a direct impact on Good Relations, the Trust is committed to ensuring that its implementation supports a safe, respectful and inclusive environment for all service users, families, carers and staff. All Trust staff are required to complete mandatory Equality, Human Rights and Good Relations training, which includes clear guidance on the statutory Good Relations duty.

The Trust is committed to ensuring that all inpatient and communal spaces within AMHIC operate as shared, inclusive and welcoming environments for everyone, regardless of religious belief, political opinion or racial group. This includes ensuring that all service users, carers, families and advocates are treated with dignity and respect, and that policies such as the Seclusion Policy are implemented in a way that is neutral, fair and culturally sensitive. Staff follow the Trust’s Good Relations Strategy – Healthy Relations for a Healthy Future 3, which promotes mutual respect, challenges prejudice and supports positive interaction across all communities. 
The Trust will ensure that appropriate, inclusive and accessible communication is always used. This includes providing interpreters, translated information and alternative communication formats where required, in line with established Trust protocols, to ensure that service users and their families can understand decisions relating to their care and can participate meaningfully in discussions—particularly in high‑risk or distressing situations.

The River of Hope mural, displayed permanently in the foyer of the Acute Mental Health Inpatient Centre, was co‑created by service users and artists through Arts Care and unveiled as part of Good Relations Week 2019. The artwork brings together the dreams, hopes and aspirations of service users and staff, creating a powerful shared expression of recovery, dignity and connection. The Community Relations Council declared that the River of Hope symbolises the Trust’s commitment to good relations, inclusion and mutual respect across religious, racial and political backgrounds, reflecting the Trusts long‑standing leadership in Good Relations work. It was chosen for permanent display because its themes of hope, recovery and shared humanity align with the ethos of AMHIC and its role as a therapeutic, welcoming and inclusive space for all service users. 

Through these measures, the Trust continues to uphold strong Good Relations principles while delivering a rights‑based, person‑centred approach to seclusion that is consistent, respectful and free from bias.

	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.


	Disabled people including those with learning disabilities, autism, sensory impairments, physical disabilities, long‑term conditions, communication barriers and cognitive impairments are the equality group most significantly affected by restrictive practices. This includes all people with mental health conditions, who are legally recognised as disabled under the Disability Discrimination Act (DDA) 1995 (as amended). As such, all AMHIC service users fall within the scope of disability law, making strong safeguards essential.

Because 100% of people who may require seclusion within AMHIC will meet the definition of disability under the Disability Discrimination Act 1995, including all those with mental health conditions, the Trust recognises the heightened safeguarding duties involved; however, seclusion is used only where there is an immediate and unmanageable risk of serious harm to self or others, and must always be the least‑restrictive, lawful and proportionate option, implemented for the shortest possible time, with continuous observation, strict review timelines, enhanced monitoring and robust governance as required by the Regional Seclusion Operating Procedures and the AMHIC Seclusion Policy.” 

In recognition of this, the AMHIC Seclusion Policy embeds the rights‑based approach required by the Human Rights Act 1998 (Articles 2, 3, 5 and 8,) ensuring seclusion is used only when lawful, necessary, proportionate and the least restrictive option. This is underpinned by the FREDA principles (Freedom, Respect, Equality, Dignity, Autonomy), explicitly referenced throughout the Regional Policy and AMHIC guidance. 

Reasonable Adjustments and Accessible Communication - a key mitigation is the requirement for reasonable adjustments and accessible communication, which are mandatory under equality legislation and Trust policy. Staff must tailor communication using interpreters, Easy Read materials, visual supports, sensory adaptations, communication passports and simplified explanations. These adjustments are especially essential for people with learning disabilities, autism, cognitive impairment or sensory processing needs, who may otherwise misinterpret actions and escalate into crisis. 

Legal Safeguards Under MCA (NI) 2016 and MHO 1986 - Because seclusion constitutes a deprivation of liberty, disabled people are additionally protected under the Mental Capacity Act (NI) 2016 where they lack capacity, and the Mental Health (NI) Order 1986 where detention applies. The AMHIC Policy requires documentation of capacity, the legal framework relied upon and the justification for overriding liberty. 

Three Steps to Positive Practice and Proactive Alternatives - The Three Steps to Positive Practice Framework requires staff to identify and address disability‑related needs and triggers before behaviour escalates—this includes sensory strategies, quiet low‑stimulus environments, staff substitution, trauma‑informed approaches and avoiding sudden physical proximity for autistic or trauma‑surviving individuals. These expectations align with your mitigations 020326 notes and with regional standards.

Enhanced Monitoring During Seclusion - Where seclusion becomes unavoidable, disabled people benefit significantly from the policy’s enhanced observation and physical‑health monitoring, due to heightened vulnerability to sedation, respiratory depression, delirium and seizure activity. Continuous observation by a registered nurse, with 15‑minute monitoring, aligns with both the Regional Procedures and the BHSCT Observations Policy, which emphasises therapeutic engagement and human‑rights compliance. 

Specialist MDT Involvement - Meaningful mitigation is achieved through specialist MDT involvement, including Speech and Language Therapy (for communication needs), Occupational Therapy (for sensory and environmental needs) and Psychology (for trauma‑informed formulation). The regional independent MDT review process detailed in the policy offers additional scrutiny for disabled people once time triggers are reached. 

Family/Carer Involvement - Where consent is given, carers and family members bring vital insight into communication styles, sensory needs, triggers and calming strategies. The Regional Procedures require reflected in the policy NOK/carer notification at commencement and termination of seclusion, and involvement in post‑incident reviews. 

Advocacy is a critical safeguard for disabled people who may struggle to articulate their wishes or challenge decisions during crisis, ensuring their voice is central. 

Post‑Incident Learning and Care‑Plan Updating - The post‑incident review (≤72 hours) must analyse whether disability‑related factors contributed to escalation, whether reasonable adjustments were applied consistently, and whether safeguards were proportionate and lawful. This informs updates to care plans, advance statements and risk assessments. 
Trust Disability Committee and 5‑Year Disability Action Plan - As part of its wider statutory disability duties under the DDA, the Trust has established a Disability Committee and delivers a comprehensive 5‑Year Disability Action Plan, both of which strengthen the disability‑positive and participation‑enhancing impact of the Seclusion Policy. Together, the Committee and Action Plan help ensure that the Seclusion Policy is not only legally compliant but aligned with the Trust’s strategic commitment to empower, include and uphold the rights of disabled people.


	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)
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-+ the human right not to be subjected to slavery or forced
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(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
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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:
Seclusion is used only as a last resort, and only when there is an immediate and unmanageable risk of serious harm that cannot be safely managed in any other way; it must always be the least‑restrictive option, implemented for the shortest possible time, with robust safeguards, continuous review and strict monitoring to protect both the person and others from harm.

The use of seclusion engages several key rights), including Article 2 (Right to Life), Article 3 (Freedom from Inhuman or Degrading Treatment), Article 5 (Right to Liberty and Security), Article 8 (Right to Respect for Private and Family Life), and Article 14 (Non‑Discrimination). The AMHIC Seclusion Policy embeds human‑rights protections at every stage, ensuring seclusion is used only as a last resort, for the shortest possible time, and with stringent review, monitoring and governance safeguards, as required by the Regional Seclusion Operating Procedures.

The following actions demonstrate how human rights are actively promoted and considered within decision‑making: 

1. Explicit Human Rights Framework (Articles 2, 3, 5, 8, 14)

· Article 2 – Right to Life: The policy requires continuous observation by a registered nurse, enhanced physical‑health monitoring, immediate medical review when required, and strict escalation procedures to safeguard life during seclusion. 

· Article 3 – Freedom from Inhuman or Degrading Treatment: Seclusion must never be punitive, must end as soon as risk reduces, and is supported by mandated reviews, safeguarding procedures, and post‑seclusion debriefs to prevent degrading treatment. 

· Article 5 – Right to Liberty: As a deprivation of liberty, seclusion requires lawful authority, necessity, and proportionality. Documentation must detail the legal framework (MHO 1986 or MCA (NI) 2016), alternatives attempted, and justification for the decision. 

· Article 8 – Private and Family Life: Privacy, dignity and therapeutic engagement must be upheld throughout; communication with family/carers is required at commencement and termination (subject to consent). Gender‑sensitive and trauma‑informed care are required. 

· Article 14 – Non‑Discrimination: Reasonable adjustments, accessible communication, and equality safeguards ensure that seclusion is never used in a discriminatory manner and that all Section 75 groups are treated equitably. 

2. Embedding FREDA Principles

Human‑rights principles are operationalised through the FREDA framework: Freedom, Respect, Equality, Dignity and Autonomy. This is explicitly referenced in both the Regional Policy and throughout the AMHIC Seclusion Policy. Staff must demonstrate that decisions are least‑restrictive, necessary, and proportionate, and that the person’s dignity, privacy and autonomy are upheld. 

3. Mandatory Training and Staff Competence

All staff involved in seclusion must complete mandatory training in Equality, Human Rights, Trauma‑Informed Practice, and Seclusion Awareness, including instruction on ECHR Articles 2, 3, 5 and 8, and the legal frameworks governing deprivation of liberty. Staff must maintain accredited competencies through refresher training and governance oversight. 

4. Robust Governance, Oversight and Audit

Human‑rights protections are reinforced through a comprehensive governance framework that includes:

· Hourly nursing reviews,

· Two‑hourly dual‑nurse reviews,

· Four‑hourly medical reviews,

· Daily consultant review,

· Internal MDT review and Independent MDT review when time thresholds are met,

· Mandatory incident reporting, audit, and senior‑management escalation.
These oversight measures ensure continuous proportionality assessment and prevent unnecessary or prolonged restriction. 

5. Individualised Care Planning and Exhaustion of Alternatives

Before seclusion is used, staff must demonstrate that all less restrictive interventions were attempted or considered insufficient. Care plans must reflect individual needs, triggers, communication requirements, sensory needs, trauma histories and disability‑related adjustments. Decisions must clearly evidence the least‑restrictive option. 

6. Accessible Information, Communication and Advocacy

Human rights are reinforced through accessible, inclusive communication. Service users are informed of their rights using Easy Read, interpreters, or visual supports where necessary. Advocacy is offered to ensure the person’s views and preferences are represented, supporting equality, autonomy and informed participation. 

7. Post‑Seclusion Debrief and Continuous Learning

The policy mandates post‑incident debriefs with both service users and staff, enabling the person to discuss their experience, raising any concerns about dignity or rights, and informing learning to prevent recurrence. This process feeds directly into updating care plans, risk assessments and governance learning. 

8. Escalation of Human Rights Concerns

Any concerns about potential human‑rights breaches must be escalated immediately to senior management and reviewed through the Trust’s governance structures. Serious concerns are reported through statutory mechanisms, including RQIA and incident reporting systems. 
9. Views of the Patient and Families and Carers 

The voice of the person is central to all decisions regarding seclusion, and their wishes, feelings, beliefs and preferences must be actively sought, communicated in accessible formats, and reflected in care planning and review.  This does not remove the need for legal safeguards.  Where consent is given, families and carers are involved at key stages, including commencement and termination of seclusion and the post‑incident review, as required by the Regional Seclusion Operating Procedures and the AMHIC policy. 




	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?
	A comprehensive range of mitigations have been embedded to address identified equality and human‑rights impacts associated with the use of seclusion. These include:

1. Seclusion as a last resort and least‑restrictive option: Seclusion is permitted only in emergencies, when there are immediate and unmanageable risk of serious harm and no safer alternative is available; it must be time‑limited, necessary, proportionate, and the least restrictive option in line with the Regional Seclusion Operating Procedures. 

2. Rights‑based practice and FREDA principles: Decision‑making is guided by the Human Rights Act 1998 and ECHR Articles 2, 3, 5, 8 and 14, with all staff required to demonstrate necessity, proportionality, dignity, respect and autonomy (FREDA). 

3. Reasonable adjustments and accessible communication: Mandatory reasonable adjustments—interpreters, Easy Read, sensory supports, communication passports—ensure disabled people, including all mental‑health service users protected under the DDA, can understand and participate fully in decisions. 

4. Strong involvement of the person, families and carers: The voice of the person is central; their wishes, feelings and preferences must be sought and reflected in decision‑making. Where consent is provided, families and carers are informed at commencement and termination and are included in post‑incident reviews and care‑plan updates. 

5. Advocacy support: Independent advocacy is offered routinely, ensuring that the person’s rights, views and communication needs are represented and safeguarded at every stage. 

6. Enhanced clinical monitoring and strict review timetable: Continuous observation by a registered nurse, 15‑minute documentation, hourly/2‑hourly nursing reviews, 4‑hourly medical reviews and daily consultant oversight ensure safety and reduce duration. Though policy also triggers Internal and Independent MDT reviews where required. 

7. Proactive alternatives to prevent seclusion: Before seclusion, staff must evidence de‑escalation, sensory adjustments, staff substitution, low‑stimulus environments and rapid tranquillisation where clinically appropriate. This aligns with the Regional Policy’s minimisation and least‑restrictive requirements. 

8. Post‑incident learning and care‑plan updating: A mandatory 72‑hour post‑incident review explores causes, impact, equality considerations, human‑rights issues, and what changes must be made to prevent recurrence. Learning is fed into updated care plans, risk plans and MDT practice. 

9. Governance, audit and accountability: All seclusion episodes undergo DATIX incident reporting, audit and Divisional Governance review. Compliance with training, documentation, human‑rights tests and review timelines is monitored, with escalation to senior management where concerns arise. External scrutiny via RQIA provides additional assurance. 

	(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 implement a comprehensive monitoring framework to ensure that the Seclusion Policy is applied safely, lawfully, proportionately, and in a manner that protects equality of opportunity, good relations, disability duties and human rights. Monitoring arrangements are aligned with the Regional Seclusion Operating Procedures, the AMHIC Seclusion Policy, and Trust‑wide governance structures. 

1. Routine Audit and Reporting of Seclusion Episodes: All seclusion episodes will be recorded on DATIX and reviewed through the AMHIC management team and Divisional Governance structures. 

2. Internal and Independent MDT Oversight: Where seclusion extends to regional trigger thresholds, Internal MDT and Independent MDT Reviews provide deeper scrutiny of equality and human‑rights considerations. These reviews evaluate proportionality, alternatives attempted, communication needs, and whether the intervention remains appropriate. 

3. Post‑Incident Review (within 72 hours): A post‑incident review must occur for every episode of seclusion. This process: examines the person’s experience; identifies unmet communication, cultural or disability‑related needs; incorporates views of carers/advocates; informs learning and improvements to care plans and team practice.. 

4. Monitoring of Reasonable Adjustments and Accessibility: In line with the Trust Privacy & Dignity Policy and disability duties, staff will record and monitor: use of interpreters; Easy Read or accessible formats; sensory and communication adjustments; disability‑specific adaptations during seclusion.
Audits will examine whether these adjustments were provided consistently. 

5. Training Compliance Monitoring

Training dashboards will track completion of all training including Equality, Human Rights and Good Relations training; Seclusion Awareness training; Safety Intervention (Advanced/Emergency) training,

6. Engagement with the Trust Disability Committee and Disability Action Plan Monitoring where appropriate.  
8. Human‑Rights Compliance Checks: Each episode will be examined for consistency with Articles 2, 3, 5, 8 and 14, including:

· necessity and proportionality of the decision,

· quality of continuous observation,

· protection of dignity and privacy,

· family/carer involvement (subject to consent),

· advocacy engagement,

· adherence to least‑restrictive practice.

9. External Scrutiny

RQIA will continue to provide independent external monitoring of seclusion practice, equality and rights safeguards, documentation quality and compliance with regional standards. 

	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: Carrie Cruikshank  
Position: Service Manager 
Date: 15/06/26
	Countersigned by: Equality Manager/Employment Equality Manager

Name: Jim Mulholland
Position: Senior Planning and Equality Manager 
Date: 15/06/26

	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).
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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
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