[image: image4.png]


                                                                   




      

                                                                     
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

	Adult Mental Health Acute Inpatient Admission Centre 

Operational Policy

	(1.2) Status of policy/proposal/decision

 (please underline)                       
	New
	Existing
	Revised

	(1.3) Trust Directorate / Division 
(please underline)


	Corporate Services Group (Please specify)

· Planning, Performance & Informatics

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

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


	ACCTSS and Surgery 

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


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

	
	Mental Health and Intellectual Disability &
Psychological Services


	Cancer and Specialist Services


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

	(1.4) Description of the policy/ proposal/decision?
  
 
	The AMHIC Operational Policy sets out the agreed operational framework for the safe, appropriate and consistent admission of individuals to adult mental health inpatient services within Belfast Health and Social Care Trust.
The primary aim of the policy is to ensure that all admissions to inpatient mental health services are:
· Clinically appropriate and necessary, based on assessed need and level of risk

· Timely and responsive, reducing unnecessary delays in accessing inpatient care

· Safe and coordinated, with clear roles, responsibilities and communication processes across services

· Equitable and consistent, ensuring standardised decision-making regardless of service location or patient background

· Person-centred, recognising the dignity, rights, and individual circumstances of each service user
Key elements of the policy include:
· Clear admission criteria for adult mental health inpatient care, including thresholds relating to risk, severity of mental illness, and failure of community-based interventions

· Defined referral pathways, including routes from community mental health teams, crisis resolution/home treatment teams, emergency departments, and other acute settings

· Standardised assessment and decision-making processes, ensuring that all admissions are supported by appropriate clinical review and multidisciplinary input where required

· Roles and responsibilities of key staff involved in the admission process (e.g. medical staff, nursing staff, bed management, Home Treatment Team, Approved Social Work and Mental Health Liaison services)

· Bed management and capacity processes, including escalation arrangements where beds are unavailable and use of regional or alternative placements if required

· Legal and governance considerations, including compliance with the Mental Health (NI) Order, safeguarding responsibilities, and documentation standards

· Communication protocols, ensuring effective information sharing with service users, carers, families, and relevant professionals at all stages of the admission process

· Consideration of least restrictive options, ensuring admission is only used where clinically necessary and that alternatives have been explored

· Interface arrangements between inpatient services, acute community and community services to support continuity of care and safe transitions
Changes introduced by the OPERATIONAL POLICY:
· Establishes a single, standardised approach to admission across all adult mental health inpatient settings in the Trust

· Reduces variation in practice and decision-making between teams and locations

· Strengthens governance, accountability, and documentation requirements

· Improves clarity around thresholds for admission, reducing inappropriate admissions or delays

· Enhances integration across acute, community, and crisis services

· Supports more effective bed utilisation and patient flow, contributing to improved service efficiency and patient experience
Implementation and communication:
The OPERATIONAL POLICY will be implemented across all adult mental health inpatient and referring services within the Trust. It will be:

· Communicated via Trust governance structures, team meetings, and service briefings

· Supported by staff guidance and training where required, particularly for staff involved in assessment and admission decisions

· Made available through Trust intranet systems and policy repositories

· Embedded into clinical practice through operational management oversight and audit processes
The policy does not fundamentally change the nature of services provided but standardises how access to inpatient care is determined and managed, which may influence how and when individuals experience admission to hospital and how staff undertake decision-making in practice.
Overall, the OPERATIONAL POLICY is designed to improve patient safety, equity of access, quality of care, and system efficiency, while ensuring compliance with legislative, clinical, and human rights standards.

	(1.5) Who owns the policy/proposal? 
 
	Belfast Health and Social Care Trust – Adult Mental Health Division


	(1.6) Who are the main stakeholders affected?


	The AMHIC Operational Policy has a wide range of stakeholders, both directly and indirectly affected, across service users, carers, staff, partner organisations. These include:
1. Service Users 

· Adults requiring access to mental health inpatient care within Belfast HSC Trust

· Individuals experiencing acute mental health crises, including those detained under the Mental Health (NI) Order

· People with severe and enduring mental illness requiring inpatient stabilisation

· Service users presenting through different pathways (e.g. Crisis Resolution/Home Treatment Teams, Emergency Departments, community mental health teams)

· Individuals from all Section 75 categories, including those who may experience additional barriers to accessing services (e.g. older people, people with disabilities, minority ethnic groups)
2. Carers, Families and Advocates

· Family members and informal carers supporting service users

· Nominated carers involved in care planning and decision-making

· Independent advocates and advocacy services supporting patient rights

· Individuals affected by admission decisions, communication processes, and involvement in care
3. Mental Health Clinical Staff

· Consultant psychiatrists, specialty doctors and junior medical staff

· Mental health nursing staff in both inpatient and community settings

· Allied Health Professionals (e.g. occupational therapists, psychologists)

· Social workers and Approved Social Workers (ASWs) involved in assessment, safeguarding, and legal processes
· Peer support staff

· PATH staff
4. Community Mental Health and Crisis Services

· Community Mental Health Teams (CMHTs)

· Home Treatment Teams (HTTs)

· Liaison psychiatry teams, including those based in Emergency Department

· Out-of-hours services involved in urgent assessment and admission decisions
5. Inpatient Mental Health Services

· Staff and management across adult inpatient wards

· Bed management teams responsible for capacity and patient flow

· Ward-based multidisciplinary teams responsible for ongoing care following admission
6. Trust Management, Governance and Support Services

· Senior operational and clinical management within Adult Mental Health 

· Service managers and assistant directors overseeing inpatient and community services

· Clinical governance, risk management, and quality improvement teams

· Information governance and administrative staff supporting documentation and communication processes
7. Emergency and Acute Care Services

· Emergency Department staff involved in the assessment and referral of individuals in crisis

· NIAS personnel involved in patient conveyance and urgent presentations

· Acute hospital staff where mental health needs present alongside physical health concerns
8. External Statutory and Partner Organisations

· Housing and support providers where accommodation and support issues impact admission or discharge

· PSNI particularly in situations involving crisis intervention or place of safety arrangements

· Voluntary and community sector organisations providing mental health support or crisis services

· Regional mental health services and other Trusts where cross-Trust or regional placements are required
9. Regulatory and Oversight Bodies

· RQIA
· DOH
· Professional regulatory bodies (e.g. GMC, NMC, HCPC)

	(1.7) Provide details of how you involved stakeholders, views of colleagues, service users, staff side or other stakeholders when screening this policy/proposal.
	Stakeholder engagement for the development and equality screening of the AMHIC Operational Policy has been undertaken through a combination of operational consultation, multidisciplinary input, and service-level discussion.

The policy was developed with input from a range of clinical and operational stakeholders across Mental Health. This included:

· Consultation with consultant psychiatrists and medical staff to ensure that admission criteria and decision-making processes are clinically appropriate and aligned with best practice

· Engagement with mental health nursing staff, particularly those working in inpatient wards and crisis services, to reflect operational realities and patient flow considerations

· Input from Allied Health Professionals and social work staff, including those involved in assessment, safeguarding and Approved Social Worker (ASW) processes

· Discussion with service managers and bed management functions to ensure clarity around capacity management, escalation processes, and system pressures

The policy has also been informed by existing service user pathways and practical experience of frontline teams, including:

· Lessons learned from previous admission processes, including identified delays, inconsistencies, and risks

· Feedback raised through clinical governance forums, incident reviews, and operational meetings, which highlighted the need for a more standardised approach

In relation to equality considerations:

· The screening has been undertaken with reference to the profile of service users accessing mental health inpatient care, including those from across all Section 75 categories

· Consideration has been given to the needs of vulnerable and potentially marginalised groups, including individuals with disabilities, older people, and those experiencing acute mental health crisis

While direct, formal consultation with service users and carers specific to this policy may be limited, the policy reflects:

· Established person-centred care principles

· Existing advocacy and service user engagement structures and input within the Trust

· Wider regional and local policy frameworks that incorporate service user and carer perspectives

The policy will continue to be informed by stakeholder feedback through:

· Ongoing monitoring, audit and review processes

· Feedback from service users, carers, and advocacy services

· Engagement with staff side representatives and workforce forums, where implementation impacts are discussed

This approach ensures that the OPERATIONAL POLICY is clinically robust, operationally deliverable, and cognisant of equality and human rights considerations, while allowing for ongoing refinement based on stakeholder experience following implementation.

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


	The AMHIC Operational Policy aligns with, and is informed by, a range of local, regional, and legislative frameworks that govern the delivery of mental health services and admission to inpatient care. These include:

Trust Policies and Procedures

· Acute Mental Health Operational Policies

· Crisis Resolution/Home Treatment Team operational policies and protocols

· Inpatient Mental Health Ward operational policies and procedures

· Bed Management and Patient Flow policies within Belfast HSC Trust

· Safeguarding Vulnerable Adults Policy

· Consent to Treatment and Capacity policies

· Risk Assessment and Risk Management policies

· Information Governance and Confidentiality policies
· Safeguarding Children and Young People Policy
Regional and Legislative Frameworks

· Mental Health (Northern Ireland) Order 1986

· Mental Capacity (Northern Ireland) Act 2016 and associated Codes of Practice

· Human Rights Act 1998

· Disability Discrimination Act 1995 (as amended)

· Health and Social Care (Reform) Act (NI) 2009
· Health and Personal Social Services (NI Order 1972

· Carers and Direct Payments Act (Northern Ireland) 2002
Regional Mental Health Strategies and Guidance

· Mental Health Strategy 2021–2031 (Department of Health NI)

· Regional Care Pathways for Adult Mental Health Services

· Crisis Care Pathway and Liaison Psychiatry service guidance

· Regional guidance on use of least restrictive options in mental health care

Equality and Human Rights Frameworks

· Section 75 of the Northern Ireland Act 1998

· Belfast HSC Trust Equality Scheme

· Trust Equality Screening and Equality Impact Assessment guidance

· Human Rights-based approach frameworks in health and social care

Professional and Regulatory Standards

· General Medical Council (GMC) guidance on good medical practice

· Nursing and Midwifery Council (NMC) Code

· Health and Care Professions Council (HCPC) standards

· Regulation and Quality Improvement Authority (RQIA) standards for mental health services

Other Relevant Interfaces

· Emergency Department and Acute Hospital interface protocols

· Northern Ireland Ambulance Service procedures for mental health conveyance

· PSNI policies relating to places of safety and mental health crisis response

· Housing and support pathways where accommodation impacts admission or discharge planning

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


	A number of factors may support or limit the effective implementation and intended outcomes of the AMHIC Operational Policy.

Factors contributing positively to the intended outcomes:

· Clear standardised processes and criteria: The introduction of consistent admission criteria and defined pathways supports more equitable, transparent, and timely decision-making

· Improved governance and accountability: Clearly defined roles, responsibilities, and documentation requirements strengthen oversight and clinical safety

· Enhanced multidisciplinary working: Structured involvement of relevant professionals in admission decisions promotes more holistic and appropriate care

· Alignment with regional policy and legal frameworks: Ensures that admission decisions are compliant with legislative requirements and best practice

· Improved communication processes: Clearer communication pathways between services, and with service users and carers, support better coordination and patient experience

· Focus on least restrictive care: Reinforces appropriate use of inpatient admission and supports consideration of alternatives where suitable

Factors which could detract from intended outcomes:

· Bed availability and system capacity pressures: Limited inpatient capacity may impact the ability to admit patients in a timely manner, potentially leading to delays or use of out-of-area placements

· Workforce pressures: Staffing constraints across inpatient and community teams may affect the consistent application of the OPERATIONAL POLICY and the timeliness of assessments and decision-making

· Demand on crisis and emergency services: High levels of demand may challenge the ability of services to fully adhere to defined processes at all times

· Training and awareness requirements: Effective implementation depends on staff understanding of the policy; insufficient training or communication may limit its impact

· Interdependencies with partner services: Delays or challenges within external services (e.g. emergency departments, ambulance services, housing support) may affect patient flow and admission processes

· Complexity of individual cases: Service users with complex needs (e.g. co-occurring physical health issues, substance use, or social factors) may require flexibility beyond standard processes

Overall, while the policy establishes a clear and structured framework to improve consistency, safety, and equity in admission practices, its effectiveness will depend on adequate resources, staff engagement, and ongoing monitoring and review to ensure that intended benefits are realised across all services and population groups.

	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


	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 services users are over the age of 18, ward one also includes patients who are 65 plus. 
	Potential differential impact in terms of age.
AMHIC provides acute mental health for adults over the age of 18, with ward 1 also providing care for adults over the age of 65. 
Age is a significant factor in shaping both access to and experience of acute mental health services, with clear differences evident across age categories course in terms of need, help-seeking behaviours, and service utilisation.

Younger adults, particularly those aged 16–24, are experiencing increasing levels of mental health need, with rising demand for both community and crisis services. Evidence indicates that this group is more likely to present in acute distress, often following delays in accessing earlier support. Long waiting times for treatment are a key concern, with many young people reporting a deterioration in their mental health while awaiting intervention, leading in some cases to escalation to crisis point and the need for inpatient admission. Transition periods between child and adolescent and adult services can further compound these challenges, creating risks around discontinuity of care and, at times, admission to environments that may not be fully age appropriate. [thelancet.com], [ons.gov.uk]
Adults of working age represent the largest group accessing acute mental health services. Demand within this cohort has increased significantly in recent years, placing sustained pressure on services. Data indicates a substantial rise in the number of adults in contact with mental health services, without a corresponding increase in capacity, which can impact the timeliness and quality of care. As a result, individuals may experience delays in assessment, admission, or access to appropriate inpatient settings. [mentalhealth.org.uk]
In contrast, older adults (aged 65 and over) experience high levels of mental health need, including depression, dementia, and complex co-existing physical health conditions, but are comparatively less likely to access services. Evidence suggests that mental health issues in older people are often under-recognised or attributed to the ageing process, and older individuals are less likely to seek help and more likely to receive pharmacological treatment rather than psychological therapies. A significant proportion of older adults with depression receive no support from services at all, and there is evidence of under-representation of this group within mental health services relative to need. Wider research also highlights the persistence of age-related inequalities within service design, particularly where generic adult models do not fully address the complexity of older people’s needs. [cambridge.org] [centreform...lth.org.uk] [cambridge.org] [thelancet.com]
Across all age groups, a number of common themes emerge. These include inequalities in access to services, differences in how and when individuals seek support, and the influence of system pressures such as service capacity and workforce constraints. Younger people are more likely to present in crisis, while older adults may delay seeking help or encounter barriers to access. Transitions between services and the availability of age-appropriate provision remain ongoing challenges.

Within this context, the AMHIC Operational Policy aims to support greater consistency and equity in admission decision-making through the introduction of clear criteria and standardised pathways. This has the potential to improve fairness and transparency across age groups. However, the degree to which these benefits are realised will continue to depend on wider system factors, including service capacity, availability of age-appropriate care, and the responsiveness of community-based supports.

	2. Dependent Status


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


	 12.42 % 
are carers
	100% of Service Users have family and carers 
	Potential differential adverse impacts in terms of dependent status. 

Dependent status, including both individuals who have caring responsibilities and those who themselves rely on carers, is an important factor influencing access to and experience of acute mental health services.

For service users who have dependants, such as children, older relatives, or others they provide care for, the prospect of inpatient admission can present significant challenges. Individuals may:

· Delay seeking help or decline admission due to concerns about the impact on dependants

· Experience heightened anxiety during crisis due to uncertainty about care arrangements

· Require coordination with family members, social services, or other supports to ensure dependants are appropriately cared for

These factors can result in delayed presentation, increased risk at point of admission, or reluctance to engage with inpatient services, particularly where alternative care arrangements are not easily accessible or clearly communicated.

Conversely, some service users are dependent on carers, including family members or informal support networks, due to their mental health condition, co-existing physical health needs, or broader social vulnerabilities. For these individuals:

· Carers often play a key role in recognising deterioration and initiating access to services

· Effective admission processes rely on clear communication with carers, particularly where the individual may have impaired insight or decision-making capacity

· Disruption of established caring arrangements during admission can impact both patient wellbeing and continuity of care

Service users without strong informal support networks may be at a disadvantage, as they may:

· Present later in crisis due to lack of early intervention

· Experience difficulties navigating access pathways

· Have additional unmet social needs that complicate admission and discharge planning

Across both groups, there is a clear need for:

· Timely and coordinated communication with carers and families

· Recognition of the impact of admission on caring roles and responsibilities

· Integration with wider support systems, including social services and community-based provision

Within this context, the AMHIC Operational Policy supports improved consistency in communication and decision-making processes, including engagement with carers where appropriate. However, the extent to which the needs of individuals with dependants, or those dependent on others, are fully met will also depend on the availability of wider support services and interagency working arrangements.

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

· Blindness or partial sight loss  

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

· Intellectual or learning disability  
· Learning difficulty 

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

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

· Other condition 


	 24.33%*

 75.67%

   5.75%
   1.78%

   1.48%

   0.89%

   3.15%
   1.86%

   8.68%

   1.99%

  11.58%
  10.29%

   8.81%
	100% of Service Users are considered disabled. 
	Disability is a central and overarching consideration in relation to this policy, as the vast majority of individuals accessing adult acute mental health inpatient services will be considered to have a disability within the meaning of Section 75. Mental health conditions such as severe depression, psychosis, bipolar disorder, and other acute presentations can have a substantial and long-term adverse impact on an individual’s ability to carry out normal day-to-day activities and therefore fall within the definition of disability.

Service users requiring inpatient admission are typically experiencing significant mental distress, impaired functioning, and heightened levels of risk, which can directly affect their ability to access services and engage with care. Mental health conditions can impact:

· Cognitive functioning, insight, and judgement

· Communication and ability to articulate need

· Capacity to make informed decisions about care and treatment

As a result, issues relating to capacity and consent are particularly relevant in the context of acute admission. Individuals may present at a point where their decision-making ability is impaired, requiring:

· Formal assessment of mental capacity

· Consideration of best interests decision-making

· Use of relevant mental health or mental capacity legislation where required

These factors can affect both access to services and the experience of admission, and require careful, legally compliant, and person-centred approaches.

In addition to their primary mental health condition, many service users experience co-morbid disabilities and complex needs, including:

· Chronic physical health conditions or reduced mobility

· Sensory impairments such as hearing or visual loss

· Learning disabilities or neurodevelopmental conditions (including autism)

· Substance use and dual diagnosis presentations

The presence of multiple and overlapping needs can create additional barriers, particularly in relation to assessment, communication, and determining appropriate placement, and requires effective multidisciplinary input.

Evidence consistently shows that people with mental health conditions experience inequalities in access to healthcare services, poorer overall health outcomes, and more complex care pathways. Barriers may include stigma, previous negative experiences of services, difficulty navigating systems, and reduced help-seeking behaviour. These issues can lead to delayed presentation, meaning individuals often reach services at a point of crisis, increasing the likelihood of requiring inpatient admission. [cambridge.org]
Stigma and discrimination remain important considerations. Individuals with mental health conditions may:

· Be reluctant to seek help due to fear of judgement

· Experience reduced confidence in services

· Encounter unconscious bias within service provision

There is also an ongoing requirement to ensure that reasonable adjustments are made to meet the needs of individuals with disabilities. This includes:

· Providing clear, accessible, and repeated communication

· Supporting involvement of carers, advocates, or appropriate adults

· Taking account of sensory, cognitive, or physical needs within the care environment

Within this context, the policy has the potential to support improved outcomes by promoting:

· Consistent and transparent admission criteria, reducing variability in decision-making

· A focus on clinical need, risk, and least restrictive options, supporting fair and proportionate decisions

· Improved coordination and communication between services, which is particularly important for individuals with complex needs

However, it is recognised that the extent to which disability-related needs are fully addressed will depend on how the policy is implemented in practice. Key considerations include:

· Ensuring capacity and consent processes are robust and consistently applied

· Embedding reasonable adjustments within all stages of the pathway

· Maintaining staff awareness of the diverse and intersecting needs of people with mental health and co-morbid disabilities

Individuals affected by this policy are, in the main, people with disabilities arising from mental health conditions, often alongside additional physical, cognitive, or social complexities. Their needs are inherently diverse and may fluctuate depending on the severity of illness and stage of crisis. While the policy provides a structured framework to improve equity, safety, and consistency, it is recognised that it remains essential that services are delivered in a way that is flexible, accessible, and responsive to individual needs, ensuring that service users are supported to participate as fully as possible in decisions about their care.

	4. 
Men and Women generally

	Female 
Male
	 
	 50.81%

 49.19%
	Approximately 60% of service users are male
	No differential adverse impact is anticipated in relation to men and women generally.

The policy establishes standardised admission criteria and processes based on clinical need, level of risk, and least restrictive principles, rather than gender. This supports consistent and equitable decision-making for all service users, regardless of sex. The policy does not introduce any provisions that would directly disadvantage either men or women in accessing inpatient mental health care.

However, it is recognised that there are underlying differences in how men and women experience mental health and access services, which are relevant to this category. For example:

· Men are generally less likely to seek help at an early stage, and may present at a point of greater crisis or risk

· Women are more likely to experience certain mental health conditions, such as depression and anxiety, and may have different patterns of service use

· There may be gender-specific risks and vulnerabilities, including experiences of trauma, safeguarding issues, or caring responsibilities

The policy, through its focus on person-centred care, risk assessment, and multidisciplinary decision-making, provides a framework that is sufficiently flexible to respond to these differing needs within a consistent process.

Overall, while gender differences in mental health need and presentation are acknowledged, the policy itself is not expected to create differential adverse impact and instead supports a fair and needs-led approach to admission.

	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%


	Data not collated 
	No differential adverse impact is anticipated in relation to marital status.

The policy applies consistent, standardised admission criteria and processes based on clinical need, level of risk, and least restrictive principles. These processes are not influenced by an individual’s marital status and are designed to ensure that all service users are assessed and admitted on an equitable and needs-led basis.

However, it is recognised that marital status can influence personal circumstances and support networks, which may indirectly shape their experience of mental health crisis and admission. For example:

· Individuals who are married or cohabiting may have greater access to informal support, which can assist in earlier help-seeking, crisis management, and communication with services

· Those who are single, separated, divorced, or widowed may be more likely to experience: 

· Social isolation

· Reduced practical or emotional support during crisis

· Increased vulnerability at the point of admission

These factors may affect how and when individuals present to services, as well as their support needs during admission and discharge. The policy recognises the importance of engaging with families, carers, and support networks where appropriate, which may help mitigate some of these differences.

Overall, while marital status may influence individual experiences and levels of support, the policy itself is not expected to create differential adverse impact, as admission decisions are based on clinical need and risk, and the framework supports a person-centred and equitable approach for all service users.

	6. 
Race

Ethnicity
	White                   BME                  
	92.95% 
7.05% 
	96.55%

 3.45%            
	Data not collated but anecdotally a very small percentage of patients are from a minority ethnic or racial background
	No differential adverse impact is anticipated in relation to race and ethnicity.

The AMHIC Operational Policy sets out standardised, transparent admission criteria and processes based on clinical need, level of risk, and least restrictive principles. These processes are applied consistently across all service users and are not determined by racial or ethnic background, supporting equitable access to inpatient mental health services.

However, it is recognised that individuals from minority ethnic backgrounds may experience additional barriers in accessing and engaging with mental health services, which are relevant to this category. These can include:

· Language and communication barriers, which may affect assessment, understanding of care processes, and participation in decision-making

· Cultural differences in how mental health difficulties are perceived, expressed, and responded to

· Stigma associated with mental illness within some communities, which may delay help-seeking

· Previous experiences or perceptions of discrimination or lack of cultural sensitivity, which may impact trust in services

There is also evidence at a broader UK level of inequalities in access to care and differences in service use across ethnic groups, including both under-representation in some services and disproportionate use of more restrictive pathways in others. These factors may influence how and when individuals present to services, and their experience of admission.

The policy, through its emphasis on clear communication, consistency in decision-making, and person-centred care, provides a framework that can support more equitable treatment. In practice, this requires:

· Appropriate use of interpreting and communication supports

· Awareness of cultural needs and perspectives

· Engagement with carers and families where appropriate

Overall, while wider inequalities and barriers are acknowledged, the policy itself is not expected to create differential adverse impact, and instead supports a fair, consistent, and needs-led approach to admission for individuals from all racial and ethnic backgrounds.

	7. 
Religion 


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

No Religion

Religion not stated


	43.46%

12.44%

  8.49%

  2.86%

  5.95%

  2.96%

21.67%

  2.17%
	 42.31%

 16.61%         

 11.55%

   2.35%    

   6.85%

   1.34%

 17.39%

   1.6%      
    
	Data not collated
	No differential adverse impact is anticipated in relation to religious belief.

The policy consistent, standardised admission criteria and processes based on clinical need, level of risk, and least restrictive principles. These are applied equally to all individuals and are not influenced by religious belief, ensuring that decisions regarding admission to inpatient mental health services are equitable and needs led.

However, it is recognised that religious belief may influence an individual’s preferences, values, and experiences of care, particularly during periods of acute mental health crisis. For example:

· Individuals may have specific requirements relating to diet, modesty, prayer, or observance of religious practices

· There may be preferences regarding same-sex care environments or staff interactions in line with faith or cultural beliefs

· Access to spiritual or pastoral support may be important to recovery and wellbeing

· Religious beliefs may shape how individuals understand and respond to mental illness, which can influence engagement with services

Failure to recognise or accommodate these needs could impact on an individual’s comfort, dignity, and overall experience of care, although these factors do not in themselves affect access to admission under the policy.

The policy, through its emphasis on person-centred care, communication, and respect for individual dignity, provides a framework within which such needs can be appropriately considered. In practice, this requires staff to be responsive and sensitive to religious and cultural requirements wherever possible.

Overall, while religious belief may influence individual care needs and experiences, the policy itself is not expected to create differential adverse impact, and supports a fair, consistent, and respectful approach to admission for individuals of all faiths and none.

	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
	Data not collated 
	No differential adverse impact is anticipated in relation to political opinion.

The policy applies standardised, clinically led admission criteria and processes which are applied consistently across all service users, regardless of political opinion. Decisions regarding admission are based on assessed clinical need, level of risk, and least restrictive principles, ensuring a fair and equitable approach that is not influenced by personal beliefs or affiliations.

Political opinion is not considered a relevant factor in determining access to acute mental health inpatient care, and there is no evidence to suggest that individuals experience differential access or outcomes based on this characteristic within the context of mental health admission processes.

	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%
	Data not collated
	No differential adverse impact is anticipated in relation to sexual orientation.
The policy establishes standardised, transparent admission criteria and processes based on clinical need, level of risk, and least restrictive principles. These processes are applied consistently to all individuals and do not take account of sexual orientation, ensuring that access to inpatient mental health care is equitable and needs led.

However, it is recognised that individuals who identify as lesbian, gay, or bisexual may experience distinct challenges in relation to mental health and service engagement. These can include:

· Higher prevalence of certain mental health issues, often linked to experiences of stigma, discrimination, or minority stress

· Concerns about disclosure of sexual orientation within healthcare settings

· Fear of judgement or lack of understanding, which may affect willingness to seek help or engage fully with services

These factors can contribute to delayed help-seeking or presentation at a point of crisis, which may in turn influence the pathway to inpatient admission.

The policy, through its emphasis on person-centred care, dignity, and clear communication, provides a framework that supports inclusive and respectful care. In practice, this requires staff to ensure that:

· Individuals feel safe and supported to disclose relevant personal information where they wish to do so

· Care is delivered in a way that is respectful of identity and individual circumstances

· Any potential barriers to engagement are recognised and addressed
Overall, while broader inequalities experienced by people of different sexual orientations are acknowledged, the policy itself is not expected to create differential adverse impact. It supports a fair, consistent, and inclusive approach to admission, based solely on clinical need.

	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).
It is recognised that individuals may hold multiple Section 75 characteristics, and that the interaction between these can shape their experience of accessing and engaging with acute mental health services.
No specific differential adverse impact is anticipated arising directly from the policy in relation to multiple identities. The policy establishes consistent, standardised admission criteria and processes based on clinical need, risk, and least restrictive principles, which are applied uniformly across all service users. This supports a fair and equitable approach, irrespective of an individual’s combined characteristics.
However, it is acknowledged that people with intersecting identities (for example, older individuals from minority ethnic backgrounds, people with disabilities who are also socially isolated, or individuals with caring responsibilities and limited support networks) may experience compounded disadvantage. This can include:

· Increased barriers to accessing services, such as language, cultural, social, or economic factors

· Greater likelihood of delayed help-seeking or presentation at crisis point

· More complex needs requiring coordinated, multidisciplinary responses

· Potential for heightened experiences of stigma or exclusion, particularly where multiple vulnerabilities are present
These factors are not created by the policy itself but reflect wider inequalities within the population and health and social care system.
The policy, through its emphasis on:

· Person-centred care

· Clear communication and engagement with service users and carers

· Consistent and transparent decision-making processes

provides a framework that is capable of responding to diverse and complex needs. However, effective implementation requires ongoing attention to individual circumstances, particularly where multiple factors intersect to increase vulnerability.

Overall, while the presence of multiple identities may influence how individuals experience mental health services, the AMHIC policy is not expected to result in differential adverse impact, and supports a fair, needs-led, and inclusive approach to admission.




	(3.2)  Quantitative and Qualitative Data: 
No differential adverse impact is anticipated in relation to staff.

The AMHIC policy relates to the standardisation and clarification of existing admission processes for adult mental health inpatient care. It does not introduce new roles, alter workforce structures, or apply differential requirements based on any Section 75 characteristic. Instead, it provides clearer guidance on roles, responsibilities, and decision-making processes, which apply consistently to all staff involved in admission pathways.

From a qualitative perspective, the policy is expected to have neutral to positive effects for staff, including:

· Improved clarity and consistency in admission criteria and processes

· Reduced variability in decision-making across teams and services

· Enhanced communication and coordination between inpatient, community, and crisis services

· Strengthened governance and accountability, supporting safe and effective practice

While it is acknowledged that staff across services are operating within pressurised environments, including high demand and capacity constraints, these pressures are system-wide issues and are not created by the policy itself.

The policy does not contain any provisions that would differentially impact staff based on characteristics such as age, gender, race, disability, or other Section 75 categories. All staff are expected to implement the policy within the context of their existing professional roles and responsibilities, supported by appropriate guidance and, where required, training.
Overall, the policy is not expected to result in adverse impact on staff, and is intended to support more consistent, efficient, and equitable service delivery across mental health admission pathways.



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

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

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



	Equality Category
	Groups
	Quantitative Data
	Qualitative Data

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

	1. 

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

23%

25%

23%

19%

3%
	
	

	2. 

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

	3. 

Disability
	Yes

No 

Not known
	2%                     65%                    33%     
	
	

	4. 

Men and Women generally
	Female 
Male
	76%                     24%                         
	
	

	5.

Marital Status
	Married/ Civil P’ship  

Single

Other/

Not known
	45%                     28%                    27%     
	
	

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

	b) Nationality
	GB   
Irish             Northern Irish

Other   

Not known

	20%         

15%                     2%                    1%                62%                  
	
	

	7. Religion 

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

	b)  Religious Belief

	Christian

Other                    No religious belief Not known
	30%         

1%                     10%                    59%                            
	
	

	8. Political Opinion

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

Not known
	7%          

6%                     8%                    78%                              
	
	

	9. Sexual Orientation


	Opposite sex

Same sex or both sexes

Do not wish to answer 


	43%          

1%                                       

56%                              
	
	

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

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


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

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

	(4.1) SERVICE USERS

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

(where Major or Minor Impact identified)

	
	Major
	Minor
	None
	

	Age
	
	Yes
	
	The equality screening process has identified potential for indirect impact in relation to age, disability, dependant status, and individuals with multiple identities. These impacts do not arise directly from the policy, but reflect established inequalities, variations in need, and system-wide pressures within mental health services. The policy introduces a structured and standardised approach to admission which is intended to improve equity; however, implementation must take account of these wider factors.

A range of mitigations and safeguards are embedded within the policy itself, and through the wider legislative, professional, and organisational framework within which the operational policy operates.

Differences in access to and experience of mental health services across age groups are well recognised. Younger adults are more likely to present in crisis following delays in accessing earlier intervention, while older adults are comparatively less likely to access services relative to need and may present later with more complex conditions. These dynamics create potential for indirect impact in terms of timeliness, appropriateness, and experience of admission.

The policy manages these risks through the introduction of clear, standardised admission criteria, ensuring that decisions are based on clinical need and risk rather than age or presentation style. The requirement for comprehensive assessment and multidisciplinary involvement supports a more holistic understanding of individual need, including age-related factors such as frailty, cognitive impairment, or transition issues between services.

In practice, mitigation is further supported by:

· Linkages with specialist services, including older adult mental health services, ensuring that age-specific expertise can be accessed where required

· Alignment with regional care pathways, which recognise differing needs across the life course

· The emphasis on least restrictive and person-centred care, allowing flexibility to respond to individual circumstances

These measures are reinforced through clinical governance arrangements, including audit and review, which can identify and respond to any emerging age-related disparities in access or outcomes.

	Dependant Status
	
	Yes
	
	Dependent status can affect how individuals access and experience services. Those with caring responsibilities may delay or avoid admission due to concerns about dependants, while those who are dependent on carers may experience disruption to established support arrangements. Individuals without strong support networks may also be more vulnerable and present later in crisis.

The policy mitigates these risks through its emphasis on holistic, person-centred assessment, which includes consideration of the individual’s social circumstances and support needs. The policy supports:

· Active communication with carers and families, where appropriate

· Recognition of the role of carers in supporting assessment, admission, and discharge planning

· Inclusion of social context and safeguarding considerations within decision-making

Mitigation is further strengthened by integration with wider Trust systems, including:

· Safeguarding policies for adults and children, ensuring that dependants are protected where a service user is admitted

· Involvement of social work services, supporting coordination of care arrangements for dependants and addressing wider social needs

· Engagement with external agencies, such as community and social care services, where additional support is required
· Compliance with the Children (NI) Order 1994
These arrangements help to ensure that both the needs of the service user and the wellbeing of dependants are appropriately considered and managed.

	Disability
	
	Yes
	
	Disability is a key consideration, as the majority of service users affected by this policy will have mental health conditions that meet the definition of disability, often alongside co-morbid physical, sensory, or cognitive impairments. Potential impacts relate to barriers in communication, access, decision-making, and engagement with services, as well as the complexities associated with capacity and consent during acute illness.

The policy operates within a robust legal and policy framework which provides significant mitigation. This includes:

· Compliance with the Mental Capacity (NI) Act 2016 and Mental Health (NI) Order, ensuring that decisions relating to capacity, consent, and deprivation of liberty are lawful, necessary, and proportionate

· A clear emphasis on person-centred and least restrictive approaches, supporting autonomy wherever possible

· Requirement for comprehensive clinical assessment, including evaluation of cognitive function and decision-making ability

The policy also supports mitigation through:

· Multidisciplinary working, ensuring that complex and co-existing needs are identified and addressed

· Involvement of carers, advocates, and appropriate others, particularly where individuals may have impaired capacity or difficulty engaging

· Alignment with Trust requirements for reasonable adjustments, including accessible communication and tailored support

· Integration with safeguarding policies, ensuring protection for vulnerable individuals

In addition, professional standards (GMC, NMC, HCPC) reinforce expectations around non-discriminatory, inclusive, and rights-based care, while ongoing clinical governance and audit processes enable monitoring of outcomes for individuals with disabilities.

Together, these measures provide a strong framework to mitigate potential disadvantage and support equitable access and experience for people with disabilities.

	Men and Women generally
	
	
	No
	

	Marital Status
	
	
	No
	

	Race (Ethnicity)
	
	
	No
	

	Religion
	
	
	No
	

	Political Opinion
	
	
	No
	

	Sexual Orientation
	
	
	No
	

	Multiple Identities e.g. disabled ethnic minorities or young Protestant men.
	
	Yes
	
	Individuals may experience overlapping or intersecting characteristics (for example, age, disability, race, and social circumstances), which can result in compounded disadvantage and more complex pathways into care. This can affect how individuals access services, the timing of presentation, and their overall experience of admission.

The policy mitigates potential impacts associated with multiple identities through its focus on:

· Consistency and transparency in decision-making, reducing the risk of subjective or inconsistent practice

· Person-centred care, allowing flexibility to respond to complex and intersecting needs

· Multidisciplinary assessment, ensuring that different aspects of an individual’s needs are considered collectively

Additional safeguards are provided through:

· Alignment with the Trust’s Equality Scheme and human rights obligations, promoting fairness and non-discrimination

· Emphasis on communication, inclusion, and involvement of carers or advocates, particularly where individuals may be more vulnerable

· Ongoing monitoring and review processes, enabling identification of patterns of inequality and continuous service improvement

These approaches support a more responsive and inclusive service, capable of addressing the ne While potential indirect impacts have been identified, these are primarily associated with wider inequalities and system pressures within mental health services, rather than the content of the OPERATIONAL POLICY itself. The AMHIC policy establishes a standardised, clinically robust framework which is expected to enhance equity, consistency, and transparency in admission pathways.

Mitigation is achieved through a combination of:

· Legislative safeguards (including mental health and mental capacity law)

· Trust policies and governance frameworks (including safeguarding, equality, and clinical governance)

· Professional standards and multidisciplinary practice

· Emphasis on person-centred, least restrictive care

· Ongoing monitoring, audit, and review mechanisms

No alternative policy approach has been identified that would better achieve the intended aims while reducing potential impacts. Continued implementation, supported by governance and review, will ensure that the policy remains responsive to the needs of all service users.




	(4.2) STAFF

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

	
	Major
	Minor
	None
	

	Age
	
	
	X
	

	Dependant Status
	
	
	X
	

	Disability
	
	
	X
	

	Men and Women generally
	
	
	X
	

	Marital Status
	
	
	X
	

	Race
	Ethnicity
	
	
	X
	

	
	Nationality
	
	
	X
	

	Religion
	Community Background
	
	
	X
	

	
	Religious Belief
	
	
	X
	

	Political Opinion
	
	
	X
	

	Sexual Orientation
	
	
	X
	

	Multiple Identity e.g. female staff with caring responsibilities
	
	
	X
	


	Section 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
	No impact is anticipated in relation to good relations between persons of different religious belief, political opinion, or racial group.

The policy is a clinical and operational policy concerned with the assessment and admission of individuals to adult mental health inpatient services. It does not include any provisions that directly influence relationships between different community or identity groups.

However, Belfast Trust has clear statutory responsibilities in relation to good relations under Section 75 of the Northern Ireland Act 1998, which are articulated through the Trust’s Equality Scheme and supported by its Good Relations Action Plan. These frameworks commit the Trust to promoting mutual respect, understanding, and positive relations between different groups.

These principles are reflected in the implementation of the policy:

· Delivery of fair, consistent, and transparent admission processes, ensuring equitable treatment regardless of religious belief, political opinion, or racial group

· A strong emphasis on person-centred care, which recognises and respects individuals’ cultural, social, and religious identities

· Staff adherence to Trust values, equality policies, and professional standards, which promote dignity, respect, and non-discriminatory practice

· Use of clear communication and engagement with service users and carers, helping to build trust and confidence in services

· Alignment with wider Trust commitments under the Equality Scheme and Good Relations Action Plan, which promote inclusive service delivery and respectful interactions across all communities

While the policy itself is not designed to directly promote good relations, it operates within a wider organisational framework that actively supports equality, inclusion, and positive community relations.

Overall, the policy is not expected to have an impact on good relations but is implemented in a context where the Trust is committed to fostering respect, fairness, and good relations across all Section 75 groups.

	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.


	The policy supports the Trust’s Disability Duties through its focus on equitable access, person-centred care, and rights-based decision-making for individuals with mental health conditions, who are recognised as having a disability under Section 75.

The policy contributes to encouraging participation in public life by ensuring that individuals experiencing acute mental ill health are able to access timely, appropriate inpatient care, which is often a critical step in stabilisation and recovery. By promoting consistent and transparent admission pathways, the policy helps reduce delays and variability in access to treatment. This, in turn, supports individuals to recover more effectively and re-engage with their communities, social roles, and wider public life following discharge.

The policy also promotes participation through:

· Emphasis on person-centred and least restrictive care, supporting autonomy and independence wherever possible

· Requirement to involve service users, carers, and advocates in decision-making, helping individuals to participate in choices about their care even during periods of vulnerability

· Alignment with Mental Capacity (NI) Act 2016, ensuring that where capacity is impaired, decisions are made in a way that is rights-based and maximises participation

In terms of promoting positive attitudes towards disabled people, the policy reinforces an approach where mental health conditions are treated as legitimate health needs requiring appropriate clinical response, rather than as social or behavioural issues. This is achieved through:

· A structured, clinically led framework which supports fair and non-discriminatory decision-making

· Integration of professional standards and multidisciplinary practice, reinforcing respect, dignity, and compassion in care delivery

· Emphasis on clear communication, transparency, and consistency, which helps to build trust and reduce stigma within service interactions

· Recognition of the need for reasonable adjustments and additional support, ensuring that people with disabilities are not disadvantaged in accessing or engaging with services

The policy also operates alongside wider Trust commitments under the Equality Scheme, Disability Action Plan, and Human Rights framework, which promote inclusive practice and challenge stigma across services.

While the policy provides a strong framework, additional measures that support the Disability Duties in practice include:

· Continued staff training in disability awareness, mental health, and equality, to promote positive attitudes and reduce stigma

· Ensuring consistent provision of accessible information and communication supports, including for those with sensory or cognitive impairments

· Ongoing engagement with service users, carers, and advocacy services to inform service improvement

· Monitoring of access, experience, and outcomes for people with disabilities through audit and governance processes

· Strengthening links with community services and recovery pathways, supporting individuals to participate fully in society following discharge

Overall, the policy disabled people by enabling access to appropriate care, protecting rights during periods of vulnerability, and promoting a respectful, inclusive, and person-centred approach. In doing so, it helps to challenge stigma, support recovery, and facilitate participation in public life, in line with the Trust’s Disability Duties.


	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
	Yes
	

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

	A5: Right to liberty & security of person
	Yes
	

	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.
	Yes
	

	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
	Yes
	

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

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

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


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

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

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

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

degrading treatment? « Legal advice may still be necessary.

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

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

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

Is the interference with the right legal?

Is the interference only to the extent set out in the

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

any other human rights?

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

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

NO —







	(7.2) 
Outline any actions you will take to promote awareness of human rights and evidence that human rights have been taken into consideration in decision making processes:
The Belfast Health and Social Care Trust is committed to embedding a human rights-based approach across all services, including the implementation of the AMHIC operational policy. Human rights considerations have been integral to the development of this policy, particularly given its relevance to admission to inpatient care and potential deprivation of liberty.

Application of FREDA principles

The policy reflects the core human rights principles of FREDA:

· Fairness:
The operational policy introduces transparent and standardised admission criteria, ensuring that decisions are applied consistently and are based on clinical need and risk, rather than subjective judgement

· Respect:
The policy emphasises person-centred care, recognising the dignity, values, and individual circumstances of each service user, including their cultural, social, and personal identity

· Equality:
Admission processes are designed to be equitable and non-discriminatory, supported by equality screening and alignment with the Trust’s Equality Scheme

· Dignity:
The operational policy supports the delivery of care in a way that maintains privacy, dignity, and compassion, particularly at times of acute vulnerability

· Autonomy:
There is a strong focus on least restrictive practice, involvement of service users in decision-making, and adherence to the Mental Capacity (NI) Act 2016, ensuring that autonomy is promoted wherever possible

Evidence of human rights in decision-making

Human rights principles are embedded within the Operational Policy through:

· Compliance with relevant legislation, including the Human Rights Act 1998, Mental Health (NI) Order, and Mental Capacity (NI) Act 2016

· A requirement for lawful, necessary, and proportionate decision-making, particularly where liberty may be restricted

· Emphasis on least restrictive options, ensuring that inpatient admission is only used where clinically appropriate

· Inclusion of multidisciplinary assessment and clinical oversight, supporting robust and balanced decisions

· Provision for involvement of carers, advocates, and appropriate others, ensuring participation and representation

· Integration with safeguarding and governance frameworks, providing protection for vulnerable individuals

Actions to promote awareness of human rights

The Trust will continue to promote awareness and implementation of human rights principles through:

· Staff training and awareness programmes, including equality, human rights, and mental capacity training

· Ongoing communication of the Operational Policy through team briefings, governance structures, and clinical forums, highlighting the human rights context of admission decisions

· Reinforcement of professional standards and codes of practice, which require rights-based and non-discriminatory care

· Use of clinical supervision, audit, and reflective practice, supporting staff to apply human rights principles in decision-making

· Engagement with service users, carers, and advocacy services, ensuring that lived experience informs practice and promotes accountability

The AMHIC Operational Policy has been developed and will be implemented within a clear human rights framework, supported by the FREDA principles. It ensures that admission decisions are fair, lawful, proportionate, and person-centred, while ongoing training, governance, and engagement processes promote continued awareness and application of human rights in practice.


	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?
	Potential impacts identified in relation to age, disability, dependant status and multiple identities are mitigated through the introduction of standardised, transparent admission criteria based on clinical need and risk, ensuring consistency and reducing variability in decision-making.

The policy is supported by a range of safeguards, including:

· Person-centred and least restrictive approaches, promoting autonomy and proportionate decision-making

· Compliance with Mental Health and Mental Capacity legislation, ensuring lawful processes around admission, capacity and consent

· Multidisciplinary assessment and clinical oversight, supporting holistic and balanced decision-making

· Engagement with carers, families and advocacy services, ensuring appropriate support and participation

· Integration with safeguarding, social work, and wider support services, particularly where individuals have dependants or complex needs

· Provision for reasonable adjustments and accessible communication, supporting individuals with disabilities

· Ongoing clinical governance, audit and monitoring, enabling identification and response to any emerging inequalities

Overall, these measures ensure that any potential impacts are appropriately mitigated and that the policy supports a fair, equitable and needs-led approach to admission.

	(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?

        
	The impact of the policy will be subject to ongoing monitoring to ensure that it promotes equality of opportunity, complies with human rights obligations, and supports the Trust’s disability and good relations duties.

Monitoring will be undertaken through a combination of clinical governance, performance management, and service user feedback mechanisms.
Governance and Review
· The policy will be subject to regular review through Trust governance structures, including service-level and directorate-level oversight

· Findings from monitoring, audit, and feedback will be used to inform service improvement and policy updates

· Any identified inequalities or emerging impacts will be addressed through corrective actions, training, or service development

Through these arrangements, the Trust will ensure that the policy continues to be implemented in a way that is equitable, rights-based, and responsive to the needs of all service users, with mechanisms in place to identify and address any unintended impacts.

	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:11/05/26
	Countersigned by: Equality Manager/Employment Equality Manager

Name: Jim Mulholland
Position: Senior Planning and Equality Manager 
Date: 11/05/26

	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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