
 

 

Clinical Services Fit for the Future 
Service Models Discussion Paper June 2013 
Impact Assessment 
 
 
Introduction 
 
Equality Impact Assessment has been acknowledged as a key part of the 
process and product of the Clinical Services Review.  An EQIA of the process 
of involvement was undertaken in June 2012, and a further EQIA of the Case 
for Change in November 2012.   A key action identified was to develop a 
robust process for impact assessment of the service models and proposals 
emerging from the review.  
 
The Public Health Research Unit was tasked with undertaking an extensive 
literature review to identify an appropriate tool and concluded Health 
Scotland’s Health Inequality Impact Assessment (HIIA) would offer the best 
‘fit’ for this task.   
 
Due to anticipated time pressures, Heath Scotland’s tool and associated 
process was truncated and merged with NHSGGC’s Equality Impact 
Assessment (EQIA) tool to create a hybrid template for assessment that 
would pose questions in relation to equality, human rights and health 
determinants.  
 
Process 
 
A meeting was held on the 5th June to apply this adapted framework to the 
emerging CSR approach (and initially two of its workstreams) to consider 
whether the emerging service models had any likely positive impacts on 
inequalities and on issues and gaps raised in the case for change, and 
whether there were any gaps or risks in relation to equity of access and 
acceptability of service design for our most vulnerable patient groups and 
patients from each protected characteristic group.  A final meeting was held 
on the 29th July to complete the framework which is presented for 
consideration below. 



 

 

 
CSR Hybrid HIIA/EQIA  
 

Questions Positive Impact/Evidence Provided Risks Additional 
Considerations  

1. How do we 
anticipate the service 
models will improve 
health outcomes for 
patients and the 
overall health of the 
population?  
 

There is agreement that the service models 
set out in the CSR will  improve the quality of 
life and healthy years lived, as they are based 
on the best evidence available.   For example, 
clear evidence of improved outcomes 
associated with higher volumes for certain 
surgical procedures;  evidence based chronic 
disease pathways lead to improved control 
and reduced exacerbations. 
 
The CSR will  deliver a more systematic way 
of identifying risk and need which will drive 
services to narrow the gap and promote equity 
of care.   Adopting a risk stratification 
approach will ensure appropriate care is 
delivered to those who need it most.   
 
Tools like Comprehensive Geriatric 
Assessment will bring an enhanced rigour to 
investigating more complex socio-medical 
issues that will  otherwise remain un-
associated with presenting symptoms. 
 
The CSR will connect alongside other 
strategic service reviews and redesigns which 
have (or will be) subject to Equality Impact 
Assessment.  This will help deliver a more 
holistic and interconnected response to 

 
 
There is a risk that 
through delivery of 
more appropriate, 
accessible and 
sensitive services, 
previously unidentified 
unmet need will be 
found and may incur 
significant additional 
costs.   
 
Robust assessment is 
crucial to ensure 
people are not 
excluded from hospital-
based care where this 
is appropriate, and that 
the needs of those 
without adequate 
community-based 
support (including 
family carers) are taken 
into account.  
 
It’s critical that 
assessments take 

Being clear on what we 
mean by ‘health 
outcomes’ is pivotal to 
how we gauge the 
success or otherwise of 
the CSR.  
 
There needs to be a 
formal statement with 
explicitly aligned 
governance to ensure 
aspirations of equity of 
access can be realised 
and that service 
models will not 
exacerbate existing 
differentials in service 
uptake and health 
outcomes. 
     
Tracking improvements 
will pose a challenge.  
Services need to know 
who is currently under-
using or missing out on 
services and set out 
improvement measures 
accordingly.   



 

 

delivering care.   
 

account of wider social 
issues that will 
contribute to success 
of community based 
care/rehab. 
 
 
 
 
 

 
Service areas may 
need to consider 
utilising additional risk 
assessments tools.   
 
Additional 
consideration needs to 
be made for the role of 
Health Improvement in 
delivering effective and 
timely upstream 
interventions to ease 
the burden of 
downstream 
responses.  
 

2.  How will this 
improve outcomes for 
people with protected 
characteristics? (list 
below) 

Patient reference groups have linked to each 
of the Workstreams.  The groups show a 
representative sex mix, a range of disabilities 
and ages.  This has been boosted by specific 
work from the Health Reference Group. 
 
 
The proposed move to a more balanced 
system of care has the potential for positive 
benefits for those with protected 
characteristics, and is in line with Health 
Reference Group views that community based 
services are more connected to local 
communities and better able to meet different 
needs.  
 

There are a number of 
areas that need to be 
further clarified in terms 
of evidence that 
redesign will deliver 
positive outcomes for 
all protected 
characteristics. 
 
Any change in location 
of services and / or 
number of sites should 
consider whether there 
is any additional 
burden for some 
groups of people. 

Action is required 
across all protected 
characteristics to better 
understand current 
service uptake and 
DNAs.  
 
If data is not available, 
the introduction of 
individual care plans 
will allow staff to ask 
questions more 
systematically and 
understand other 
aspects of the patient’s 
life.  There will need to 



 

 

  
 
Changes to services 
will need to be clearly 
explained and 
promoted to all groups 
to ensure that 
everyone can access 
services.  
 

be a means of collating 
this information to 
improve analysis of 
service uptake by 
protected characteristic 
group. 
 
 
The service models 
paper should include 
an explicit commitment 
to practice which is 
non-discriminatory 
 

Age 
 

To remove the possibility of age and service 
segregation, the CSR documentation sets out 
that services will be needs based and not age 
based and that care planning as a whole 
should move to a position of biological rather 
than chronological assessment when agreeing 
treatment thresholds 
 
Anticipatory care planning will support the 
more sensitive inclusion of older people and 
explicitly identifies frailty and function.  
   
 
Older people will be supported to stay 
independent at home for longer. 
 
Provision of care will be consistent across 
NHSGGC and will reduce risk of ‘postcode 
lottery’ access to community based services.  

While the CSR sets out 
service changes which 
should have positive 
impacts, it is important 
to be aware of 
prevalent 
discriminatory attitudes 
in society which may 
be reflected within the 
NHS in terms of 
treatment of older 
people.   The CSR 
should explicitly 
mention the need for 
non-discriminatory 
practice.   Treatment 
that is underpinned by 
dignity and respect 
needs to be re-

Need to ensure that 
anticipatory care 
planning will positively 
impact on the protected 
characteristic of age..  
 
There needs to be an 
understanding that 
‘older age’ is a relative 
concept.  In some 
areas, living into older 
age may equate to 
reaching your 60th 
birthday. 



 

 

 
The CSR aims to deliver age appropriate 
environments for children and appropriate 
environments for dementia and elderly/frail 
assessment.  
 
Local, community based services should 
reduce travel requirements for elderly frail 
patients. 
 
Improved data collection and analysis will 
support understanding of older people as a 
heterogeneous group with multiple 
characteristics (other than age). 
 

enforced in the CSR 
documentation. 
 
The most vulnerable 
older people may be 
made more vulnerable 
through exposure to 
welfare reform and 
wider austerity 
measures.  This may 
increase needs and 
demand for NHS 
services in future and 
should be taken 
account of in capacity 
planning.  
 
 
 

Disability 
 

Anticipatory care models and risk stratification 
will help identify inequity of access and deliver 
appropriate and sustainable interventions.   
 
Improvements in IT solutions will mean 
patients are less likely to have to repeat 
personal information at each stage of their 
journey.  This will lead to better prepared 
responses – for instance the communication 
needs of a deaf patient will be identified 
sooner in their journey and that information 
will be passed on to ensure appropriate 
communication support is in place.  
 

Discussions identified 
housebound patients 
as being at potential 
risk. Implementation of 
the service models 
should consider how 
housebound patients 
can access the range 
of services available.    
 
 
Any change in location 
of services and / or 
number of sites should 

There is a need to 
consider current DNA 
rates for people 
disclosing a disability to 
get a better 
understanding of 
possible barriers to be 
considered for the new 
models.  The CSR 
should clearly identify 
barriers that relate to 
system issues and 
those that relate to 
individual staff 



 

 

Advances in technology (tele-medicine) will 
support self management in the home for 
disabled people.  This however needs to be 
considered against the risk of further isolating 
patients. 
 
The risk stratification model for long term 
conditions is underpinned by an holistic 
supported self-care approaches which 
supports increased knowledge, skills and 
confidence for patient and carer. 
 
 

consider whether there 
is any additional 
burden for disabled 
people in terms of 
travel / access. 
 
 

approaches. 
 

Gender Reassignment 
 

Our ongoing commitment to delivering non-
discriminatory care for people with the 
protected characteristic of gender 
reassignment will continue throughout CSR 
planning and delivery.  

  

Marriage and Civil 
Partnership 
 

Our ongoing commitment to delivering non-
discriminatory care for people with the 
protected characteristic of marriage and civil 
partnership will continue throughout CSR 
planning and delivery.  

  

Pregnancy and 
maternity 
 

There is clear articulation in CSR planning as 
to how we are working with more vulnerable 
women and the connection between midwifery 
and health visiting.  
 
Pre and post natal care will be supported 
locally.  
 
Robust risk assessments will ensure local 
acceptability is considered alongside safety. 

 
 

 



 

 

 
Race 
 

An overall outcome of the CSR will be to 
deliver services that are joined up and simple 
to understand.  The complexity of health care 
planning and delivery is often quoted as being 
a significant obstacle to accessing care that is 
perceived to be available, accessible and 
acceptable.  
 
The focus on shared information in the CSR 
should mean that patient information will track 
through the system and patients will be less 
likely to repeat the same information across 
their health journey.  Improved IT will mean 
information is shared so staff will be alerted in 
advance to specific needs of patients.  For 
instance, staff would know a patient did not 
have English as a first language and will 
ensure timely planning for communication 
support.   
 
 

.  
Self-management 
needs to be supported 
by a service that is 
sensitive to cultural 
needs and can 
communicate 
effectively where 
English is not the first 
language. 
 
 
It is imperative that 
whatever changes are 
brought about by the 
CSR, these changes 
are communicated 
effectively to patients in 
a way they understand 
 

Some evidence that 
South Asian patients 
are more likely to DNA 
from clinics but as yet 
there has been little 
work to better 
understand why this is 
the case.  Unlike the 
majority of DNA cases, 
non attendance is not 
socially patterned 
within the BME 
communities but is a 
consistent feature of 
the communities as a 
whole. 
 
There are 
acknowledged gaps in 
ethnicity data but there 
has been an 
improvement through 
better use and 
application of IT 
systems in primary 
care.  A defined 
improvement plan to 
capture race-related 
patient data is required 
Engaging with BME 
communities to 
understand if the 



 

 

issues relate to 
language, confidence, 
and comfort in using 
the services will inform 
this.  It may also help 
identify potential for 
any new unintended 
barriers to be created. 
 
 

Religion and Belief 
 

Our ongoing commitment to delivering non-
discriminatory care for people with the 
protected characteristic of religion and belief 
will continue throughout CSR planning and 
delivery.  Care provided in people’s homes will 
be underpinned by a position of respect for 
individual belief and will be culturally sensitive. 

 Community based 
services will require a 
mainstreamed 
sensitivity to religion 
and belief. 

Sex 
 

Carers are represented on most of the CSR 
working groups.  Women have 
disproportionate levels of responsibility for 
caring at certain points in the life course.  Men 
are more likely to have caring responsibilities 
for an older spouse. 
 
The development of enhanced local services 
should support women and men with caring 
responsibilities. 
 
More robust assessment and early 
intervention may support a change in some 
aspects of gendered behaviour.  
 
 

There is a risk that a 
shift in focus to 
community supported 
care will be facilitated 
through an increased 
burden on carers. 
 
Services will risk 
excluding patients if 
negative gendered 
expectations are not 
removed from the way 
services are delivered.   
 
 

NHSGGC is committed 
to a rolling programme 
of sensitive enquiry 
around gender based 
violence.  This needs 
to continue through 
community-based 
service provision. 



 

 

 
Sexual orientation 
 

Our ongoing commitment to delivering non-
discriminatory care for people with the 
protected characteristic of sexual orientation 
will continue throughout CSR planning and 
delivery. 

The risks of patients 
and staff  encountering 
discriminatory attitudes 
should be considered 
in all settings of care.  

.   

Socio-economic Status 
 

Moving care into the community will support 
local access and reduce costs associated with 
attending hospital appointments.  A more 
robust early assessment and case 
management may reduce dependence on 
acute unscheduled care for the highest user 
groups (SIMD 1 & 2). 
 
The emphasis of the CSR has been to focus 
on multi-morbidity which is socially patterned 
at an earlier age for those living in areas of 
multiple deprivation. 
 
A focus on life goals as part of chronic disease 
management will make planned outcomes 
more tangible for patients. 
  
 
 

In the implementation 
phase of the CSR, 
service changes should 
be designed to ensure 
that socio-economic 
issues are taken into 
account particularly in 
resource allocation.   
 
Staff may not be aware 
of the interconnection 
between socio-
economic status and 
legally protected 
characteristics, and this 
should continue to be a 
focus of staff training 
and development. 
 
 

There is general 
awareness that a 
patient’s exposure to 
poverty will impact on 
the way they use 
services.  Completed 
research showing the 
differential uptake of 
acute services by 
SIMD needs to be 
considered against 
each of the service 
models to demonstrate 
how each will work to 
narrow the health gap. 
 
There needs to be an 
inclusion of 
employment status in 
the way services 
respond to patient 
need.  Treatment 
regimes that require 
time away from work 
are likely to impact 
more on people in low 
paid/manual private 



 

 

sector jobs. 
 

3. There is evidence 
that some services are 
disproportionately 
accessed by patients 
from more affluent 
communities.  What is 
built into the service 
models to address 
this? 

The CSR is committed to delivering needs-led 
rather than demand-led services.  Referral 
protocols will be reviewed to ensure 
consistency of application.  

There is a risk that 
ability to benefit from 
self-management will 
be disproportionately 
weighted to those with 
access to personal 
resources (not just 
financial). 

Services will need to  
act to address 
differentials in uptake 
by SIMD analysis. 

4. How have the 
service models taken 
into account the 
additional barriers and 
differential health 
outcomes experienced 
by the following 
marginalised groups: 
- Homeless people 
- Refugees and 

asylum seekers 
- Prisoners 
- Gypsy Travellers 
- Ex service personnel 
- People with literacy 

issues  
- People involved in 

prostitution 
 

Further assessment will be required.  There is 
a general acceptance that bringing services 
closer to the community should help support 
inclusion of marginalised groups but this need 
to be checked as service implementation gets 
underway.   
 
 

Additional action will be 
required to ensure 
marginalised groups 
are aware of the range 
of services and how to 
access them.   
Communication should 
meet the requirements 
of NHSGGC’s 
Accessible Information 
Policy.  
 
 

The strategic level of 
service model design 
does not lend itself to 
analysis for outcomes 
against each of the 
additionally 
marginalised groups at 
this stage.  
Literacy issues have 
been discussed and 
considered.  The other 
issues much less so. 
 

6. Can you evidence 
how the service 
models have 

This CSR impact assessment has adopted a 
‘Rights to Health’ approach which supports the 
fundamental right that everyone should have 

 Further work is 
required to understand 
the relationship 



 

 

considered Human 
Rights issues e.g. 
Freedom from ill-
treatment and 
Right to private and 
family life 
 

the highest attainable standard of health.  The 
Rights to Health model is based on services 
that are: 
 

• Available 
• Accessible 
• Acceptable 
• Quality  

 
The CSR has been considered in terms of 
how services will meet the four criteria.  
Services will be available in sufficient quantity 
and will understand experience of 
discrimination to ensure they are fully 
accessible and affordable to all.  Services will 
be designed and delivered in a way that is 
acceptable to our diverse communities and 
quality will be met through delivery of 
evidence-based practice and ongoing 
evaluation.  
 
The Children’s workstream has explicity 
considered the Rights of the Child and this is 
included in the core principles. 
 
The Older People’s workstream has explicitly 
considered the rights of older people to 
access services and to be treated with dignity 
and respect, and the specific vulnerability 
associated with cognitive impairment 

between Human Rights 
(as set out in the 
Human Rights Act 
1998) and the 
proposed process and 
outcomes for each 
service model.  

 
 



 

 

Summary of Actions 
 
1. Amendments to CSR Draft Paper (Sharon Adamson / Lorna Kelly by 13 August) 
 
- Ensure NHSGGC duties under equalities legislation are explicitly mentioned 
- Describe Health Improvement input more fully in the CSR narrative.   
- Include disaggregated data requirements in the section on underpinning system requirements 
- Highlight risks of isolation associated with increasing support at home and how this will be mitigated 
- Review case for change section to ensure specific challenges which may get worse are identified, e.g. welfare reform 
- Explicitly identify the culture and behaviour change required to ensure that all practice is non-discriminatory 
 
2. Considerations for the next stage of developments 
 
- All detailed service proposals should be EQIAd  
- Routine monitoring of services should include disaggregated data 
- The opportunities and risks identified above should be kept under review as part of the next stage 
- Impact on specific marginalised groups should be more explicitly identified 


