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1. Background

The Posture and Mobility Centre (PMC) provide assessment for the provision of a 
wheelchair and associated equipment following initial referral from the GP or other 
healthcare professional.  The service is based at Callaghan House (Heywood) and is 
accountable through the Pennine Care community services management based at 
Heywood, Middleton and Rochdale (HMR).  Whilst the service is based within HMR it 
is provided across the two boroughs HMR and Bury and commissioned through each 
CCG separately, with Bury CCG as lead commissioner.  

All costs and activity figures included in this paper cover the service in its entirety and 
are not separated out per borough. It is expected that savings or activity 
improvements would be equally shared between both localities.

The service has a detailed service specification, reviewed during 2018, outlining the 
criteria for assessment and provision of wheelchairs and caters for all age groups 
based on registered clients within the two boroughs.  The service is complex and 
currently does not always meet the nationally set 18 week referral to equipment 
provision target. Continual monitoring of the 18 week target is undertaken and 
reasons for breaches are reported back to the commissioners on a monthly basis 
through the contract monitoring report schedule.

Review of the service model for 18-19 has taken place with the primary aim of 
improving the 18 week referral to equipment provision performance. This report 
details the outcome of the discussions undertaken and options put forward in order to 
improve the performance against the target.
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2. Current Position

Over the past few years the service has been subject to review due to the significant 
costs of equipment that are involved.  Additional investment has been received from 
Bury commissioners that has eased the pressure on the equipment budget. The 
equipment budget is closely monitored and sits separately from the overall running 
costs of the service. This allows for a more timely intervention and decision process 
should the equipment spend be close to the limit of the budget.

During the first quarter of 2018/19 there were 144 new referrals received for children 
and 343 new referrals received for adults (average 48 and 114 per month 
respectively).  On average there were 319 appointments made per month with a total 
of 956 over the period.  

Waiting times are reported to the CCG on a monthly basis with further analysis of the 
18 week target identifying the reasons for the breaches.  

The maintenance, refurbishment and storage of the wheelchairs when not in use are 
covered under a block contract with Ross Care.  

3. Options Discussed

During the period January to May 2018 the PMC Manager, the Head of Adult 
Therapies, and the lead Commissioner (Bury) met to discuss the future of the service 
and options available to ensure the sustainability of the service going forward.   A 
number of service model amendments were identified that, going forward, will 
support the continuing development of the service.  These options are discussed 
below for comment.

3.1 Gold Standard Framework 

At present the Gold Standard Framework (GSF) is applied to all who are placed on 
the end of life pathway. Such patients would receive a wheelchair unconditionally.  
This equates to approximately 10-15 referrals per week (520 – 780 per year).  

Chairs are supplied from stock or purchased new at a cost of £211.  The intention is 
that these chairs are returned from the family, or a request to collect is made to PMC, 
at the appropriate time, however this is not always the case and PMC are not 
informed that the chair is no longer required.  It is estimated that only 60% of these 
chairs are returned, resulting in a loss of chairs supplied.  During 2017/18 this 
resulted in 124 chairs being purchased for this service at a cost of £26,164.

Option 1 – Cease Provision
The proposal is to cease unconditional provision in its entirety. This option would 
leave patients / carers having to source and provide their own chairs should they 
wish to use them.  Significant savings could be released, however there are also a 
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number of risks involved with this option and support would be required from 
Commissioners. 

Chairs returned over the period would be added to stock for use in another area of 
PMC provision. Refurbishment, storage and/or scrappage of these chairs would be 
covered in the block Ross Care contract and would not incur extra costs.  However 
depending on numbers returned and the timing of those returns, there is a slight 
possibility that the returned chairs could incur a cost by taking numbers over those 
agreed for storage in the block contract.  

Equipment savings released:

Current Equipment Costs based on 2017/18 purchases:
124 replacement chairs procured at £211 per chair – Total Cost   £26,164 
(excluding VAT)

For the 10-15 referrals received each week an assessment is required for 
approximately 4 cases per week (208 per year) resulting in staff time in carrying out 
the assessment.  These are completed by the band 4, with admin support from the 
band 2 to make the appointment and raise the prescription.  In the majority of cases 
these are carried out as home visits.

Should the option to cease provision be chosen this would release both the band 4 
and the band 2 to undertake work against the complex clinical caseload and support 
achievement of the 18 week target.  

Staff time released from GSF home visit assessments:

Assessment (band 4)  105 minutes by 208 assessments   - 364  Hours released
Admin (band 2)     15 minutes by 208 assessments     -  52 Hours released

The effect of this released time to achieving the 18 week target for main clinic 
provision is discussed within section 4.1.

Under this option whilst the unconditional provision will cease there will be no effect 
for any client who meets the remaining service specification criteria and provision will 
still be made on an individual basis.   An extensive communication and education 
programme would be required with referrers in order to ensure appropriate referrals 
are made and that referrers understand the criteria relevant for provision.   

At present there is no process to determine how many referrals may be made under 
this new circumstance.

Risks:
 Reputation risk resulting from cessation of service
 Patients unable to access provision due to costs involved in sourcing own 

chairs
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 Patients sourcing their own chairs could lead to inappropriate chairs being 
chosen, influenced by provider interests rather than to the right chair.

 Voluntary / private sector may not have the capacity to cover increased 
demand

3.2 Care Home Pool Chairs

A number of Care Homes within the locality are provided with pool chairs which can 
be used to assist in the movement of patients around the home.  They are provided 
pro-rata against the numbers of patients within the home with approximately 286 
currently in use.  There is no assessment of need, although there is training given 
around the use, maintenance and decontamination of the chairs.  There is no 
provision in the service specification to provide planned preventative maintenance of 
these chairs.  Across the boroughs the chairs  are replaced on a rolling programme 
of approximately 20 chairs per year,  therefore any reduction in these chairs would 
not provide a significant in year saving.  

However more importantly following an audit of chairs in use, a significant risk was 
identified in that only a small percentage of these chairs (extrapolated as 19%, 49 
chairs) are being used effectively and in good working order.   The audit indicated 
that 40% (114) of chairs held within homes are not in perfect working order. There is 
therefore a high likelihood that a patient may be transported around a Care Home in 
a broken chair.   

The audit undertaken looked at 12% of the assets in care homes (35 of 286 chairs).  
Of these:

 15 (42.8%) could not be located
 14 (40%) required repair – one of which was beyond repair and required to be 

scrapped
 6 (17.1%)  were located in a good state of repair

Extrapolating these figures to the full allocation of 286 chairs this leaves:
 123 are likely to be lost
 114 are likely to require repair with 8 of these requiring to be scrapped
 49 are likely to be found in a good state of repair.

Option 2 - Withdrawal of Chairs
It is proposed to withdraw the chairs from the homes due to the risk arising from the 
audit that indicates only a small percentage of chairs are being used effectively and 
are in good working order.  Withdrawal of the chairs would also release savings from 
the rolling replacement programme (approx. 20 chairs per year).   Should this option 
be taken sufficient notice will be given to the homes in order for them to make 
alternative arrangements for provision. There would be no in-year saving for this 
scheme due to the notice period for homes, savings would materialise from 1st April 
2019.

This withdrawal would not affect the assessment and provision on an individual basis 
to patients within the home who required their own personal chair.
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The audit above indicated that 155 (114+49-8) chairs would be released from this 
exercise. Due to the ceasing of the GSF provision there would be no further use for 
these chairs.  They could be retained in stock however they would need to be stored 
for a lengthy period before being used. The cost of storing the chairs before being 
used is not cost effective.  Therefore the preferred option would be to scrap the 
chairs following withdrawal. 

Equipment savings released:

Annual Rolling Programme of replacement chairs
Approximately 20 chairs per year, at £160.00 per chair; total of  £3,200

Less Scrappage costs 163 chairs at £1.02 per chair; total of £166.26

Total savings released £3,034

Homes could be signposted to other suppliers and approved repairs in order to 
purchase their own supply of chairs.
 
Risks:

 There is a significant risk that not taking this option opens the trust to liability in 
the risk of potential injury to patients through being transported in not fully 
working order chairs.

 There is a possibility that there will be an increase in referrals from homes for 
the postural assessment for patients to receive a postural chair.  In these 
instances homes would use the chair for the postural needs of the patient and 
receive an individual chair for that patient. 

 Reputational risk that the homes would not welcome the withdrawal. 
 Reputational risk due to clients and/or families being persuaded by the home 

to purchase chairs for residents.

3.3 Provision on Behavioural Grounds/ Infrequent Use

Currently within the service specification there is provision to allow for the supply of 
chairs to children and adults where there is no postural / permanent mobility need.   
This provision is based on fatigue / seizures/ behavioural grounds.  Nationally a 
number of safeguarding issues around this provision has arisen which has caused 
continuing this provision to be questioned in general.
  
It is difficult to quantify the numbers of adults receiving chairs for behavioural reasons 
due to adults normally receiving chairs for more than one reason.   The information 
system does not allow for interrogation of episodes that would identify individual 
occurrences.  The type of chairs in use for this provision is usually the basic chair, 
therefore ceasing this provision would not provide for significant saving.  This will be 
reviewed on an on-going basis and further options put forward should provision 
change in the future.
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Review of the April 17 to March 18 children’s caseload indicates that there were 43 
cases of provision to children purely for trips and infrequent use.  In general this is 
approximately 9% of the total children’s provision.  

Option 3 – Cease provision to children based on behavioural grounds/ 
infrequent use
The proposal is to refer such cases to other providers. Due to the estimated limited 
extent of this provision, costs released would be minimal.   Based on actual cost of 
the provision for the 43 cases identified during from April 17 to March 18, the 
following costs could be saved 

Equipment supplied No of 
cases

Costs

Action 3 + cushion 39 £11,505
Dobuggy 3 £585
Ben NG 1 £170
Total 43 £12,260

However it is expected that only two thirds of these items would need to be procured 
new with stock items being provided for all other cases, leading to an actual saving of 
£8,173 based on the 17/18 figures.

Equipment savings released:

Based on 2017/18 activity two thirds of x £12,260, total saving = £8,173 (exc 
VAT)

Risks:
 There is significant difficulty in sourcing wheelchairs for children on the private 

supply market.
 Reputational damage due to exclusions and difficulties faced by users, 

parents, carers and educational leads.
 Continuation of provision indicates a risk around deprivation of liberty 

depending how the chair is used on behavioural grounds
 Potential risk of excluding children from school trips.
 Significant risk of injury as a result of uncontrolled behaviour.

3.5 Value for Money

The service is always seeking to improve and reduce costs by obtaining the best 
value for money for the chairs used.  The options proposed will additionally support 
release of chairs that can be used for other purposes therefore reducing purchase 
costs overall.
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Currently a review is underway of two different chairs supplied for complex referrals 
to determine whether the less costly chair provides value for money yet still performs 
to expected standards. The results of the review will be shared with the 
commissioners when a conclusion has been reached.

4. Meeting Targets

As noted within the introduction, the key purpose for the options identified within this 
paper is to release savings in order to ensure the service can consistently meet the 
18 week referral to equipment provision national target going forward.  

4.1 Skill Mix Adjustment

The changes proposed in this paper provide the opportunity to undertake a skill mix 
review to ensure appropriate skills are maintained within the team to achieve 
performance improvements and for the service to consistently meet the 18 week 
target.

It is estimated that there are on average 20, 18 week target breaches per month, 
resulting in an estimated total of 240 breaches per year.  It is estimated that these 
are split across complex and highly complex cases on a 50% basis (120 cases of 
each per year). 

A number of these highly complex breaches (27%) are due to the need for special 
seating.  This is a pathway that is managed efficiently within the confines of the 
manufacturing process and financial resource available.  All patients concerned are 
active clients and will have existing seating in place. They remain on the waiting list 
for updates and changes to their provision.

It is estimated that a further 29% of the total breaches are beyond the control of the 
service and are influenced by the method of identifying waiting times as described 
nationally.  This is with regard to the inability to ‘stop the clock’ on waiting time should 
the patient be unable to be assessed or unable to receive the equipment due to their 
condition/health needs.  There is a project nationally to review this through NHSE.  It 
is however anticipated that if the initial assessment could be brought forward then a 
number of these breaches would not occur. The skill mix review will therefore seek to 
ensure that the initial assessment is brought forward in order to avoid as many of 
these breaches as possible.

The service currently has 9 members of staff (clinical, support and administration). As 
part of this review some internal skill mix changes have been identified that could 
provide an additional 0.4wte band 4 from the existing pay structure. Further changes 
identified within this paper (option1) would also release the equivalent of another 
0.3wte band 4 which when combined (0.7wte) would be used to reduce the number 
of complex breaches as outlined below. 
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Complex Case Breaches

It is anticipated that to meet the 18 week target for all complex cases 1.1wte Band 4 
is required. 0.7wte Band 4 can be released as discussed above, leaving a further 
0.4wte required to meet the target. There is also an equipment cost associated with 
the avoidance of breaches due to costs being shifted forward as potential breaches 
are avoided – estimated at 40 cases.

Costs generated from options noted (excluding VAT release):

Option 1 £26,164
Option 2 £  3,034
Option 3 £  8,173

Total £37,371

Total costs released as noted above £37,371
Cost for remaining 0.4wte band 4 £11,059
Remaining funds available for equipment £26,312

At a per capita cost of £550 per chair the funds available will allow for 47 chairs to be 
purchased which is sufficient to cover the estimated 40 complex breaches (shifted 
forward provision) that would require funding.

Highly Complex Case Breaches

Whilst the proposals contained in this paper allow sufficient staffing and equipment 
resource release to address 18 week compliance for complex case breaches, there 
is insufficient savings to support an improvement in the highly complex breaches.  To 
enable an improvement in the highly complex breach case load, additional equipment 
and staffing resource would be required.  However it is anticipated that recruiting to 
the correct skill level would also be a challenge due to the lack of appropriately 
qualified practitioners available in this field.

5. Summary

Should the options in this paper be acceptable, further detailed capacity and demand 
work will be undertaken along with detailed trajectory planning.  This will result in a 
comprehensive impact assessment of the consequences of these options and 
modelling of the service going forward.

Paula Jones, Head of Adult Services
Deborah Keogh, Posture and Mobility Centre Service Lead
Helen Marsh, Business Development Manager

20th September 2018
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Equality Analysis: Documentation
Service review / change: Proposed changes to service specification for the Posture 

and Mobility Centre (PMC)

Project Lead: Adult Commissioning Team, HMR CCG

Version: 1

Date updated: 16/11/18

Key Responsibilities
Equality Diversity & Inclusion Lead
Manager  
Line Manager
Board/Governing Body/Committee
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Equality Analysis: Local Demographic Data     

CCG population information (2011 Local Authority level Census Data)
http://www.neighbourhood.statistics.gov.uk
http://www.poppi.org.uk/ 

General 

In 2016, Rochdale had a population of 212,962 This represents 
a 0.6% increase on the census 2011, this is expected to rise by 
a further 3% over the next 10 years’ with a predicted large 
increase in the over 65s age group. 
The number of people living in Rochdale (212,962) is lower 
than the number of people registered with our GPs (over 
227,000 as at 2016).

Age (ranges can be 
adapted)

0 – 15 = 44,781
16-29 – 39,239
30- 44 = 42,198
45-64 = 53,574
65 + = 32,228
Include trends (e.g. aging /young population etc.)

Race (consider 
migrant, Gypsy and 
Traveller communities, 
etc)

White British = 166,481 (78.6%)

White Minority Ethnic = 3% includes: White Irish; White Gypsy Irish 
Traveller and White Other

Black Asian Minority Ethnic = 18.3% includes: Black, Asian, Mixed 
and Other Ethnic

Total BME = WME+BAME 21%

BME = 33,606 (14.37%)

Borough’s population the rate of increase since 2011 and other 
evidence, such as the schools census, suggests that it may be higher 
than this. The largest BME group is Pakistani with 10.5% of the 
population and the second largest is Bangladeshi with 2.1%. Source: 
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Rochdale Profile 2011; Census 

The socio-economic profile of our BME groups is often vastly 
different to that of our White British residents with consequent effects 
on their quality of life and health outcomes. BME groups generally 
have worse health than the overall population and language or 
cultural barriers may prevent these groups from accessing 
mainstream services

Language - over 90 different languages are spoken in the borough.                                                                                                     
91.7% of the Borough identified English (or Welsh) as their main 
language in the 2011 Census. South Asian languages (including 
Urdu, Punjabi and Bangla) were the second most common 
languages (5.6%) and 4% of households having no occupant with 
English as their main language. This can impact on people’s ability to 
access help and support when they need it.

Sex
Male = 103,462(49%)

Female = 108,057 (51%)

Gender reassignment

There are no official statistics nationally or regionally regarding 
transgender non-conforming people, including those who are non-
binary and non-gender populations, however, GIRES (Gender 
Identity Research and Education Society - www.gires.org.uk) 
estimated that, in 2007, the prevalence of people who had sought 
medical care for gender variance was 20 per 100,000, i.e. 10,000 
people, of whom 6,000 had undergone transition. 80% were 
assigned as boys at birth (now trans women) and 20% as girls (now 
trans men).
If we use this estimation for the borough’s population the number 
equates to an estimated 53 people who might identify themselves as 
transgender.
It is known that there are disproportionately high levels of mental 
health issues and depression experienced by members of this 
community and hate crime and harassment are significant issues.

Disability (mental and 
physical)

The percentage of the population with a Long Term Health Problem 
or Disability:
Disabled = 44,359 (21%)
Of these disabled people of working age (16 – 64 years) = 11% with 
a health condition or disability that limits their day-to-day activities.
Across the all age’s 10.7% said they were limited a lot and those 
between 16-64 8.7% said they were limited a lot. The proportion of 
the population aged 65 and over with a long term condition is 
projected to increase from 58.7% in 2011 to 63% by 2021.  As life 
expectancy increases, so too are the numbers of people with 
complex care needs will impact greatly on social care and related 
services such as dementia services.         
                                                                                                         
According to the Health and Social Care Information Centre, in 
March 2014 there were 495 people aged 65+ registered as blind or 
partially sighted. 63% of all people registered as blind are aged 65 or 
over. And 72% of those registered as partially sighted were over 65. 
However, information from the RNIB suggests as many as 20% of 
the total over 75 population could be blind or partially sighted; this 
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would amount to 2,980 people.
Registered 
with the 
Council as 
(March 2014)

All 0-4 5-17 18-49 50-
64

65-74 75+

Blind 315 0 0 60 55 50 150

Partially 
Sighted

410 0 5 50 60 65 230

Total 725 0 5 110 115 115 380

Sexual Orientation 
(Heterosexual, 
Homosexual  and 
Bisexual)

There are no local statistics for how many Lesbian, Gay or Bisexual 
(LGB) people live within Rochdale however, nationally, the 
Government estimates that 5% of the population are lesbian, gay, bi 
and transgender communities.

Religion, faith and 
belief

Most people in the borough follow a religion; the census 2011 
showed over 35 religions observed across the borough.                            
Around 60.6 % (128,186) are Christian, around 13.9% (29,426) are 
Muslim and around 18.9 % (40,014) state they have no religion.                                                                                                    
Muslim population reports poor health in line with the national picture.

Marriage and civil 
partnership

This protected characteristic generally only applies in the workplace.                                                                                                 
The census 2011 showed almost 73,323, (44.2%) of residents as 
being married, 58,665 (35.1%) said they are single, 20,815 (12.6%) 
co-habiting, 12,236 (7.3%) widowed and 293 (0.2%) in civil 
partnerships in Rochdale borough

Pregnancy and 
maternity

Birth rate had been fairly constant since 2008 but declined in 
2014 with 2,844 babies born to local residents (from 3044 the 
previous year).                                                                                
Birth rates are higher among our ethnic minority groups and in 
areas of deprivation. The infant death rate is also higher than 
average in this group. Teenage pregnancy rates are high 
compared to the England average but are declining and have 
fallen below the North West average.
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Equality Analysis: Project Profile Data
   

Local Profile/Demography of the Groups affected :

General 

All therapy staff have received equality training as set out 
by PCFT and recognised across the locality.

The PMC service delivers assessment and equipment to 
approximately 10,000 service users across HMR and Bury 
metropolitan boroughs.

This equates to around 150 new referrals each month. 

Criteria for access is for a client to have a registered GP 

Age 

Service covers from 36 months (unless there is a very 
clearly identified postural need) without an upper age limit 
and would therefore reflect the age profile of the general 
population.

Current case load includes:-
 Paediatric (up to and including age 18)  375 clients
 Adults   4721 clients

Race (consider migrant, 
Gypsy and Traveller 
communities, etc.)

Data not specifically collected by service unless stated on 
the referral.  Therefore for 99% of the current caseload this 
is not disclosed.
Ethnic group to which the client belongs has no bearing on 
service delivery.

Sex

Paediatric female – 145
Paediatric male -202
Adult female -2497
Adult males – 1828
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Gender reassignment
Data not specifically collected by service unless stated on 
the referral.  Chairs are provided on clinical need therefore 
gender reassignment has no bearing on service delivery.  

Disability (mental and 
physical)

All service users are defined with a physical disability.  
Data is not collected on mental capacity unless an there is 
an impact on equipment provided.  Service works within 
guidelines established around assessment of capacity and 
DOLs

Sexual Orientation 
(Heterosexual, 
Homosexual  and Bisexual)

Data not specifically collected by service unless stated on 
the referral.  Chairs are provided on clinical need therefore 
sexual orientation has no bearing on service delivery.

Religion, faith and belief

Data not specifically collected by service unless stated on 
the referral.  Chairs are provided on clinical need therefore 
religion, faith and belief has no bearing on service delivery.
However if this has been disclosed then clinic / visit 
sessions would be made appropriately around religious 
festivals.

Marriage and civil 
partnership

Data not specifically collected by service unless stated on 
the referral.  Chairs are provided on clinical need therefore 
marriage and civil partnership status  has no bearing on 
service delivery.

Pregnancy and maternity
Data not specifically collected by service unless stated on 
the referral.  Data would only be held if this was pertinent to 
the equipment supplied.
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Equality Analysis: Equality Data Available
     
What do you already know about how people are currently affected?
Ask the current provider these (and other) questions for each 
protected group in a way that is relevant and proportionate to your 
piece of work. If this is a new project identify and consider any national 
or local research that may support your piece of work.

Views and Feedback

Communications and 
Engagement (liaise with 
communications and engagement 
team)

Communication with regard to the changes 
proposed to service delivery will be with other 
NHS / care provider professionals not directly with 
clients.  All communications will be agreed with 
the CCG prior to issue.

History & Examination

Health Needs (JSNA, research) Refer to risks outlined within paper.

Current Service Review 
(access information, complaints, 
etc)

 How does the current service promote equality? 
 Are there examples of good practice or have you 

identified any gaps?
 What can you tell about the demand for the 

service by different groups?
 Is there an over or under representation of 

particular groups, relative to the expected 
demographic?

Diagnostic & Assessment

Benchmark The service is part of the Greater Manchester 
mobility center network and regularly attends 
meeting and engages with the group.

Develop Options Refer to risks outlined within the paper.  

Service design
Service will continue to access the interpreter 
service and liaison services for those hard of 
hearing or visually impaired, the proposed 
changes do not affect access. 
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Intervene

Business case Where impact has been identified a 
communication pathway for escalation of issues 
has been verbally identified, yet to be documented 
and formally agreed. 

Decommission As above a process has been identified yet to be 
formally documented and agreed. 

Procurement As noted all therapy staff have completed the 
relevant training as recognised locally

Review

Contract transition
It has been recognised that the option around 
care homes has a significant impact therefore 
sufficient transition time to allow for planning has 
been built into the proposal.

Performance Management Inclusivity and accessibility has not changed 
within the proposal

Continuous improvement There will be no impact on continuous 
improvement through the proposals identified.
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Equality Analysis: Assessment Test
What impact will the implementation of this change have on employees, 
service users or other people who share characteristics protected by The 
Equality Act 2010?
Proposed 
Change:

Commissioning 
Cycle stage(s):

Views and Feedback, History & Examination, Diagnostic & 
Assessment, Intervene, Review [delete as appropriate]

Protected 
Characteristic:

Neutral
Impact:

Positive
Impact: 

Negative
Impact: 

Reasoning / evidence of impact and, 
if applicable, justification where a 
Genuine Determining Reason exists  

Age 
yes Should option 3 be agreed there will be a 

negative impact on some paediatric clients.

Race (consider 
migrant, Gypsy and 
Traveller 
communities, etc.)

Yes

Sex
Yes

Gender 
reassignment

Yes

Disability (mental 
and physical)

yes As above with regard to option 3

Sexual Orientation 
(Heterosexual, 
Homosexual  and 
Bisexual)

Yes

Religion, faith and 
belief

Yes

Marriage and civil 
partnership

Yes

Pregnancy and 
maternity

Yes
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Equality Analysis: Action Planning
As a result of performing this analysis, what actions are proposed to 
remove or reduce any risks of adverse outcomes identified on 
employees, service users or other people who share characteristics 
protected by The Equality Act 2010?    
Recommended Actions: Responsible Lead: Completion Date:     

 

Equality Analysis: Completed By

Name: Job Title: Date:

Deborah Keogh Posture and Mobility Centre Service 
Lead 15/11/18

Helen Marsh Business Development Officer 15/11/18

Equality Analysis: Line Manager Sign Off

Name: Job Title: Date:
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Quality Assurance  
(To be completed by the GMSS Equality and Diversity Business Partner)

Yes No Further Action Required

1. Have any issues which are 
relevant to all Protected groups 
been clearly identified?

2. Has the duty to eliminate 
unlawful discrimination, 
harassment, victimisation and 
other conduct prohibited by the 
Act been considered and acted 
upon?

3. Has the duty to advance equality 
of opportunity between people 
who share a protected 
characteristic and those who do 
not, been considered and acted 
upon? 

4. Has the duty to foster good 
relations between people who 
share a protected characteristic 
and those who do not, been 
considered and acted upon? 

5. Has the EA been signed off by 
the responsible Manager for this 
policy?

Quality Assurance (QA) Checklist
1 Copy of completed document sent to samina.arfan@nhs.net 

2 QA process completed:

a. If further action required, document return to author for action

b. If no further action required, document is ok to go to relevant committees/boards. It will be 
useful for you to create an EA folder to store all your completed EAs.

3 When a document has been returned for further action, this must be completed and resubmitted 
within 4 weeks.
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