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Consultation Announcement
This document is being presented for public consultation. It reports the
outcome of an Equality Impact Assessment (EQIA) by the Health and
Social Care Board on Self Directed Support.
A copy of the full report is also available on the organisation’s website at:
www.hscboard.hscni.net Consultation on the EQIA will end on the 8th
May 2015. It is intended that other consultation methods will be used to
seek views and it may be that you will receive further communication
from us in due course.
We hope that you will find time to comment on this document.

Contact Details
You can contact us in the following ways:
Method

Details

Telephone:

028 718 60086
Extension: 218904, 218789 or
218910

Email:

SelfDirectedSupport_EQIA@hscni.net

Alternative formats
Any request for the document in another format or language will be
considered.

For these formats please contact us using the methods mentioned
above.
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1. Executive Summary
The Organisation
The Health and Social Care Board (HSCB), together with its Local
Commissioning Groups (LCGs) is accountable to the Minister for Health,
Social Services and Public Safety and translates the Minister’s vision for
health and social care into a range of services that deliver high quality
and safe outcomes for users, good value for the taxpayer and
compliance with statutory obligations.
A key role of the HSCB with the Public Health Agency (PHA) is effective
engagement with providers, Patient Client Council (PCC), local
government, Service Users, local communities, other public sector
bodies and the voluntary and community sectors.

Self Directed Support
Self Directed Support is part of the Transforming Your Care Strategic
approach to developing Person Centred Services and is designed to aid
the transformation of Social Care Services from a “service led” system to
one that promotes peoples’ autonomy and independence through
mainstreaming a Self Directed Support approach.
The term ‘Self-Directed Support’ describes the ways in which individuals
and families can have informed choice about the way care is provided to
them. It includes a range of service delivery options including Direct
Payments for exercising those choices.
Through a partnership approach to needs assessment individual
outcomes are agreed and options are considered within available
resources so people can have greater levels of control over how and by
whom their care needs are met. Self Directed Support is a unique
partnership between families, individuals, services, third and
independent sector organisations and Government bodies.

Data Collection
Data was gathered for, namely:
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 The general population, with a targeted focus on people with a
disability, older people, younger people and dependants (Carers).
In preparing the draft EQIA, the findings from a range of data and
research sources were taken into account. Statistical information was
available from Northern Ireland Statistical Research Agency (including
Census information from 2011) and the NI Health and Social Care
Inequalities Monitoring system reports and bulletins.
Targeted engagement was also undertaken with one to one meetings
and round tables conducted with organisations representing Section 75
Groups, including older people, people with a disability younger people
and Carers.
These four groups were identified in the screening as facing potential
impacts to using and accessing some of the provisions under Self
Directed Support. The decision to carry out a full EQIA to explore those
issues was taken.
The needs of the wider general population, outside of the
aforementioned groups were also taken into account.
During the consultation process staff in the Health and Social Care
Sector will be consulted on the equality impact of the strategy.

Key Findings
The analysis of the data gathered in the course of this exercise suggests
that here is sufficient evidence on the effects of Self Directed Support on
people with disabilities, people of different age groups and Carers to
undertake an equality impact assessment at this time.
In relation to age, disability and dependants (carers) the analysis did not
suggest differential impacts or needs in relation to Self Directed Support.
During the consultation period any additional information gathered from
Section 75 Groups will inform the actions flowing from this EQIA.

Age
Positive benefits from Self Directed Support are evident for younger and
older people, however, the Scottish Government identified that younger
people may be under-represented for Self Directed Support. For older
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people, the positive benefits again out-weigh any negative impacts;
however there is some evidence that the responsibilities arising from
Self Directed Support could have disproportionately negative impacts on
older people if they do not have access to adequate support.

Disability
For people with a disability, issues arise in terms of consent and
capacity, alongside the many positive benefits Self Directed Support
offers. It is important that Self Directed Support is available to everyone,
regardless of their disability. This will be particularly important for those
people with variable conditions or limited capacity. While Self Directed
Support is in the main positive for people with a disability, there is some
evidence from the Scottish Government’s EQIA of adults with learning
disabilities and their families experiencing stress and difficulty in
arranging their personal budgets.

Dependants (Carers)
Flexibility and independence offers valuable benefits for many Carers
when they are providing care, issues of capacity, consent and
information sharing with Carers should however be considered,
particularly for people with learning disabilities and mental health issues.
Self Directed Support gives more choice, but where issues of consent
and capacity arise in the context of care, the role of a Carer should be
weighed and balanced through Self Directed Support assessments and
considerations.

In summary Self Directed Support will involve a significant cultural shift
in how HSCB and Health and Social Care Trusts currently deliver social
care. This transformation of social care will involve a partnership
approach between individuals, professionals and across all sectors to
provide a broader understanding of what Self Directed Support is and
how to avail of it. This will require consideration of how we communicate
and engage with staff and the public. Moreover, staff training and
monitoring the implementation will be essential to ensuring Self Directed
Support is a success.
The scope of the Equality Impact Assessment therefore is on the
equality outcomes and impacts, with a particular focus on potential
7 |Page

impacts and particular needs for people within those three Section 75
categories; age, disability and dependants (Carers).

Proposed Actions
Age, disability and carers are areas that the HSCB will monitor in
regards to self directed support activity.
Age
Issue

Action

Younger people may be underrepresented in Self Directed
Support.

Self directed support provides
choice, control and flexibility which
provides greater opportunities for
young people to ensure that the
service provided meets their care
and support goals.

Older people may feel unable to
manage the responsibilities of
employing a personal assistant
using a direct payment.

Through the implementation of
SDS, those that require advice and
support in managing a direct
payment will be assisted to do so.
If you do not wish to become an
employer you can have the Trust
manage your personal budget
while you determine the service in
line with your care and support
goals.

Disability
Issue
Those with the most complex
needs may not be offered, or may
not wish to take part in SDS.

Action
Self directed support is about
choice, if it is your preference not
to take up a self directed support
option you do not have to. Through
the implementation of SDS, those
individuals requiring advice and
support in managing a personal
budget will be assisted.
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Those people with complex needs
and learning disabilities may feel
unable to manage the
responsibilities of employing a
personal assistant using a direct
payment.

Through the implementation of
SDS, those that require advice and
support in managing a direct
payment will be assisted to do so.
If you do not wish to become an
employer you can have the Trust
manage your personal budget
while you determine the service in
line with your care and support
goals.

Where there are issues regarding
consent and capacity there may be
difficulties in accessing self
directed support.

Where there are issues with
consent and capacity and you have
parental responsibility for a child or
young adult, you can give consent
for the individual receiving the
direct payment to purchase the
support that meets their care and
support goals.

When going through the Self
Directed Support process, an
individual who is not deemed to
have capacity in all sets of
circumstances should still be
supported to have the
opportunity to be involved in their
assessment, to understand the
various choices available to
them and to decide how and
what ways they would like to
arrange their support.
An individual without capacity
may have a legally appointed
representative who can make
decisions about self-directed
support on the individual’s
behalf.

Dependants (Carers)
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Issue

Action

Carers should be considered in the SDS will involve a partnership
SDS process as appropriate
approach.

Monitoring
The governance arrangements for the Self Directed Support project are
set within the context of the overall Transforming Your Care Programme
governance arrangements.
The Self Directed Support Regional Programme Manager and Self
Directed Support Information Officer will work closely with the Trusts to
ensure consistency of data gathering and monitoring, including Section
75 data.
Trusts will ensure that appropriate monitoring, recording and evaluation
practices are in place to ensure that a consistent regional approach to
the capture, analysis and reporting of information is developed. This
information will allow the HSCB and Health and Social Care Trusts to
more effectively monitor the impact of Self Directed Support across the
equality groups.
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2. Background
Organisational Background
In 2005, the NI Review of Public Administration (RPA) concluded that
major reform was required in the administrative structures of health and
social services. In addition an Independent Review of Health and Social
care Services in NI conducted by Professor John Appleby the same year
highlighted the need for reform and modernisation of the management of
these services.
As a first phase of the RPA reforms in health and social care, five
integrated Health and Social Care (HSC) Trusts were established in
April 2007 to operate alongside the existing Northern Ireland Ambulance
Services HSC Trust.
Following public consultation, the Minister of Health, Social Services and
Public Safety announced details of the second phase of health and
social care reform in Northern Ireland. Central to this was the
establishment from 1st April 2009 of a new Health and Social Care Board
(HSCB), including 5 Local Commissioning Groups coterminous with the
Trusts, the Public Health Agency (PHA), a Business Services
Organisation (BSO) and a Patient and Client Council (PCC).
The Health and Social Care Board (HSCB), together with its Local
Commissioning Groups (LCGs) is accountable to the Minister for Health,
Social Services and Public Safety and translates the Minister’s vision for
health and social care into a range of services that deliver high quality
and safe outcomes for users, good value for the taxpayer and
compliance with statutory obligations.
A key role of the HSCB with the Public Health Agency (PHA) is effective
engagement with providers, Patient Client Council (PCC), local
government, Service Users, local communities, other public sector
bodies and the voluntary and community sectors.
In short, the HSCBs key functions include:
 In line with Ministerial objectives, ensuring effective
commissioning to secure the provision of health and social
services and other related interventions that address the needs
of people from pre-conception to death;
 The efficient, effective and appropriate use of delegated funding
of some £4bn per annum to meet agreed objectives in line with
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Ministerial objectives and Department policy in order to
maximise access to quality and safe services and reduce
unnecessary bureaucracy;
 Implementing a comprehensive framework for performance
management and service improvement that will monitor HSC
performance against relevant objectives, targets and standards
and provide appropriate assurance to the Department and the
Minister about their achievement;
 Establishing arrangements at a regional and local level that
ensures close strategic and operational partnership with key
stakeholders both within the HSC and wider public sector in
meeting the objectives of the Board and proactively engages
and informs local communities and the voluntary and
community sectors on the work of the Board;
 Establishing a close working relationship at a regional and local
level with the PHA minimising unnecessary duplication and
ensuring a seamless approach to the improvement of the health
and social wellbeing of all the people of NI reflected in the
development of an integrated annual commissioning plan for
approval by the Minister;
 Facilitating and supporting Local Commissioning Groups in their
role of achieving effective locality based commissioning,
managing their performance, and holding them to account so
that they can exercise their devolved authority within an
effective framework of regional priorities and standards;
 Within the parameters of the Department’s overarching
Framework Document, working with other key stakeholders
such as the Department, PHA, Trusts and Regulation & Quality
Improvement Authority (RQIA) to ensure clarity of responsibility
and appropriate provision for the safety of services, the
management of critical incidents and service failings and the
protection of the public;
 Ensuring that regional priorities – for example programmes for
improving cancer services – are integrated into local plans while
promoting real delegation to a local level within that framework;
and
 Overseeing the agreed publication of performance information.
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Equality Impact Assessments
Schedule 9 of the Northern Ireland Act 1998 provides for a
comprehensive consideration by public authorities of the need to
promote equality of opportunity, giving effect to Section 75 of the Act,
between:
 People of different religious belief, political opinion, racial group,
age, marital status or sexual orientation;
 Men and women generally;
 People with a disability and people without one; and
 People with dependants and people without dependants.

These are called ‘Section 75 Groups’ because the relevant law is
Section 75 of the Northern Ireland Act 1998. In addition, without affecting
the above duty, public authorities must have regard to the desirability of
promoting good relations between people of different religious beliefs,
political opinions and racial groups.
Equality Schemes must be prepared, which among other things must set
out arrangements for assessing the likely impact on the promotion of
equality of opportunity of the policies adopted or proposed.
Where equality impacts are likely to be major, a public authority needs to
undertake an Equality Impact Assessment (EQIA). This is “a thorough
and systematic analysis of a policy, whether the policy is written or
unwritten, formal or informal, and irrespective of the scope of the policy
or the size of the public authority.”
As part of the assessment consideration must be given of anything that
could reduce any adverse impact on equality of opportunity of the
policies proposed. Thinking through what opportunities exist to better
promote equality must also be a part of the assessment. Consideration
to alternative policies that might better promote equality of opportunity
must also be given.

The strategy subjected to an Equality Impact Assessment
Self Directed Support is a term that describes the ways in which
individuals and families can have informed choice about the way support
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is provided to them. It has generally been used to describe the delivery
of social care.
This includes children and adults with disabilities, people with mental ill
health and older people. It is intended that they will benefit from the
positive outcomes of Self Directed Support offering individuals as much
choice and control as they may wish over the way their assessed needs
are met in order to achieve the outcomes that are important to them,
providing greater flexibility, choice and control in care arrangements,
better quality care and a more independent lifestyle.
As part of the Transforming Your Care programme of change, this
project sets out to mainstream Self Directed Support as a realistic
alternative to traditional services, for those individuals with eligible
needs. By 31st March 2018 it is envisaged that 1 in 3 eligible Service
Users will avail of Self Directed Support across all Trusts.
Two of the five strategic objectives of Transforming Your Care are to:
“Put the individual at the centre of the service delivery model for
health and social care services”
And
“Enable patients, clients and users to live independently at home
with greater choice and access”.
Transforming Your Care Recommendations (15, 18, 32, 61 and 68)
envisage a more integrated delivery of support, more personalised care
and more control by Service Users over budgets while Vision to Action
(March 2013) highlighted the importance that Service Users attach to
Self Directed Support as a means of supporting people to live as
independently as possible.
Self Directed Support will help to deliver upon the commitments given to
Carers within Transforming Your Care and Vision to Action and will
contribute to the wider personalisation agenda, helping to shift the
balance of care closer to people’s homes.
This project aims to:
 Facilitate the systematic change of current social care
arrangements;
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 Establish Self Directed Support as a new way of working which
empowers people with eligible social care needs, to use a personal
budget; and
 Enable people, following assessment, to receive the support they
want by giving them more choice and control over their support
arrangements.
The project will seek to afford individuals greater choice and control
about how their funding allocation is used to meet their assessed needs.
The strategic objectives of this project are:
 To create greater awareness and understanding of Self Directed
Support;
 To enhance the quality of life for those people with care and
support needs;
 To ensure people have a positive experience of care and support;
 To broker new and develop existing relationships with the
community, voluntary and independent sectors so that people can
access a wide range of support services in their local communities;
 To have 1 in 3 of eligible Service Users availing of some form of
Self Directed Support (i.e. Direct Payments, Managed Budget or
Mixed Provision) by 31st March 2018.

How will this be achieved? (Key elements)
The scope and approach to implementing and delivering Self Directed
Support throughout Northern Ireland is outlined in the Project Initiation
Document which sets the parameters for the project over the next four
years.
While coordinating and managing the delivery of the project will be a role
for the HSCB and in particular the Self Directed Support Regional
Programme Manager, each of the 5 Trusts will be responsible for
delivering Self Directed Support in their localities.
Currently each Trust has in place a dedicated team of Self Directed
Support Implementation Officers and Practice Development Workers
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whose responsibility will be to lead on the delivery of Self Directed
Support at Trust level.
Project management is key to ensuring consistent local delivery of Self
Directed Support and will ensure the HSCB and Trusts are cognisant of
their roles and responsibilities.
 Statutory responsibilities, duties and functions under Section 75 of
the Northern Ireland Act 1998 (“section 75”).
 Self Directed Support must be delivered equitably and does not
adversely impact on any one group – either directly or indirectly.
 Inclusion of Trust’s Equality, Finance, Information and PPI
(Personal and Public Involvement) Leads in their local Self
Directed Support implementation group so that due weight and
consideration is given to a wide variety of issues and can help
inform the development of data collection & monitoring processes,
internal and external communications, staff training and
approaches to project evaluation.
 Engaging with, listening to and reflecting the views of key
stakeholders (staff, Service Users, service providers) to ensure
there is a co-ordinated, informed and “person centred” approach to
delivering Self Directed Support locally.
 Promoting good relations between the Trust and key stakeholders
generally and particularly Section 75 Groups.
 Ensuring and keeping the HSCB informed about the steps they are
taking to raise awareness of and promote Self Directed Support in
their locality, taking into account their statutory responsibility to
promote good relations between Section 75 Groups.
 Ensuring that clear communications on Self Directed Support are
provided to all stakeholders and in a variety of different formats,
languages and through a variety of media (print, offline, online etc).
To assist with this work, the HSCB has developed a Regional
Communications Strategy which each Trust has been provided
with. This will help them develop a local Self Directed Support
Communications Action Plan using the same key information.
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Screening and Scope of the Equality Impact Assessment
A screening was carried out during the project initiation phase of Self
Directed Support. It was determined that a full equality impact
assessment was necessary for the following reasons: the proposals
being significant in terms of their strategic importance, there are
potential equality impacts that are unknown, that further assessment
offers a valuable way to explore evidence, and the policy is significant in
terms of its expenditure.
Based on professional experience and research literature, it was
determined that it would add benefit to examine issues further,
particularly for people with a disability, dependants (mainly Carers),
older people and younger people.
Initial engagement and literature review has determined that many
Service Users and Carers see the benefit of Self Directed Support. A
flexible, responsive and creative approach to social care will for many
people give them control and autonomy over their care.
Flexibility and independence offers valuable benefits for many Carers
when they are providing care. Issues of capacity, consent and
information sharing with Carers should be considered, particularly for
people with learning disabilities and mental health issues. Self Directed
Support gives more choice, but where issues of consent and capacity
arise in the context of care, the role of a Carer should be considered and
balanced through Self Directed Support assessments and
considerations. However the needs and wishes of the service user will
always take precedent.
For people with a disability, similar issues arise in terms of consent and
capacity, alongside the many positive benefits Self Directed Support
offers. It is important that Self Directed Support is available to everyone,
regardless of their disability. This will be particularly important for those
people with variable conditions or limited capacity. While Self Directed
Support is in the main positive for people with a disability, there is some
evidence from the Scottish Government’s EQIA of adults with learning
disabilities and their families experiencing stress and difficulty in
arranging their personal budgets.
Also while positive benefits from Self Directed Support are evident for
younger and older people the Scottish Government identified that
younger people may be under-represented for Self Directed Support.
For older people, the positive benefits again out-weigh any negative
impacts; however there is some evidence that the responsibilities arising
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from Self Directed Support could have disproportionately negative
impacts on older people if they do not have access to adequate support.
Finally, Self Directed Support will involve a significant cultural shift in
how HSCB and Health and Social Care Trusts currently deliver social
care. This transformation of social care will involve a partnership
approach between individuals, professionals and across all sectors to
provide a broader understanding of what Self Directed Support is and
how to avail of it. This will require consideration of how we communicate
and engage with staff and the public. Moreover, staff training and
monitoring implementation will be essential to ensuring that Self Directed
Support is a success.
The scope of the Equality Impact Assessment therefore is on the
equality outcomes and impacts, with a particular focus on potential
impacts and particular needs for people within those three Section 75
categories; age, disability and dependants (Carers).
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3. Data Collection
In line with the Equality Commission (NI) Guide to the Statutory Duties
and EQIA Guidelines, data was drawn from a number of sources to help
us prepare this draft EQIA.
Data was gathered for a range of communities, namely:
 the general population, with a targeted focus on people with a
disability, older people, younger people and dependants (Carers);
The needs of the wider general population, outside of the
aforementioned groups, were also taken into account.
In preparing the draft EQIA, the findings from a range of data and
research sources were taken into account. Statistical information was
available from Northern Ireland Statistical Research Agency (including
Census information from 2011) and the NI Health and Social Care
Inequalities Monitoring system reports and bulletins.
Targeted engagement was also undertaken with:

Age
Age NI
Age NI is a charity organisation supporting older people in Northern
Ireland. The charity was formed in 2009. Their vision is a world where
everyone can love later life. Age NI believes that living longer should be
celebrated and that those who need help should be supported.
The Self Directed Support EQIA team met with the Chief Executive, and
strategy director of Age NI to discuss Self Directed Support and how it
may potentially impact on older people.
Age NI welcomed the introduction of Self Directed Support and believe
Self Directed Support could enhance the quality of care in later life
through a person centred approach both in the planning and delivery of
services.
Age NI explained while they see no negative impacts on Section 75
Groups, we needed to be mindful that communication should be clear
regarding the key messages of Self Directed Support and in a format
suitable to meet the needs of older people.
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Age NI explained that safeguarding, particularly those Service Users
with dementia was fundamental, and should be prioritised in the
development, planning and delivery of their care and support needs.
It was agreed that further engagement with Age NI and Service Users
during the 12 week consultation would be beneficial. Age NI agreed to
host a focus group meeting with a number of Service Users and agreed
to disseminate the EQIA document through their networks.

Barnardos
Barnardos NI works to improve the lives and opportunities of children in
communities across Northern Ireland. Barnardos works in collaboration
with other bodies, to transform the lives of vulnerable children through
services, campaigns, lobbying and research expertise.
The Self Directed Support EQIA team met with the Children’s Services
Manager for Barnardos who welcomed the introduction of Self Directed
Support to younger people and felt it would enable them to gain their
own independence.
The Children’s Services Manager believed that younger people were a
great advocate for Self Directed Support as more families were taking up
the opportunity for direct payments to manage their care and support
needs.
The age range of young people within Barnardos is between 11 and 25.
On viewing the Self Directed Support Service User podcast she felt that
it was in line with how young people would like to see their lives.
Barnardos were happy to host a focus group meeting with their Service
Users and explained that the Self Directed Support EQIA document
would be provided to their Service Users groups providing an
opportunity for them to arrive at their own conclusion and provide a
response.

Disability
Disability Action
Disability Action works to ensure that people with disabilities attain their
full rights as citizens, by supporting inclusion, influencing Government
policy and changing attitudes in partnership with disabled people.
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The Self Directed Support EQIA team met with the Statutory Duty and
Policy Officer within Disability Action.
Disability Action welcomed the introduction of Self Directed Support and
felt that Self Directed Support would enhance the quality of care for
Service Users by providing greater choice, control and flexibility in
meeting Service Users care and support needs.
Disability Action explained that they see no real adverse impact of Self
Directed Support on Service Users, although they stated that they
believe it is key that all Service Users have equity of opportunity to avail
of Self Directed Support.
Disability Action stated that they felt it would be important to map trends
regarding the uptake of Self Directed Support regionally across all
categories of disability and that Forms and Assessment should be clear
and in plain language to aid the Service Users understanding.
Disability Action stated that they are happy to organise a focus group
meeting with a number of their Service Users during the 12 week
consultation process both in Belfast and Derry.
Disability Action also stated that they are happy to disseminate the Self
Directed Support EQIA document through their networks.

Mindwise
Mindwise is an organisation which provides support for those affected by
mental health problems and severe mental illness. Their vision is a world
where everyone irrespective of mental health or disability, can recover a
meaningful quality of life and participate fully as citizens in society.
The Self Directed Support EQIA team met with the Chief Executive
Officer and Deputy Chief Executive Officer. Mindwise welcomed the
introduction of Self Directed Support as they believed it would
complement some of their existing services.
Mindwise were pleased that a regional approach was adopted and there
would be greater consistency in terms of access, service delivery and
the key messages relating to Self Directed Support. They feel this will
help to mitigate the risk of mixed messages flowing from the Trusts to
the public and Service Users locally.
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Mindwise explained that safeguarding individuals, particularly those
Service Users who suffer from mental ill health was of paramount
importance, and should be prioritised as an integral part of the
assessment, planning and delivery of their care and support needs of
the individual.
They felt that Self Directed Support should ensure quality of choice in
regards to Service Users and carers and a balance in terms of equality
of opportunity and access to Self Directed Support and should respect
the adult Service Users perspective.
It was agreed that further engagement with Mindwise and Service Users
during the 12 week consultation would be beneficial and that Mindwise
would disseminate the consultation document widely through their
internal platform and their wider networks.

ARC NI
Association for Real Change (ARC) is an umbrella body representing
service providers in the learning disability sector – its main purpose is to
improve the quality of life for people who have a learning disability by
supporting anyone who is involved in the planning or delivery of support
and services.
The Self Directed Support EQIA team met with fifteen of the
organisations that ARC NI represents some of those present included
Apex Housing, Caring Breaks, Derg Valley Care, Mencap NI, Positive
Futures and Prospects NI (a full list of attendees is available on request).
One of the organisations that were present during this focus group
meeting were currently using Self Directed Support for some of their
client group through the Southern Health and Social Care Trusts pilot
and spoke highly of the Self Directed Support programme and how it
enabled one of their Service Users to regain their independence and
mobility.
Organisations were in agreement of the positive outcomes that Self
Directed Support can bring to Service Users by offering more choice and
control.
Possible negative impacts were highlighted, particularly around
accessibility for those Service Users who live in a rural area was
mentioned, and it was felt that it would be important for Self Directed
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Support to provide equality and opportunity of access on a regional
level.
ARC NI agreed to host the Self Directed Support EQIA document on
their website and disseminate the consultation EQIA document through
their networks to their wider organisation groups.

Centre for Independent Living
The Centre for Independent Living is an organisation run by disabled
people with the aim of promoting the principles of independent living.
The Centre for Independent Living provides a range of support services
across the 5 Health and Social Care Trusts for people who use or are
considering Direct Payments as a means of having more control over
their arrangements for personal support.
As the lead organisation providing support to people considering or
using Direct Payments the Centre for Independent Living are active
partners in the project to develop Self Directed Support for Northern
Ireland.
In consultation with the Centre for Independent Living, focusing on the
potential impacts of the introduction of Self Directed Support on the
Section 75 Groups highlighted in the original Equality Screening, it was
noted that the Self Directed Support promotes choice and autonomy
across all groups encompassing the principles envisaged from the
outset of Direct Payments. They added that the development of Self
Directed Support is very welcome and has their total support. The
Centre for Independent Living explained the new development chimes
exactly with their aims and principles and has been driven by the
disabled movement for many years; it is not just choice in how people
receive care and support it creates opportunities for person-centred
approaches and firmly establishes the social model of care.
The Centre for Independent Living explained that while they see no
negative impacts on the Section 75 Groups there is learning from the
challenges to the uptake of Direct Payments. They cited the need for
whole-system change to mainstream Self Directed Support making it
central for each named/key worker and Trusts with clear
communications and responsibilities. The need for positive staff attitudes
and training, supportive operational procedures and high-level
organisational commitment were also highlighted as essential to the
successful implementation of Self Directed Support.
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In summing up, they reiterated their overriding opinion is that the
intended introduction will have a positive impact across all the Section
75 groupings.

Dependants (Carers)
Carers NI
Carers Northern Ireland works with service providers, international
partners and Government to promote examples of good practice which
deliver effective support and services to make life better for carers. They
operate an advice and information service for carers and professionals.
The Self Directed Support team met with the Director and Policy Officer
of Carers NI to discuss Self Directed Support and how it may potentially
impact on carers.
Carers NI were very positive and welcomed Self Directed Support
although they feel the main challenge will be communication between
service providers and carers and Service Users.
Self Directed Support was recognised in principal by Carers NI as
having huge potential to make the lives of those receiving care better, as
well as the role and lives of carers too. The implementation of Self
Directed Support is crucial to making this a reality. The flexible,
responsive and creative partnership approach being proposed by HSCB
is a model that will deliver better outcomes for carers.
Issues of capacity, consent and information sharing with carers was
identified by Carers NI as a possible impact on the carers role in Self
Directed Support. Carers NI noted that real efforts need to be taken to
ensure that a carers’ role is recognised in the wider context of care being
offered. In addition it was noted that carers’ rights should be balanced
and weighted in any consideration of care; not to supersede the rights of
the service user, but to be proportionality balanced and considered.

It was agreed that further engagement with Carers NI and carers during
the 12 week consultation would be beneficial. Carers NI were happy to
upload and share the Self Directed Support EQIA through their various
networks.
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Staff
The HSCB engaged with staff and key stakeholders during the summer
(June – August 2014) on developing a Self Directed Support Regional
Communications Strategy and Stakeholder Mapping Tool. These
discussions helped the HSCB develop and agree key messages for
information and communications materials.
The Self Directed Support EQIA team met with Northern Ireland Social
Care Council (NISCC) to outline the project aims and give an overview
of the Equality Impact Assessment. Further meetings are planned to
develop a Code of Practice for Personal Assistants in partnership with
NISCC.

During the twelve week consultation period for this draft EQIA, the
Health and Social Care Board will undertake extensive engagement with
a range of groups, Service Users, Carers and staff representing the
Section 75 categories most likely to be impacted. We will also engage
with wider Section 75 Groups and individuals as appropriate as well as
the Equality Commission for Northern Ireland to produce the final
equality impact assessment.

Key findings
This section outlines our key findings across the nine equality groups
outlined in Section 75(1) of the Northern Ireland Act. This analysis has
been produced following a desktop review of available local, national
and international literature and engagement with representative groups
across three of the identified categories from the equality screening,
namely, Age, Disability and Dependants (Carers), as outlined in section
3.
As far as the availability of data allows, across the nine equality
categories each section looks at (1) profile and (2) any needs identified.
To assist with the finalisation of this EQIA an extensive engagement will
take place with Service Users and carers across the Section 75
categories, mainly focused on the three key groups identified, during the
formal 12 week consultation.
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Gender
Population Profile
The population of Northern Ireland on Census Day 2011 was 1,810,900:
 Males 887. 300 (49%)
 Females 923, 500 (51%)

Accurate figures on the number of transgender people are not currently
available. McBride (2011) ‘Healthcare Issues for Transgender People
Living in Northern Ireland’ estimates that the number of people who say
they are transgender in Northern Ireland is 8 per 100,000 (120) people
(aged 16 and over). There is a higher proportion of male to female
transitions.
Negative attitudes are displayed towards transgender people, according
to the 2011 Equality Awareness Survey by the Equality Commission.
This found that 35% of respondents would mind (a little or a lot) having a
transgender person as a work colleague, while 40% would mind having
one as a neighbour and 53% would mind having one as an in-law.
Negative attitudes were stronger among people over 65 years old. They
were more likely to mind having a transgender person as a work
colleague (52%), as a neighbour (54%), or in a relationship with a close
relative (69%) compared with the younger age groups aged 16–29 years
old (29%, 33% and 46%, respectively) or 30 to 44 years old (28%, 34%
and 48%, respectively).
The HSCB does not currently collect data on the number of men and
women in receipt of direct payments.
Data collection methods are currently being reviewed to see how robust
information on gender can be collected.

Staff Profile
At March 2013, the HSC employed around 66000 people either full-time
or part-time. This accounted for almost 10% of all employment in
Northern Ireland as shown in the (Northern Ireland Health and Social
Care Workforce Census, March 2013
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 The majority of the HSC workforce is female (81%). Of these
female staff, 49% are employed full-time.
 Males represent 19% of all HSC staff employed. Of these male
staff, the majority (84%) were employed full-time.

During the data collection exercise no particular equality needs were
identified on the basis of gender in regards to Self Directed Support.
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Age
Population Profile
Compared with the England, Scotland and Wales, Northern Ireland had
the fastest-growing and youngest population between 2001 and 2011,
with an estimated increase of 7.5%. It is projected to have the youngest
population during 2011-2021. This equates to 24% or 432,814 children
and young people aged less than 18 years. (Source: NISRA 2009 Midyear Population Estimates)
The population of Northern Ireland is getting older. Between the 2001
and 2011 censuses the median age increased from 34 years to 37
years. According to NISRA, the population aged 85 and over has
increased by 9,000 people (38 per cent) in the 10 year period between
June 2002 and June 2012. This is five times faster than the overall
population growth of just over seven per cent over this same period.
Within Northern Ireland this population is projected to grow from the
31,800 at the 2011 census to 100,000 by 2041.
In March 2013 Age UK launched a twenty page fact sheet highlighting
those over 85 whom they labelled as the ‘oldest old’. Some key points to
note from the Age UK briefing were:
 Almost three quarters (74.8%) of the oldest old live on their own
 Malnutrition rather than obesity was an issue (33% of admissions
to hospital in 80+ , 40% of 90+ were thought to be malnourished)
 Malnutrition of those entering care homes over 85 is at 52%
 Significantly more likely to have fallen.
 A ‘considerable’ number are vitamin D deficient
 Dementia affects one in six over eighty and one in three over
ninety-five.
 Only 8.5% of those dying of cancer aged over eighty-five die in a
hospice compared with 20% of all cancer deaths and a lower
proportion of those over eighty-five access specialist palliative
care.
 In the UK nearly 50,000 people aged over 85 provide unpaid care
to a partner, family member or other person.

28 | P a g e

 The ‘oldest old’ are as a group at greater risk of poverty than the
‘younger’ old.
 Ninety per cent of those over eighty-five are estimated to spend an
average of 80% of time in their home.
 Thirty per cent of those over 80 have limited access to services
such as shops and GPs and 25% are cut off from friends and
family.
 About 40% of the ‘oldest old’ have a ‘severe disability’ (but 60% do
not)
 The Newcastle 85+ study found urinary incontinence in 21.3%,
hearing impairment in 59.6% and visual impairment in 37.2%.

Staff Profile
Two fifths (42%) of all HSC Staff were under the age of 40, while 31%
were aged between 40 and 49 and 27% were aged 50 and over. Age
distribution varied between the Occupational Families with 60% of
Medical & Dental staff and 59% of Professional & Technical staff aged
under the age of 40, while only 21% of Estates Services staff were aged
under 40.

Table1: Age profile of HSC Staff by occupational group
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Data Collection
In gathering this data the HSCB undertook its own “Demands Analysis”
exercise between April and May 2014 these extracts are listed below.
This exercise was carried out by HSCB Performance Management
Service Improvement (PMSI) Directorate.
This work helped inform a series of “Stock Take” meetings/discussions
which took place between the HSCB and 5 Trusts during May and June
2014.
Together, these two pieces of work constituted the HSCB’s “Baseline
Review” of quantitative and qualitative data and were used to fully
understand the potential impact and demand for Self Directed Support in
Northern Ireland.

Population and Projections by Trust for the 0-4, 5-11 & 12-17
Population
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Key Messages
 There are over 127,000 people ages 0-4 regionally. This is
projected to fall by 5% in 2023
 There are over 158,000 people ages 5-11 regionally. This is
projected to increase steadily to 2019 then expected to level off for
the following 4 years.

Population and Projections by Trust for 18-64 and 65-74 Population
18-64 Population by Trust
(Source: 2012 MYE's)
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65-74 Population by Trust
(Source: 2012 MYE's)
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Key Messages
 There are 1,119,000 adults aged 18-64 in Northern Ireland, this
age group is expected to reach 1,144,000 by 2023, an increase of
2%.
 By 2023, population projections in 4 out of the 5 Trusts show a
slight increase in the 18-64 age group. South Eastern is projecting
a fall of <1%.
 Regionally there are 151,100 people aged 65-74, this population
age group is expected to rise to 180,000 by 2023, an increase of
20%.
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Population and Projections by Trust for 75-84 and 85+ Population
85+ Population Projections by Trust
(Source: NISRA, 2008 Based Population Projections)

16,000
14,000
12,000

Belfast

10,000

Northern

8,000
6,000

South Eastern

4,000

Southern

2,000

Western

2011
2012
2013
2014
2015
2016
2017
2018
2019
2020
2021
2022
2023

0

75-84 Population by Trust
(Source: 2012 MYE's)
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Key Messages
 Regionally there are 89,000 people aged 75-84, this population
age group is expected to rise to 123,300 by 2023, an increase of
36%
 The South Eastern Trust will see the highest growth at 49%,
followed closely by Western at 46%. The Belfast Trust's
population for this age group is expected to grow by 7%
 Regionally there are 32,700 people aged 85+, this population age
group is expected to rise to almost 52,700 by 2023, an increase of
58%
The 85+ population in the Southern Trust is expected to rise by 74%.
Research commissioned by the Scottish Government in 2008 took into
account the views of people from a range of ages including children,
adults and the elderly. The research found generally that clients from
every age group could benefit from the positive outcomes of selfdirected support.
While positive benefits from Self Directed Support are evident for
younger and older people the Scottish Government identified that
younger people may be under-represented for Self Directed Support.
For older people, the positive benefits again out-weigh any negative
impacts; however there is some evidence that the responsibilities arising
from Self Directed Support could have disproportionately negative
impacts on older people if they do not have access to adequate support.
According to the Third National Personal Budget Survey, which shares
the experiences of more than 4,000 people with personal budgets and
their Carers, age or social care group seemed to make little difference to
how well the personal budget worked for people, nor did whether their
personal budget was held as a direct payment, an individual service fund
or managed by the council.

Focus Group Meetings
Age NI welcomed the introduction of Self Directed Support and believe
Self Directed Support could enhance the quality of care in later life
through a person centred approach both in the planning and delivery of
services.
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Age NI explained while they see no negative impacts on Section 75
Groups, we needed to be mindful that communication should be clear
regarding the key messages of Self Directed Support and in a format
suitable to meet the needs of older people.
Age NI explained that safeguarding, particularly those Service Users
with dementia was fundamental, and should be prioritised in the
development, planning and delivery of their care and support needs.
In Barnardos, the Children’s Services Manager believed that younger
people were a great advocate for Self Directed Support as more families
were taking up the opportunity for direct payments to manage their care
and support needs.
The age range of young people within Barnardos is between 11 and 25.
On viewing the Self Directed Support Service User podcast she felt that
it was in line with how young people would like to see their lives.

During the data collection exercise no particular equality needs were
identified on the basis of age in regards to Self Directed Support.
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Marital Status
Population profile
Table 2: Marital Status of Northern Ireland residents aged 16+ years,
Census 2011
Marital status

Count

Percentage

Married

680,831

47.6

Single

517,393

36.1

Same-sex civil partnership

1,243

0.1

Separated

56,911

4.0

Divorced

78,074

5.5

Widowed or surviving partner

97,088

6.8

(Source: NISRA (2012) Table KS103)

The table shows that almost half (48%) of people aged 16 years and
over on Census Day 2011 were married, and over a third (36%) were
single. Just over 1,200 people (0.1%) were in registered same-sex civil
partnerships. A further 9.4% of residents were separated, divorced or
formerly in a same-sex civil partnership, while the remaining 6.8% were
either widowed or a surviving partner (Source: NISRA (2012) Table
KS103).
The urban areas of Belfast and Derry/Londonderry had the largest
proportions of single people (47% and 42% respectively), while Ards and
Banbridge (both 54%) had the highest proportion of married people.
No data has been identified to suggest differential impacts of Self
Directed Support on the grounds of marital status.

During the data collection exercise no particular equality needs were
identified on the basis of marital status in regards to Self Directed
Support.
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Religion
Population Profile
In Northern Ireland most people are of Christian faith, as shown in the
table below. There are gaps in the information about those of nonChristian faiths and those with no faith.
On Census Day 2011, the usual population of Northern Ireland was
1,810,863. The table shows the change in the religious make-up of
Northern Ireland between the 2001 and the 2011 Census.

Table 3: Changes in religious make up of Northern Ireland between
2001 and 2011 censuses
Census 2001
Religion/
religion
brought
up in

Count

Percentage
(%)

Census 2011
Count

Percentage
(%)

Percentage
change
(%)

Protestant/ 895,377
other
Christian

53.1

875,717

48.4

-2.2

Roman
Catholic

737,412

43.8

817,385

45.1

10.8

Other
religions

6,569

0.4

16,592

0.9

152.6

None

45,909

2.7

101,169

5.6

120.4

(Source: NISRA, Table KS07b (2003); KS212 (2012))

No data has been identified to suggest differential impacts of Self
Directed Support on the grounds of religion.

During the data collection exercise no particular equality needs were
identified on the basis of religion in regards to Self Directed Support.
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Ethnicity
Population Profile
Since the 2001 Census, there has been a marked change in Northern
Ireland’s ethnic diversity. On Census Day 2011, 1.8% (32,400) of the
resident population belonged to minority ethnic groups, more than
double the proportion in 2001 (0.8%). The main minority ethnic groups
were Chinese (6,300 people), Indian (6,200), Mixed (6,000) and Other
Asian (5,000), each accounting for around 0.3% of the population.

Table 4: Changes in ethnic makeup of Northern Ireland between 2001
and 2011 censuses.

Census 2001

Census 2011

Difference

Ethnic group

Count

Percentage

Count

Percentage

Count

White

1,670,988

99.2

1,778,449

98.2

107,461

Chinese

4,145

0.2

6,303

0.4

2,158

Indian

1,567

0.1

6,198

0.3

4,631

Mixed

3,319

0.2

6,014

0.3

2,695

Other Asian

194

0

4,998

0.3

4,804

Other

1,290

0.1

2,353

0.1

1,063

Black African

494

0

2,345

0.1

1,851

Irish Traveller

1,710

0.1

1,301

0.1

- 409

Pakistani

666

0

1,091

0.1

425

Black other

387

0

899

0.1

512

Bangladeshi

252

0

540

0

288

Black
Caribbean

255

0

372

0

117
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(Source: NISRA, Table KS06 (2003); KS201 (2012)

Irish Travellers comprised 0.1% of the population. Since 2001, the
minority ethnic count rose from 14,300 to 32,400. Increases were
recorded for all groups with the exception of Irish Travellers, whose
number fell from 1,700 in 2001 to 1,300 in 2011.Belfast (3.6%),
Castlereagh (2.9%), Dungannon (2.5%) and Craigavon (2.1%) had the
highest proportions of residents from minority ethnic groups.
Residents born outside Northern Ireland in March 2011 accounted for
11% (202,000) of the population, compared with 9% (151,000) in April
2001. This change resulted largely from inward migration by people born
in the 12 countries that have joined the European Union since 2004 (EU
12). These accounted for 2% (35,700) of Northern Ireland residents on
Census Day 2011, compared with 0.1% in 2001.
The rest of the population born outside Northern Ireland consisted of
4.6% born in Great Britain, 2.1% born in the Republic of Ireland, 0.5%
born in countries that were EU members before 2004, and 2% born
elsewhere.

Table 5: Breakdown of country of birth for the population of Northern
Ireland
Country of birth

Count

Percentage

Northern Ireland

1,608,853

88.8

Outside Northern Ireland

202,000

11.2

England

64,717

3.6

Scotland

15,455

0.9

Wales

2,552

0.1

Republic of Ireland

37,833

2.1

EU before 2004

9,703

0.5

EU 12

35,704

2.0
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Other

36,046

2.0

(Source: NISRA (2012) Table KS204)

The number of requests received by the Northern Ireland Health and
Social Care Interpreting Service has risen from 18,151 in 2006 to 95,894
in 2014, showing the increasing demand on services responding greater
diversity in the population. Responses to the Transforming Your Care
Vision to Action consultation noted how important it was to have foreignlanguage interpreters available.

According to the “All-Ireland Traveller Health Study” (AITHS), the
Traveller population in Northern Ireland is estimated at 3,905, with 1,562
families. The age profile of this community is markedly different from that
of the general population. Some 70% of Travellers are aged 30 or under,
and only 1% are aged 65 and over. This partly reflects a higher birth
rate, a higher death rate and inward migration.
National research suggests there are differences within black and
minority ethnic (BME) groups generally when compared with the white
population. Ill health often starts at an earlier age in BME groups than
among white people. There are variations from one health condition to
another; for example, BME groups have higher rates of cardiovascular
disease than white people but lower rates of many cancers. Diabetes is
more common in BME groups and high blood pressure is more common
in Asian groups.
The Social Care Institute for Excellence in England identified barriers to
black and minority ethnic Service Users accessing direct payments,
including difficulties in recruiting Personal Assistants who are able to
meet the cultural, linguistic and religious requirements of individuals.
However this is not seen as a negative impact of Self Directed Support
as individuals would have more choice about the cultural, linguistic and
religious background of individuals employed as Personal Assistants.

Evidence suggests a lack of knowledge among BME groups about social
care services. There is a particular lack of knowledge about services for
those with dementia and their Carers.
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People from BME groups face particular difficulties in accessing
services, making complaints and getting mistakes corrected. The Health
Professions Council’s ‘Scoping Report on Existing Research on
Complaints Mechanisms’ says this can partly be explained by a relative
lack of knowledge about how services work. People from BME groups
may also be more likely to fear the consequences of complaining or
asserting themselves.

Staff Profile
Table 6: Equality and diversity data for the register as of July 2011,
responses have been received from 286,190 out of 665,545 registrants
or 43% of nurses and midwives employed

Overall
England
Northern
Ireland
Scotland
Wales
Non-UK
Midwives
Nurses
SCPHNs

White
British
73%
72%
55%

Other
White
11%
9%
39%

Asian Black
African
7%
5%
8%
7%
5%
0.4%

Black
Caribbean
2%
2%
few

Other/Mixed

89%
84%
36%
79%
72%
83%

6%
9%
46%
11%
11%
9%

2%
5%
9%
2%
8%
2%

few
0.3%
2%
2%
2%
2%

0.4%
0.9%
1%
1%
2%
0.7%

1%
1%
4%
4%
6%
3%

2%
2%
0.6%

NB- Some combinations with fewer than 30 correspondents are
marked "few" for anonymity.

During the data collection exercise no particular equality needs were
identified on the basis of ethnicity in regards to Self Directed Support.
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Political Opinion
Population Profile
There is limited data available; however the Electoral Commission’s data
on the first-preference votes per party in the Northern Ireland Assembly
Elections 2011 gives a good guide to political preferences in the
province as a whole.
Table 7: First preference votes per party in Northern Ireland Assembly
Elections 2011
Political party

Votes

Democratic Unionist Party

198,436

Sinn Fein

178,222

Social Democratic and Labour Party

94,286

Ulster Unionist Party

87,531

Alliance

52,384

Other

52,284

(Source: Electoral Office NI, 2011)

A DHSSPS literature review of equality and human rights on fair access
to health and social care said it is difficult to know how statutory health
and social services perform as regards political opinion. This is partly
because of a lack of research (See http://www.dhsspsni.gov.uk/eqliterature-review).

Staff
This development applies to most HSC staff. It is important to protect the
identity of individuals by excluding specific information. However the
data has been considered. Many members of staff chose not to disclose
their political opinion. There is no evidence of differential impact on the
grounds of political opinion.
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During the data collection exercise no particular equality needs were
identified on the basis of political opinion in regards to Self Directed
Support.
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Disability
Population Profile
Census figures show that in 2011 just over one in five of the resident
population (21%) had a long-term health problem or disability that limited
their day-to-day activities, similar to the proportion in 2001 (20%).
Strabane and Belfast (both 24%) had the highest proportions of
residents with a long-term health problem or disability.
Table 8: Long-term health problem or disability of Northern Ireland
Population

Disability

Count

Percentage
%

Long-term health problem or disability: day- 215,232
to-day activities limited a lot

11.9

Long-term health problem or disability: day- 159,414
to-day activities limited a little

8.8

Long-term health problem or disability: day- 1,436,217
to-day activities not limited

79.3

(Source: NISRA (2012) Table KS301 – Health and unpaid care)

According to a NISRA survey carried out in 2006; some 37% of
households include at least one person with a disability and 20% of
these include more than one disabled person.
For both men and women, the rate of disability increases with age.
Women on average live longer than men therefore disability tends to be
more common among women. The rate is particularly high for women
aged 75 and above (at 62%). It is only among the youngest adults aged
16 to 25 that the rate for men (at 6%) is higher than for women (4%)
(Northern Ireland Survey of Activity Limitation and Disability (2006/07).
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Some 32% of the 1,860 people receiving direct payments from their local
Health and Social Care Trust have a physical or sensory disability
(January 2011).
In Northern Ireland there are about 16,500 people with a learning
disability. McConkey et al (2006) predict this will increase by 20.5% by
2021. Any change to older people’s services must take account of the
needs of older people with learning disabilities as well as other forms of
disability. (McConkey et al, ‘Accessibility of healthcare information for
people with a learning disability. A Review and Discussion Paper’ (2006)
Table 9: Percentage of People in Northern Ireland population by type of
long term condition or disability
Type of long – term condition

Percentage of population
with condition %

Deafness or partial hearing loss

5.14

Blindness or partial sight loss

1.7

Communication Difficulty

1.65

Mobility of Dexterity Difficulty

11.44

Learning, intellectual, social or behavioural
difficulty.

2.22

Emotional, psychological or mental health
condition

5.83

Long – term pain or discomfort

10.10

Shortness of breath or difficulty breathing

8.72

Frequent confusion or memory loss

1.97

A chronic illness (such as cancer, HIV,
diabetes, heart disease or epilepsy.

6.55

Other condition

5.22

No Condition

68.57

(Census 2011)
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Children with a Disability known to Social Services, by major
disability, type Disability known to Social Services, by major
disability, type age and gender
NI
As at March
12
Major
Disability

0-4

5 - 11

12-15

16+

M

Physical (Ex.
Sensory)

Total

F

M

F

M

F

M

F

M

F

63

52

11
0

90

69

71

50

40

292

253

Sensory

51

41

87

66

31

39

32

18

201

164

Learning

20
1

10
5

59
3

30
0

48
3

21
8

30
0

14
8

1577

771

Chronic illness 8

8

8

8

3

0

0

0

19

16

Other
(undefined)

21

8

88

17

56

20

26

10

191

55

TOTAL (With
Disability)

34
4

21
4

88
6

48
1

64
2

34
8

40
8

21
6

2280

1259

NI

As at March
13

Major
Disability

0-4

5 - 11

12-15

16+

M

Physical (Ex.
Sensory)

F

M

F

M

F

M

F

M

F

64

54

135

75

73

54

57

36

329

219

Sensory

37

25

81

55

21

31

19

8

158

119

Learning

17
0

10
1

518

27
4

40
2

21
1

26
8

11
0

1358

696

9

6

4

1

5

2

1

22

19

Chronic illness 13

Total

46 | P a g e

Autism
(ASD/ADHD/
Asperger’s)

37

3

198

53

18
0

26

97

22

512

104

Other
(undefined)

13
7

11
5

185

12
1

94

86

37

50

453

372

TOTAL (With
Disability)

45
8

30
7

112
3

58
2

77
1

41
3

48
0

22
7

2832

1529

Key Messages
 Based on information obtained from SOSCARE, there are 4,361
children registered with a disability in NI at March 2013 (children
on caseload of Children’s Disability Teams)
 Of the 4,361 children with a disability, 2,832 were males (65%) and
1,529 were females (35%)
 Most children had a Learning Disability (47%), followed by the
‘other’ category which includes Chronic Illness
 Most children with a disability were aged 5-11 (39%), followed by
27% aged 12-15 years

Long Term Condition
The information below is abstracted from the 2011 Census and details
the long term condition by age and sex.
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All usual
Aged 0 to 4 Aged 5 to 7 Aged 8 to 9 Aged 10 to 14 Aged 15 Aged 16 to 17 Aged 18 to 19 Aged 20 to 24 Aged 25 to 29
residents
All usual residents
1,810,863
124,382
67,662
43,625
119,034
24,620
51,440
50,181
126,013
124,099
Deafness or partial hearing loss
93,091
501
447
253
775
128
319
360
1,069
1,265
Blindness or partial sight loss
30,862
261
278
158
471
99
214
227
638
602
Communication difficulty
29,871
1,564
1,500
894
2,079
335
696
666
1,464
1,178
A mobility or dexterity difficulty
207,173
1,121
910
633
1,766
343
767
821
2,656
3,233
A learning, intellectual, social or behavioural difficulty
40,177
1,663
2,690
2,300
6,640
1,170
2,223
1,951
3,489
2,363
An emotional, psychological or mental health condition
105,528
226
267
190
878
257
699
1,149
4,613
6,172
Long-term pain or discomfort
182,820
333
262
192
694
203
488
620
2,462
3,683
Shortness of breath or difficulty breathing
157,890
4,452
4,622
3,160
9,359
1,826
3,587
3,202
7,248
6,403
Frequent periods of confusion or memory loss
35,616
57
64
66
191
53
101
146
481
558
A chronic illness
118,554
635
495
349
1,289
299
678
704
1,977
2,234
Other condition
94,617
2,237
1,603
1,125
3,252
651
1,325
1,215
3,112
3,279
No condition
1,241,785
115,163
58,458
37,051
99,439
20,673
43,448
42,282
105,675
103,048
Males
Deafness or partial hearing loss
Blindness or partial sight loss
Communication difficulty
A mobility or dexterity difficulty
A learning, intellectual, social or behavioural difficulty

887,323
50,901
14,273
17,482
88,175
26,536

63,526
291
142
1,120
616
1,176

34,803
256
156
1,095
557
1,980

22,306
130
81
619
358
1,682

61,032
420
270
1,501
1,036
4,824

12,725
61
54
251
189
864

26,284
181
125
495
403
1,589

25,592
184
134
451
423
1,341

63,913
572
335
944
1,346
2,231

60,795
710
337
773
1,619
1,525

Long-term pain or discomfort
Shortness of breath or difficulty breathing
Frequent periods of confusion or memory loss
A chronic illness
Other condition
No condition

43,708
76,791
74,684
15,721
63,790
42,955
614,050

133
167
2,702
26
356
1,203
58,016

181
144
2,783
40
291
915
29,016

138
109
1,876
43
196
683
18,181

576
354
5,466
126
656
1,851
49,094

138
88
1,029
29
155
341
10,403

344
222
1,964
59
345
699
21,779

509
263
1,641
86
367
615
21,401

1,894
1,115
3,480
308
969
1,513
53,813

2,457
1,662
2,973
357
1,113
1,475
50,884

Females
Deafness or partial hearing loss
Blindness or partial sight loss
Communication difficulty
A mobility or dexterity difficulty
A learning, intellectual, social or behavioural difficulty

923,540
42,190
16,589
12,389
118,998
13,641

60,856
210
119
444
505
487

32,859
191
122
405
353
710

21,319
123
77
275
275
618

58,002
355
201
578
730
1,816

11,895
67
45
84
154
306

25,156
138
89
201
364
634

24,589
176
93
215
398
610

62,100
497
303
520
1,310
1,258

63,304
555
265
405
1,614
838

61,820
106,029
83,206
19,895
54,764
51,662
627,735

93
166
1,750
31
279
1,034
57,147

86
118
1,839
24
204
688
29,442

52
83
1,284
23
153
442
18,870

302
340
3,893
65
633
1,401
50,345

119
115
797
24
144
310
10,270

355
266
1,623
42
333
626
21,669

640
357
1,561
60
337
600
20,881

2,719
1,347
3,768
173
1,008
1,599
51,862

3,715
2,021
3,430
201
1,121
1,804
52,164

An emotional, psychological or mental health condition

An emotional, psychological or mental health condition
Long-term pain or discomfort
Shortness of breath or difficulty breathing
Frequent periods of confusion or memory loss
A chronic illness
Other condition
No condition
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There is evidence which suggests that Self Directed Support impacts
positively on disabled people of every client group. The Scottish
Government review of Self Directed Support found that it enhances
quality of life by giving people greater independence and by helping to
increase their social participation.
According to the Third National Personal Budget Survey which shares
the experiences of more than 4,000 people with personal budgets and
their Carers, there was a very clear link between people's experience of
the process and the difference the personal budget made to people's
lives. Those that found the process of getting and managing a personal
budget easy were nearly three times more likely to report good
outcomes. Those that said their views were included in the process were
nearly twice as likely to report good outcomes. People were also more
likely to report good outcomes if they had help to plan their support and
if they knew how much money was in their budget.
Interestingly the findings also show that people who used their budget
for personal assistants and community-based support rather than more
'traditional services' reported their personal budget making a bigger
difference to their lives.
The Scottish Government’s 2008 review of Self Directed Support
involved case study participants from each disability client group. A large
majority of Self Directed Support clients and their informal Carers had
positive experiences of using their Self Directed Support funding to
directly purchase their support and employ Personal Assistants.
A further survey by In Control, Lancaster University and the Centre for
Disability Research found that the experiences of adults with learning
disabilities were also broadly positive.
In all aspects considered by the survey the majority of respondents with
learning disabilities reported that their lives were “better” or a “a lot
better” (Chris Hatton and John Watters, The National Personal Budget
Survey, June 2011).
Likewise, the IBSEN Evaluation of an Individual Budget Pilot found that
adults with learning disabilities were significantly more likely to feel
greater control in their daily lives than a comparison group of users of
arranged services.
In regards to mental health the 2008 IBSEN the evaluation suggests this
group experienced more positive outcomes in overall wellbeing than
other groups because Individual Budgets offered a greater range and
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flexibility of support arrangements than were available through standard
services. This was seen to particularly suit people with mental ill health
who have diverse needs and variable conditions.
The study however was keen not to generalise because the numbers of
people with mental ill health using individual budgets are very low.
The National Personal Budget Survey demonstrated that the participants
with physical disabilities experienced a positive change in several
aspects of their lives as a result of the personal budget arrangement. In
the IBSEN evaluation it suggested that people with physical disability or
sensory disability were likely to experience better outcomes in particular
they were expected to receive a higher quality of care than through
traditional arranged services.
Representatives from Mind Wise were generally supportive of the
principal of Self Directed Support and saw the many benefits for people
with mental ill health. They raised issues of capacity and consent. There
may be times when people with mental illness cannot competently make
decisions for themselves, but this may in many instances be fluid and
should be recognised as part of the assessment phase of Self Directed
Support. Some people may have carers, but may not need their carers
to advocate for them all of the time.
Some potential barriers for people with mental ill health were raised, in
that there may be concern about becoming an employer, or managing a
personal budget when someone is unwell. There will need to be robust,
adaptable and sufficient support processes in place for people with
mental health issues in the Self Directed Support systems. Safe
guarding issues were also raised as a general concern. The HSCB
strongly encourage any service user to ensure that carers they employ
through Self Directed Support are adequately and appropriately
checked.

Focus Group Meetings
Disability Action welcomed the introduction of Self Directed Support and
felt that Self Directed Support would enhance the quality of care for
Service Users by providing greater choice, control and flexibility in
meeting Service Users care and support needs.
Disability Action explained that they see no real adverse impact of Self
Directed Support on Service Users, although they stated that they
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believe it is key that all Service Users have equity of opportunity to avail
of Self Directed Support.
Disability Action stated that they felt it would be important to map trends
regarding the uptake of Self Directed Support regionally across all
categories of disability and that Forms and Assessment should be clear
and in plain language to aid the Service Users understanding.
Mindwise were pleased that a regional approach was adopted and there
would be greater consistency in terms of access, service delivery and
the key messages relating to Self Directed Support. They feel this will
help to mitigate the risk of mixed messages flowing from the Trusts to
the public and Service Users locally.
Mindwise explained that safeguarding individuals, particularly those
Service Users who suffer from mental ill health was of paramount
importance, and should be prioritised as an integral part of the
assessment, planning and delivery of their care and support needs of
the individual.
They felt that Self Directed Support should ensure quality of choice in
regards to Service Users and carers and a balance in terms of equality
of opportunity and access to Self Directed Support and should respect
the adult Service Users perspective.
During the focus group meeting with ARC NI, one of the organisations
that were present during this focus group meeting were currently using
Self Directed Support for some of their client group through the Southern
Health and Social Care Trusts pilot and spoke highly of the Self Directed
Support programme and how it enabled one of their Service Users to
regain their independence and mobility.
Organisations were in agreement of the positive outcomes that Self
Directed Support can bring to Service Users by offering more choice and
control.
Possible negative impacts were highlighted, particularly around
accessibility for those Service Users who live in a rural area was
mentioned, and it was felt that it would be important for Self Directed
Support to provide equality and opportunity of access on a regional
level.
In consultation with the Centre for Independent Living, focusing on the
potential impacts of the introduction of Self Directed Support on the
Section 75 Groups highlighted in the original Equality Screening, it was
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noted that the Self Directed Support promotes choice and autonomy
across all groups encompassing the principles envisaged from the
outset of Direct Payments. They added that the development of Self
Directed Support is very welcome and has their total support. The
Centre for Independent Living explained the new development chimes
exactly with their aims and principles and has been driven by the
disabled movement for many years; it is not just choice in how people
receive care and support it creates opportunities for person-centred
approaches and firmly establishes the social model of care.
The Centre for Independent Living explained that while they see no
negative impacts on the Section 75 Groups there is learning from the
challenges to the uptake of Direct Payments. They cited the need for
whole-system change to mainstream Self Directed Support making it
central for each named/key worker and Trusts with clear
communications and responsibilities. The need for positive staff attitudes
and training, supportive operational procedures and high-level
organisational commitment were also highlighted as essential to the
successful implementation of Self Directed Support.
In summing up, they reiterated their overriding opinion is that the
intended introduction will have a positive impact across all the Section
75 groupings.

During the data collection exercise no particular equality needs were
identified on the basis of disability in regards to Self Directed Support.
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Dependants (Carers)
Population Profile
In the 2011 Census respondents were asked whether they provided any
unpaid help or support to family members, friends, neighbours or others
because of long-term physical or mental ill-health/disabilities, or
problems related to old age. Twelve per cent of the population (213,980)
provided such unpaid care, around a quarter (26%) of who did so for 50
or more hours a week, a total of 56,000 people.
Between the 2001 and the 2011 Censuses there was an increase in the
number of people providing unpaid care.

Table 10: Changes in the provision of unpaid care in Northern Ireland
between 2001 and 2011 censuses
2001 Census

2011 Census

Care provided

Count

Percentage
%

Count

Percentage
%

Provides no unpaid
care

1,500,201

89.0

1,596,883

88.2

Provides 1-19
hours unpaid care
per week

110,407

6.6

122,301

6.8

Provides 20-49
hours unpaid care
per week

28,000

1.7

35,369

2.0

Provides 50+ hours 46,659
unpaid care per
week

2.8

56,310

3.1

Total

100

1,810,863

100

1,685,267

(Sources: NISRA Univariate table UV021 (2001 numbers) and NISRA
(2012) Table KS301 – Health and unpaid care (2011 numbers))
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Based on the most recent information from Carers Northern Ireland
(June 2011), the following facts relate to Carers:
 1 in every 8 adults is a Carer;
 There are about 207,000 Carers in Northern Ireland;
 One quarter of all Carers provide over 50 hours of care per week;
 People providing high levels of care are twice as likely to be
permanently sick or disabled as the average person;
 About 30,000 people in Northern Ireland care for more than one
person; and
 64% of Carers are women; 36% are men.

In 2006 the DHSSPS published a Survey of Carers of Older People in
Northern Ireland. Of which providing this care over three-quarters (77%)
were female and almost a quarter were male. Fifteen per cent were
aged 75 or over, 48% were aged 55-74, 35% were aged 35-54 and only
2% were aged under 35. Just over three-quarters of the male Carers
(76%) were aged 55 or more, compared with three-fifths (60%) of female
Carers. Almost a quarter (24%) of the male Carers and 12% of the
female Carers were aged 75 or more.
The majority of informal care is provided by family members, usually
spouses or adult children.
There has been a policy drive in recent years towards supporting Carers
in their caring role and ensuring that health and social services assist
Carers in maintaining their own health and well-being. Yet, despite this
many Carers continue to feel marginalised and often believe that their
own particular health and social care needs are overlooked (Arksey et
al, 2003:1).
(http://www.Carersuk.org/northernireland/news-ni/facts-and-figures)

Almost a quarter of those in the 45-54 age-group (23%) had caring
responsibilities compared with 7% of those aged 16-24.
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Three-quarters of those aged 75 and over (74%) cared for someone for
more than 20 hours per week compared with a quarter of those aged 1624 (24%).
http://www.dhsspsni.gov.uk/index/stats_research/stats-public-health.htm
- Health Survey NI 2012-13(MS Word 1.1MB)

Carers and Unpaid Care

Key Messages
 Regionally, 97.7% of all people with a continuing care needs had
their assessment completed within 5 weeks in 2013/14
 Southern Health and Social Care Trust recorded the best
performance (99.8%) whereas Western Health and Social Care
Trust reported 86.9% under target
 Regional performance by programme of care
o Older Peoples Services – 97.7% under target
o Physical and Sensory Disability – 98.2% under target
o Learning Disability – 97.4% under target
o Mental Health – 94.4% under target
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Carers Assessments

Self Directed Support was recognised in principal by Carers NI as
having huge potential to make the lives of those receiving care better, as
well as the role and lives of carers too. The implementation of Self
Directed Support is crucial to making this a reality. The flexible,
responsive and creative partnership approach being proposed by HSCB
is a model that will deliver better outcomes for carers.
Issues of capacity, consent and information sharing with carers was
identified by Carers NI as a possible impact on the carers role in Self
Directed Support. Carers NI noted that real efforts need to be taken to
ensure that a carers’ role is recognised in the wider context of care being
offered. In addition it was noted that carers’ rights should be balanced
and weighted in any consideration of care; not to supersede the rights of
the service user, but to be proportionality balanced and considered.
Carers NI conveyed a sense of a feeling amongst many carers that they
are considered last in the care system and taken for granted.
Highlighting the role of carers within health and social care in the Self
Directed Support process will be vital therefore to ensure that their role
is understood and given due consideration.
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Carers and Service Users in Northern Ireland – apart from those in the
Southern Health and Social Care Trust - have expressed a feeling of
having been “left behind” in terms of Self Directed Support and while
they are, on the whole, grateful for the personal assistance and range of
health and social care services provided by Trusts, they would
nonetheless like to have the option of creating a more flexible package –
one that could be tailored or “personalised” to their own specific needs.
There is also a growing expectation from within this community that Self
Directed Support will become available in Northern Ireland early next
year. This expectation is partially due to the fact that many Carers and
Service Users are actively engaged – both formally and informally - with
the HSCB, Trusts and Local Commissioning Groups on a range of
projects (Self Directed Support, Short Breaks, Review of Respite and
Domiciliary Care) and privy to the good progress which has been and
continues to be made with the project this year.
According to the Third National Personal Budget Survey which shares
the experiences of more than 4,000 people with personal budgets and
their Carers, at least two thirds of people said their personal budget had
made things better or a lot better when it came to independence,
arranging support, mental health, control over their life, feeling safe,
relationships with family and people paid to support them, friendships
and self-esteem.
More than two thirds of Carers also said that as a result of the person
they care for having a personal budget things had got better or a lot
better when it came to remaining well and being able to continue caring
as well as quality of life for them and the person being cared for.

Focus Group Meeting
Carers NI were very positive and welcomed Self Directed Support
although they feel the main challenge will be communication between
service providers and carers and Service Users.
Self Directed Support was recognised in principal by Carers NI as
having huge potential to make the lives of those receiving care better, as
well as the role and lives of carers too. The implementation of Self
Directed Support is crucial to making this a reality. The flexible,
responsive and creative partnership approach being proposed by HSCB
is a model that will deliver better outcomes for carers.
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Issues of capacity, consent and information sharing with carers was
identified by Carers NI as a possible impact on the carers role in Self
Directed Support. Carers NI noted that real efforts need to be taken to
ensure that a carers’ role is recognised in the wider context of care being
offered. In addition it was noted that carers’ rights should be balanced
and weighted in any consideration of care; not to supersede the rights of
the service user, but to be proportionality balanced and considered.

During the data collection exercise no particular equality needs were
identified on the basis of dependants (carers) in regards to Self Directed
Support.
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Sexual Orientation
Population Profile
Accurate figures are not available on the sexual orientation of the
general population, and estimates vary considerably. The Northern
Ireland Statistics and Research Agency (NISRA), along with other UK
census offices, concluded that the census was not suitable for obtaining
such information. The 2011 Census does provide some information,
based on same-sex civil partnerships.
Research by HM Treasury shows that from 5%–7% of the UK population
say they are gay, lesbian, bisexual or ´trans´ (transsexual,
transgendered and transvestites).
The 2010 Northern Ireland Life and Times survey (1,205 adults) reported
the figure as only 1%. The Office for National Statistics 2010 report
(450,000 respondents) found that in Northern Ireland 92.5% said they
were heterosexual and 0.9% of respondents said they were LGB,
although 0.4% reported as ‘other’ and 6.2% said they didn’t know or
refused to respond.
Between 2006 and 2012, there were 715 recorded Civil Partnerships
regionally. However, this is not indicative of the LGB population. There
are no accurate statistics on sexual orientation in the community as a
whole, it is however estimated that between 5% and 10% of the
population would identify as lesbian, gay or bisexual.

Staff Profile
Some Trusts and Health and Social Care Organisations collect data on
sexual orientation, however there are gaps in the data and a significant
non-disclosure rate. It can however be reasonably assumed that the
sexual orientation demographic of staff reflects that of the general
population, around 5%-10%.
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Table 11: shows figures for nurses and midwives employed by sexual
orientation
Bisexual

Gay / lesbian

Heterosexual

Overall

1.5%

1.5%

97%

England

1.5%

1.5%

97%

Northern Ireland

1.9%

0.5%

98%

Scotland

1.1%

1.4%

98%

Wales

1.5%

1.2%

97%

Non-UK

1.7%

1.9%

96%

Midwives

0.8%

0.6%

99%

Nurses

1.6%

1.6%

97%

SCPHNs

0.5%

0.8%

99%

NB- Some combinations with fewer than 30 correspondents are marked
"few" for anonymity.

During the data collection exercise no particular equality needs were
identified on the basis of sexual orientation in regards to Self Directed
Support.
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Case Studies from the Southern Health and Social Care Trust
Pilot (2011 – 2014)
Self Directed Support Service User1
“I’m 30 years old, I’ve suffered from mental health problems from I was
about 19 or 18 years old. With Self Directed Support I now get more
transport, I feel now I’ve got more independence and I enjoy reading and
going on the internet, surfing the internet and meeting up with my friends
and things like getting good social activity into my life.
Well my Mum has been very good in helping me and my family have
been very good, also my key worker [has] been very helpful to me, she
has … now I go to the [Day Centre].. on a Wednesday with the Young
Peoples Group and I find it really fulfilling and I really enjoy it, we do a lot
of different activities and things.
I’m very privileged to have really good friends and they are always very
good to me and we enjoy going to the cinema and doing different things
at the weekends. ..I really love my flat here…and I really feel a lot more
independent now and I don’t have to rely as much on my parents but it is
nice to go home at the weekends and it breaks up the week a wee bit for
me a wee bit as well you know to go home. I have a personal trainer as
well to help me try and lose some weight and try and help me eat better
and more healthily and things.
With Self Directed Support I feel as if I’m more capable now, I can plan
my day better and I feel more empowered really. It’s been a hard time
but I feel like I’m getting there and I’m moving on now.”

Self Directed Support Carer1
“[My daughter].. is a young lady of 22 who happens to be Downs
Syndrome with Autistic Traits. She can present with challenging
behaviour at times but she has a terrific memory, she has very little
speech but has good understanding and she has a great sense of
humour and an infectious giggle.
The difference that Self Directed Support has made to our lives - to [her]
and myself - has been absolutely amazing. [She] has a programme that
is suitable to her needs, its tuned for her needs but its flexible enough,
there's a lot of variety in it, there's lots of activities in it, like going to the
gym going swimming, going for walks, going shopping, lots of life-skills
like filling the dishwater, just general - not rocket science but day to day
running!
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An example of her day would be that her worker comes in - in the
morning and assists / oversees with her breakfast and dressing and on a
Monday morning her worker would programme her iPod Touch with a
shopping task and put a number of items on the shopping list that [she]
then goes into town and the staff member shadows her around the shop
- she's getting her shopping list and she then pays for it etc. They come
home then and they would then make fruit salad or maybe cut up
vegetables for vegetable soup.
So she has a really busy full on week and then at the same time she
could be at home and she could be dancing around the room chilling out
listening to music - that's what happens! Would I recommend Self
Directed Support to other people? Yes that is a Yes, Yes, Yes because
it’s a Win, Win, Win situation for both [my daughter] and myself. It has
changed our lives around, it has given her the independence and the
flexibility, she has a busy week but it’s a structured week and she has
lots of choice!
How would I compare [my daughter’s] life now to the services she was
given prior to Self Directed Support to the present day? Totally different miles apart! [My daughter] is a lot happier, there would have been
occasions that I would have known that the services - it was good, it was
excellent what she was given but I knew that [my daughter] wasn't 100%
happy - it didn't suit her because she would have expressed anxiety and
she would have been chewing at her hands and I knew that she was out
of sorts because it wasn't suitable for her! Her life's full and its
meaningful for her and the bottom line would be that if [my daughter’s]'s
happy! Mum's happy!”

Self Directed Support Service User2
“When I was expecting my daughter.. I took meningitis and lost the sight
of one eye and [my daughter] was born 10 weeks prematurely..I then
took kidney failure and was on dialysis for 7 years and finally got a
transplant almost 7 years ago. But with the dialysis and the medications
for the transplant my sight has deteriorated to the point that I can’t read
and write anymore.
I’ve been able though my Self Directed Support budget to afford a few
other items which have been really helpful. Now this is a pen friend – it’s
an audio labeller so just to demonstrate I can stick a label on an item
[and] …from my budget I was able to purchase an intercom so it’s easier
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for me to ask who’s there and then know who I’m opening the door to – I
feel safer that way!
..through Self Directed Support and the people I have met and the help
that I’ve gained through it, I’m actually able to go out again with my
husband, we were always keen on concerts and the odd wee meal out
and dances and so on and we’re back to that again. So in summary, I’d
highly recommend Self Directed Support and I’m very grateful to have it
… and I’d recommend it to anybody else for that matter because it’s
really really improved my lifestyle and confidence.”
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4. Good Relations
We have identified no major issues impacting on good relations.
There is no evidence of differing Self Directed Support uptake or use
across the religious groups, political opinions or ethnicity noted within
the 2011 Census.
Through the implementation of Self Directed Support, good relations
impacts will be monitored.

64 | P a g e

5. Disability Duties
Through the development of Self Directed Support we have consistently
considered our obligations under both the Disability Discrimination Act
1995 and the United Nations Convention on the Rights of Persons with
Disabilities (UNCRPD). We have engaged with organisations
representing disabled people and disabled people directly through the
drafting of the draft Equality Impact Assessment. We will undertake
targeted engagement with disabled people and representative
organisations during the 12 week formal consultation phase to produce
the final EQIA.
United Nations Convention on the Rights of Persons with Disabilities
(UNCRPD)
The development and implementation of Self Directed Support
contributes to meeting the HSCB’s obligations under the UNCRPD,
namely:

Article 25 Health
States Parties recognize that persons with disabilities have the right to
the enjoyment of the highest attainable standard of health without
discrimination on the basis of disability. States Parties shall take all
appropriate measures to ensure access for persons with disabilities to
health services that are gender-sensitive, including health-related
rehabilitation. In particular, States Parties shall:
(c) Provide these health services as close as possible to people’s own
communities, including in rural areas;
(d) Require health professionals to provide care of the same quality to
persons with disabilities as to others, including on the basis of free and
informed consent by, inter alia, raising awareness of the human rights,
dignity, autonomy and needs of persons with disabilities through training
and the promulgation of ethical standards for public and private health
care.

Article 26 Habilitation and rehabilitation
1. States Parties shall take effective and appropriate measures,
including through peer support, to enable persons with disabilities to
attain and maintain maximum independence, full physical, mental, social
and vocational ability, and full inclusion and participation in all aspects of
life. To that end, States Parties shall organize, strengthen and extend
comprehensive habilitation and rehabilitation services and programmes,
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particularly in the areas of health, employment, education and social
services, in such a way that these services and programmes:
(b) Support participation and inclusion in the community and all aspects
of society, are voluntary, and are available to persons with disabilities as
close as possible to their own communities, including in rural areas.

Disability Discrimination Act 1995
The implementation and out workings of Self Directed Support can
contribute to the two duties of the HSCB of the Disability Discrimination
Act 1995.
1. Encouraging disabled people to participate in public life
Involving people in their own care and giving people greater autonomy
and choice is central to Self Directed Support. Key to making this work is
the design and implementation of Self Directed Support. Service User
involvement, including disabled people, is important, if we are to get this
right. Encouraging disabled people, from outside of the statutory sector,
to contribute to implementation boards or working groups that are
established as a result of this service is fundamental to how we will
proceed. We will consider our approach to making these boards/panels
accessible to disabled people.
2. Promoting positive attitudes towards disabled people
The HSCB acknowledges the importance of promoting positive attitudes
towards disabled people.
To that end, the HSCB will continue to work alongside Trust Equality and
Personal and Public Involvement leads, Carers, Service Users and
disabled people to promote positive attitudes towards disabled people
through the co-design of Communications and PPI Action Plans and by
ensuring that:
 These set out the full range of services that Trusts provide,
including self-assessment and assessment stages;
 Are available in formats that are accessible to people with different
accessibility needs;
 Any imagery used in communications channels to promote Self
Directed Support is appropriate and representative; and
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 Good relationships with disability groups are established or
developed so that the views and opinions of disabled people on
Self Directed Support are sought, listened to and acted upon.
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6. Human Rights
The impact of Self Directed Support on human rights was identified as
potentially affecting Article 8 – Right to respect for private & family life,
home and correspondence.
Self Directed Support affords more control, choice and autonomy over
one’s own care, enhancing Article 8 rights for Service Users
Self Directed Support is a significant move in social care from
dependency to citizenship and empowerment. It is a cultural change and
a shift in power underpinned by human rights.
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7. Conclusions
Summary and Assessment of Key Findings
All nine equality categories were examined through the course of
developing this draft EQIA.
For four of the nine categories; gender, marital status, political opinion
and sexual orientation there was no evidence of differential impacts of
Self Directed Support. This will be explored further during the 12 week
consultation period.
For two of the nine categories; religion and ethnicity some minor positive
impacts were identified. Individuals would have more choice about the
cultural, linguistic and religious background of individuals employed as
Personal Assistants, which would potentially be a positive addition to
their care, however this will be explored further during the 12 week
consultation.
For three of the nine categories; age, disability and dependants a
number of potential impacts were identified. They are highlighted and
outlined below, alongside proposed actions. This will be explored further
during the 12 week consultation period.
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Proposed Action
The analysis of the data gathered in the course of this exercise suggests
that there is sufficient evidence on the effects of Self Directed Support
on people with disabilities, people of different age groups and Carers to
undertake an equality impact assessment at this time.
During the consultation period any additional information gathered from
Section 75 Groups will inform the actions flowing from this EQIA.

Issues Identified
Age
Issue

Action

Younger people may be underrepresented in Self Directed
Support.

Self directed support provides
choice, control and flexibility which
provides greater opportunities for
young people to ensure that the
service provided meets their care
and support goals.

Older people may feel unable to
manage the responsibilities of
employing a personal assistant
using a direct payment.

Through the implementation of
SDS, those that require advice and
support in managing a direct
payment will be assisted to do so.
If you do not wish to become an
employer you can have the Trust
manage your personal budget
while you determine the service in
line with your care and support
goals.

Age is an area that the HSCB will monitor in regards to self directed
support activity.
The Self Directed Support Regional Programme Manager and Self
Directed Support Information Officer will work closely with the Trusts to
ensure consistency of data gathering and monitoring, including Section
75 data.
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Trusts will ensure that appropriate monitoring, recording and evaluation
practices are in place to ensure that a consistent regional approach to
the capture, analysis and reporting of information is developed. This
information will allow the HSCB and Health and Social Care Trusts to
more effectively monitor the impact of Self Directed Support across the
equality groups.

Disability
Issue

Action

Those with the most complex
needs may not be offered, or may
not wish to take part in SDS.

Self directed support is about
choice, if it is your preference not
to take up a self directed support
option you do not have to. Through
the implementation of SDS, those
individuals requiring advice and
support in managing a personal
budget will be assisted.

Those people with complex needs
and learning disabilities may feel
unable to manage the
responsibilities of employing a
personal assistant using a direct
payment.

Through the implementation of
SDS, those that require advice and
support in managing a direct
payment will be assisted to do so.
If you do not wish to become an
employer you can have the Trust
manage your personal budget
while you determine the service in
line with your care and support
goals.

Where there are issues regarding
consent and capacity there may be
difficulties in accessing self
directed support.

Where there are issues with
consent and capacity and you have
parental responsibility for a child or
young adult, you can give consent
for the individual receiving the
direct payment to purchase the
support that meets their care and
support goals.

When going through the Self
Directed Support process, an
individual who is not deemed to
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have capacity in all sets of
circumstances should still be
supported to have the
opportunity to be involved in their
assessment, to understand the
various choices available to
them and to decide how and
what ways they would like to
arrange their support.
An individual without capacity
may have a legally appointed
representative who can make
decisions about self-directed
support on the individual’s
behalf.

Disability is an area that the HSCB will monitor in regards to self directed
support activity.
The Self Directed Support Regional Programme Manager and Self
Directed Support Information Officer will work closely with the Trusts to
ensure consistency of data gathering and monitoring, including Section
75 data.
Trusts will ensure that appropriate monitoring, recording and evaluation
practices are in place to ensure that a consistent regional approach to
the capture, analysis and reporting of information is developed. This
information will allow the HSCB and Health and Social Care Trusts to
more effectively monitor the impact of Self Directed Support across the
equality groups.

Dependants (Carers)
Issue

Action

Carers should be considered in the SDS will involve a partnership
SDS process as appropriate
approach.
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The Self Directed Support Regional Programme Manager will work
closely with all Trusts to develop and / or refine existing systems and
processes around adult safeguarding, financial monitoring, and
information management so that any issues which adversely affect
Service Users are appropriately recorded, monitored and escalated to
appropriate decision makers.
Indeed, activity in this area has already commenced with discussions
between the Self Directed Support Project Team and HSCB/Trust Adult
Safeguarding Leads (and is documented on the Self Directed Support
Risk Register) – although we also have the benefit of existing DHSSPS
guidance on the issue alongside national guidance from Great Britain.

To address any equality issues that the HSCB has identified:
 The Information Officer for Self Directed Support will be
responsible for assisting the Health and Social Care Board in the
fulfilment of its statutory duty under Section 75 of the Northern
Ireland Act 1998, to promote equality of opportunity and good
relations, and also the Human Rights Act 1998, and the Disability
Discrimination Order 2007.
 This work will be managed and co-ordinated by the Self Directed
Support Regional Programme Manager.
 The work will involve working closely with colleagues from the
HSCB and Trusts’ Equality, Finance and Performance
Management Service Improvement (PMSI) Directorates in the
development of an appropriate Minimum Dataset and agreeing
processes for the monitoring, reviewing and evaluating of both
quantitative and qualitative data to develop profiles of Self Directed
Support users and to ensure there is no adverse impact on any of
the nine categories protected under Section 75.
 Trusts have also taken steps to ensure there are appropriate local
arrangements in place with key workers so that if adverse
impact/issues arise, they are identified early and can be
addressed, resolved or escalated through appropriate forums.
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 At a regional level, the HSCB has agreed a process with Trusts
which will ensure that any risks will be recorded on a Self Directed
Support Risk Register and that this will be reviewed every 6 weeks
by the Self Directed Support Core Implementation Group, the Self
Directed Support Project Team and quarterly by the Self Directed
Support Programme Board meetings.
 All Trusts agreed that a Regional Risk Register and Project Plan is
the most appropriate way to identify, monitor and report on all of
the issues required for the successful implementation and delivery
of the project.
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Proposed Monitoring
The governance arrangements for the Self Directed Support project are
set within the context of the overall Transforming Your Care Programme
governance arrangements.
The Self Directed Support Regional Programme Board was established
in May 2013 to begin planning for Self Directed Support for NI and a
robust project structure has been established both locally and regionally.
The Project structure is as follows Programme Board, Project Team and
Core Implementation Team linking into local Self Directed Support
structures at Trust level. All Self Directed Support groups are aware that
they must consider possible equality impacts as the project develops.
Information Management will focus on monitoring the progress that
Trusts are making towards meeting the project aims and objectives –
both strategic and operational.
Trusts will be asked to provide the Project Team with progress reports at
each meeting and update on progress and any issues or barriers which
arise.
As mentioned at various points during this assessment, the data
collection for Self Directed Support is currently being reviewed.
The Self Directed Support Regional Programme Manager and Self
Directed Support Information Officer will work closely with the Trusts to
ensure consistency of data gathering and monitoring, including Section
75 data.
Trusts will ensure that appropriate monitoring, recording and evaluation
practices are in place to ensure that a consistent regional approach to
the capture, analysis and reporting of information is developed. This
information will allow the HSCB and Health and Social Care Trusts to
more effectively monitor the impact of Self Directed Support across the
equality groups.
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Appendix 1 – The Steps of an EQIA
What is an Equality Impact Assessment? (EQIA)
An EQIA is “a thorough and systematic analysis of a policy, whether the
policy is written or unwritten, formal or informal, and irrespective of the
scope of the policy or the size of the public authority.”
The Steps of an EQIA
What is it we are actually looking at? (‘Aims of Policy’)
The first part of an EQIA involves thoroughly understanding the policy to
be assessed; what context it is set in; who is responsible for what; what
links there are with other organisations or individuals in implementing the
policy etc.
How can we tell what is happening on the ground? (‘Consideration
of Data’)
This involves reviewing what data is available in-house or elsewhere and
identifying what data needs to be newly collected. ‘Data’ means statistics
and the views, experiences and suggestions of those affected by the
policy. ‘Collecting new data’ means going out and doing a survey and
also talking to people who are affected by a policy or those who are
involved in implementing the policy, for example in delivering a service.
So are there any problems for any of the groups? (‘Assessment of
Impacts’)
All relevant data that has been identified (whether collected from
available sources or newly gathered) is brought together and analysed.
Conclusions are drawn as to the impact of the policy on the nine groups.
What can be done to make things fairer? (‘Consideration of
Measures’)
Now the findings are related back to action: proposals are what can be
done to address any inequalities/ unfairness that the analysis of the data
has revealed.
Are we getting the right picture and are we thinking of doing the
right thing? (‘Formal Consultation’)
The findings and the proposed actions are brought back to the public at
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this stage, usually on the basis of a draft report. Now it’s time to find out
what people think about the analysis and proposals!
With what people have told us – what are we going to do?
(‘Decision by Public Authority’)
After the wider public has had a chance to comment on the analysis and
proposals it’s time for the organisation to take final decisions and commit
themselves to action points.
This is what we have found out and this is what we will do
(‘Publication of Results of EQIA’)
These decisions and commitments are published in a final report
alongside the findings from the analysis of collected data and the
comments raised by the wider public during formal consultation.
Keeping a close eye on what is happening (‘Monitoring of Adverse
Impacts’)
An EQIA is not a one off. It’s important to keep a close eye on what
difference the changes to the policy actually make.
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