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11.

SUMMARY AND OVERVIEW

This report seeks to demonstrate to the Board that the Trust is compliant with its responsibilities
under the Equality Act 2010 and, in particular, the Public Sector Equality Duty (PSED).
The report will review the progress made towards achieving the Trust’s Equality Objectives over the
last year and identify the key priorities for implementation in 2017.
We are continuing to make good progress both in terms of workforce issues and access to services
and below are some of our key achievements during 2015/16:
Workforce:
•
•
•
•
•
•
•
•
•
•

Reviewed terms of reference of the Equality and Diversity Committee
Improving BME Staff Engagement- Challenge Consultancy Report
Undertaken Enhancing Equality in our HR Practices survey involving BME staff
Successful establishment of the BME Staff Network
Recruitment of Non-executive Director and BME Board champion
Successful application to join NHS Employers Diversity and Inclusion Partner Programme 2016
Recruitment and Retention Strategy refreshed
Creation and approval of E&D Policy to support staff and managers deliver equitable, nondiscriminatory services and employment practices
Held Brexit’ surgeries to support EU staff
Signed up to the NHS England Learning Disability Pledges

Service users:
•
•
•

•
•
•
•

Held Conference on Psychological Therapies: The Way Ahead for Camden’s Black and Minority
Ethnic and Refugee (BMER) Communities
Partnership working with Healthwatch (C&I), to establish EDS2 Equality Panel
Celebration of diversity events held:
o Black History month
o Eid festival
o Jewish New Year
o White Ribbon conference for women experiencing domestic violence
Creation and approval of Service User Involvement Strategy
Service User Conference co-delivered with service users
Transgender awareness for staff held in December 2016 and developed Transgender policy
for service users
Divisional action plans (Acute) to integrate equality and diversity

Below are some of the actions that we plan to take forward in 2017:
Workforce:
1. Improve workforce equality data monitoring
2. Hold first BME staff network conference
3. Implement Our Staff First Workforce Strategy
4. Develop and implement Network for Challenge Action Plan
5. Establish Disability Staff Network
6. Establish LGBT Staff Network
7. Continue to hold Brexit’ surgeries to support EU staff
8. Develop Transgender policy to support staff
9. Improve employment of people with Learning Disabilities
10. Board training on Equality and Diversity
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Service Users:
1) Improve service user equality data monitoring
2) To reduce the gap between the number of black service-users who are detained under the
Mental Health Act (considering the proportion of the community they represent) as compared to
white service-users
3) Undertake Equality Delivery System 2 (EDS2) assessment
4) Implement Service User Strategy and employment of Service User Facilitator
5) Implement Accessible Information Standard
6) Roll out an Equality Analysis Impact Assessment Toolkit
7) Raise awareness of the Multi-faith facilities for staff and service users
8) Co-produce Cultural Awareness Course with Recovery College
9) Refresh Equality and Diversity Strategy
2

FOREWORD

This is our fourth Equality and Diversity Annual Report 2014/15 to be published and it details how the
Trust is progressing on its equality agenda and the direction for this work over the next year. This will
ensure that equality and diversity remains integral to the way we work with service users and we
improve the quality of services to our diverse communities.
This Equality and Diversity report provides information on how the Camden and Islington NHS
Foundation Trust is meeting its legal duties set out in the Equality Act 2010 and the Human Rights
Act 1998 which aim to:
• Eliminate discrimination, harassment, victimisation and any other conduct that is
prohibited by or under this Act’.
• Advance equality of opportunity between persons who share a relevant protected
characteristic and persons who do not share it’.
• Foster good relations between persons who share a relevant protected characteristic and
persons who do not share it 1
As a Trust we are committed to improving the experience of our staff, service users and our diverse
communities and to reducing inequalities in health. This is embedded in our Trust values which are:

1

Equality Act 2010, section 149 (1)
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The Trust is committed to implementing Workforce Race Equality Standard (WRES), Equality
Delivery System 2 (EDS2) and the Accessible Equality Standard and ensuring that there is no
modern slavery or human trafficking in our supply chains or in any part of our business. In line with
the Modern Slavery Act 2015, the Trust has published a statement on its website which outlines the
actions we have taken and where further improvements need to be made.

5

Our service users have diverse needs and to enable us to deliver high quality care to every patient
every time we must ensure they are at the forefront of coproduction and recovery. Likewise our staff
we will create the right culture so that staff achieve their potential. The Network for Challenge (Black
& Minority Ethnic (BME) which has been established is our testament to that commitment and we
move forward in setting up Disability and LGBT networks.
Our equality goals and objectives are built around the Equality Delivery Systems (EDS2) which are:
Goal 1:

Better health outcomes for all

Goal 2:

Improved patient access and experience

Goal 3:

Empowered, engaged and well supported staff

Goal 4:

Inclusive leadership at all levels

This report provides an update on the progress we have made towards these goals during 2015/16
and provides workforce and patient statistical information relating to specific protected groups.
The information in this report will inform improvements to the Trust’s approach towards Equality and
Diversity in 2016/17 in line with our Trust values.
We recognise that people with mental health problems face adversity and stigma every day, and we
are committed to tackling the inequalities faced by service users. Having equal opportunities to
access services within the NHS is enshrined within the NHS constitution and all service users are
therefore entitled to expect services which are of high quality, person centered and accessible.
We look forward to working with you to deliver equality of outcomes for all.
Leisha Fullick
Chair of the Trust

Angela McNab
Chief Executive
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3.

ABOUT CAMDEN AND ISLINGTON NHS FOUNDATION TRUST

We are a strong performing, ambitious organisation. Our focus is on providing high quality, safe and
innovative care to our patients and their families.
We provide mental health and substance misuse services to people living in Camden and Islington,
substance misuse services to Westminster, and a substance misuse and psychological therapies
service to residents in Kingston.
We have two inpatient facilities, at Highgate Mental Health Centre and St Pancras Hospital, as well
as community based services throughout the London boroughs of Camden and Islington. Our Trust
is also a member of University College London Partners (UCLP), one of the world’s leading
academic health science partnerships.
We provide services for adults of working age, adults with learning difficulties, and older people in
the London area either in a community or inpatient setting.
Our income for 2015-16 was £138million and we have approximately 1,600 staff. Our staff work in
multi-disciplinary teams providing a holistic approach to recovery. This means that we often work
with partner agencies and the voluntary sector.
Camden and Islington Mental Health and Social Care Trust was established in 2002. In March 2008
we became the first Care Trust to achieve Foundation Trust status and are licensed by Monitor,
known as NHS Improvement from April 2016.
Camden and Islington Population
Camden and Islington NHS Foundation Trust employs approximately 1800, working over 40 sites
across Camden, Islington and Kingston.
As Local Authorities the London Boroughs of Camden and Islington are very different, and both
present unique challenges. Ethnically, there is a rich cultural diversity in both boroughs.
Key facts about Camden Population 2
•
•
•
•
•
•
•
•
•
•
•

2

229,700 people with 7.3% estimated growth by 2024 (fastest growth in >45 year olds) >85
year olds to increase by 35% by 2017
35% of residents of Black and Minority Ethnic (BME) background
Our BME population is young; 47% of 0 to 24 years are from a BME background compared
to 16% of people 65 years and over
An estimated 300 languages spoken
A highly mobile local population with 20% turnover of residents annually
Inequalities in life expectancy (men in poor areas die up to 11.6 years earlier than men in the
wealthier areas of this small borough; the figure is 6.2 years for women)
Cardiovascular disease (in particular coronary heart disease), lung cancer, chronic cirrhosis of
liver, respiratory disease and suicides are the main contributors to the observed gap in life
expectancy for men and women
Some population groups are more vulnerable to poor health; including people with learning
disabilities, carers, people with visual impairments and children living in poverty
Second highest prevalence of serious mental illness in England
Cardiovascular disease, respiratory disease and cancer are leading causes of death
People with a long-term condition (LTC) account for 50% of GP appointments, 70% of bed
days and 70% of total healthcare spending

http://www.camdenccg.nhs.uk/downloads/about-us/equality/Diversity%20and%20Inclusion%20Plan.pdf
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•
•

•
•

Poor performance against child poverty, infant mortality, infant 8ecognizing8, childhood
obesity and oral health
Children in Camden have average levels of obesity: 9.5% of children aged 4-5 years and
20.7% of children aged 10-11 years are classified as obese. There is a high prevalence
of overweight/obesity in Black and Asian children aged 3-18 years (37% and 35%
respectively) compared to the Camden average (29%)
The learning disabled population is increasing due in part to the rising numbers of young
people with complex needs surviving into adulthood
Various analyses have shown that particular BME groups (Black and Asian learning disabled
people) in Camden are more likely to experience health inequalities

Key facts about Islington Population
•
•
•
•

•
•
•
•

3

In 2011 48% of the local population described themselves as White British.
There are particularly high proportions of Turkish, Irish and black African and black Caribbean
populations resident in Islington. Ethnicity varies considerably by age.
45% of those aged between 0-24 years are from a black minority ethnic (BME) background
compared to 20% of the population aged 65 years and over.
There are higher rates of some long term conditions in some BME communities, for example
of heart disease and stroke, or of diagnosis of serious mental illness. Additionally, some
behavioural risks, such as smoking, are also more common in some BME groups. These
factors are often linked to significant socioeconomic disadvantage and social exclusion.
With the ageing of the local population, together with increasing levels of long term
conditions contributing to a relatively high level of disability in Islington, it can be expected
that the number of carers in the borough will also increase.
In the 2011 census, there were 16,300 carers in Islington. Carers are themselves at
significantly greater risk of both physical and mental ill health than the general population.
Both boroughs have significantly higher prevalence of depression (5% for Camden and 6% for
Islington) and SMI (1.4% and 1.5% respectively) compared to London averages (4% and 1%).
Both boroughs are reported to have high numbers of lesbian, gay, bisexual and
transgender groups, a survey conducted in 2005 by PACE13 found that Islington had the
third highest LGB population in the country. Almost 2,200 residents (1%) in Camden are
registered in a same-sex civil partnership, making it the fourth largest in England and
Wales (3rd highest in London) and there are almost 1500 residents in Islington who are
registered in a same-sex civil partnership.

From these statistics we know that there are some key inequalities, and some communities that are
underrepresented or conversely over represented in our services. We have identified these as a
priority in our equality objectives over the next year and as such they form a key element in this
report.
Given the complex nature of our work and the diversity of the communities we serve in the Trust,
it is essential that all staff are equipped with the knowledge, expertise and cultural competence
necessary to deliver effective services to the wider community.

3

https://evidencehub.islington.gov.uk/PublicRecords/Public-health/Information/Factsheets/2016-2017/(2016-10-03)JSNA-Executive-Summary.pdf
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Our purpose, vision and commitment
Our purpose is to provide integrated mental health and associated services, which:
•
•
•
•

Help people recover quicker and more fully
Keep people safe
Reduce social exclusion and discrimination
Build community understanding of mental health and substance misuse

4

PURPOSE OF THIS REPORT

The report seeks to provide assurance for service users, carers, the public and staff that Camden
and Islington NHS Foundation Trust is an inclusive organisation which takes in to account the
needs of all people irrespective of their protected characteristics. The report highlights what
progress we are making in ensuring the healthcare services we provide are personal, fair and
diverse.
5.

OUR LEGISLATIVE DUTY
11) Public Sector Equality Duty (PSED)

The Equality Duty supports management and performance in the delivery of the equality
objectives for public services. The Trust must meet the duty which has two parts:
General Duty
This has three aims and the Trust must have due regard to the need to:
•
•
•

Eliminate unlawful discrimination, harassment and 9recognising9an;
Advance equality of opportunity between different groups; and
Foster good relations between different groups.

“Due Regard” means – consciously thinking about the three aims of the general duty as part of the
process to decision making.
The Trust must do this by:
•
•
•

Removing or recognising disadvantages suffered by people due to their
protected characteristics;
Meeting the needs of people with protected characteristics
Tackling prejudice and promoting understanding between people who share a
protected characteristic and others

Specific Duty
To assist public authorities in the better performance of the Equality Duty, we are required under
Regulations 2011 to publish the following which we have done:
•
•

Equality objectives, at least every four years
Information to demonstrate compliance with the equality duty, annually
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This needs to include information relating to employees and others affected by the policies and
practices of the trust, including service users. Publishing this information is intended to ensure that
public authorities are transparent about their performance on equality and that they will be held to
account by the people they serve.
Protected Characteristics
Protected characteristics are the grounds upon which discrimination is unlawful. The
protected characteristics under the Equality Act 2010 are:

Some of the other disadvantaged groups which we should take into account typically include but are
not restricted to:
•
•
•
•
•
•
•

Carers
People who are homeless
People who live in poverty
People who are long-term unemployed
People in recognising occupations (such as women and men involved in prostitution)
People who misuse drugs
People with limited family or social networks
People who are geographically isolated

As in previous disability equality legislation, it is permissible to treat a disabled person more
favourably than a non-disabled person. It remains lawful to make reasonable adjustments in
relation to employment and the delivery of services to ensure that there is true equality of
opportunity for disabled people.
There continues to be significant changes in equality legislation which impact on all service delivery.
Both the Equality Act 2010 and the Health and Social Care Act 2012 aim to tackle inequality and
drive improvements in service delivery and there are other key regulatory and legislative
requirements which also govern this important agenda and are described below.
The NHS Constitution:
The first principle of the NHS constitution states:
“The NHS provides a comprehensive service, available to all irrespective of gender,
race, disability, age, sexual orientation, religion, belief, gender reassignment, pregnancy
and maternity or marital or civil partnership status.”
There are two values in the NHS Constitution which specifically support the Trust’s commitment
to equality:
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Respect and Dignity
We value every person – whether patients, their families or carers, or staff – as an
individual, respect their aspirations and commitments in life, and seek to understand their
priorities, needs, abilities and limits.
Everyone counts
We recognise our resources for the benefit of the whole community, and make sure nobody is
excluded, discriminated against or left behind. We accept that some people need more help, that
difficult decisions have to be taken – and that when we waste resources we waste opportunities for
others.
Human Rights Act 1998
Under Section 6 of the Human Rights Act specifically requires all public authorities to abide by the
European Convention on Human Rights, unless primary legislation requires them to act otherwise.
As a health care provider the Trust has to be aware of its obligations not to breach the provisions on
unlawful detention, due process, consent, right to privacy and right to family life. All staff are made
aware of the basic principles of the law in mandatory training using the FREDA principles.
Fairness

This principle demands that due consideration is afforded to the person’s
opinion, giving them the opportunity to have that point of view expressed,
listened to and weighed, alongside other factors relevant to the decision to be
taken.

Respect

Respect is the objective, unbiased consideration and regard for the rights,
values beliefs and property of other people.

Equality

The many facets to expressing the principle of equality, including nondiscrimination, overlap with respect. Differences in clinical need have to be
determined through procedures that remove arbitrariness from the decisionmaking process

Dignity

Dignity has been defined as ‘a state, quality or manner worthy of esteem or
respect; and (by extension) self-respect. Dignity in care, therefore, means the
kind of care, in any setting, which supports and promotes, and does not
undermine, a person’s self-respect regardless of any difference.

Autonomy

It is the principle of self-determination whereby a person is allowed to make
free choices about what happens to them, that is, the freedom to act and the
freedom to decide, based on clear, sufficient and relevant information and
opportunities to participate in the decision-making

Under the Human Rights Act 1998, NHS organisations have a duty to respect, protect and 11ecogni
the human rights of all people within their jurisdiction. The Trust is committed to adopting a
human rights-based approach to our work. We will therefore ensure that all staff have the
necessary tools so this becomes core to the way in which we deliver services.
Although compliance with legislation is important, we want to move beyond compliance. We want
our services to be an example of good practice in mental health. We can only achieve this if we
involve service users in the design and delivery of services. In this context the model of coproduction will become a strong and powerful driver in the future.
We recognise too, that in order for us to deliver change, equality and diversity must have the same
priority as other outcomes on which organisations place value, the same amount of leadership
attention and the same level of accountability to challenge poor performance.
11

As we continue to operate and deliver services in a multiracial and diverse environment we need to
ensure that our processes, procedures and practices promote an environment which values
diversity and difference.
These principles underpin all areas of work as we strive to ensure that service users are treated
with dignity and respect.
6.

NATIONAL MEASURES TO IMPROVE EQUALITY

The Workforce Race Equality Standard (WRES)
The WRES requires organisations to publish information against a number of indicators of workforce
equality, and to demonstrate progress against them. The WRES highlights any differences between
the experience and treatment of White staff and Black & Minority
Ethnic (BME) staff in the NHS with a view to closing those gaps through the development and
implementation of action plans focused upon continuous improvement over time.
The Trust published its WRES in August 2016 and this is available on the Trust’s website.
The Equality Delivery System (EDS2)
The EDS2 is a toolkit which aims to help organisation improve the services they provide for their
local communities and provide better working environments for all groups. There are four goals
within the EDS2:
Goal 1 – Better Health Outcomes
Goal 2 – Improved Patient Access and Experience
Goal 3 – A Representative & Supported Workforce
Goal 4 – Inclusive Leadership
The goals are divided into eighteen outcomes. For most of these outcomes, the key question is
“How well do people from protected groups fare, compared with people overall?”
The Trust is working with Healthwatch, Council for Voluntary Service (CVS C&I), and other local
groups and organisations including service users to develop an Equality Panel. The purpose of the
panel will be to assess the EDS2 goals and outcomes prioritised by the Trust.
The Accessible Information Standard (AIS)
During the last year, AIS was developed in response to the requirements of the Equality Act 2010 to
take steps or make “reasonable adjustments” in order to avoid putting a disabled person at a
substantial disadvantage when compared to a person who is not disabled, and specific duties under
the Care Act 2014 with regard to the provision of information – “Information and advice provided
under this section must be accessible to, and proportionate to the needs of, those for whom it is
being provided.”
It is particularly relevant to individuals who are blind, people who are deaf, the Deaf community
(whose first or preferred language is British Sign Language), individuals who are deafblind and/or
who have a learning disability, although it should support anyone with information or communication
needs relating to a disability, impairment or sensory loss.
The Standard was considered by the Trust’s Equality and Diversity Group in December 2015, who
agreed to scope potential impact of the standard on service users and on internal policies and
practices.
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The Trust Information Systems Department made adjustments to the Patient Information Systems
(CareNotes) in
order to take into account AIS requirements by the due date for implementation
st
which was 31 July 2016 and ensured all frontline staff were given training.
The Equality and Diversity Committee has included successful implementation of the AIS as one of
its key Objectives for 2016/2017. An update on progress against this objective will be included in
next year’s report.
Equality Analysis Impact Assessment (EAIA)
An equality impact assessment helps you to analyse your policies and practices to make sure they
do not discriminate or disadvantage people. EAIs also improve or promote equality. EAIA should be
factored in at the at the development stage of any policy or practice as one would for other
considerations such as risk, budget or health and safety.
The Trust undertakes EAIA on all new or revised policies but this requires reviewing as the Tool
does not allow recording of evidence and possible impacts of the policy so there is no record of
the “due regard” that has been given to the impact on people with protected characteristics and
the aims of the general public sector equality duties.
The EAIA Toolkit will be updated and support provided to policy authors in order to complete them
effectively.
Disability Equality Standard (DES)
Research commissioned by NHS Employers and NHS England shows that disabled staff have
worse experiences in key areas such as bullying, attending work when feeling ill, and mixed levels
of support from managers.
The research and actions have been discussed at the Equality and Diversity Council, who agreed a
programme of work on gender, LGBT and disability equality.
As a result:
•
•

WDES metrics have been drafted based on the research findings
The Equality and Diversity Council has recommended a mandatory WDES from April 2018,
subject to consultation, and with a preparatory year from 2017/18

The Equality and Diversity Council is currently undertaking consultation on the attached Disability
Equality Standards.
During 2017 the Trust will engage with members of staff with a disability in order to raise awareness
about the standard and explore how best to develop network for the group.
7.

EDS AND OUR EQUALITY OBJECTIVES 2017

The Trust has identified a number of Equality Objectives as outlined below. These objectives
were based on engagement with patients, volunteers, staff, public members, governors and
local interest groups.
For 2017 the following Equality Objectives have been prioritised:

EDS2 Goal 1 – Better Health Outcomes
1. To reduce the gap between the
number of black service-users
who are detained under the
Mental Health Act (considering

Progress

Measure

Task and Finished Group
to investigate this
objectives as part of
equality data monitoring

Terms of
reference
Equality and
13

the proportion of the community
they represent) as compared
white service-users

Diversity
Committee
E&D Annual
report

EDS2 Goal 2 – Improve Patient Access and Experience
2. To undertake disability access audits
Access Audit completed in
of the Trust sites and implement
2016
recommendations identified
Findings of the Audit to be
implemented
3. To improve recording and
monitoring of equalities data by
capturing all protected
characteristics

Task and Finished Group
to investigate this
objectives as part of
equality data
monitoring(linked to
objective 1)

Equality and
Diversity
Committee
E&D Annual
report
Terms of
reference
Equality and
Diversity
Committee
E&D Annual
report

EDS 2 Goal 3 – A representative and supported workforce
4. To significantly increase the number of BME staff network
BME panel to sit on
BME staff at bands 8A -9 from 3% to
interviews
15%
Unconscious Bias Training
Career clinics
Recruitment & Retention
Strategy
5. To reduce number of disciplinaries for
BME staff

EDS2 Goal 4 – Inclusive Leadership
6. To increase proportion of BME
representation on the Board

7.

WRES
Equality &
Diversity
Committee

Interventions to reduce
disciplinaries
Staff survey results

Targeted vacancies
Open days

Equality &
Diversity
Committee

UPDATE ON EQUALITY INITIAVES BY PROTECTED CHARACTERISTICS 2016

Below is an update under each of the protected characteristics and includes carers:
•
•
•
•
•
•
•
•
•
•

Age
Disability
Gender reassignment
Marriage and civil partnership
Pregnancy and maternity
Race
Religion or belief (including lack of belief)
Sex
Sexual orientation
Carers

Age
•

We monitor age as a protected characteristic as part of workforce monitoring as well as
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service users
We have a Dementia and Memory Service
Improved signage across Trust sites
We continue to provide a service at The Rivers that specifically aims to reach men, including
young black men – we are in the process of refreshing our action plan to take this into
2016/17 (Acute Division)
We plan to analyse Age information (service users and workforce) as part of equality
analysis impact assessment and to inform decision makes processes
Advisory Group for Older People (AGOP) meet regularly and attends the Service User
Alliance.

•
•
•
•
•

Disability
•

We monitor disability as a protected characteristic as part of workforce monitoring as well as
service users
We provide BSL interpreters for anyone who requires them
We provide information in alternative format
Website support software enables speech, reading, and translation to facilitate access and
participation for people with Dyslexia, Low Literacy, English as a Second Language, and
those with mild visual impairments.
We have undertaken a disability audit to improve access to premises and services
We have signed up to the Learning disability(LD) Pledge to employ people from a (LD)
background
We plan to better analyse age information (service users and workforce) in order to identify
trends and gaps
We will review access to information statement in order to better promote access to
alternative information
We will establish a Disability Equality Network
We review Mental Health Act and Deafness course in order to improve uptake
We will raise awareness of Disability in preparation for the Disability Equality Standard in 2018
We plan to analyse Disability information (service users and workforce) as part of equality
analysis impact assessment and to inform decision makes processes

•
•
•
•
•
•
•
•
•
•
•

Gender Reassignment
•

•
•
•

•
•

We are making representations to ensure gender
reassignment is monitored as protected characteristics
(service users and workforce)
Established a working group to develop a
policy on transgender issues
Workshop was organised and delivered by a
transgender service user with lived experience
Members of the working group with lived
experience agreed to form a support group for
any service users or staff who may wish to
obtain advice and guidance.
We plan to develop a transgender policy to
meet the needs of staff
We plan to analyse age information (service users and workforce) in order to identify trends
and gaps

Marriage and civil partnerships
•
•

We monitor marriage and civil partnerships as a protected characteristic as part of workforce
monitoring as well as service users.
We plan to analyse Marriage and civil partnerships information (service users and
workforce) as part of equality analysis impact assessment and to inform decision making
processes

Pregnancy and maternity
15

•
•
•
•

We monitor marriage and civil partnerships as a protected characteristic as part of workforce
monitoring as well as service users
We monitor flexible working to support pregnancy and maternity
We have a mother and baby changing room
We plan to analyse pregnancy and maternity information (service users and workforce) in
order to identify trends and gaps

Race
•
•
•
•

•
•
•
•

•
•
•
•

We monitor race as a protected characteristic as
part of workforce monitoring as well as service
users
We have set targets to meet WRES standards
Developed an Equality and Diversity Charter
We had successful launch of the Network for
Change (BME Staff Network) which involved
appointment of two BME Coordinators supported
by the Deputy Chief Operating Officer through the
E&D Committee
Established BME panel to sit on Interview panels
Service Managers/Matrons have committed to
having BME representation on all recruitment
Angela McNab, Chief Executive, speaking to BME members
panels
We completed a Survey Monkey asking for BME staff views on promotion/career
development opportunities with the Acute Division was held
We are aware that BME representation a Band 7 level in the community arm of the division
is poor. We have appointed a BME woman into a Band 7 secondment, recognising her
talent and supporting her development in an informal ‘grow our own’ approach in line with
“Our Staff First” Strategy
We continue to provide a service at The Rivers that specifically aims to reach men,
including young black men – we are in the process of refreshing our action plan to take this
into 2016/17
In 2017 we will develop an E&D strategy across the division that aligns with the Trust
Strategic approach. This will be ready in April 2017
Undertaken a study to explore the experience of Bengali patients who have used the
ICOPE service and how to increase access for BME community members, targeting
predominantly the Bangladeshi, Black, Chinese and Irish Community
We plan implement the outcomes of the study in order to culturally appropriate therapy
services to the BME communities in 2017

Invite to the Trust's EID celebrations
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•
•
•
•
•
•
•

We provide interpreters and translation for anyone who requests this service or translation of
information in other languages
We have appointed a BME Non-Executive Director
We have appointed volunteers to increase diversity
We are setting up a Task and Finish Group on Equality Data Monitoring in order to improve
data recording and use of the equality information in decision making
We plan to co-produce cultural awareness course to improve awareness and understanding
of service users and diverse communities
We plan to analyse Race information (service users and workforce) as part of equality
analysis impact assessment to inform decision makes processes
We have a specific BME service user group – Nubian Users Forum (NUF), who are
regularly included in the Trust consultations and developments.

Religion or belief (including lack of belief)
•
•
•
•
•
•
•
•
•
•

We monitor religion and belief as a protected characteristic as part of workforce monitoring
as well as service users
We have purchased a calendar of Multi-faith calendars to distribute within the trust and
wards
Developed a Multi-faith procedure to support Chaplains
We held an Eid festival, Roshanara Jewish festival, Easter and Stations of the Cross,
Christmas
CEO sent personal greetings around the festival to all staff and service users
We have an established Muslim, Jewish and Christian Chaplains
We have “Well” facility for multi-faith activities and worship which has a purpose built ablution
facility at St Pancras and Highlight.
We plan to appoint an Honorary Imam to support chaplaincy service and Chaplain
volunteers
We are planning to develop an electronic diversity calendar to make it more accessible to
staff and service users
We plan to analyse Religion or belief (including lack of belief) information (service users
and workforce) as part of equality analysis impact assessment and to inform decision
makes processes

Sex
•
•

We monitor sex as a protected characteristic as part of workforce monitoring as well as
service users
We continue to providestwomen only services at Drayton Park Women’s Crisis House
which celebrated its 21 birthday this year

Members of the Trust-wide Women's Strategy Group: Adebisi,
Josephine, Shirley McNicholas, Andie, Rachel and Joyce in the
front row
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•
•
•

We continue to have a commitment to providing a female only inpatient ward in
Rosewood. We will be refreshing the model to ensure the staff skill set matches women’s
needs
Held White Ribbon event in November 2016 for women who have experienced domestic
abuse
Awareness and Response to Domestic and Sexual Abuse (AR- DSA) Programme event
held and Jennifer Holly from AVA and Shirley McNicholas, Trust women’s lead and team
manager at Drayton Park WCH. Staff represented teams across the Trust such as crisis
teams, perinatal services, EIS, assessment and advice team. This was followed by
presentations from Africa (Africans united against child abuse), Hopscotch (south Asian
women’s service based in Camden) and IKWRO (Iranian and Kurdish women’s rights
organisations)

Pictures from the Trust's AR-DSA event

Sexual orientation
•
•
•
9.

We monitor Sexual orientation as a protected characteristic as part of workforce monitoring
as well as service users
We will set up Sexual orientation for Lesbian, Gay, Bi-sexual and Transgender (LGBT) Staff
Network
We plan better analyse age information (service users and workforce) as part of equality
analysis impact assessment and to inform decision makes processes
CARERS

Supporting Carers is one of the key objectives in the Trust. We still have a lot of work to do to
engage Carers, to make sure they are included where possible in supporting the person they care
for/ who use our services, and that we make sure Carers have information and can access Carers
Support services. In this next year we are planning to implement the Triangle of Care Selfassessment tool to see where support for carers works well in our organisation, and then develop
an improvement plan so that all our services can be Carer aware and adopt a consistent approach
to supporting Carers.
This work will be supported and monitored by the Carers Partnership, a group whose members are
from Local Carers Organizations, Local carers, Senior managers and Carers champions in the
Trust.
10.

E&D GOVERNANCE AND ASSURANCE STRUCTURE

The Equality and Diversity Committee (E&DC) monitors progress on the Equality and Diversity
Strategy on a quarterly basis on behalf of the Trust Board. The group reports to the Board via the
Quality Committee. The E&DC was chaired by the Director of Nursing & People and had Directors
and key representatives from each of the Trust departments. The group met four times this year.
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The committee is supported by the Equality and Diversity Lead who is managed by Head of Social
Work and Social Care and also reports to the Head of Learning and Development.
11.

CONCLUSION

We will continue to build on our progress and this report shows since the appointment of E&D Lead
that we have been making some significant progress on a number of areas of work. We will work
closely with our staff and service users and carers including our stakeholder to deliver a high quality
care for all our communities.
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PART ONE
Equality and Diversity Workforce Profile
Annual Compliance Report 2016
Delivering Equality is Delivering Quality

This information can be made available in alternative formats, such
as easy read or large print, and may be available in alternative
languages, upon request. Please contact
equalityanddiversity@candi.nhs.uk
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WORKFORCE PROFILE DATA 2016
This report is part of the wider Trust Equality and Diversity agenda and supplements the Trust
Annual Equality and Diversity Report which is also available on the Equality and Diversity pages of
the Trust website.
This report will be considered as part of Trust work programmes and monitoring as one of the ways
to consistency check the fair application of Trust policies and procedures. The Trust will use this
report, the Annual Equality and Diversity Report and the Staff Survey Results to help inform the
development and implementation of the Workforce and the Equality and Diversity Strategy.
Under the Equality Act (2010) the Trust is required to monitor information relating to Equality and
Diversity. The data provided in this report has been grouped appropriately so that individuals cannot
be identified in accordance with the Data Protection Act 1998. The tables and graphs show
percentages rather than numbers in order to ensure that staff are not identifiable.
This report will examine data for each of the following Equality and Diversity categories:
•
•
•
•
•
•
•
•

Age
Disability
Ethnicity
Gender
Maternity/Adoption Leave
Marital Status
Religious Belief
Sexual Orientation

Due to data quality issues for Religious Belief and Sexual Orientation, as outlined in the notes
below, it is not possible to provide data for pay differentials, training and disciplinary and grievance.
The percentage of staff on maternity/ adoption leave and staff in post by marital status is shown on
page 27. The report from NHS Jobs does not include data pertaining to marital status or pregnancy/
maternity status therefore it is not possible analyse the recruitment process by these categories.
It is currently not possible to record information regarding gender reassignment on the Electronic
Staff Record System and therefore not possible to include in this report. However the Trust is
making representation to the NHS to redress this.
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Introduction
As part of the Trust’s Changing Lives values the Trust strives to have a workforce that is:
•
•
•
•
•
•

Welcoming
Respectful
Kind
Professional
Works as a team
Positive

These values are at the core of the Trust’s service provision, recruitment, management and
training. Via the mandatory training programme and leadership courses the Trust emphasises
the importance of equality and diversity in the workplace in order to foster an environment of
respect for staff to work and for service users to recover.
This report is part of the wider Trust Equality and Diversity agenda and supplements the Trust
Annual Equality and Diversity Report which is also available on the Equality and Diversity page
of the Trust website.
This report will be considered as part of Trust work programmes and the Trust will monitor the
data as one way to consistency check the fair application of Trust policies and procedures. The
Trust will use this report, the Annual Equality and Diversity Report and the Staff Results to help
inform the development and implementation of the Workforce Strategy and Equality and Diversity
Strategy. Following the June 2016 Referendum results Human Resources have been supporting EU staff
and have held ‘Brexit’ surgeries and will continue to support EU staff at HR Roadshows

Under the Equality Act (2010) the Trust is required to monitor information relating to Equality
and Diversity. The data provided in this report has been grouped appropriately so that individuals
cannot be identified in accordance with the Data Protection Act 1998. The tables and graphs
show percentages rather than numbers in order to ensure that staff are not identifiable.
This report will examine data for each of the following Equality and Diversity categories:•
•
•
•
•
•
•
•

Age
Disability
Ethnicity
Gender
Maternity/Adoption
Leave
Marital Status
Religious Belief
Sexual Orientation

Due to data quality issues for Religious Belief and Sexual
Orientation, as outlined in the notes below, it is not
possible to provide data for pay differentials, training and
disciplinary and grievance.
The percentage of staff on maternity/ adoption leave and
staff in post by marital status is shown on page 17. The
report from NHS Jobs does not include data pertaining to
marital status or pregnancy/ maternity status therefore it
is not possible analyse the recruitment process by these
categories.

It is currently not possible to record information regarding gender reassignment on the
Electronic Staff Record System and therefore not possible to include in this report.
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Within each Equality and Diversity category this report will detail information relating to the
following (where possible):•
•
•
•
•
•

Staff in Post
Recruitment Process
Leavers
Pay Differentials
Disciplinary and Grievance
Training

Notes regarding the information and data quality:
•
•
•
•

The figures exclude Clinical Trainee Psychologists hosted by the Trust.
The figures exclude external secondments and honorary contract holders.
There are issues with data quality relating to the recording of disability and marital status
which is captured at the recruitment stage but is subsequently not updated if there are
changes to a persons disability status or marital status.
There are gaps in the data available for Religious Belief and Sexual Orientation as this
was unable to be recorded on the previous HR/ Payroll system. The gaps in the data
mean that for the majority of staff Religious Belief and Sexual Orientation are ‘Undefined’
this can be seen in the staff in post pie charts on pages 18 and 20 respectively.

Notes regarding Disciplinary and Grievance data:
•

•

The figures are based upon the number of cases and so if an individual has been through
the disciplinary procedure more than once then they will be included in the figures more
than once. This will have an impact of the proportions of staff when analysing the data in
each equality and diversity category.
The figures include all formal and informal cases that were active at any point during the
period 1 January 2016 - 31 December 2016 excludes any cases that were anonymous or
collective grievances as data unavailable for these cases.
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Age
Staff in Post
The table below shows the breakdown of Trust staff in post as at 31 December 2016 by age
band compared with the local populations of Camden and Islington.

*Data Sources Local Population Data:- Office for National Statistics, England and Wales Census 2011.
Note that the percentages for each age bracket have been calculated as a proportion of the total
population from Age 0-85+.

The graph below shows the ratio of full and part time staff by age group.

5

Age
Pay Differentials
The graph below shows the staff in post by age band in each pay category. For the purposes of
data protection Directors have been coded in the Band 8A - Band 9 pay category. Any staff not
on Agenda for Change, have been coded to the equivalent Agenda for Change payband.
Within the Medical staffing the lower proportion of staff in the age category 50 and
above this age category can be explained by the fact that Junior Doctors in training account for the majority of Medical staff.

Recruitment Process
The graph below shows the number of applications, numbers shortlisted and numbers
appointed for each age band.
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Age
Leavers
The proportion of leavers within each age band is shown in the pie chart below.
The table below shows that within each age band, the majority of staff left their employment
with the Trust during the period 1 January 2016 - 31 December 2016 due to voluntary
resignation for reasons including promotion, relocation and further training. The exception
being within the 60-64 and 65+ age band when the majority of leavers left due to retirement.

Employee Relations
The table below shows the percentage of disciplinary and grievance cases active during the
period 1 January 2016 - 31 December 2016. Please refer to the notes regarding disciplinary
and grievance data on page 4.

Training
The graph below shows the attendance at training courses by age band and course category.
The figures are based on the courses that were attended in the period 1 January 2016 - 31 December 2016.
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Disability
Staff in Post
The pie chart below shows the breakdown of Trust staff in post as at 31 December 2016 by
disability status. As illustrated in the chart the disability status of 28.9% of staff is ‘Unknown’
as it was not recorded on previous HR/ Payroll systems. There is a total of 3.7% of staff that
have declared themselves Disabled. For information regarding the data quality please refer to
the Introduction on page 3.

The chart below shows the proportion of staff by fill time and part time in each category.
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Disability
Pay Differentials
The chart below shows that percentage of staff in post (as at 31 December 2016) by staff
group that had declared that they were disabled.

Recruitment Process
The chart below shows the proportion of candidates at each stage of the recruitment process
by disability status.
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Disability
Leavers
The chart below shows the proportion of leavers by disability status, with the reasons for
leaving for each disability status category shown in the table, during the period 1 January 2016
- 31December 2016.

Employee Relations
The table below shows the percentage of disciplinary and grievance during the period 1 January 2016 - 31 December 2016. Please refer to the notes regarding disciplinary and grievance
data on page 4.

Training
The attendees on mandatory training courses during the period 1 January 2015- 31 December
2016 is shown in the table below by whether they have declared themselves disabled.
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Ethnicity
Staff in Post
The table below shows the breakdown of Trust staff in post as at 31 December 2016 by
Ethnicity compared with the local populations of Camden and Islington.
Of the total staff in post 42.2% of staff are from a BaME background, this compares to 26.83% of
the local population of Camden and 24.65% of the local population of Islington.

*Data Sources Local Population Data:- Office for National Statistics, England and Wales Census 2011.
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Ethnicity
The chart below illustrates the ratio of full to part time staff within each of the ethnicity
categories.

Pay Differentials
The chart below shows the ratio of ethnicity category within each of the paybands.
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Ethnicity
Recruitment Process
The chart below shows the percentage of applications, shortlisted and appointed by ethnicity.

Leavers
The most common reason for leaving given during the period 1 January 2016 - 31 December
2016 was ‘Voluntary Resignation’ within BaME and White Background ethnicity categories.
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Ethnicity
Employee Relations
The figure below show the proportion of staff that have been subject to formal and informal HR
processes by ethnicity during the period 1 January 2016 - 31 December 2016. Please refer to
the notes regarding disciplinary and grievance data on page 4.

Training
The figures below shows the attendees at training courses by ethnicity and course type during
the period 1 January 2016 - 31 December 2016.
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Gender
Staff in Post
The pie chart below shows the breakdown of Trust staff in post as at 31 December 2016 by
gender. The majority of staff in post are female, of which more work part time compared to the
male staff in post as illustrated in the charts below.

*Data Sources Local Population Data:- Office for National Statistics, England and Wales Census 2011.

Pay Differentials
The ratio of females to males in post by payband can be seen in the chart below.
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Gender
Recruitment Process
The proportion of females to males is consistent through the recruitment process as
demonstrated in the chart below.

Leavers
The most common reason for leaving during the period 1 January 2016 - 31 December 2016
was voluntary resignation for both female and male leavers as shown in the chart below.
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Gender
Employee Relations
The table below shows the proportion of Employee Relations cases during the period 1
January 2016 - 31 December 2016. Please refer to the notes regarding disciplinary and
grievance data on page 4.

Training
The table below shows the attendees of mandatory training courses during the period 1
January 2016 - 31 December 2016 by gender.
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Maternity Status
Staff in Post
The table below shows the proportion of Trust staff in post as at 31 December 2016 on
maternity/ adoption leave. Please refer to the notes on page 3 regarding the data.

Marital Status
Staff in Post
The table below shows the breakdown of Trust staff in post as at 31 December 2016 by marital
status. For the purposes of data protection the some fields have been grouped together.
Please refer to the notes on page 3 regarding the data.

18

Religious Belief
Staff in Post
The table below shows the breakdown of Trust staff in post as at 31 December 2016 by
religious belief. As outlined in the introduction of page 3 there are issues with the data quality
for this field as the information could not be recorded on the previous HR System.

*Data Sources Local Population Data:- Office for National Statistics, England and Wales Census 2011.

Recruitment Process
The chart below shows the proportion of applicants, those shortlisted and appointed by
religious belief during the period 1 January 2016 - 31 December 2016.
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Religion/ Belief
Leavers
The most common reason for leaving during the period 1 January 2016 - 31 December 2016
was voluntary resignation.

Leavers by Religion/Belief
1January 2016 - 31December 2016
9 _9%

• A theism

• Christianity

• I do not wish to disclose
my religion/belief
• Islam

• Other

• Undefined

Sexual Orientation
Staff in Post
The table below shows the breakdown of Trust staff in post as at 31 December 2016 by sexual
orientation. As outlined in the introduction of page 3 there are issues with the data quality for
this field as the information could not be recorded on the previous HR System. For the
purposes of data protection the sexual orientation categories Bisexual, Gay or Lesbian have
been grouped together.

Recruitment Process
The chart below shows the proportion of applicants, those shortlisted and appointed by sexual
orientation during the period 1 January 2016 - 31 December 2016.
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Sexual Orientation
Leavers
The most common reason for leaving during the period 1 January 2016 - 31 December 2016
was voluntary resignation.

Leavers by Sexual Orientation
1January 2,016 - 31December 2016

•BisexuaV Gay/ Lesbian

•Heterosexual

•I do not wi sh to
disdose my sexualorient
ation
•Undefined

Workforce Race Equality Standards (WRES) 2016

Metric
No

1

Metric
Comparison of
data for white
and Black and
Minority Ethnic
(BME) staff
Percentage of
staff in each of the
AfC Bands 1-9
and Very Senior
Managers (VSM)
and executive
Board members
compared with the
percentage of staff
in the overall
workforce.
Organisations
should undertake
this calculation
separately for
non-clinical and
for clinical staff.

Summary of findings

The table below shows comparison data for Clinical Staff
Table 1

Action required

Progress to date

a) Programmes for
Bands 5-7 are in
development in light
of the specific BME
Learning Needs
Analysis (LNA).

The Trust has replaced the
Chartered Management
Initiative (CMI) programme
with one for ward and
residential managers and a
separate leadership
programme with streams for
bands 7 and 8

b) Staff in these bands
can access the new
B6 Leadership
Development course
as well as the trust’s
CMI-accredited First
Line Manager
Programme, which is
mandated for all B7
supervisors.
The measures have not
led to a significant
improvement in our
position in 2015 and
therefore we plan further
interventions in 2016/17,
as set out below:
c) In 2016/17, focusing

c) Scoping has been carried
out to ascertain the various
different products available
that will strengthen
selection to management
positions and work to
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The table below shows comparison data for Clinical Staff
Table 2

on values based
recruitment and
introducing selection
methods to address
the disproportionately
low recruitment levels
of BME staff to
positions at Band 8a
and above.

d) Will work towards
incorporating
unconscious bias
training into our
people management
training.

remove bias. This has
been built into the new
Recruitment & Retention
Strategy as a key tenet. A
supplier has been identified
to deliver a values based
selection tool for Health
Care Assistants and a tool
for selecting managers
based on management
ability is being pursued,
together with funding
options. In addition, we will
shortly launch a scheme
that will ensure a BME
representative will join all
selection processes for
Band 8a+ posts. Further,
we will launch in January
2017 a system to advertise
all our posts on
diversityjobs.co.uk and
promote our commitment to
redressing the current
workforce imbalances
across all protected
characteristics. The
Recruitment & Selection
Policy is currently being
updated to reflect these
changes.
d) we have identified a
range of suppliers who have
been asked to provide a
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statement of approach as
part of the selection of
trainers for the BME
representatives on selection
panels for band 8+ posts
Unconscious bias will be
included in newly designed
band 7 and Band 8+
leadership programmes.

e) To establish internal
career development
workshops for aspiring
senior managers (8a and
above) including those for
BME bands 1-4 in order to
identify career pathways
and access to opportunities

2

Relative likelihood
of staff being
appointed from
shortlisting across
all posts.

Appointed from shortlisting across all posts (excludes
Medical)
The table below show percentage BME and White new
starters excludes Medical
Table 3

a) In 2016/17, we will be
exploring ways to
further strengthen our
selection processes,
particularly focusing
on values based
recruitment and
introducing selection
methods to address
the disproportionately
low recruitment levels

Please see above
a) Undertake additional
analysis of data to
understand trends and
patterns in appointments (
e.g. by divisions and
departments)
b) Utilise positive action
principles where
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Of those applied 1.25% of BME applicants were appointed
compared 4.5% of white applicants appointed.
3

Relative likelihood
of staff entering
the formal
disciplinary
process, as
measured by entry
into a formal
disciplinary
investigation. This
indicator will be
based on data
from a two year
rolling average
of the current
year and the
previous year.

Table 4 show Likelihood of BME staff entering formal
disciplinary
Table 4

The Nov 16 figure shows the percentage of staff under
formal disciplinary processes
Note: The white category includes White British, White Irish
and Any Other White

of BME staff to
positions at Band 8a
and above. We will
also be working
towards incorporating
unconscious bias
training into our
people management
training.
a) Data will be
investigated at a more
granular level in 2016/17
to ensure all appropriate
actions to address
imbalances are taken. In
2016/17, we will also be
working towards
incorporating
unconscious bias training
into our people
management training
b) Under take robust
investigations and train
up internal mediators
and develop a pool of
internal mediators to
assist in resolving cases
informally.

appropriate in selection
process
c) Ensure diverse and
representative interview
panels for Bands 8a and
above (see section 1c
above)
a) Please see above
regarding unconscious bias
training

b) The procedure has been
updated to introduce a
commissioning manager
approach to disciplinary
cases to ensure better
consistency of decision
making. Data has been
broken down and reported
to Staffside. We are shortly
launching a working group
with Staffside
representation to undertake
a full in depth analysis of
each of the ER cases and
identify additional measures
to remove bias. This work
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will report in to the Equality
and Diversity Committee.
Training will commence in
Q4 of 16/17 and the
scheme will launch in Q1 of
17/18.
4

Relative likelihood
of staff accessing
non-mandatory
training and CPD.

The proportion of staff attended CPD from April 16 – Nov 16
by ethnicity. Staff that attended more than one CPD course
during the period are included in the figures for each training
2015
2016
White 26%
White 31%
BME 45%
BME 36%
Table 5 – Data-November 2016
Ethnicity
BME
White
Not Stated
Grand Total

5

National Staff
Survey
KF 25.
Percentage of
staff experiencing
harassment,
bullying or abuse
from patients,
relatives or the
public in last 12

White 38%
BME 41%

Total %
413
50.7%
372
45.6%
30
3.7%
815

White 36%
BME 41%

A learning Needs
Analysis (LNA) has been
undertaken involving all
BME staff
a) LNA is being to be
used to create a tailored
offering to BME staff –
but also to better inform
the promotion and
access to management
and leadership
development

a) Local action plans are
being developed at a
Divisional level and a
corporate response to
those areas where
the trust scored
poorly

a) L&D are working with the
new chair of the BME
network to identify ways to
improve access to
programmes for BME staff.
£10k has been identified to
support this initiative.
A tailored training
programme was designed
for the new chair and vice
chair of the BME Network

a) Plans are continuing to
be developed at a Divisional
level and a corporate
response to those areas
where the trust scored
poorly
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months.

6

7

8

KF 26.
Percentage of
staff experiencing
harassment,
bullying or abuse
from staff in last
12 months.
KF 21. Percentage
believing that trust
provides equal
opportunities for
career
progression or
promotion.

See above

See above

See above

See above

Q17. In the last 12
months have you
personally
experienced
discrimination at
work from any of
the following
Manager/team
leader or other
colleagues

See above

See above

a) Re-invigorate zero
tolerance signage
across trust sites with
a clear message that
discrimination or
harassment of any
type, on any grounds,
will not be tolerated

a) 10% decrease in number
of BME staff experiencing
discrimination at work from
manager/team leader by
2017/18.
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9

Board
Representation
Indicator
Percentage
difference
between the
organisations’
Board voting
membership
and its overall
workforce.

Non Execs and the medical workforce are included in the
Trust total figures

BME representation on
the Board to increase
from one to three people
and to develop a
programme that will
enable the advancement
of skilled and qualified
local BME people to take
up future positions on the
Board

A BME candidate has been
recommended to the
Council for NED vacancy on
the Board, they will decide
this officially on the 13th
December. There are two
further vacancies on the
board that will come up in
2017
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PART TWO
Equality and Diversity Service Users
Annual Compliance Report 2016

Delivering Equality is Delivering Quality

This information can be made available in alternative formats, such
as easy read or large print, and may be available in alternative
languages, upon request. Please contact
equalityanddiversity@candi.nhs.uk
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PART TWO
Service Users Access Data 2016

Chart 1: Shows Volume of Episodes by Age and Division
Chart 2: Volume of Episodes by Disability and Division
Chart 3: Shows Volume of Episodes by Marital Status and Division
Chart 4: Volume of Episode by Pregnancy and Division
Chart 5: Shows Volume of Episodes by Race and Division
Chart 6: Shows Volume of Episodes by Religion (with >20 entries) and
Division
Chart 7: Show Volume of Episodes by Sex and Division
Chart 8: Show Volume of Episodes by Sexual Orientation and Division
Assessments under Mental Health Act (MHA)
a) Camden data
b) Islington data
c) MHA Sectioning
Camden Only:
Chart 9: Show Number of CTO’s Made in the Trust
Chart 10 Show: Number of AMHP Assessments by Gender
Chart 11 Shows: Number of AMHP Assessments by Age
Chart 12 Show: Number of AMHP Assessments by Ethnicity
Islington only:
Chart 13 Show: Number of AMHP Assessments by Gender
Chart 14 Show: Number of Assessment by Age
Chart 15 Shows: Number of Assessments by Ethnicity
Chart16. Shows the number of patients subject to section 2&3
Chart 17. Shows MHA patients by Section and Gender
Chart 18. Shows MHA patients by Section and Age
Chart 19. Shows the number of patients subject to section 2&3, forensic
sections
Chart 20. Shows use of section 17 A Community Treatment Orders
(CTO)
Service User Involvement
Veterans Service
Multi-faith Chaplaincy Service
Chart 21 Shows Activity by Ward
Chart 22 Shows Activity by Faith Events
Chart 23 Shows Activity by Gender
Chart 24 Shows Activity by Faith
Volunteers Service
Table 25 Shows Volunteers by Gender
Table 26 Shows Volunteers by Age
Table 27 Shows Volunteers by Ethnicity
Table 28 Shows Volunteers by Disability
Table 29 Shows Volunteers by Sexual Orientation
Table 30 Shows Volunteers under Convictions
Table 31 Shows Volunteers by Religion
27

Recovery College
Complaints
Chart 32 Shows Complaints by Gender
Chart 33 Shows Complaints by Age
Interpretation and Translation Service
Chart 34-57 Shows Monthly breakdown of Face to Face Interpreting and
Telephone Interpreting
Glossary
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Service Users Access Data 2017
1st January 2016 – 31st December 2016
There are a number of ways in which the Trust gathers information about service users and carers’
experiences. Historically, demographic or population data around all the equality characteristics has
not been captured routinely. There are improvements that need to be made and a tasked and finish
group as mentioned earlier has been set up to address this.
This information will be used to help us improve our services in identifying any particular group
which may not be accessing our services and take appropriate action.
The report describes the protected characteristics of service users accessing the Trust services.
The equality data includes, age, ethnicity, disability, religion, gender, marital status, pregnancy and
sexual orientation. Transgender is not recorded and this will be addressed in light of the
Transgender policy that has been developed for service users.
Chart 1: Shows Volume of Episodes by Age and Division

The chart shows that the Acute division has the highest number of episodes in the age range 25-34
followed by Community Mental Health.
Chart 2: Volume of Episodes by Disability and Division
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The chart shows that for a significant number of disable service users where their disability is not
stated and this is highest in the Acute Division followed by Community Mental Health and this is a
similar pattern for all the divisions.
Chart 3: Shows Volume of Episodes by Marital Status and Division

The chart shows that most of the service users are single and this perhaps confirms as in chart 1
where majority of the service users are in the younger age band and not in any formal relationships.
Chart 4: Volume of Episode by Pregnancy and Division

The chart shows that very few number of service users was pregnant when accessing services.
However for a significant number of services especially in the Acute Division although this was not
applicable, there were high numbers of service users where this was either not stated or unknown.

30

Chart 5: Shows Volume of Episodes by Race and Division

The chart shows after White British the Black African and Caribbean service users have the highest
number of episodes. There is also a significant number of service users where the data is either not
known or not recorded.
Chart 6: Shows Volume of Episodes by Religion (with >20 entries) and Division

The chart shows that although there is a diversity of religions represented across all the divisions,
there are a high number of service users where this is not recorded. Note an increasing number of
service users declaring “not religious”.
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Chart 7: Show Volume of Episodes by Sex and Division

The chart shows an equal number of episodes representing men and women.
Chart 8: Show Volume of Episodes by Sexual Orientation and Division

The chart shows there are high number of episodes where sexuality is not recorded across the
above three divisions.
ASSESSMENTS UNDER THE MENTAL HEALTH ACT
There were 1340 mental health act assessments carried out in 2016 in Camden and Islington.
There are suggestions at national level that black patients who are detained are overrepresented
compared to other groups. A high number of black patients were subject to section 2 or section 3 in
C&I in the last financial year (nearly half as many as white patients).
However there has been a reduction in the number of assessments for people identified as Black or
Black British (25%) as compared with (33%) in the same quarter the previous year in Islington. Both
Camden and Islington undertake a proportion of assessments of people who are not known or
resident to the borough but can be found in the local area in mental health crisis requiring
assessment under the MHA. It is useful to explore this data further for ethnic breakdown. Most
assessments are carried out on people in the age bracket 25-34 and are males.
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The dashboard used to process information currently takes its figures from Care Notes where the
recording of ethnicity is limited.
Key achievements during in 2016
•
•

Courses for both AMHPs and non-AMHPs on cultural aspects of mental health “Islam and
mental health” which received positive feedback and led to a repeat course being offered in
Jan 2017
Working alongside the Information team and Equality and Diversity lead to improve the way
ethnicity data is captured on the electronic patient notes

Courses offered by AHMPS service during 2016 also included:
•
•
•
•

Beliefs of Muslim service users around jinn, black magic and evil eye and how that belief can
impact on their physical and mental health.
The Human Rights Act training
MHA and Deafness training
Dementia and Autism training

Plans for 2017
•
•

Collection of ethnicity data on CareNotes to be improved – for the information to be
mandatory to complete at point of referral
AMHPs to receive training around the collection of ethnicity data when it is not known

Detention in Hospital 3
In 2014/15 period, according to HSCIC, there were a total of 58,399 detentions under The Act, an
increase of 5,223 (or 10%) compared to 2013/14 (53,176) and compares to a 6% rise during
2013/14 and a 4% rise during 2012/13.
On the 31st March 2015 there were a total of 25,117 people subject to the MHA. Of these, 19,656
were detained in hospital. This is an increase of 1,586 (or 6.7%) detained compared to 31st March
2014 and an increase of 4,179 (or 20.0%) compared to the 31st March 2011.
Community Treatment Orders (CTO)
In the 2014/15 period according to HSCIC, 4,564 CTOs were issued this is an increase of 130 (or
3%) compared with the same period in 2013/14.
On the 31st March 2015 there were 5,461 people subject to CTO. This is an increase of 96 (or 2%)
on the previous snapshot on the 31st March 2014.
Use of Community Treatment Orders (S17a) – Trust Data
Community Treatment Orders (CTOs) allow patients with a mental disorder to live in the community
whilst still being subject to powers under the Mental Health Act. The power of recall allows the
Responsible Clinician (RC) to bring a CTO patient back to hospital if they think they have become
unwell again.
As a snapshot on the 31st March 2016 there were a total of 165 people subject to a CTO within the
Trust. Compared to the 31st March 2015 this represents an increase of 8 (or 3%).
In 2015/16 period, according to the KP90 submissions, there were a total of 151 new CTOs made
within the Trust. Compared to 131 in 2014/15 representing there was an increase of 20 (or 15%).

3

Mental Health Law Annual Report 2015/16
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The chart below shows the number of new Community Treatment Orders (CTO) made in the trust
over the past 6 years.
Chart 9: Show Number of CTO’s Made in the Trust

Further information about CTO’s can be found in the Mental Health Law Annual Report 2015/16
The following information on the protected characteristics is available on the MHA undertaken by
the Trust:
Gender
Out of the total number of assessments, 42% are women and 58% are men. Last year we assessed
almost the same number of men as women, this year we have assessed significantly more men
than women in every quarter.

Chart 10 Show: Number of AMHP Assessments [Camden Only] in Qtr.
per Gender- 01 April 2015 to 31 March 2016
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Age

Chart 11 Shows: Number of AMHP Assessments [Camden Only] in Age
Band- 01 April 2015 to 31 March 2016

Age <18 16-24 25-34 35-44 45-54 55-64 65-74 75+ Unknown
No.
16
74
141
147
135
72
45
35
3
%
2.5% 11%
21%
22%
20%
11%
7%
5%
0.5%
It has been requested if information can be provided for under-18s as this more appropriately
identifies CAMHs service users. The spread of the age range of those being assessed
demonstrates the diversity of needs and also the skills and knowledge required to undertake AMHP
work in Camden.
The Camden age profile is very similar to that of the rest of London but relatively younger than
England with significantly greater proportions of younger adults aged between 25 and 40 years.
Camden’s population is expected to rise to 246,100 by 2023, an increase of 8.5%. People aged 45
years and over are expected to account for the largest rise between now and 2023. In terms of
percentage increase, the highest increase is expected in those aged 75+, numbers in this age group
are expected to increase by 30% (3,500 people) (Reference: LBC Joint Strategic Needs
Assessment). Serious mental illness affects a greater proportion of men than women aged 18 and
over (1.8% compared to 1.3%). The prevalence of diagnosed serious mental illness increases in
people aged 35 years and over, with 45-54 year olds experiencing the highest prevalence (Public
Health Intelligence report).
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Ethnicity

Chart 12 Show: Number of AMHP Assessments [Camden Only] in Qtr.
per Ethnicity - 01 April 2015 to 31 March 2016

Number
%
2014-15

Asian
Asian
British
46
7%
8%

/

Black
/
Black British

Mixed
Background

Not
Known

Not
Stated

Other Ethnic White
Groups

145
21.5%
20%

40
6%
4%

19
3%
3%

27
4%
1%

60
9%
6%

331
49.5%
58%

These figures are drawn from Rio and it should be noted that these categories are sometimes not
self-defined.
Of the total number of those assessed, almost half of those assessed were from ‘white’, 21.5% from
‘black’ and 7% from ‘Asian’ ethnic groups. 6% were described as ‘mixed’ heritage and 9% ‘other
ethnicities’. These are similar numbers to last year but with slightly more people coming under the
‘other’ group, ‘black’ service users and slight decrease in the percentage of ‘Asian’ service users.
There has been almost a 10% decrease in the number of ‘white’ service users that we assessed. It
would be interesting to see a breakdown of the figures for ‘white’ service users in terms of country of
origin to see the effect of EU migration.
According to the Camden Public Health Intelligence report on ‘serious mental illness’ (June 2013),
the incidence of psychiatric illness is observed to vary across ethnic groups. Nearly 35% of
Camden’s overall population is estimated to be from a black minority ethnic group background.
Black ethnicities count for the highest prevalence of SMI, particularly black men. The highest
recorded prevalence is 4.8% in black men and 2.7% in black women.
Evidence also suggests that Black Caribbean and Black Africans have a higher incidence of
common adult mental health disorders, e.g. anxiety, depression and phobias. The same can be said
of the White Irish community (Reference: JSNA). 22% of Camden’s residents are from the nonBritish, white community. The figures we report here are only those who have been subject to a
Mental Health Act assessment. A more detailed analysis is required to compare this with the
ethnicity of those subject to CTOs, S.136 as well as the breakdown of the likelihood of informal or
formal admission for different ethnicities and the population of the inpatient and crisis services.
36

Islington AMHP Duty Service 2015/16
Total number of assessments: 564
Gender

Chart 13 Show: Number of AMHP Assessments Gender- 01 April
2015 to 31 March 2016

Age
Chart 14 Show: AMHP Assessment by Age

Age <18 18-24 25-34 35-44 45-54 55-64 65-74 75+
No. 8
61
119
114
104
75
47
36
%
1.5% 11%
21%
20%
18.5% 13%
8.5% 6.5%
The numbers of adults with mental health conditions is expected to increase over the next 15 years.
There are likely to be approximately an extra 5,500 cases in Camden and Islington, based on
population growth estimates.
Common Mental Disorders will make up the majority of the increase, but the number of
people with dementia will see the largest percentage change. In the long term, it is
predicted that the number of people with dementia will double by 2050 with the fastest
percentage growth expected amongst people aged 85 and over.
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Based on current estimates of population change, and the proportion of children living in
social housing remaining constant, the number of children with any mental health condition
Camden is likely to decrease by 0.4% by 2030, as the number of children resident in the
borough falls (13 fewer children with a mental health condition).
Conversely, Islington’s population aged 5-16 will grow in that time. In 15 years there could be
an additional 570 children diagnosed with a mental health condition living in Islington (3,760
in total). (Healthy Minds, Healthy lives: Widening The Focus on Mental Health. Camden and
Islington Annual Public Health Report 2015)
Ethnicity
Chart 15 Shows: Number of Assessments by Ethnicity

Number
%

Asian
Asian
British
22
4%

/

Black / Mixed
Background
Black
British
161
11
28.5%
2%

Not
Known

Not
Stated

20
3.5%

34
6%

Other
Ethnic
Groups
29
5%

White

287
51%

Last year, 49% of those assessed were White British which was the highest percentage.
This year the figure is 51% followed by Black British at 28.5%.
These two groups remain the two main ethnic groups. Asian/Asian British at 4% White – any
other background at 17%, Black African at 13% and Asian British at 7%. Broad ethnic groups
have been reported as Islington’s population is very diverse and there are many smaller
groups which are 1% of the total number.
However, it would be useful to identify which groups are greatest in number if particular
populations are increasing. These figures are drawn from Rio. It should be noted that
these categories are sometimes not self-defined.
Islington has an ethnically diverse population: less than half (48%) of residents describe
themselves as White British, which is slightly higher than the London average (45%) and
much lower than the England average (80%). Islington’s population has become more
diverse since 2001, when 57% of Islington residents described themselves as White
British. This was slightly lower than London (60%) and again much lower than England
(87%).
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There are however, differences in prevalence of Common Mental Disorders by ethnic
group. People of all White backgrounds are significantly more likely to be diagnosed with
CMD than all adults (16% compared to 15% in Camden; 18% compared to 17% in
Islington).
Of the major ethnic groups, prevalence of CMD is significantly higher than average
among White British (20% in Camden and 21% in Islington), White Irish (23% in both
boroughs) and Black Caribbean adults (18% in Camden and 17% in Islington) which is
represented in our figures.
Furthermore, in Camden, Black women are significantly more likely to be diagnosed
(16%) than women in general (14%). In both Camden and Islington, the Asian and
Chinese populations are significantly less likely to be diagnosed than the average (9% for
both boroughs). (Healthy Minds, Healthy lives: Widening The Focus on Mental Health.
Camden and Islington Annual Public Health Report 2015)
Mental Health Act sectioning (MHA)
01 April 2015 to 31 March 2016
The report below shows MHA sectioning where some of the protected characteristics are reported.
The following protected characteristic in relation to MHA, we have as follows:
Protected Characteristics
Age
Disability
Gender reassignment
Pregnancy and maternity
Marriage and civil
partnership
Religion and belief
Sexual orientation
Race
Sex

Data
Use of Section 2 and 3 in inpatients see
chart below
Future reports will include these
characteristics

Use of Section 2 and 3 in inpatients
All inpatient Sections, All Community
CTO patients- see charts below
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Number of MHA patients per Section
Ethnicity - 01 April 2015 to 31 March 2016
Chart16. Shows the number of patients subject to section 2 and section 3

Chart 16 above shows the number of patients subject to section 2 and section 3 in the last financial
year per ethnicity. Section 2 is used for the assessment and treatment in hospital of people who
have, or are believed to have a mental disorder. It lasts a maximum of 28 days and is the most
commonly used section in C&I (and in other trusts providing mental health services).
Section 3 is used to detain and treat a person in hospital for up to 6 months. It is the 2nd most
commonly used section in C&I. Overall, most inpatients subject to the MHA 1983 will either be
subject to a Section 2 or to a Section 3. Although it is difficult to confirm to what extent this applies
to C&I without knowing the ethnic make-up of the Trust population, there are suggestions at national
level that black patients are overrepresented in the detained patients group. Table 1 shows that a
high number of black patients are subject to section 2 or section 3 in C&I (nearly half as many as
white patients).

We plan to undertake detail analysis on what impact this is having on protected characteristics and
what changes we need to make.
Chart 17. Shows MHA patients by Section and gender- 01 April 2015 to 31 March 2016

Chart 2 above is a snapshot of patients subject to section 2 or 3 by gender. The figures show what
seems to be an overrepresentation of males. Again this is difficult to confirm without knowing the
ethnic make-up of the Trust population.
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Chart 18. Shows MHA patients by Section and age- 01 April 2015 to 31 March 2016

Chart 18 above shows the highest number of patients sectioned under MHA who fall between the
ages of 24-34. This indicates that patients are from a much younger group.
Chart 19. Shows the number of patients subject to section 2, section 3, forensic
sections

Chart 19 shows the number of patients subject to section 2, section 3, forensic sections (37, 37/41,
48/49) and short term holding powers (5(4) and 5(2)) in the last financial year per gender. The
figures show what seems to be an overrepresentation of males. Again this is difficult to confirm
without knowing the ethnic make-up of the trust population. The overrepresentation of males for
forensic sections can be explained by the fact that the Trust runs a male PICU but no female one.
Short-term powers are used in equal measure for male and female patients.
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Chart 20. Shows use of section 17 A Community Treatment Orders (CTO)

Chart 20 above shows the number of patients subject to CTOs by gender. Community Treatment
Orders (CTOs) are community based sections. The figures show what seems to be an
overrepresentation of males. Again this is difficult to confirm without knowing the ethnic make-up of
the trust population.
Areas we need to address for year 17/18:
• Ethnic make-up of the trust population
• Reporting on use of the MHA 1983 by protected characteristics (as part of CareNotes
revamp)
13.

SERVICE USER INVOLVEMENT

The Trust is committed to service user
involvement and consultation. As part of
the Service User Involvement Strategy,
the Trust supports a number of service
user groups and representatives from
these attend regularly and meet at the
Service User Alliance. These groups
include Women’s Strategy , local service
user groups for Islington residents
(IBUG), Camden residents (CBUG), who
regularly undertake ward inspections,
Substance Misuse Service Frontline and
Older Service Users Group (AGOP) and
BME service user group (NUF)
The Trust has a close working relationship
with Nubian Service Users (NUF).
It was a difficult time last year for all NUF members as there was no permanent base and this was a
huge upheaval for everyone. In spite of this, NUF members as the reports says, has managed to
keep involved in some significant groups and meetings and drew support from these various
Groups:
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•
•
•
•
•
•

8 NUF members had places at a Co-Production Conference in June 2016
NUF member made a short video short with Simon Peel one of the practice development
nurses for the interactive training suite
NUF member co-chaired the Service User Alliance Group
Over 4 NUF members attended the first Service-User Conference in December 2016
2 NUF members have signed up for the Primary Care Peer mentoring scheme in January
2016
NUF member joined the interview panel for the appointment of the Chief Operating Officer
role.

It is hoped in the coming year the Trust and NUF will continue to build on this progress and it shows
how members are gaining confidence and expertise as they become active participants.
We will bring closer the work of the Divisions including the Network for Challenge (BME Staff
Network) and Primary Care with NUF members.
Below are some of the additional activities
that NUF have been involved in:
•

•

•
•
•
•
•
•
•
15.

Members continue to maintain the
gardens of two of the residential
projects in the Trust
Member represents the Trust at board level and
attended Clinical Commissioning (CCG)
meetings, Medication Seminar, and the
Recovery College
NUF attended Service User Alliance (SUA) and
Equality & Diversity Group (EDG), Law Group,
and Women’s Strategy Group
Undertaken work with the Camden
Commissioners and their service users
Involvement Worker
NUF will continue to support and be involved in
the activities of the Trust
Improve communications between NUF and
C&I
NUF activity
Improve membership and access to NUF
services by other diverse groups such as the Bengali community and other diverse groups
Revisit some of the principles from the “Changing Outcomes” report
Secure permanent base for NUF
VETERANS SERVICE

The Trust has a dedicated and well established service to meet the needs of our veterans.
•

C&I hosted London Veterans’ Service (LVS) and was opened by Chair Leisha Fullick and
featured presentations by Dr Sue Ferrier, lead clinical psychologist for the LVS Prison InReach project and LVS co-ordinator; Dr Deirdre MacManus, LVS consultant forensic
psychiatrist; ex-serviceman Neil Davies who will also showed a short film about the LVS, and
Dr Jon Bashford, a senior researcher.
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•
•
•
•

•

•

•

•

The Trust was awarded a contract from NHS England to provide a service for
veterans across London. The London Veteran Service has been established and
running in its current form since 2010
LVS is a joint collaboration between C&I and our partners at South London and Maudsley
NHS Foundation Trust (SLaM), and based at our St Pancras site
We offer a comprehensive assessment and treatment service to veterans, reservists and
their families across the London region (within the M25)
Our multidisciplinary team is experienced in working with veterans and their families.
Clinicians have relevant expertise for working with veterans including specialist militaryspecific assessment and treatment of trauma skills, forensic experience in offender
management, skills in working with alcohol and substance misuse. Our team includes a
reservist who provides an invaluable perspective on the needs of veterans and their
families
The LVS follows a Care Plan Approach and a stepped care model, working closely with
secondary care NHS and IAPT services and third sector organisations to ensure veteran’s
attending the service have their needs appropriately met. We have experience in providing
training and consultation across a range of services.
We run workshops to raise awareness of veteran’s needs and promote veteran sensitive
practice across London including GPs, IAPT services, Court Liaison and Diversion and
Probation services. We work with service users to address the stigma associated with
veterans accessing mental health help and promote awareness of veteran needs and the
LVS
The LVS has embedded veteran in custody in-reach mental health service in 4 prisons in
London to respond to the needs of veterans who have come into contact with Criminal
Justice. The service identifies the mental health, health and welfare needs of prisoners who
are ex-armed forces and supports them through the gate into the community
We have recently been awarded a contract from NHSE to provide a service to veterans in
transitions across London and the South East.
The Chart shows Veterans usage of the Interpreting and Translation Service
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17.

MULTI-FAITH CHAPLAINCY SERVICE

The Trust is committed to offering multi-faith pastoral support and spiritual care to our service users
The Chaplaincy team comprises of the following faiths:
•
•
•
•

Christian
Muslim
Jewish and
Hindu faiths

The Well is a dedicated space for Multi- faith activities at St Pancras Hospital and also includes a
Multi-faith facility at Highgate Centre. St Pancras Hospital has a purpose built ablution for washing.
Activity during March 2016 – January 2017
We started Collection of Chaplaincy Data on 23rd March 2016. The graphs on this and the following
pages give the results of data collected from March to the end of January, 2017
We started Collection of Chaplaincy Data on 23rd March 2016. The graphs on this and the following
pages give the results of data collected from March to the end of January, 2017
Chart 21 Show: Activity by Ward
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Chart 22 Show: Activity by Faith Events

Chart 23 Show: Activity by Faith
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Chart 24 Show: Activity by Gender

18.

VOLUNTEERS SERVICE

Volunteers who use our services or have lived
experience of mental ill health/substance misuse
When the Voluntary Services remit expanded to
cover all areas of the trust three years ago we did
not have any volunteers, which we were aware of,
that had used/were using our services or had lived
experience of mental ill health or substances
misuse. We now have over 29 volunteers who have
disclosed to us that they are using, have used our
trust services or have lived mental ill health or
C&I volunteers receiving an award
substance misuse experience. This demonstrates
our work on equality in terms of making it clear we
welcome volunteer applications from everyone. We also offer support in terms of assistance with
completing the necessary forms as part of the application process and with access to the internet
which can be a barrier for some applicants.
Languages
A number of our volunteers bring foreign language skills with them which include: Urdu, Punjabi,
Pothwari, Somali, Bengali, Hindi, Spanish, French, Italian, Greek, Polish, Cantonese, Mandarin,
Portuguese, German and Bulgarian.
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During 2016 and going forward in 2017
In 2016 volunteers assisted with the distribution
the new Equality Charter. All new volunteers to
the trust complete the trust’s ‘Safe and Sound’
training which includes Equality and Diversity
training.
For 2017, the Voluntary Services Department has
recognised that although information on the
service and its opportunities is accessible on the
trust website via browse aloud. This facility is not
available for the recruitment webpages where any
potential volunteers would submit an application.
Therefore we will update Voluntary Services page
on the trust website to provide appropriate
direction for those people who may need
assistance to apply.
The voluntary services information leaflet will also be updated to make it clear where people can get
information in alternative formats, should they require this.
The Equality & Diversity lead will be invited to attend one of the volunteer meetings to talk about
Equality and Diversity.
Voluntary Services Department - Equality & Diversity Overview for 2016
The following equality data relates to the 97 volunteering applications received between 01/01/2016
and 31/12/2016.
Gender
Gender
Male
Female

%
21
79

Age
Age
Under 20
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65+

%
4
22
19
13
13
10
3
7
3
3
2

Ethnicity
Ethnicity
White British
White Irish
Any other White background
Asian or Asian British Indian
Asian or Asian British Pakistani

%
17
1
4
7
2
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Asian or Asian British Bangladeshi
Any other Asian background
Black or Black British Caribbean
Black or Black British African
Mixed White and Black Caribbean
Mixed White and Black African
Chinese
Any other ethnic group
White Scottish
White Greek Cypriot
White Italian
White Polish
White other European
Asian Mixed
Asian British
Black Somali
Black Nigerian
Black British
Not Stated

4
1
4
12
1
2
1
7
1
1
3
3
7
1
1
1
3
7
7

Disability
Disability
Yes
No
Do not wish to disclose
Not stated

%
1
70
1
28

Sexual Orientation
Sexual Orientation
Bisexual
Heterosexual
Gay/Lesbian
Do not wish to disclose
Not Stated

%
1
81
1
6
10

Convictions
Convictions
Indicated that they may have convictions
which should be taken into account
Indicated that they do not have convictions
which should be taken into account
Not stated
Religion
Religion
Atheism
Buddhism
Christianity
Hinduism
Islam
Other
Do not wish to disclose
Not stated

%
1
95
4

%
13
1
30
9
17
10
10
9
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Equality data on our actual C&I volunteer community as it stood at September 2016
We have limited equality data stored on our actual volunteer community to draw on, which includes
gender and age, as illustrated below, with the addition of languages spoken by our volunteers.
Gender
Gender
%
Male
25
Female
75
Although we have reduced the gender split of volunteers which stood at 86% female and 14% male,
three years ago, we still have some way to go. The NCVO, UK Civil Society Almanac 2016, on
Volunteer Profiles indicates that there are no gender differences in rates of formal volunteering
between men and women. However, they do state that women were considerably more likely to
provide caring roles, which may account for our higher percentage of female volunteers being a
care environment.
Age
Age
%
Under 20
1
20-24
21
25-29
11
30-34
11
35-39
13
40-44
7
45-49
15
50-54
11
55-59
4
60-64
3
65+
4
The NVCO volunteer profiles suggests that the highest rates of volunteering are amongst young
people between 16 to 24 years old, however, our highest rates of volunteers are slightly older within
35 to 49 years old age group.
Languages
A number of our volunteers bring foreign language skills with them which include: Urdu, Punjabi,
Pothwari, Somali, Bengali, Hindi, Spanish, French, Italian, Greek, Polish, Cantonese, Mandarin,
Portuguese, German and Bulgarian.
Volunteers who use our services or have lived experience of mental ill health/substance
misuse
When the Voluntary Services remit expanded to cover all areas of the trust three years ago we did
not have any volunteers, which we were aware of, that had used/were using our services or had
lived experience of mental ill health or substances misuse. We now have over 29 volunteers who
have disclosed to us that they are using, have used our trust services or have lived mental ill health
or substance misuse experience. This demonstrates our work on equality in terms of making it
clear we welcome volunteer applications from everyone. We also offer support in terms of
assistance with completing the necessary forms as part of the application process and with access
to the internet which can be a barrier for some applicants.
During 2016 and going forward in 2017
In 2016 volunteers assisted with the distribution the new Equality Charter. All new volunteers to the
trust complete the trust’s ‘Safe and Sound’ training which includes Equality and Diversity training.
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For 2017, the Voluntary Services Department has recognised that although information on the
service and its opportunities is accessible on the trust website via browse aloud. This facility is not
available for the recruitment webpages where any potential volunteers would submit an application.
Therefore we will update Voluntary Services page on the trust website to provide appropriate
direction for those people who may need assistance to apply.
The voluntary services information leaflet will also be updated to make it clear where people can get
information in alternative formats, should they require this.
The Equality & Diversity lead will be invited to attend one of the volunteer meetings to talk about
Equality and Diversity.
19.

RECOVERY COLLEGE

The C&I Recovery College is the only Recovery College open to everyone in the community i.e.
service users, professionals, family, friends and members of the public. We work on a model of coproduction, with courses created and delivered by two tutors working together as equal partners.
There were 612 students who attended our courses in the academic year 2015-2016. Around 66%
declared they were female, and 33% male. Almost 35% of our student population were aged 45-54,
age bracket, 20% 35-44 and 18% 25-34. Our students live in ethnically diverse areas of London –
around a third of our students came from Black and Minority Ethnic backgrounds.
We consider equality and diversity an important priority and we constantly strive to be more
accessible and inclusive.
In 2016 the Recovery College:
•

•
•
•
•

Introduced a policy on using only fully accessible venues for our courses. We created a
Venue Checklist which is used to assess venue suitability prior to courses. The check is
conducted by either Recovery College tutors or volunteers. ‘Fully accessible’ means that a
person in a motorised wheelchair is able to freely access all relevant facilities, e.g.
classroom, toilets, refreshment area
Re-formatted all of our PowerPoint course materials with non-white backgrounds,
easy to read fonts and high-contrast images
Re-formatted our Student Charter document to make it easier to read quickly,
increasing font type and size
Provided large-print materials and non-white paper for students who advised us at
enrolment that they had needs relating to visual impairment, dyslexia, etc
Ran men only and women only courses and embedded new transgender policy into it

Plans for 2017
In 2017 the Recovery College will continue to gather data about students that enables us to address
and meet our students’ needs. We will be working closely with Shabir Abdul, Equality & Diversity
Lead, on the best way forward in terms of how we collect data, and how we report on it. We will be
reviewing our forms to ensure equality and diversity measures are monitored and are reflected in
how we operate.
20.

COMPLAINTS DATA

The Trust currently collects and reports data on sex and age. The data on other protected
characteristics is not available. Further work needs to be done and this will re-dressed in future
reports to ensure all protected characteristics are reported as far as possible.
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Formal Complaints service user’s gender
The pie chart below shows that the formal complaints we have received during the period of 1 April
2016 to 31 January 2017, involve almost an equal number of male and female service users.
Formal Complaints service user’s age range
This chart below shows the average age of the service user involved in the complaint. The limited
data collected shows the youngest age at 21 years old and the oldest at 89 years old.
Plans for 2017
•
•
•
•

To update our standard complaints acknowledgement letter in order to inform complainants
that we are collecting the protected characteristics data and the reasons for this.
To include the accessible standard statement on all letters.
To update the Advice and Complaints pages on the website
We record complaints information on the complaints module of the main Datix system (not
web based). The module already has capacity to record some of the data such as age,
gender and ethnicity; however we will need to look at modifying it to be able to record the
other characteristics.

These charts are made up of 116 formal complaint received from 1 April 2016 to 31 January 2017.
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Interpreting and Translation Service
1st January 2016 – 31st December 2016
The Trust has a contract with a number of suppliers to provide interpreters for service users who
speak other languages. Interpreting is available in over 100 languages and during the 2016, the top
5 languages were:
•
•
•
•
•

Albanian
Arabic
Bengali
Farsi
Turkish

Interpreting for service users with hearing and visual impairments:
The Trust has a contract with suppliers to provide British Sign Language interpreters, lip-speakers,
speech-to-text reporters and deaf-blind interpreters etc.
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Chart 34. Shows Telephone Interpreting for Service Users during January 2016

Table 35 Shows Translations undertaken by Department by Language
Islington Icope IAPT

Somalian
Turkish

Chart 36. Shows Face to Face Interpreting during February 2016

54

Chart 37. Shows Telephone Interpreting by Department and Language

Chart 38. Shows Translations by Department and Language
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Chart 39. Shows Face to Face Interpreting during March 2016

Chart 40. Shows Telephone Interpreting

Shows Translation by Department and Language
Islington R&R
South
Islington IAPT
iCope

Polish
Arabic
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Chart 41. Shows Face to Face Interpreting during April 2016

There was no access to Telephone Interpreting during April 2016
During April 2016 Translations by Department by Language were:
LBC PWLD
Islington IAPT icope

Urdu
Albanian

Chart 42. Shows Face to Face Interpreting during May 2016
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Chart 43. Shows Telephone Interpreting by Language

Translations by Department by Language were:
Islington IAPT iCope

Albanian

Chart 44. Shows Face to Face Interpreting during June 2016

There was no Telephone activity during June 2016
Translations undertaken by Department and by Language during June 2016 were:
Islington IAPT iCope
Camden Psychological Therapies

Turkish
Farsi
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Chart 45. Shows Face to face Interpreting during July 2016

Table 46. Shows Telephone Interpreting by Language during July 2016

59

Chart 47. Shows Face to Face Interpreting during August 2016

Chart 48. Shows Telephone Interpreting during August 2016

Translations undertaken by Department by Language during August 2016 were:
FOCUS

Turkish
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Chart 50 Shows Face to Face Interpreting during September 2016

Chart 51. Shows Telephone Interpreting during September 2016

Translations undertaken by Department and Language during September 2016 were:
Camden Assessment Team

Somalia
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Chart 52. Shows Face to Face Interpreting during October 2016

Chart 53. Shows Telephone Interpreting during October 2016
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Chart 54 Shows. Translations undertaken by Department and Language

Chart 55. Shows Face to Face Interpreting during November 2016

Translation by Department by Language during November 2016 were:
CDAT

Farsi
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Chart 56. Shows Face to Face Interpreting during December 2016

Chart 57. Shows Telephone Interpreting during December 2016
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GLOSSARY OF TERMS
Asian
People who self-define as being Asian, East African Asian, British Asian or originate from India,
Bangladesh, Pakistan, Sri Lanka, Nepal or China.
Bisexual
A man or woman who is emotionally, physically and/or sexually attracted to both men and women.
Black
An inclusive term that refers to all ethnic groups who have a common experience of discrimination on
the basis of their skin colour. It also includes those who self-define as Black. For some statistical data
collection purposes, such as the National Census and in monitoring, ‘Black’ has been used as a more
narrowly defined term to refer to people who self-define as any of the Black or Black British
categories which are ‘African’, ‘Caribbean’ or ‘Black Other’.
Disability
The Disability Discrimination Act 2010 defines disability as a “physical or mental impairment which
has a substantial and long-term adverse effect on a person’s ability to carry out normal day to day
activities.” However, campaigners for disability rights adopt a more social approach that defines
disability as “the loss or limitation of opportunities that prevent people who have impairments from
taking part in the life of the community on an equal level with others due to physical and social
barriers.”
Discrimination
Discrimination happens when a person is treated less favourably because of differences from the
majority. These differences include but are not limited to gender, race, disability, religion, sexual
orientation and age.
Diversity
The difference in the values, attitudes, cultural perspectives, beliefs, ethnic backgrounds, sexuality,
skills, knowledge and life experiences of each individual in any group of people. This term refers to
differences among people and is used to highlight need.
Duty
A mandatory and legal obligation to do something.
Equality Act 2010
The Equality Act 2010 is the law which bans unfair treatment and helps to achieve equal opportunities
in the workplace and in wider society.
Equal Opportunities
The development of practices that promote the possibility of fair and equal chances for all to develop
their full potential in all aspects of life and the removal of barriers of discrimination and oppression
experienced by certain groups.
Equalities
Used as short-hand term to refer to all work addressing issues of discrimination and disadvantage,
particularly as it relates to race, disability, gender, sexuality, faith and age.
Equality
The vision or aim of creating a society where power and quality of life is shared equally and both
individuals and groups are able to live their lives free from discrimination and oppression.
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Ethnicity
An individual’s identification with a group sharing any or all of the following: lifestyles, religion,
customs and language.
Feminine
Assigned physical and behavioural characteristics attributed to the female sex.
Gender
A concept that refers to the social differences between women and men that have been learnt are
changeable over time and have wide variations both within and between cultures. The term is also
used to differentiate from ‘sex’, which refers to biological differences.
Human Rights Act 1998
Human rights are legal obligations owed by states and public authorities to everyone. This means that
government and public authorities must act in a way that respects human rights. Government must
also pass laws to ensure that individuals respect each other’s human rights. Every human being has
human rights regardless of their particular situation or characteristic. The human rights of people in
the United Kingdom (UK) are legally enforceable through the Human Rights Act 1998. The Act
incorporates the rights found in the European Convention on Human Rights into UK law.
Impact Assessment
Assessment of policies on how they impact on different groups.
Patient-Led Assessments of the Care Environment (PLACE) The Department of Health
recommends
that all services
hospitals
providing
NHS‐funded
care undertake
an annual assessment
quality
of non‐clinical
condition
of their
buildings.
These assessments
are referredoftothe
as
Patient‐Led
Assessments
of theand
Care
Environment
(PLACE).
PLACE assessments help organisations to understand whether they are meeting the needs of the
local population service users across a range of areas such as cleanliness, quality of food, privacy,
maintenance and facilities. The assessments are carried out by people who use the hospitals,
supported by hospital staff.
Positive Action
Covers a wide range of measures taken to compensate for present and past disadvantages which
exist and/or existed because of discrimination. The proviso for such measures is that their raison
d’etre must be to achieve “full equality in practice.” Positive action is not affirmative action but
reasonable accommodation, and is: 1) adequate; 2) proportionate; and 3) limited in time.
Procurement
The process by which an organisation enters into a contract with an external supplier for the latter to
carry out works or provide goods or services.
Protected Characteristics
Protected characteristics refer to nine characteristics covered under the Equality Act 2010.
Sex
A strictly biological reference to the differences between male and female which include:
chromosomes; genitalia; reproductive organs; hormonal states; and secondary sex characteristics.
Sexuality
A person’s emotional, physical and/or sexual attraction and the expression of that attraction.
Stakeholders
All those individuals or organisations who have an interest in, or could be affected by, a policy.
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Transgender
Transgender (sometimes known as gender dysphoria) people are those who identify their
gender to be different from their physical sex at birth. A transgenderist can also be a person
who, like a transsexual, goes through transition, sometimes with the help of hormone
therapy and/or cosmetic surgery, to live in the gender role of choice but has not undergone
and generally does not intend to undergo surgery.
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