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Foreword 

My Governing Body colleagues and I are delighted to present 

NHS Gloucestershire Clinical Commissioning Group’s 

(GCCG) second Public Sector Equality Duty report. It sets out 

progress against our equality objectives published in 2013 

and future direction of our work to promote equality, reduce 

health inequalities and enshrine human rights considerations 

into our day to day work.  

We are committed to ensuring equitable and fair treatment for our local and diverse 

communities. We are working hard to develop an open culture and lead by example 

to embed fairness into the behaviours of our staff.  

We will do this by championing and advancing equality, diversity and inclusion and 

implementing the NHS Equality Delivery System2 (EDS2) framework.  This work is 

being undertaken in partnership with our staff, providers, local people and strategic 

partners such as the Local Authority. This process will enable us to assess our 

performance against EDS2 goals and outcomes.   

We believe that this will also help us to identify any gaps in local needs, particularly 

for those at risk of disadvantage and discrimination to help reduce health inequalities 

in our area. We will use this information to inform our commissioning priorities and 

decisions so as to achieve better health outcomes for everyone.  

We will continue to help and support our staff to understand the importance of 

personalisation, fairness and diversity in the planning and delivery of services. We 

aim to provide an environment where staff can thrive, are confident to be 

themselves, feel valued and treat each other with fairness, dignity and respect while 

working to ensure that all of our information, services and buildings are accessible. 

We support our staff to show zero tolerance towards bullying, harassment, 

inappropriate language and behaviour. We encourage the reporting of all cases of 

discrimination acknowledging and valuing the work of all our local partners who help 

us deliver fairness for patients, carers and staff 

We know we are embarking on an ambitious vision, but we are confident that 

together we can achieve it and ensure that everyone counts. 

 

Valerie Webb 

Chair, Equality and Health Inequalities Working Party and Lay Member for Business, 

NHS Gloucestershire Clinical Commissioning Governing Body 
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1. Introduction 
 

1.1. NHS Gloucestershire Clinical Commissioning Group (CCG) is publishing this 
report as required under the specific equality duty of the Equality Act 2010. 
The report highlights the work Gloucestershire CCG has undertaken towards 
meeting its general Public Sector Equality Duty, gaps it has identified and 
action it is planning to take to improve its performance on equalities. 

 
1.2. The Public Sector Equality Duty1 came into force in April 2011. It requires the 

CCG, in the exercise of its functions, to have due regard to the need to: 
 

 Eliminate unlawful discrimination, harassment and victimisation and 
other conduct prohibited by the Act; 

 Advance equality of opportunity between people who share a protected 
characteristic and those who do not; 

 Foster good relations between people who share a protected 
characteristic and those who do not. 

 
1.3. This report covers:  

 NHS Gloucestershire CCG - who are we and what we do 

 A profile of the population of Gloucestershire 

 Our progress against our equality objectives 2013 - 2017 
   

2. Who are we and what we do? 
 
2.1. The CCG is a membership organisation of local GP practices. From April 

2013 it took over responsibility from NHS Gloucestershire Primary Care 
Trust for buying (commissioning) health services to meet the needs of local 
people. CCG members bring their clinical knowledge of patient care to look 
at how services are planned and how the patient’s journey through care can 
be improved.  

 
2.2. All member GP practices have signed up to the NHS Gloucestershire CCG’s 

constitution which guides the CCG’s operations. The constitution is available 
to read at www.gloucestershireccg.nhs.uk (About us/publications). 

 
2.3. Our Governing Body is the main decision making body of NHS 

Gloucestershire CCG. We are also required by law to take account of the 
NHS Constitution in our decisions and actions. The NHS Constitution sets 
out rights for patients, public and staff. It outlines NHS commitments to 
patients and staff, and the responsibilities that the public, patients and staff 
owe to one another to ensure that the NHS operates fairly and effectively.   

 
2.4. The role of our Governing Body is to ensure that the organisation is making 

best use of the money available and buying and developing health services 
that meet the needs of local people. It oversees the work of clinical 

                                                           
1
 Source: http://www.equalityhumanrights.com/private-and-public-sector-guidance/public-sector-

providers/public-sector-equality-duty  

http://www.gloucestershireccg.nhs.uk/
http://www.equalityhumanrights.com/private-and-public-sector-guidance/public-sector-providers/public-sector-equality-duty
http://www.equalityhumanrights.com/private-and-public-sector-guidance/public-sector-providers/public-sector-equality-duty
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programmes e.g. Dermatology and Cancer, which look at specific conditions 
and how the patient’s journey through care can be improved.  The Governing 
Body also makes sure that there is transparency and accountability in 
decision making and supports the seven CCG Localities with the 
development of programmes and projects to support local communities. 

 
2.5. The Governing Body is chaired by a Clinical Chair, a local GP, Dr Helen 

Miller and includes Deputy Clinical Chair, GP liaison leads who represent the 
Localities, other Clinical Members and Lay Members (members of the public 
who represent the views of local people and communities). NHS 
Gloucestershire CCG is led by a range of experienced healthcare 
professionals who are passionate about securing the highest quality NHS 
services for local people. Mary Hutton is the Accountable Officer for NHS 
Gloucestershire CCG.   

 

2.6. NHS Gloucestershire CCG is responsible for buying local NHS services such 
as emergency care services, operations or treatments that can be planned in 
advance, mental health and community services.  

 

2.7. These services are provided by a range of ‘provider’ healthcare 
organisations.  Our main provider organisations are Gloucestershire 
Hospitals NHS Foundation Trust, Gloucestershire Care Services NHS Trust, 
2gether NHS Foundation Trust and South Western Ambulance Service NHS 
Foundation Trust.   

 

2.8. On becoming a statutory public authority with effect from 1 April 2013 NHS 
Gloucestershire CCG assumed responsibility for commissioning (buying) 
healthcare services to meet the reasonable needs of the persons in 
Gloucestershire (i.e. principally for patients registered with their member 
practices, together with and unregistered patients living in their area). It does 
not include members of the armed forces, nor their families if they are 
registered with Defence Medical Services rather than a NHS GP practice. 
Nor does it include those detained in prison or other custodial settings.  

 

2.9. NHS Gloucestershire CCG is not responsible for services which are 
commissioned directly by NHS England or Gloucestershire County Council 
but the CCG is able to influence the provision of these services by providing 
timely input as and when appropriate. To understand services which fall 
under the respective remits of the Clinical Commissioning Groups, NHS 
England  and Local Authority please visit 
http://www.england.nhs.uk/commissioning Gloucestershire County Council 
provides public health advice to NHS Gloucestershire CCG.  

 

2.10. The CCG is committed to placing clinical leadership at the heart of 
commissioning in Gloucestershire. We recognise that strategic leadership 
and partnership working with all our stakeholders, both at political and 
managerial level, are key to understanding needs of our diverse 
communities, promoting equality and improving health outcomes, reducing 
health inequalities and ensuring that everyone in Gloucestershire counts. We 
are supporting transformation to the new model of Clinical Commissioning as 

http://www.england.nhs.uk/commissioning
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specified in the Health and Social Care Act 2012. Our approach is set out in 
our vision and values.  

 
Our vision is: “Joined up care for the people of Gloucestershire”.  

 
Our values are to:  

 Ensure effective communication and engagement with patients, carers, 
community partners, the public and clinicians  

 Use our clinical experience to ensure high quality, safe and efficient 
services for the people of Gloucestershire  

 Focus on clinical benefit and health outcomes – making best use of the 
money and resources available  

 Use our clinical experience to lead innovation and change – right care, 
right place, right time  

 Be accountable and transparent in our decision making 
 

3. Profile of Gloucestershire population by protected 
characteristics   

 
3.1. We use a range of data and information when we develop policies, set 

strategies, design, review and deliver our services. We believe that it is 
important to understand the composition of our local population by protected 
characteristics so that we can: 

  

 engage effectively with different communities to understand their varying 
health and self-care support needs; 

 commission services to meet their health and self-care needs in an 
appropriate manner; 

 assess the likely impact of our decisions on a diverse range of 
communities; and  

 work with these communities to minimise any adverse impact and 
maximise any positive impact. 

 
3.2. We continually strive to improve the quality of information that we use to 

inform our decision making, e.g. we are currently developing the equality 
information for each of our member practices.  This will ensure that our 
commissioning decisions are consistent with the diverse health needs and 
composition of the population in each of our member practice localities. 

      
3.3. In mid-2012 Gloucestershire’s total population was estimated to be 602,000 

persons residing in one of the six districts namely Cheltenham, Cotswolds, 
the Forest of Dean, Gloucester City, Stroud and Tewkesbury.  Analysis of 
Gloucestershire’s population by protected characteristics reveals significant 
variations in different districts.  Details of Gloucestershire population profile, 
by protected characteristics as specified in the Equality Act 2010, can be 
found in Appendix 1.  The sources from which this data were obtained are 
shown at the end of the document.  
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A summary of each protected characteristic and where appropriate 
variations in health conditions are given in the following paragraphs.  
 

3.4. Protected characteristic – Age 
 

Overall 22.8% (vs. England average of 23.9%) of our population is between 
0-19 years old, 57.8% (vs. England average of 59.2%) is between 20-64 
years old and 19.48% (vs. 16.4% England average) 65 years plus. There are 
district variations with Gloucester featuring the highest representation of 
children and young people, and Cotswold, the Forest of Dean and 
Tewkesbury having the highest proportion of older people. Appendix 1. 
summarises Gloucestershire’s population profile by nine protected 
characteristics as specified in the Equality Act 2010  

 
3.5. Protected characteristic – Disability  
 

The Equality and Human Rights Commission defines someone with a 
disability in the context of assessing equality as those ‘if s/he has a physical 
or mental impairment which has a substantial and long-term adverse effect 
on the person’s ability to carry out normal day-to-day activities’. This is 
consistent with the Census definition of limiting long-term illness.  

 
According to the 2011 Census, 16.7% of Gloucestershire residents reported 
having a long term limiting health problem. This was below the national 
average. Forest of Dean had the highest proportion of residents reporting a 
long term limiting health problem at 19.6% of the total population, and was 
the only district that exceeded the national average. Cheltenham had the 
lowest proportion of residents reporting a long term limiting health problem.  

 
As age increases the proportion of respondents reporting a limiting long term 
health problem increases. In Gloucestershire 18.3% of people aged 50-64 
reported a limiting long term health problem. This increased to 49.0% of 
respondents for the 65+ age group. A similar picture is observed at district, 
regional and national level.   

 
Dementia is one of the major causes of disability in older people. Estimates 
suggest there are 8,667 people aged 65+ living with dementia in 
Gloucestershire. Incidence of dementia increase with age, people aged 65-
69 account for 5.3% of dementia sufferers over 65, this increased to 24.9% 
for the 85-89 age group. Given the ageing population the number of 
dementia sufferers will only increase in the future. 

 
Learning disability is one of the most common forms of disability in the UK. 
Estimates suggest there are 2,563 people aged 65+ living with a learning 
disability in Gloucestershire. People with learning disabilities have a 
significantly shorter life expectancy than people without learning disabilities; 
this explains why the number of people with learning disability is shown to 
decrease with age. Life expectancy for people with learning disabilities is 
increasing; this means that we will see a larger number of people with 
learning disabilities needing to be supported into later life. 
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3.6. Protected characteristic – Gender  
 
 The overall gender split in Gloucestershire is slightly skewed towards 

females, with males making up 49.0% of the population and females 
accounting for 51.0%. This situation is also reflected at district, regional and 
national level. 

 
As age increases gender differences become more noticeable, with females 
outnumbering males by an increasing margin. In Gloucestershire 53.5% of 
people aged 65-84 are female, while males account for 46.5%. For people 
aged 85+ the difference is even more marked with females accounting for 
67.3% of the total population, something which is also observed at district, 
regional and national level. These gender differences, caused by women's 
life expectancy exceeding males, have resulted in the majority of single 
pensioner households being headed by a woman. 

 
3.7. Protected characteristic – Gender reassignment  
 

Gender reassignment is defined by the Equality Act 2010 as a person 
proposing to undergo, is undergoing or has undergone a process (or part of 
a process) for the purpose of reassigning their sex by changing physiological 
or other attributes of sex. This means an individual does not need to have 
undergone any treatment or surgery to be protected by law. There are no 
official estimates of gender reassignment at either national or local level. 
However, in a study funded by the Home Office, the Gender Identity 
Research and Education Society2 estimate that between 300,000 and 
500,000 adults in the UK are experiencing some degree of gender variance. 
These figures are equivalent to somewhere between 0.6% and 1% of the 
UK's adult population. 

 
By applying the same proportions to Gloucestershire's adult population, we 
can estimate that there may be somewhere between 2,900 and 4,700 adults 
in the county that are experiencing some degree of gender variance. 

 
3.8. Protected characteristic – Pregnancy and Maternity   
 

There were 6,880 live births in Gloucestershire in 2012. The largest number 
of live births was among the 25-34 year old age group. This is also the age 
when the employment rate for women is at its highest. Births to mothers 
aged 35 and over account for a slightly higher proportion of total births in 
Gloucestershire than they do nationally. Conversely births to mothers under 
the age of 25 make up a lower proportion of total births.  

 
At district level: Gloucester and the Forest of Dean has the highest 
proportion of births amongst mothers aged 20 or under and exceeds the 

                                                           
2
 Further information available at http://www.gires.org.uk/  

http://www.gires.org.uk/
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county and national average. Cotswold has a higher representation of births 
to mothers aged 35+ than Gloucestershire and the country as a whole.  

         
3.9. Protected characteristic – Sexual Orientation 
 

There is no definitive data on sexual orientation among the local population. 
Previous estimates by Stonewall, suggest that around 5-7% of the adult 
population (aged 16+) are gay, lesbian or bisexual.  This would translate into 
between 24,000 and 34,000 adults in Gloucestershire. However, a more 
recent estimate from the ONS Integrated Household Survey put it at 1.9%. 
This would equate to around 9,200 adults in the County.  

 
3.10. Protected characteristic – Marriage and Civil Partnership  

 
Gloucestershire has a lower proportion of people who are single or 
separated when compared to the national average. In contrast the proportion 
of people who are married, divorced or widowed exceeds the national 
average.  

 
There is considerable variation at district level:  

 
At 38.8% Cheltenham has the highest proportion of single people and 
exceeds the county and national average. In contrast 25.7% of people in 
Cotswold are single, which is below the county and national level.  

 
Cotswold has the highest proportion of residents who are married at 54.9%, 
which is higher than the county and national average. The lowest proportion 
was recorded in Cheltenham. The proportion of same-sex civil partnerships 
is fairly consistent across all districts. Gloucester has the highest proportion 
of people who are separated and divorced.  

 
Cotswold has the highest proportion of people who are widowed or a 
surviving partner of a same-sex civil partnership while Gloucester and 
Cheltenham have the lowest. This reflects the age structure of these 
districts.  

 
3.11. Protected characteristic – Race (Including Gypsy and Traveller)  
  

According to the 2011 Census 95.4% of Gloucestershire's population is 
white. Black or Ethnic Minorities make up the remaining 4.6% of the 
population, which is considerable lower than the 14.6% reported for England 
as a whole.  
 
English/Welsh/Scottish/Northern Irish/British make up the majority of 
Gloucestershire's white population. Although this is a national trend, this 
group accounts for a higher proportion of the total white population than 
elsewhere.  As a result other White groups are under-represented when 
compared to the national average, although this population has doubled in 
Gloucestershire from 2001 to 2011 census periods and now account for 
3.1% of the county’s residents.  
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Asian and Asian British account for the largest proportion of Black or Ethnic 
Minorities in Gloucestershire, following the national trend. However the 
group accounts for a lower proportion of the total than it does nationally. 
  
At district level:  
 

 Gloucester has the highest proportion of people from a Black or Ethnic 
Minority, at 10.9% of the total population. However this is still considerably 
lower than the national average.  

 

 Black or Ethnic Minorities account for a higher proportion of the total 
population in Cheltenham than Gloucestershire as a whole.  

 

 The Forest of Dean has the lowest proportion of people from a Black or 
Ethnic Minority, at 1.5% of the total population.  

 

 The proportion of people that are classified as Other White is higher in 
Cheltenham than Gloucestershire and England as a whole.  

 

 The proportion of people that are classified a Caribbean and White and 
Black Caribbean is higher in Gloucester than the county and England as a 
whole. 

 
3.12. Protected characteristic – Religion  
 

According to the 2011 Census, 63.5% of residents in Gloucestershire are 
Christian, making it the most common religion. This is followed by “no 
religion” which accounts for 26.7% of the total population.  
 
Gloucestershire has a higher proportion of people who are Christian, have 
no religion or have not stated a religion than the national average. In contrast 
it has a lower proportion of people who follow a religion other than 
Christianity, which reflects the ethnic composition of the county. 
 
At district level:  
 
Cheltenham has the lowest proportion of people who are Christian at 58.7% 
of the total population. This is lower than the county and marginally lower 
than the national average.  
 
Cotswold has the highest proportion of people who are Christian.  
 
Cheltenham has the highest proportion of Buddhists, Hindus and people who 
have no religion.  
 
At 3.2% of the total population, Gloucester has the highest proportion of 
Muslims.  
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Stroud has the highest proportion of people who follow an "Other Religion" 
and have not stated their religion.  
 

4. Health Inequalities      
     

4.1. Health inequalities arise from differences in the social and economic 
conditions in which people are born and live. These in turn influence 
people’s behaviours and lifestyle choices, their risk of illness and the actions 
they take to deal with illness when it occurs. This inequality is driven by a 
complex range of factors including; how much we earn; what our job is; our 
education; where we live and play; our relationships with friends and family; 
our social networks; the type of community we live in and our access to 
services and leisure opportunities. These factors change as we progress 
through the key points in life – from conception to infancy and childhood, 
through our teenage years, to adulthood, working life, retirement and the end 
of life. However, the healthier we are in early life, the healthier we are likely 
to be in later life.  

 
4.2. The burden of ill health falls disproportionately on individuals, families and 

communities in Gloucestershire with lower incomes and lower educational 
attainment levels. The people who are most likely to have the very worst 
health and wellbeing outcomes in our county include those living in the most 
deprived geographical areas (eJSNA) and people who may be vulnerable to 
experiencing inequalities because of: race, disability, age, religion or belief, 
gender, sexual orientation and gender identity. Some vulnerable groups, for 
example people with learning disabilities, or the homeless, have significantly 
poorer life expectancy than would be expected based on their 
socioeconomic status alone. 

 

4.3. Life expectancy 
 
Someone born in Gloucestershire today can expect to live, on average, 80 
years for men and 84.1 years for women.   

 
Whilst the life expectancy of the county overall continues to increase, the 
health of the less well-off is improving more slowly than the rest of the 
population and the gap in life expectancy between the most and least 
deprived areas in Gloucestershire is not narrowing. This is shown using a 
measure known as the Index of Multiple Deprivation (IMD). This is measured 
nationally by ranking all neighbourhoods in the country by their deprivation 
status and grouping them into quintiles or fifths.  
 
Gloucestershire’s most deprived quintile contains neighbourhoods mainly 
located in central Gloucester City and central Cheltenham, which are 
comparable with the 20% poorest neighbourhoods nationally. Our least 
deprived quintile contains those neighbourhoods that are comparable with 
the most affluent 20% of neighbourhoods nationally and include areas from 
all six districts in the county. According to the IMD 2010, 7.4% of 
Gloucestershire residents (about 45,000 people) live in neighbourhoods 
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considered to be among the fifth most deprived in England. In contrast, 
32.8% of Gloucestershire residents live in the fifth most affluent areas in 
England.  A map showing the areas of deprivation in Gloucestershire is 
included in Appendix 2. 

 
Life expectancy is 7.9 years lower for men and 5.8 years lower for women in 
the most deprived area of Gloucestershire than in the least deprived areas.  

 
4.4. Gloucestershire Health and Wellbeing Strategy 2012-2032, Fit for the future, 

gives further detailed account of health variations across the county. 
 
4.5. Local data tells us that in Gloucestershire our main public health challenges, 

and the three main causes of death and serious illness, are the same as for 
the rest of the country. These are:  

 

 Circulatory diseases (heart disease and strokes)  

 Cancers  

 Respiratory diseases (lung diseases) such as chronic obstructive 
pulmonary disease (COPD).  

 
4.6. Health inequalities exist for all of these illnesses linked to deprivation. In the 

most deprived areas of the county early deaths from coronary heart disease 
(CHD) and stroke are more than double the county rate and the numbers of 
early deaths from cancer is well above those for the county.  

 
4.7. The pattern is similar for COPD (chronic lung disease, usually caused by 

smoking), other types of respiratory (lung) disease as well as for diabetes 
(strongly linked to obesity) and liver disease (usually caused by alcohol 
misuse. For COPD death rates for all ages and for under 75s are more than 
double the county rate in the most deprived areas and for diabetes the death 
rate is one and a half times that of the county.  

 
4.8. National data shows that there is also an association between deprivation 

and lifestyle behaviours, with those residents in most deprived areas also 
being the ones least likely to take exercise and the most likely to have a poor 
diet. Both national and local data show links between deprivation and the 
likelihood of being overweight or obese. The overall effect of this ‘social 
gradient’ in health is demonstrated by the differences in life expectancy that 
exist in the county. Life expectancy is a commonly used measure of overall 
health status.  

 

     

5. Key health priorities for our population      
  

5.1. In Gloucestershire many people live long, healthy and active lives.  Life 
expectancy (how long people live) is increasing and whilst this is a good 
thing, not everyone who lives longer does so in good health. The CCG has 
published a summary of its plans for 2014-2026 which can be obtained using 
the following link http://www.gloucestershireccg.nhs.uk/wp-
vontent/uploads/2012/12/Two-Year-Plan-1.2-Final.pdf  

http://www.gloucestershireccg.nhs.uk/wp-vontent/uploads/2012/12/Two-Year-Plan-1.2-Final.pdf
http://www.gloucestershireccg.nhs.uk/wp-vontent/uploads/2012/12/Two-Year-Plan-1.2-Final.pdf
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5.2. As life expectancy increases there will be more people living with illness or 

disability unless we can prevent those illnesses from happening or help 
people to recover and maintain their independence. This is why NHS 
Gloucestershire CCG is an active partner of the Gloucestershire Health and 
Wellbeing Board. Our Chair, Helen Miller is the Vice-chair. 

  
5.3. Led by Gloucestershire County Council, the Health and Wellbeing Board has 

developed a joint Health and Wellbeing strategy to help tackle the 
challenges of the future and to support communities. Following a public 
consultation in in 2012 (Fit for the future), it was agreed that the focus will be 
on the following priority areas for improvement:  

 

 Tackling health inequalities  

 Improving mental health  

 Reducing obesity (promoting health weight)  

 Improving health and well-being 

 Reducing the harm caused by alcohol                     
 
5.4. A Fit for the future plan has been developed involving all organisations 

involved on the Health and Wellbeing Board. This plan includes a range of 
initiatives to make the most of the skills and expertise within communities, 
make connections and to support the most vulnerable.  

 
5.5. Examples of the initiatives we are developing include dementia friendly 

communities, training programmes for ‘front line’ staff and ‘community 
builders’ to promote healthy lifestyles (including mental health) and a 
marketing programme with families and schools in communities where there 
are higher levels of childhood obesity.  

 
5.6. Local Public Health priorities 

 
Using the latest intelligence available (Joint Strategic Health Needs 
Assessment, JSNA – http://jsna.gloucestershire.gov.uk/Pages/home.aspx), 
public health priorities have been identified for each CCG locality. Many of 
these relate to the main priorities set out above. The CCG Locality Executive 
Groups are working with public health, local councils and other community 
partners to develop public health plans at a local level. This will help to 
inform what services and community support the CCG localities commission 
for their residents.  

 
6. Our approach, aims and objectives to meeting the Public Sector 

Equality Duty, including supporting evidence  
  

6.1. We have adopted an integrated and holistic approach to understanding the 
health care needs of our local population and commissioning services to 
meet these needs. We are developing a strong clinical and multi-
professional focus with significant member engagement and meaningful 
involvement of patients, carers and the public in all our work. 

http://jsna.gloucestershire.gov.uk/Pages/home.aspx


13 
 

   
6.2. Our constant clinical focus is on improving quality and patient outcomes and 

experience. Health outcomes and patient experience are key considerations 
in all our commissioning decisions and reducing health inequalities, with 
particular regard to the nine protected characteristics as outlined in the 
Equality Act 2010, is viewed as a key factor in all our decision-making.  

 
6.3. Gloucestershire CCG is committed to taking the necessary action and 

working in partnership with Gloucestershire County Council and diverse 
communities across Gloucestershire to ensure that promotion of equality and 
reduction of health inequalities is at the heart of commissioning. We believe 
this will enable the CCG to deliver tangible improvement to patient outcomes 
and experiences in a variety of settings. We are also committed to 
developing an inclusive workplace and support staff to develop their equality 
competencies. 

 

6.4. Our aim is to embed equality considerations into our daily business and 
decision-making.  To this end:   

 

 The Governing Body of NHS Gloucestershire CCG has designated 
accountability for ensuring that the CCG’s policies, procedures and 
operation comply with its statutory obligations with respect to equality, 
Human Rights and health inequalities to its Integrated Governance and 
Quality Committee. 

 The Governing Body has assigned lead responsibility for equalities to 
two of its members; Dr Marion Andrews-Evans, Executive Nurse and 
Quality Lead and Ms Valerie Webb, Lay Member, Business. The day-to-
day management of equality issues falls within the remit of the CCG’s 
Senior Manager, Engagement and Inclusion.   

 With the support of Central Southern Commissioning Support Unit, NHS 
Gloucestershire CCG has completed a comprehensive equality and 
diversity internal audit which has identified what the CCG is doing well 
and where improvements are required in delivering the Public Sector 
Equality Duty. 

 As a result of the audit the Gloucestershire CCG has established an 
Equality and Health Equalities Working Group to oversee the further 
development of our equality work.  This will include ensuring 
implementation and compliance with the revised Equality Delivery 
System (EDS2).  

 The CCG will ensure the equality impact analysis process is an integral 
part of the planning process and output of the impact analysis is 
effectively used to influence our Governing Body’s decisions. 

 The CCG will continue to deliver training on the Equality Impact Analysis 
process to key staff. 

 The CCG has introduced equality clauses into all our contracts to 
monitor the equality performance of our providers.  With effect from April 
2015 all NHS contracts will include the requirement for providers to 
comply with EDS2.  
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6.5. Progress against objectives 

The CCG has previously published its equality objectives for 2013 – 2017: 
 
1. To develop a fresh strategy and action plan for promoting equality, 

diversity, Human Rights, inclusion and reduction in health inequalities 
including the implementation of the revised Equality Delivery System 
(EDS2). 

2. To increase awareness of the importance of promoting equality/ 
reducing health inequalities agenda within the CCG and across member 
practices. 

3. To improve quality of and accessibility to the demographic profile of 
Gloucestershire by protected characteristics and identify variations in 
health needs to enable staff to undertake meaningful equality impact 
analysis on the work as it develops. 

4. Support staff to put equality/reduction in health inequalities at the heart 

of commissioning cycle.     

Progress and ongoing developments against each of these are documented 
below, together with examples of some of the good practice that is being 
undertaken.  
 

 
Objective 1: To develop a fresh strategy and action plan for promoting 
equality, diversity, Human Rights, inclusion and reduction in health 
inequalities including the implementation of the revised Equality 
Delivery System (EDS2). 

 
The Strategy and action plan are currently under review to ensure that the 
requirements of EDS2 are taken into account.  It is envisaged that this work 
will be completed and submitted to the Governing Body for approval in June 
2015.  
 

 

Objective 2: To increase awareness of the importance of promoting 
equality/ reducing health inequalities agenda within the CCG and 
across member practices. 

 
In January 2014, we undertook an eight week period of engagement to 
inform our future commissioning plans.  Our subsequent strategic plan, 
“Joining up your care”, sets out our ambitions to ensure: 
 

 People, irrespective of who their background, are provided with 
appropriate support to enable them to take more control of their own 
health and wellbeing. Those that are particularly vulnerable will benefit 
from additional support. 

 People are provided with more support in their homes and local 
communities where safe and appropriate to do so, thus moving away 
from the traditional focus on hospital-based care. 
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 When people need care that can only be provided in a hospital setting, it 
is delivered in a timely and effective way. 

 
The strategic plan will ensure that our commissioning process for individual 
services clearly specifies our expectations from providers with respect to the 
nine protected groups and other vulnerable groups, such as people with 
learning disabilities or mental health conditions.   Our providers are 
developing similar plans, eg. Gloucestershire Care Services NHS Trust, who 
provide many of our community services, has developed a set of equality 
objectives and a subsequent action plan which includes targeted work with 
patients with sensory loss.   
 
“Joining up your care” incorporates principles of equality and states that 
reducing health inequalities is a key priority for the CCG and our partners. It 
also explains how we plan to understand the composition of our population 
at a local level to enable us to:  
 

 Engage effectively with different communities to understand their varying 
health and self-care support needs; 

 Commission services to meet their health and self-care needs in an 
appropriate manner; 

 Assess the likely impact of our decisions on the diverse communities; 
and  

 Work with these communities to minimise any adverse impact and 
maximise any positive impact. 

 
Our early engagement regarding “Joining up your care” included targeted 
activities in order to maximise the diversity of the respondents to the 
engagement.  Volunteer surveyors collected views from a wide range of 
community members. Equality monitoring of the feedback received 
demonstrated success in reaching a good cross section of the 
Gloucestershire population in relation to age, gender, ethnicity, etc.  
 
The Outcome of Engagement report gives full details of the engagement 
activity and feedback received http://www.gloucestershireccg.nhs.uk/wp-
content/uploads/2012/03/JUYC-Outcome-of-Engagement-Report-Final-
v2.pdf 
 
Our Equality Impact Analysis on this work details the CCG’s commitment to 
further engagement in relation to specific services developments and 
redesign.  
 
“Our Open Culture”, our strategy for engagement and experience, 
promotes equality and working in partnership, with the desire to enable 
“anyone and everyone” to have a voice.   
 
The CCG wants to ensure that we hear from all people and communities 
living and working in Gloucestershire. We understand that the way we seek 
people’s feedback and views influences who gets involved; so our 
experience and engagement processes are designed with this in mind.  

http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2012/03/JUYC-Outcome-of-Engagement-Report-Final-v2.pdf
http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2012/03/JUYC-Outcome-of-Engagement-Report-Final-v2.pdf
http://www.gloucestershireccg.nhs.uk/wp-content/uploads/2012/03/JUYC-Outcome-of-Engagement-Report-Final-v2.pdf
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Equality Impact Analysis (EIA) will be used  to inform our thinking and 
engagement activities and equality monitoring will assess the 
representativeness of the feedback and views we receive. Where there are 
gaps engagement plans will be adapted to address them. The CCG 
acknowledges the crucial benefit of working with partners in other agencies 
and across the voluntary and community sector to achieve this. 
 
We are committed to having open and honest conversations, which we 
believe will help to build strong relationships with communities, with 
‘protected’ groups and within ‘communities of interest and place3’.   
 
For example, our Forest of Dean Locality borders Wales, where NHS 
services are organised and commissioned under the direction of the Welsh 
Assembly. We recognise that we must pay particular attention to engaging 
with residents in this area as their experiences of care can be influenced by 
the differences in national policies and operational delivery of services 
between the English and Welsh NHS systems.  

 
 

Objective 3: To improve quality of and accessibility to the demographic 
profile of Gloucestershire by protected characteristics and identify 
variations in health needs to enable staff to undertake meaningful 
equality impact analysis on the work as it develops. 
 

The CCG is working with Public Health colleagues to ensure that we have a 
clear understanding of the health needs of our local population.  Our Clinical 
Programme Groups (CPGs) bring together commissioners, providers and lay 
representatives to review services to ensure that they meet the needs of our 
local population.  This work is informed by public health data and the iJSNA 
(Joint Strategic Needs Assessment) for Gloucestershire.   
 
In addition, an equality impact analysis is undertaken as programme and 
project work develops. Proposals presented to our Governing Body are 
required to demonstrate that equality issues have been considered and 
taken into account throughout the development of work. Recent examples 
presented to the Governing Body relate to the Lower Limb and Complex 
Wound Service and the Maternity Pathway Project.  
 
Lower Limb care: The proposal is to introduce specialist-led satellite Lower 
Limb and Complex Wound clinics, delivering a uniformed approach to Lower 
Limb care.  
 
The EIA demonstrates recognition of the logistical and practical elements of 
the service – transport, venues, communication materials, timeliness, and 
refreshments – will all be important in the service users’ experience. Key 

                                                           
3
 A community of interest is a community of people who share a common interest or passion. A community of 

place is a community of people who are bound together because of where they reside, work, or otherwise 
spend a considerable portion of their time. More detailed definitions can be found in “Our Open Culture” 
http://www.gloucestershireccg.nhs.uk/feedback/gccg-engagement-and-experience-strategy/  

http://www.gloucestershireccg.nhs.uk/feedback/gccg-engagement-and-experience-strategy/
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components to the delivery of a quality driven service will encompass 
compassion, dignity, privacy, autonomy; good transitions between/ within 
services; feeling involved in care, listened to; feeling care providers are 
accessible and responsive; feeling confident in care provided; care and 
information adapted to needs; willingness to recommend. 
 
Based on our evidence of who will be affected by these changes, the EIA 
demonstrates that consideration will be given to: 

 

 Making sure that venues are physically accessible for people with 
mobility issues and for people in wheelchairs; 

 How people will get to the clinics, and transport needs they may have; 

 Venues that are welcoming and non-threatening, particularly for people 
who don’t leave their homes very often; 

 Potentially holding clinics in places where people already spend their 
time, e.g. Vaughan Centre for homeless people;. 

 Ensuring people can contact us – and we can contact them – in 
appropriate ways, providing alternatives for people who are hard-of-
hearing, have sight-loss, dysphasia, or who don’t use modern 
technology; 

 Materials we provide are appropriate and accessible (larger print, Easy-
Read, video); 

 Referral and signposting people onto services and organisations that 
can support them with wider needs (e.g. Gloucestershire Deaf 
Association can provide all kinds of equipment to help people hear on 
the telephone/ doorbells, to reduce social isolation; Expert Patient 
Programme); 

 Privacy – we will balance the benefits of group sessions with the need 
for privacy to discuss personal matters and deliver care; 

 Catering for particular dietary needs and preferences where relevant; 

 Fitting around caring commitments, and/or enabling carers to attend too. 
 
Maternity Pathway Project: The aim of the Maternity Pathway Project is to 
achieve a focus on improving outcomes, integrating services and ensuring 
vulnerable and at risk women are supported more effectively across the 
whole pathway from pre-conception to early years.   
 
A key focus of this project is tackling health inequalities and some aspects 
are therefore targeted at women with vulnerability and complex social 
factors. 
  
The EIA identifies specify ways the project will reduce health inequalities:  

 

 Eliminate discrimination, harassment and victimisation - A risk factor 
associated with poor outcomes is inability to speak or` understand 
English. There are a number of challenges in providing services to 
women who do not speak English particularly as there are relatively 
small numbers of women at any one time who are at the same stage of 
gestation who speak the same language. This project plans to review 
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translation services for both planned and unscheduled care and agree a 
future policy. 

 
The profile of perinatal mental health needs to be raised because of the 
devastating long term consequences for children and families. The 
Maternity Pathways Project recommends that an equitable integrated 
perinatal specialist mental health service should be established including 
specialist maternity, infant and adult mental health support.  The project 
aims to continue to improve liaison between mental health, maternity, 
health visiting and primary care services at an operational and strategic 
level. 

 

 Advance equality of opportunities - The Maternity Pathways Report 
recognises that early intervention and prevention are an imperative, 
particularly for children who are born into disadvantaged circumstances.  
Maternity services will need to be proactive in identifying vulnerable and 
disadvantaged women; and provide flexible individualised services 
designed to fit around the woman and her baby’s journey through 
pregnancy and motherhood  

 

 Foster good relations - Services will be readily and easily accessible to 
all and specifically address the needs of vulnerable or at risk women. 
Improving accessibility of maternity services encourages early booking 
and ensures women stay in regular contact with midwifery services 
throughout pregnancy and the postpartum period  

 
The Maternity Pathways Project recommends that as a matter of priority 
GHNHSFT and GSC should make changes to improve midwife to health 
visitor handover, improving their working relationship. 

 
The CCG and local authority plan to support the further development of 
the information sharing agreements to enable maternity services to notify 
children’s centres of all new pregnancies and work closely together. 

  
Objective 4: Support staff to put equality/reduction in health 
inequalities at the heart of commissioning cycle.     

 
The CCG is committed to embedding equality and reducing health 
inequalities throughout the stages of the commissioning cycle – strategic 
planning, procurement, monitoring and evaluation. As detailed above, the 
process is supported by undertaking a needs assessment, engagement and 
capturing patient experience and completing an equality impact analysis.   
 
As part of its procurement processes the CCG has developed robust 
mechanisms to ensure quality of provision.  This includes specific questions 
relating to equality, and the expectation that bidders will be able to provide 
information and supporting evidence to demonstrate the impact of their 
equality work in both the provision of services and their workforce.  
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NHS Gloucestershire CCG recently procured the Primary Care Out-of- 
Hours Service for the county.  As part of the evaluation of tenders, potential 
providers were asked to submit evidence of their engagement and support 
for vulnerable patients and examples of work undertaken to ensure equity of 
access to services.   
 
Shortlisted bidders were invited to present their service model to an 
evaluation panel. The bidders were also given a number of scenarios/typical 
incidents, to which they were asked to present their service response. These 
included several patients who could be classified under at least one of the 
nine protected characteristics.   
 

7. Workforce Equality 
 

7.1. Equality, diversity and inclusion continue to be at the heart of the NHS 
workforce strategy and the NHS Constitution.  
 

7.2. Gloucestershire CCG recognises that investing in a diverse NHS workforce 
is essential to the delivery of more inclusive services and improvements in 
patient care. This is why we are committed to developing, maintaining and 
supporting an inclusive workplace where staff are treated fairly, equitably, 
and where they can realise their potential without any form of unlawful 
discrimination.  

 

7.3. A summary of our workforce profile can be found at Appendix 3. Data is 
provided by the Central Southern Clinical Support Unit.  To maintain 
confidentiality and privacy, we have not reported on areas where the 
numbers are very small (below 5).   

 

7.4.  We will be extending and improving the quality of this information going 
forward.  For example, we are beginning to collect equality monitoring data 
for our appointment process by the nine protected characteristics.  Over time 
we will interrogate this information and build an historical profile of our 
workforce.  This will enable us to identify any under representation and 
agree appropriate remedial action.   


