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1.0 Introduction 

UNISON is the leading trade union in Northern Ireland (NI), representing over 40,000 members, and is the largest trade union in the UK with over 1.3 million members.  Our membership includes public service workers in health and social care; the education and higher education services; local government; youth justice; private companies providing public services; and the community and voluntary sector.  84% of our membership in Northern Ireland are women.  

UNISON represents a clear majority of healthcare workers, clinical and non-clinical, in the Health and Social Care (HSC) framework. We have a duty to protect and promote their rights as workers and to act as advocates for their health, the health of their families, and public health in all dimensions of the population. All of our members are HSC users. Consequently we respond in our capacity as representatives of both service users and the health workforce. This submission is made on their behalf.
UNISON currently chairs the Health Committee of the Northern Ireland Committee of the Irish Congress of Trade Unions. We represent the Committee on the Transformation Advisory Board established to act in an advisory capacity to the Minister, and oversee the direction of reform and the work of the Transformation Implementation Group, during the programme of transformation underway in relation to health and social care.  

UNISON expects to play a major role within the programme for the reform and believe that the issues highlighted within this response, and all major policy developments arising from the reform process, should be discussed via the Partnership Forum established by the Minister in August 2016. In recognition of the fact that trade unions are social partners and represent the HSC workforce, discussions on reform of the health and social care system, and input from trade unions on key policy decisions should be mandatory prior to any public consultation phase.  
UNISON is not inherently opposed to service reforms and we recognise that the transformation process represents an opportunity to deal with the longstanding issues within the delivery of health and social care services. However it is essential that any proposals to reform services such as stroke services truly deliver improved health outcomes for all the people, regardless of where they live, and are based on genuine partnership and co-production with service users, local communities and staff at all levels of the health service. 

In terms of assessing the sustainability of services, UNISON would caution against the Department of Health viewing legitimate concerns that the public will have around any proposal to close services at a local hospital as simply relating to issues around geographical inconvenience. There must not be disregard shown for the concerns of the public, the workforce, or their trade unions during the process to transform the health service, particularly any reconfiguration of services. The public will undoubtedly be concerned by issues around travel and ease of access to services. However, the public will also recognise that local hospitals and other HSC services act as major employers, and are vital to the local economy, particularly in areas of high deprivation.  If such employment is threatened, health inequalities within the most deprived areas will deepen, rather than being addressed.  The solutions to the problems facing the health service around sustainability of services must be locally constructed and agreed.  The public, the workforce and recognised trade unions must be heard before any decisions are made, and their views must be acted upon.
2.0 Context and previous pre-consultation
In September 2017, UNISON responded to the pre-consultation exercise carried out by the Health and Social Care Board (HSCB) on Reshaping Stroke Services. We considered the pre-consultation exercise to be a useful attempt to engage with the public on a critically important matter and we would encourage further pre-consultation in relation to any proposals around service reconfiguration. However we also consider that the                pre-consultation exercise was flawed for a number of reasons outlined below:
· The pre-consultation questionnaire was leading;
· The evidence presented in the pre-consultation document arguing for change in the organisation of services was challenged by consultees, including UNISON;
· The research evidence presented at that time to support the case for centralisation for services was based on experiences in large urban areas (London and Manchester) and so its applicability to largely rural Northern Ireland was questionable;

· The pre-consultation did not explicitly state either the proposed number or location of TIA assessment clinics or hyperacute stroke units. However it could be clearly inferred that based on admissions, it was unlikely that hospitals in the West of Northern Ireland would qualify as a location for a hyperacute unit, unacceptably disadvantaging those living in the West;

· The pre-consultation document contained no workforce analysis in relation to reorganised stroke services, with no explanation of how centralisation of services would impact on the workforce in terms of staffing levels at all grades, job security, potential redeployment or training;
· The draft Equality Impact Assessment prepared by the HSCB at that time did not contain detailed consideration of the full impact of the centralisation of services and suggested no mitigating measures or alternative policy proposals, in breach of the requirements of section 75 of the Northern Ireland Act 1998.  
UNISON highlighted that the general lack of detail and transparency within the pre-consultation document in relation to the proposed number and location of hospitals providing stroke services, and the subsequent implications for health and social care workers, made it very challenging to meaningfully comment on these issues.  We also believe that the shortcomings within the pre-consultation exercise have undermined public confidence in the overall process aimed at reshaping stroke services. 
Whilst the current consultation process has moved to address some of these issues, major issues remain unresolved within the consultation document as we go on to outline below. In general, we believe that a much more in-depth engagement with service-users, staff and the wider public will be required following this consultation period if there is be confidence in and support for a redesigned system.
UNISON would also highlight here that once again we do not intend to respond to the consultation questionnaire provided.  In general, we do not use such questionnaires and instead provide detailed responses touching on a number of issues which may not have been considered in preparing consultation questions.  In this specific instance, we are concerned that the questions here are leading and inappropriate as we explain further below.  
3.0 DECISION-MAKING PROCESS POST CONSULTATION
When the HSCB launched the pre-consultation process on the reform of stroke services in 2017 it stated that that phase would be followed by a further public consultation on more detailed proposals for change (the current proposals), after which final recommendations would be submitted to the Minister for Health for consideration.

Since then, devolved Government has not returned to Northern Ireland and there is currently no Minister for Health in place to consider any final recommendations arising from this consultation process. 
However uncertainty surrounds the decision-making process that will be in place following the current consultation process.  Since the pre-consultation in 2017, the Northern Ireland (Executive Formation and Exercise of Functions) Act 2018 has come into force. Sections 1 and 2 of that Act have extended the period allowed for the formation of an Executive before the Secretary of State must call fresh Assembly elections until 25th August 2019. Section 3 of the 2018 Act provides that a “senior officer” of a Northern Ireland Department may exercise a function of that Department in the absence of a Minister during this period, if they are satisfied that it is in the public interest to do so. Further legislation has recently been passed at Westminster (the Northern Ireland (Executive Formation) Act 2019) extending the period in which an Executive can be formed until 21st October 2019, with the possibility that this period could be extended again until 13th January 2020. The powers under section 3 of the 2018 Act therefore can continue to be exercised by a “senior officer” of a Department throughout this period.

Section 3 of the 2018 Act requires “senior officers” to have regard to guidance on exercising the functions of Departments in the absence of a Minister, which includes principles to be taken into account in deciding whether or not to exercise a function. This guidance
provides as part of its principles for decision making that some decisions should not be taken in the absence of Ministers and that Departments should first consider the public interest of having locally elected, accountable Ministers taking decisions. Major policy decisions, such as the initiation of a new policy, programme or scheme, or a major change of an existing policy, programme or scheme, should normally be left for Ministers to decide or agree.

Since this legislation came into effect and the relevant guidance was published, UNISON is aware of at least one significant policy decision which has been made by the Permanent Secretary at the DoH in the absence of a Minister. This related to the Permanent Secretary approving Criteria for Reconfiguring Health and Social Care services, following on from the consultation process on same initiated by the then Minister Michelle O’Neill MLA in November 2016.
 In the view of UNISON, this represented a major policy decision on the initiation of a new policy and as such should not have been taken in the absence of a Minister. We believe that this sets a concerning precedent and raises significant issues in terms of the lack of effective and genuine scrutiny and accountability if major decisions such as these are made in the absence of a Minister.
It is further completely unclear from this consultation document what role, if any, these criteria have played in the development of the proposed options for stroke service reconfiguration. 
In light of this we would call on the Department to immediately clarify how it intends to proceed following this consultation process. We seek an unequivocal assurance that any decision on the future configuration of stroke services will be for a locally accountable Minister for Health to take, under the scrutiny of the wider Executive and the Assembly. 
4.0 EVIDENCE BASE FOR SERVICE CONFIGURATION
The consultation document outlines that stroke is a major health issue in Northern Ireland with around 2,800 people being admitted to hospital each year and 36,000 stroke survivors living in the community. The document further highlights that the number of people in Northern Ireland experiencing stroke each year is likely to increase in future because of a growing older population, with three out of four people who experience stroke being over the age of 65.

Given the particular vulnerability of older people in relation to strokes, we are disappointed to note that no analysis has been provided in terms of how the proposed options for the delivery of services will impact on older people in specific areas, e.g. older people living in the Newry/South Armagh/South Down area or older people living in and around Coleraine and the North Antrim coast, areas which will no longer have dedicated stroke units under any of the proposed options. 
Given that older people may face additional barriers in terms of the ability to travel further to access services, there should a clear link made between the proposed location of services and ensuring ease of access for those more likely to require them. 

We are also challenged as to why the Department has not presented any projections in relation to future activity at existing stroke units, linked to the proportion of older people within the area serviced by that hospital. Instead, the consultation document and the modelling studies rely on past activity levels.

NISRA has estimated that over the 10 year period between 2016 – 2026, the population of older people aged 65 and over within Northern Ireland is estimated to increase by 25% (74, 500 people) with increases predicted in each Local Government District (LGDs). However the LGD areas that are expected to experience the highest growth in their population of over 65s are those that are most likely to not retain a stroke unit under these proposed models. This includes Causeway Coast and Glens (28.1% increase), Fermanagh and Omagh (29.9%), Newry, Mourne and Down (31.4%) and Mid-Ulster (32%). In real terms, this means that it is estimated that there will be 7,000 and 8,300 more people aged over 65 within Causeway Coast and Glens and Newry, Mourne and Down respectively by 2026, two areas where it is not proposed to retain a stroke unit under any of the options presented within this consultation document.


Given that people aged 65 and over are more likely to experience stroke and the proportion of people aged 65 and over is due to rise significantly, particularly in the areas outlined above, we would urge the Department to revisit these proposals and measure them against projected future activity at existing stroke units, linked to population projections within these areas. Stroke services should be planned to meet future anticipated needs across all of Northern Ireland. We are very concerned that the current proposed models, based on levels of previous activity within stroke units, will result in the removal of stroke units from areas where they may be an increasing demand for them over the coming decade.
We are also disappointed and concerned that no analysis is provided in the consultation document to illustrate how stroke is a major health inequality issue. Stroke disproportionately affects those living in the most economically deprived areas. 
Circulatory disease has been identified as a large contributor to life expectancy gaps between the most and least deprive areas in Northern Ireland. In the period 2013-15, male life expectancy stood at 81.1 years in the least deprived areas, compared to 74.1 years in the most deprived areas, a health inequality gap of 7 years. Strokes alone, as a form of circulatory disease, accounted for 0.3 years of this gap. For women, life expectancy in the most deprived areas was 79.4 years, 4.7 years lower than the least deprived areas (84.1 years). Again strokes alone, as a form of circulatory disease, accounted for 0.2 years of this gap.

In responding to the Department of Health’s previous public consultation around the criteria for Reconfiguring Health and Social Care Services, UNISON recommended that a criterion that should be deployed in assessing the sustainability of services is the effect that the removal of a service, its reconfiguration and possible relocation will have in addressing health inequalities.    
The level of health inequalities in an area in which a service is located, how that service contributes to addressing health inequalities, and how changing or removing that service will impact in terms of health inequalities should form part of the assessment of services. The Department of Health choose not to include this criterion within the final criteria approved by the Permanent Secretary, as outlined above.  

In UNISON’s view the impact of all of these proposed models on health inequality must be urgently assessed. Stroke services must be designed, located and delivered in a way that reduces health inequality and does not exacerbate it.
5.0 proposed service reconfiguration
The consultation document offers six options for reshaping the current configuration of stroke services and makes seven commitments for developing stroke care that will be necessary to underpin and support any new model. Each of the options involves consolidating services into a smaller number of centres where the document argues patients will be able to access Hyperacute Stroke Care 24 hours a day, 7 days a week.

We have responded to these options and the various proposed commitments in more detail below.

Transient Ischaemic Attack (TIA): We note that the consultation document commits to identify a regional model for Transient Ischaemic Attack (TIA) or ‘mini stroke’ by March 2020 and implement that model by March 2022 to deliver a 7 day service of specialist assessment within 24 hours of symptoms.

We would seek clarity from the Department as to how it intends to identify this model. In the pre-consultation, the HSCB indicated that the intention was to introduce a seven day a week service for people suspected of having a TIA at an ‘appropriate’ number of units, the exact number of which has never been clarified and which remains unresolved here.  It was previously proposed that these services would ideally be located in hospitals where there are seven day acute inpatient stroke units because specialist staff are already working there.  It was noted however that if there are fewer hospital stroke units in future, patients may need to travel further to receive a TIA assessment.

As with the pre-consultation, UNISON would question why no information is presented here in relation to the numbers of patients presenting with a TIA and presenting as TIA mimics across various hospital sites.
 This would be significant information in determining the location of any future stroke service sites and must be made available, as opposed to information solely on admissions Northern Ireland wide.
Clarity must be provided in relation to what the number of units providing assessment for a suspected TIA will be, where they will be located, the distances patients will have to travel to access them and the effects that this will have in particular on older people and those living in rural areas and the West of Northern Ireland.  
Thrombolysis: The blood thinning treatment thrombolysis is currently delivered at 8 hospital sites. It is most effective when started as soon as possible after a stroke occurs. The consultation document outlines that across the 8 hospitals in which the treatment is currently administered, there is a wide variation in the number of people receiving treatment, between 10% - 20% of patients. It is also stated that there is a significant variation in the time it takes to provide thrombolysis (door to needle time). The consultation document states that evidence from other parts of the UK suggests redirecting patients to larger centres improves rates of access to thrombolysis.

Commitment 2 made within the consultation document is that by 2022 the variance in delivering thrombolysis will be removed to ensure that patients across Northern Ireland have timely access to treatment.
Once again we would seek clarity from the Department as to how it intends to remove this variance in delivering thrombolysis. During the pre-consultation phase, it was suggested by the HSCB that patients living further away from a Hyperacute
 Stroke Unit centre could be brought first to a hospital closer to their home for assessment for clot busting treatment, before presumably actually receiving the treatment elsewhere. The Board again proposed at that time that assessment for clot busting treatment would be provided on an ‘appropriate’ number of sites.
The Department must clarify whether this remains the intended approach and if this is the case, how many units will provide assessment for thrombolysis and where they will be located. 
As we highlighted during the pre-consultation phase, given the well known FAST campaign designed to ensure that where a person is suspected of having a stroke, medical assistance is sought as quickly as possible, the public will be concerned and confused by a desire to centralise services and reduce the number of locations providing both assessment and the treatment required.  The practical implications of providing assessment in one hospital and treatment within another, within an extremely constricted timeframe, are very concerning.  This concern will be particularly acute in more remote, rural areas such as Fermanagh and Down, where poor road infrastructure could lengthen the amount of time it takes to reach treatment with major adverse consequences.  Ambulance times in rural areas such as Down are already a significant issue.  As has previously been highlighted by our Omagh and Fermanagh branch, based on the experience of the South Western Acute Hospital, if patient diverts are introduced it is estimated that one third of Fermanagh/ Tyrone stroke patients would be moved outside of the safe thrombolysis time window thus causing harm to patients and not giving a better service.  The subsequent effects of delays such as this will be patients in this area suffering greater risk of disability, increased length of hospital stay and subsequently greater levels of need for community based rehabilitation services.  

It is also not sufficient to simply consider either the distances people will have to travel or the length of their journey alone when considering the location of future services.  Target times, such as administering thrombolysis within a maximum of four and a half hours after the stroke occurs, must be measured from the point the stroke happens and the first call for help is made.  Factors such as the time it takes for the ambulance to arrive and the time it takes to transport the patient must also be considered.

We go into this issue in more detail below, but the Department of Health must show a willingness and openness to recognise these concerns and highlight how they have informed the final recommendations it makes in these areas.  

Thrombectomy: The clot busting thrombectomy procedure is only currently available at the Royal Hospital on a Monday – Friday basis, 8:30am – 5:30pm. Commitment 3 within the consultation document is that the Department will continue to invest in the growth of thrombectomy, increasing hours of operation to Monday – Friday 8am-8pm service by December 2019, and moving to 24/7 service by 2022.

UNISON is in favour of the desire to move towards a 24/7 model which would provide for more patients receiving the treatment and experiencing better outcomes, but we do not believe that this should come at the expense of compromising existing services in other parts of Northern Ireland.  While UNISON is in favour of an enhanced regional service such as this at the Royal, it should be in addition to adequate, balanced provision being available across Northern Ireland. The Department should provide an assessment of the required extra staffing levels needed to move the service at the Royal to a 24/7 model and the amount of additional resources needed to do so. Given the intention to increase the hours of the existing service by December 2019, we expect the Belfast HSC Trust to commence formal negotiations on all matters affecting the employment and terms and conditions of our members in respect of this proposal without delay. 
Community rehabilitation and support: The consultation document identifies that around two thirds of stroke survivors will require some continued support or rehabilitation in the community after discharge from hospital. Up to 40% of stroke survivors may be suitable for ‘Early Supported Discharge’ which replicates the specialist stroke therapy normally provided in hospital within the home environment. However only the Belfast and South Eastern Trusts provide access to these services at the weekend, rather than the service being available 7 days a week across Northern Ireland. The consultation document therefore states that the HSC is investing an additional £1.3m in the roll out of Early Supported Discharge.

The success of this proposal will be linked to the number and location of acute and hyper-acute units, as community teams will be most sustainable in circumstances where they are linked to a local stroke unit.
The consultation document refers to research undertaken by the Stroke Association in conjunction with the Ulster University that stroke survivors feel that more rehabilitation, psychological and emotional support is required, and that the experience of moving from hospital into the community remains too often a poor one. The consultation document therefore proposes the development of a single regional stroke support pathway for the provision of a range of support services, the identification of gaps in current service provision and the development of a single regional contract specification to reduce duplication and improve equity of access. In addition, pilots are planned to deliver emotional support through a partnership between the HSC and the voluntary sector.

UNISON is in favour of efforts being made to improve the levels of support that stroke survivors experience in the community. However we would welcome clarity in relation to the proposed regional stroke support pathway and regional contract specification. 
We would demand an assurance here from the Department at this stage that this will not result in any attempts to privatise or outsource aspects of existing community care provided by the public sector to the private sector, or community and voluntary sector/social enterprises.  
Privatisation and the use of the private sector in delivering public services does not increase efficiency, raise the quality of care or improve the quality of services.  Privatisation leads to staff becoming under-paid, casualised, deskilled and in a service which is not fit for purpose.  It opens up the potential of a ‘race to the bottom’ where private providers may choose to make savings and bear down on labour costs, under investing and over-straining the workforce.  Any move towards privatisation or outsourcing of community care in relation to stroke services would be seriously detrimental to workers and service users alike and will be strongly resisted.
In addition, we would ask for clarification in relation to what assessment has been made of the potential for these reforms to lead to increasing problems of delayed discharge or ‘bed blocking’.  This already presents a significant challenge to the provision of         hyper-acute and acute beds, particularly in rural areas like Fermanagh and Tyrone. 
5.1 RESHAPING HOSPITAL BASED CARE
In setting the context for its proposed reform of hospital based care for stroke patients, UNISON notes that the Department of Health places particular reliance on the discussion of this issue contained within ‘Systems not Structures: Changing Health and Social Care’ (2016) more commonly referred to as the Bengoa report. The Bengoa report identified Stroke Services as an example of a service where there is a significant opportunity to improve the health of patients by changing how services are organised and delivered. It highlighted research from London on centralisation as pressing the case for change in Northern Ireland.
 This research was also referred to by the HSCB within the pre-consultation document to press the case that providing care in larger specialist centres would significantly reduce the number of deaths and the amount of disability associated with stroke.

As within the pre-consultation phase, UNISON would question the applicability of these findings to services in Northern Ireland given our differing geography. Northern Ireland is not an urban area like London – it is larger geographically, with its population subsequently more spread across a wider area.  It is also widely accepted that Northern Ireland’s roads infrastructure is significantly underdeveloped, particularly in areas away from Greater Belfast and in the west of Northern Ireland.  These significant factors mean that any research showing the benefits of centralisation to patient outcomes in an urban context must have a significant caveat attached when attempting to apply the same reasoning to Northern Ireland.  A major immediate difference is that in London, the intention within the process to centralise services was that no one would be more than a 30 minute ambulance journey away from the nearest hyperacute stroke unit.
 In Northern Ireland, for a more dispersed rural/urban population, a 60 minute ambulance journey is instead estimated.

The applicability of the urban centralisation model to Northern Ireland is also open to question within some of the research that the Department refers to within the consultation document. In a British Medical Journal article in 2014, Professor Steve Morris analysed the impact of centralising acute stroke services in both London and Manchester in comparison to England more widely. The results of that analysis were favourable in terms of the centralisation that had taken place; however the authors do state that: 

“...While the results were consistent when we included patients living in rural areas, they might be less relevant to services in rural settings. The greater travel times in rural areas make centralisation challenging and might necessitate other solutions, such as telemedicine, whereby consultation and triage can be conducted remotely by a stroke physician in a specialist stroke unit...’’

We are disappointed that the Department of Health continues to present information in the consultation document without raising these factors as we believe this gives consultees a misleading impression of the strength of the evidence in favour of reform via urban centralisation.
The Department should also clarify what analysis has been undertaken of the feasibility of implementing a telemedicine system, rather than the centralisation of services.  It should be noted that a conclusion of the research undertaken to inform these proposals by the University of Exeter (referred to in more detail below) was that in a mixed rural/urban environment some compromises between unit size and travel distances need to be made and that if smaller centres are required, the reduction in the size of centres may be mitigated by additional expert support, such as the use of telemedicine/teleradiology to support clinical decision making.

Question marks over the applicability of the approach undertaken in London to Northern Ireland was one of the reasons why the University of Calgary and the University of Exeter were commissioned to undertake modelling following the pre-consultation on the impact of reshaping hospital based stroke services,
 following requests made by UNISON.

We are also concerned that within the consultation document it states:
“We know from the evidence elsewhere that this approach works. Approximately 100 lives a year have been saved since changes to the way stroke services are organised in London were introduced. Manchester has implemented similar changes with positive results, particularly in reducing the number of days patients need to stay in hospital recovering from a stroke.”
The impression given here within the consultation document is that this is a quotation from an article by Professor Steve Morris in the British Medical Journal referred to above. It is not a quotation from that article, which does not state that 100 lives a year have been saved since these changes were introduced in London. Instead Morris states in conclusion in his article that:
‘‘In London, where hyperacute stroke care was provided to all patients, there was a reduction in mortality and length of hospital stay. 
In Greater Manchester, where hyperacute stroke care was provided to patients presenting within four hours of developing stroke symptoms, there was no impact on mortality but length of stay in hospital fell”

We understand that a further analysis has also been published by the same author in January of this year.

It is very disappointing that within this consultation, as with the previous pre-consultation, UNISON finds itself challenging both the evidence presented and the manner which it has been presented. This reinforces the impression given by the consultation questionnaire that this consultation is not a genuine process and instead has a pre-determined outcome in favour of centralising stroke services.
Hyperacute and Acute Stroke Units: The Department proposes here to create Hyperacute Stroke Units (HASUs) and Acute Stroke Units (ASUs). In order for a unit to be a HASU it will require:

· Consultant-led Emergency Departments operational 24 hours a day, seven days a week. 
· Deliver all the investigations that a patient requires 24 hours a day, seven days a week.
· Highly skilled stroke multi-disciplinary team including clinical nurse consultants, advanced nurse practitioners, AHPs, specialist nurses, and senior nurse decision makers 24 hours a day. 
· Potential to deliver a stroke consultant assessment 24 hours a day, seven days a week with a minimum of a six consultants rota. 
· Deliver rapid emergency stroke protocols in the Emergency Department with direct admission to a hyperacute stroke unit or rapid transfer to the Royal Victoria Hospital for further assessment for Thrombectomy when required.
Following hyperacute care, the Department states that around 40% of patients should be discharged home to community stroke services. The remaining 60% of patients would continue to receive care in an Acute Stroke Unit (ASU), where hospital care and rehabilitation would be provided until the patient is ready for discharge. The Department states that rehabilitation services are currently delivered in subacute hospitals such as Lurgan, Whiteabbey, and Tyrone County hospitals, but that in future it is envisaged that all stroke specific rehabilitation would be delivered within specialist acute stroke units.
We would also seek clarity in relation to sub-acute hospitals that would be affected by the removal of rehabilitation services, as we understand that these services are also provided by Mid-Ulster Hospital and the South Tyrone Hospital. There must be an urgent assessment of the implications for staff working in non-acute inpatient units across the above mentioned sites if stroke patients are no longer cared for in those wards.  
Accessibility and Travel Times: UNISON notes that the University of Exeter was commissioned to provide advice for the identification of options for providing hyperacute stroke unit utilising five years of data relating to stroke services in Northern Ireland from hospital admissions and ambulance calls. The Department has published this research.

It should be noted that this research highlights that guidelines in England recommend that when reconfiguring stroke services patients should ideally be within 30 minutes of a hyper-acute stroke unit, and no more than 60 minutes away.
 It highlights that while in large metropolitan areas, such as London, it is possible to provide hyper-acute stroke care that maintains at least 600 admissions in all units, with all patients within 30 minutes of their most local unit, achieving both of these objectives is not possible in mixed urban and rural environments. As a result it is necessary to consider best compromises between the competing objectives of unit volume and rapid access.
 The Department therefore states that the modelling considered travel further than 60 minutes by road ambulance to a HASU.

The research outlines the predicted key performance indicators for five alternative scenarios (the current configuration of services, 1 hospital providing hyperacute stroke care, 3 hospitals providing this care, 4 hospitals providing this care and 5 hospitals providing this care). It should be noted that in each scenario outside of the current model, travel times for thrombolysis increase (decreasing as the number of units increases per scenario). Similarly the proportion of patients within 30 minutes of a thrombolysis unit decreases (increasing as the number of units increases). It should also be noted that the maximum travel time for thrombectomy increases beyond the current performance in a 3 or 4 hospital model, only matching current performance in a 5 hospital model.
 
However the researchers state that the most significant benefit to clinical outcome will come through achieving thrombolysis use and speed achieved in larger metropolitan units, coupled with expected use of thrombectomy. This would be expected to nearly double the clinical benefit (measured in additional disability-free patients) compared with current performance.
 They also state the number of units selected is best chosen on sustainability of services (how many units can sustain good 24/7 performance achieving target thrombolysis use and speed), and general accessibility to care for all stroke patients and their families.
 What is very clearly stated by the researchers is that when looking at geographic variation in travel times in the three and four hospital configurations, the South West region is worst affected. They recommend therefore that consideration should be made for maintaining a smaller unit in the South West in order to fill in a geographic gap in provision, noting that adding in South West to their models increases the proportion of the population within 60 minutes from 94% with four hospitals to 99%. However it is noted that this potentially reduces admissions at Altnagelvin Hospital to below 400.
 

There are important caveats with the University of Exeter’s research that the Department once again does not refer to within the main consultation document. Firstly the researchers are clear that they have not taken into account the admission of stroke mimics to centres in their models, and that evidence suggests that about 25% of admissions to an acute stroke unit are subsequently identified as a stroke mimic. They warn that when changing destinations of suspected stroke patients due to reconfiguration of services, it should be remembered that arrival numbers will be inflated by about one third by stroke mimics. Secondly, in line with the points we have already made above, the research does not take into account a growth in stroke incidence, highlighting the growing ageing population in this regard.
 

The Department therefore presents 6 options to reshape the provision of hospital based stroke care. These do not exactly mirror the modelling provided within the University of Exeter research.

The Department is clear that the reshaping options will mean longer travel time for some people compared with the current model of services. They state that evidence from reconfiguration elsewhere demonstrates that patients who are treated in a HASU have better outcomes because they get a faster diagnosis and specialist treatment even if the journey to hospital is longer. The Department suggests that to meet concerns around increasing travel times they are considering a range of options to minimise travel time within the new model of care. This includes the potential expansion of the Helicopter Emergency Medical Service (HEMS) and the development of a new Clinical Response Model for the NI Ambulance Service. 

UNISON would re-emphasise the points made above in relation to the importance of travel times and accessibility in the context of stroke services, particularly for those living in more remote rural areas, as is also acknowledged within the University of Exeter research. 
In relation to the HEMS, the Department commits to extend the partnership with the charity AANI to enable the Helicopter Emergency Medical Service (HEMS) to provide a secondary response to incidents including strokes by 2022 to improve access to services, particularly from rural areas.
 We are concerned here that the Department is presenting this as an option without evidencing the feasibility of extending this partnership.  The use of an air ambulance was not proposed at the pre-consultation stage and does not form part of the research undertaken by the University of Exeter. We understand that consultees have already questioned how effective the use of an air ambulance would be in terms of addressing the issues faced by those living in more remote rural areas. The air ambulance does not pick up patients from their home address and a ground ambulance would still be required to transport someone to the air ambulance, as well as possibly being required to transport the person from the landing site to the hospital receiving them. The air ambulance cannot currently land at the Royal Victoria Hospital. The air ambulance does not fly at night or in bad weather. It can only carry one patient at a time. In addition, no information is provided as to how an additional air ambulance would be funded, given that the current air ambulance is dependent on public donations.   
In terms of the new Clinical Response Model (CRM) for the NI Ambulance Service, the consultation document suggests that this new model should lead to improvements in the time patients with conditions such as Stroke and Heart Attack reach definitive care in specialist units. It states that patients with a suspected stroke the aim of the response will be to deliver them directly to a specifically identified centre of care i.e. a hospital with hyperacute stroke services, in as short a time as possible. 

What is not highlighted explicitly here is that under the revised CRM, suspected strokes will no longer be considered a Category 1 call, meaning that they will not require a response time of within 8 minutes.
  In responding to the NI Ambulance Service consultation on the revised CRM, UNISON raised concerns as to how these revised criteria may impact on travel times for patients suspected of having a stroke, particularly given that the distances required for some patients to travel may well increase, especially those living in the West of Northern Ireland and in rural areas. We would also submit that the revised CRM may well affect the conclusions reached by the University of Exeter, who devised their models based on a median call for ambulance to arrival time of 12 minutes, and a median period of 44 minutes from call for help to the patient departing for transport to hospital.

We further believe that the Department has minimised the impact of increased travel times on family, friends and carers here. We believe that the Department should not minimise their concerns around increased travel times, given the positive impact that such support can have in aiding recovery. It should also be noted that families, friends and carers will not just be concerned by the distance that needs to be travelled; for those from rural communities or those experiencing poverty, the issues will be the availability of public or private transport and cost. We go on to discuss this in more detail below in terms of mitigating measures that should be considered in such circumstances. 
Access to imaging services: We are surprised to note that throughout the consultation document, no reference is made to how the proposed options for locating stroke services may be impacted by the availability of imaging services for diagnosis. The Department must clarify whether whether sufficient equipment will be available under all of the proposed options, as well as what arrangements will be put in place to secure 24/7 radiologist cover. 
The location of stroke services cannot be examined in isolation from other services available at hospital sites, which need a coherent set of linked services to function effectively.
The Department has developed a Strategic Framework for Imaging Services, which identified that approximately 25 – 30% of clinical radiology posts were being unfilled during the period of the review, and that there was a heavy dependency on agency staff.  In addition, staff shortages exist across a number of clinical areas.  It also recommended the development of a ‘Hub and Spoke’ model, effectively centralising imaging services. The Department must urgently clarify its intentions with regards to the future configuration of imaging services, which will have a significant impact on the future delivery of stroke services.

Daisy Hill and Causeway Hospitals: Currently thrombolysis treatment for stroke is provided at both Daisy Hill Hospital and Causeway Hospital. None of the 6 options proposed by the Department provide for either of these hospitals to retain either a Hyperacute Stroke Unit or an Acute Stroke Unit. Given that both of these hospitals serve rural areas spread out over large distances, which will impact on travel times to access stroke services, and given that both areas are amongst the LGD areas that are expected to experience the highest growth in their population of over 65s, the group most likely to experience stroke, we are opposed to removing stroke services entirely in both hospitals.
In addition, we note that the findings of the University of Calgary in relation to primary stroke centres in the North of Northern Ireland (presumably including Causeway) may be more suitable for a ‘Drip and Ship’ model of providing thrombolysis before moving patients to the Royal Victoria for thrombectomy if it’s performance could be improved.

As we outline further below, we expect immediate assurances from the Department that any proposal or recommendation to close stroke services in either Daisy Hill or Causeway Hospitals will only be taken forward following full consideration of all workforce issues and will only be taken forwards in partnership with the workforce and their recognised trade unions and with the agreement of the workforce.  
 Option A: Option A provides for five HASUs at Altnagelvin, Antrim, Craigavon, Royal Victoria and South-West Acute Hospitals, with ASUs being co-located there. Under this model, no stroke services would be provided at the Ulster Hospital. UNISON is concerned by the potential loss of services from the Ulster Hospital across this and all other options. Whilst the Ulster Hospital is geographically close to Belfast, it serves a widespread geographic community across Co Down, raising serious concerns about travel times to access stroke treatment in Belfast.
It should be noted that within the University of Exeter research, the conclusion that the majority of the catchment area of Ulster hospital would have a greater likelihood of good outcome if they directly attended Royal Victoria is based on an assumption that the Royal Victoria can handle the increased admission numbers.
 No assurance is provided here that this will be the case. UNISON is concerned that the Royal Victoria Hospital may come increasing pressure if this option is pursued, reducing the likelihood of patients receiving a good outcome. 
We further do not accept the contention made under Option A and various other options that the excellent performance of the South West Acute Hospital, which has a relatively small number of annual admissions, could not be replicated elsewhere. Those working within stroke services at the South West Acute Hospital believe that the learning from their unit is transferrable to others to improve performance, including the consultant at the South West Acute Hospital, Professor Jim Kelly. It is disappointing that the Department has made no proposals as to how the learning from this unit could be transferred elsewhere to similar sized stroke units within Northern Ireland.

Option B: Option B would see HASUs located at Altnagelvin, the Royal Victoria, Craigavon and Antrim Hospitals. ASUs would be co-located, with a possible fifth ASU at the Ulster Hospital.

We immediately note that under this option, there would be no stroke services provided at the South West Acute Hospital. We are firmly opposed to this, as we believe that the case for retaining stroke services at the South West Acute Hospital is clear, given its excellent performance, the conclusions of the University of Exeter in terms of ensuring access for those living in the South West and the substantial growth in the population of over 65s predicted in this part of Northern Ireland, as outlined above. 
It should also be noted here that the research commissioned from the University of Calgary is clear that patients in the West should be transported directly to the two Primary Stroke Centres in the West prior to moving to the Comprehensive Stroke Centre, where they could receive thrombectomy. They recommend this ‘Drip and Ship’ model for patients in the West as providing the best outcomes, based on the concept of their being two stroke centres in the West of Northern Ireland.

In terms of the Ulster Hospital, we consider this proposal to be very unclear. The Department must clarify the circumstances in which it would consider placing an ASU at the Ulster Hospital, any potential benefits and provide an assessment of the implications for the workforce if some aspects of the current provision of stroke services are lost and some retained. 

We finally note that under this option, which would result in only 94% of the population being within 60 minutes travel time to a HASU, reference is again made to the possibility of air ambulance provision addressing excess travel time. We would reiterate our concerns regarding the feasibility of same not only for this option, but for all other options presented. 
Option C: Option C would result in HASUs being in place at the Royal Victoria, Altnagelvin, Craigavon and the South West Acute Hospitals. 

Again reference is made to ASUs being co-located, with the possibility of a fifth ASU at the Ulster Hospital. We would reiterate our comments above in relation to this.

We note with concern here the proposal to remove all stroke services from Antrim Hospital. As the consultation document states, under this model the Royal Victoria Hospital would see admissions of over 1600 patients, above the recommended maximum level. 
 Whilst the Department states that it is likely that additional measures would be needed to ensure that sufficient capacity and staffing was in place to ensure a resilient service to meet this demand, it does not specify what such measures would be and how feasible they are. It should be noted that the University of Exeter advised in this regard that adding a further hyper-acute stroke unit at Antrim would reduce admissions to the Royal Victoria Hospital.

We are further concerned that the proposed removal of services from Antrim does not take into account the growth in the older population in the LGDs serviced by Antrim Hospital, including Causeway Coast and Glens (28.1% increase)
and Mid-Ulster (32%), raising the potential that admissions of stroke units may increase to the unit at Antrim Hospital if it were retained. 

Option D: Option D would result in HASUs at the Royal Victoria, Altnagelvin, Craigavon and Antrim Hospitals, with services removed from Antrim over time. This is presented as effectively a halfway house measure between Options B and D, providing time to maximise capacity at the Royal Victoria to deal with over 1600 admissions.
We note that it is suggested that under this model, ASUs would be located at the four hospitals listed above, with again a possible fifth ASU at the Ulster Hospital. Once again we consider this proposal to be very unclear. In addition to the Department clarifying the circumstances in which it would consider placing an ASU at the Ulster Hospital, any potential benefits of same and an assessment of the implications for the workforce if some aspects of the current provision of stroke services are lost and some retained, similar information must be provided in relation to Antrim Hospital. 
In terms of the proposed phased removal of services from Antrim Hospital, no timeline is provided for this. A proposal for a phased removal of services such as this would result in significant uncertainty and concern for staff and may undermine services significantly in terms of reducing staff morale and increasing difficulties in recruiting and retaining staff. It is unclear from this proposal what staff would be expected to remain at an ASU in Antrim Hospital if the option of thrombolysis treatment is removed. We would reiterate our points above in relation to the ageing population in the areas served by Antrim Hospital.
We would again reiterate our opposition to a model that does not provide for stroke services at the South West Acute Hospital. 

Option E: Option E would provide for HASU services at the Royal Victoria, Altnagelvin, Craigavon and South West Acute Hospitals, with services removed from the South West Acute Hospital over time. 

As with option D above, no timeline is provided for a phased removal of services from the South West Acute Hospital, which would not retain an ASU under this proposal. We would again reiterate our opposition to a model that does not provide for stroke services at the South West Acute Hospital. 

We would reiterate our concerns with regards to the lack of a HASU at Antrim Hospital as outlined in relation to Option C above. We note that under this option it is proposed Antrim Hospital would retain an ASU, with the possibility of a further ASU at the Ulster Hospital. We would reiterate that clarity is needed in relation to the rationale and approach for ASUs at these sites, as outlined above.
Option F: Option F would see HASUs located at the Royal Victoria, Altnagelvin and Craigavon Hospitals. ASUs would be co-located, with ASUs also in Antrim and the Ulster Hospitals. However the ASU at the Ulster Hospital is only described as a ‘possible’ option at an earlier point.
 The Department must clarify this proposal urgently.  
For the reasons already outlined above, we are very concerned by the loss of services from the Ulster, South West Acute and Antrim Hospitals under this option. Under this option the Royal Victoria remains over the recommended level for admissions, with the Department stating that this may become ‘‘overwhelming’’
. It also stated here that this option requires capacity being secured on the Royal Victoria site. In addition the Department states that this option is the poorest performing in terms of travel time. 

UNISON would question whether this option is feasible or desirable in terms of the impact on patients and staff for the reasons outlined above.
We finally note here that the Department states that all of these reconfiguration options will see significant additional investment in stroke services.
 No clarity is provided as to the level or extent of investment that will be made, or whether this will be a recurring investment. As we stated during the pre-consultation phase, UNISON seek that a full financial assessment be undertaken and shared fully with trade unions. We would urge that any financial analysis conducted is not just limited to headline figures relating to the costs of stroke units, but also considers issues like the potential for enhanced pressures on the ambulance service if they are required to undertake longer journeys with stroke patients. This is a particular concern in circumstances where the ambulance service is already under extreme pressure. If additional resources are required to reform stroke services, it must be clear where such resources will be found and what implications that might have for other frontline services.  
In summary, UNISON cannot currently support any of the proposed options. All of the options raise serious concerns with regards to the ability of the public to access vital services quickly. In addition, we do not believe that sufficient regard has been shown to issues of rurality or the growing population of older people in developing these options. Finally, as we outline in more detail below, the lack of appropriate workforce planning makes it extremely difficult for us to meaningfully comment on the proposals and calls the feasibility of implementing any of the options into question. 
6.0 workforce planning
The consultation document acknowledges that: 

‘‘the success of any new service model will be absolutely dependent on staff being employed and deployed in such a way that makes the best use of their skills and which allows them to continue to develop as professionals while providing the services that users and patients need. The patient experience, and their perception of the quality of care they receive, depends in a very significant way on having well-trained, experienced and motivated frontline staff.’’

Given that the Department has clearly identified the significance of appropriate workforce planning being in place in order to affect any reconfiguration of stroke services, we are challenged as to why such limited detail has been offered in this regard within the consultation document.
A commitment is made within the consultation document to undertake a workforce review to identify the staffing and skill mix required to deliver effective stroke services.
In addition, the document states if the proposals are approved, following consultation, a detailed workforce implementation plan will be produced to align the deployment of the current available stroke workforce with the new model and to better target investment in workforce to optimise the full potential of the proposed new model, subject to available resources.
We do not understand why this review is only being proposed to be undertaken after the consultation process, rather than having been undertaken prior to this public consultation phase with the full involvement of UNISON and other trade unions as representatives of the workforce. This will lead to the scenario where the Department will analyse responses, prepare recommendations, and possibly seek to take decisions about new models of care before the feasibility of implementing such a new model, and the impact of this on the workforce, has been fully assessed.
UNISON has already highlighted to the Department of Health that the overall transformation programme within Health and Social Care, of which reshaping stroke services is one part, will only ever be successful where it has the support of the public, the workforce and the recognised trade unions. In our response to the pre-consultation on the reconfiguration of stroke services we highlighted with serious concern the complete lack of workforce considerations within the criteria that were being employed at that time to assess the future location of services. 
We are not satisfied that the Department has assessed the feasibility of any of the models it is proposing here in terms of the implications for the workforce around fundamental issues including the quantum of jobs; redeployment; training; and the effect on terms and conditions of employment, particularly the shift to thrombectomy services operating on a 24/7 basis.
These issues cannot be minimised and we demand that the Department engage with us as a matter of urgency to discuss the impact of all of the proposed models on staff at all grades. This should have been done prior to the public consultation on these proposals being launched. We demand full involvement in any workforce review that will be undertaken from the earliest possible stage.
In particular we would caution the Department against assumptions that staff working in stroke units that will be threatened with closure will subsequently move to the retained HASUs or ASUs. Staff may well instead choose to work in other parts of the health service.

The flawed nature of the Department’s approach has been emphasised by the fact that some staff at various affected hospitals have already indicated that they are not willing to move to other sites if their unit faces closure. At the Southwest Acute Hospital, we understand that AHP staff and all the medical staff in will not be realigning with the new model of care if the unit there is closed and services relocate to Altnagelvin Hospital. This will result in the loss of skilled and specialist staff from stroke services, a situation which should have been anticipated and dealt with via established industrial relations process well in advance of any public consultation. We anticipate that similar situations will arise in the other affected hospital sites. 
 UNISON has urged, in responding to the consultation on criteria for reconfiguring HSC services, to include an additional criteria relating to the need to consider all issues relating to staff at all grades when determining the sustainability of a service moving forwards.  
We have been clear that we will not accept proposals for service reconfiguration which result in a loss of the quantum of jobs; or which negatively affect the terms and conditions of employment of our members.  In particular, the impact that service reconfiguration will have on the lowest paid staff within HSC services must be fully assessed.  In relation to service reconfigurations, UNISON has recommended that change protocols must be developed in conjunction with recognised trade unions which protect the existing workforce, including a commitment to:

· properly conducted screening and a full equality impact assessment in compliance with Section 75 of the Northern Ireland Act 1998, approved Equality Schemes and Equality Commission Guidance;       

· no compulsory redundancy;

· redeployment plans;

· training and re-training for existing staff adopting new roles; and

· protocols for permanent protection; 

None of these actions appear to have yet taken place in relation to the proposals for stroke services.  No proposal is made in relation to how the centralisation of services under any of the 6 proposed models will impact on the workforce in terms of staffing levels at all grades, job security, potential redeployment or training.  This is unacceptable and will inevitably lead to apprehension and concern amongst our members.   

UNISON require significant assurances that any proposals for reconfiguration will include full consideration of all workforce issues and will be taken forwards in partnership with the workforce and their recognised trade unions and with the agreement of the workforce.  
We further believe that the inclusion of following question within this public consultation is inappropriate and leading:

“Do you agree that, to deliver an effective service, staff need the opportunity to build and develop their specialist expertise?”
Firstly we believe that this question is leading. Throughout the document repeated reference is made to the Department’s view that expertise can only be developed through seeing high volumes of patients, which can only be achieved through centralising services.
 Those responding to the consultation will undoubtedly agree that staff need opportunities to build and develop their expertise; however their agreement to this will also undoubtedly be interpreted to mean that they also agree to centralisation in order to do so, which in many instances will not be the case.
Secondly, we do not accept the Department’s underlying assumption that the only way to build and develop specialist expertise is through centralising services. Current performance of some stroke units would suggest that this is not the case. The excellent performance of the stroke unit at the South West Acute Hospital Unit is widely recognised, despite the fact that it does not receive as large a volume of patients as other units.
 UNISON understands that the stroke unit at the South West Acute Hospital currently achieves Grade A status under the Stroke Services National Audit Programme (SSNAP). The consultation document itself states that the South West Acute Hospital is the only unit meeting the target of providing thrombolysis to a minimum of 15% of patients; and alongside the Royal Victoria Hospital is the only unit meeting the target of admitting 90% of patients are admitted to a stroke unit.
 However the unit is only sixth out of eleven units in terms of admissions.


Staff should have opportunity to a develop skills no matter what unit they work in and the learning from units such as the unit at the South West Acute Hospital must be shared and built upon in order to improve standards across Northern Ireland. It should not be assumed that expertise can only be developed in larger units in all circumstances.    
Finally we believe that the inclusion of this question is fundamentally inappropriate, as issues such as staff training should remain the preserve of internal processes under the industrial relations mechanisms in place.  Seeking questionnaire responses on matters which may be covered by collective agreements already reached or which relate to the professional standards of groups of staff is completely inappropriate. This reemphasises the flawed nature of the Department proceeding to public consultation before properly engaging with the Trade Union side through established mechanisms. 
UNISON formally objects to the use of this question; we reserve the right to not accept its outcome and to challenge its conclusions.

7.0 COMPLIANCE WITH EQUALITY LEGISALTION AND POLICY
UNISON notes that the Department has completed an equality screening exercise for these proposals, but has screened them out as not requiring a full Equality Impact Assessment (EQIA) at this stage. Instead the Department states that once the public consultation exercise has been completed and a decision reached on a preferred option, the proposed changes will be subject to an EQIA.
 

UNISON would submit that this decision is incorrect and unacceptable. The Department should immediately proceed to carry out a full EQIA, including the required public consultation, without delay.

We would firstly submit that a full EQIA was undertaken by the HSCB whenever it engaged in the pre-consultation on these proposals in 2017. UNISON had some significant concerns as to how that EQIA was undertaken, which resulted in us calling for a second, full EQIA to be conducted at the earliest possible opportunity in the development of the more substantive proposals for stroke services reconfiguration that the Department is now consulting on. 
The Department’s attempt to delay undertaking an EQIA until after a public consultation has been undertaken and major decisions regarding a preferred option have been undertaken is unacceptable and runs entirely contrary to its duties under section 75 of the Northern Ireland Act 1998 and its approved Equality Scheme.

The Department’s stated intention to proceed to take decisions regarding a preferred option for the configuration of stroke services before an EQIA has been undertaken and consulted upon (as is required under the Department’s approved Equality Scheme) is in clear breach of the Department’s approved Equality Scheme.
 

At sections 4.17 and 4.18 of the Department’s approved Equality Scheme it states that:

“4.17 Once a policy is screened and screening has identified that an equality impact assessment is necessary, the Department will carry out the EQIA in accordance with Equality Commission guidance. The equality impact assessment will be carried out as part of the policy development process, before the policy is implemented
4.18 Any equality impact assessment will be subject to consultation at the appropriate stage(s).”

The obligation on the Department to consult fully before taking decisions is further detailed in sections 3.2.13 and 4.2 of the approved Equality Scheme:

“3.2.13 In making any decision with respect to a policy adopted or proposed to be adopted, the Department will take into account any assessment and consultation carried out in relation to the policy 

4.2 In making any decision with respect to a policy adopted or proposed to be adopted, the Department will take into account any assessment and consultation carried out in relation to the policy, as required by Schedule 9(9)(2) of the Northern Ireland Act 1998.”

To proceed to take decisions regarding the preferred options for the future configuration of stroke services  in the absence of an EQIA having been undertaken and fully consulted upon runs completely contrary to the purpose of the equality duty under section 75. The purpose of undertaking equality screening and equality impact assessment on proposed policies prior to their introduction is to determine the extent of any adverse impacts on each of the section 75 groups, and to proceed to put in place mitigating measures or alternative policies that will better promote equality of opportunity. Section 75 is not intended to be used after policy decisions have been taken, with no regard having been shown prior to this to the duty to have due regard to promote equality of opportunity.

In addition to this substantive breach of the section 75 duties, the equality screening that has been completed by the Department is flawed and subsequently the Department has breached its obligations under section 75 of the Northern Ireland Act and its approved Equality Scheme.

Section 4.3 of the Department’s approved Equality Scheme states that:

‘‘The Department will use the tools of screening and equality impact assessment to assess the likely impact of a policy on the promotion of equality of opportunity and good relations. In carrying out these assessments we will relate them to the intended outcomes of the policy in question and will also follow: 
· the guidance on screening, including the screening template, as detailed in the Commission’s Guidance ‘Section 75 of the Northern Ireland Act 1998 - A Guide for Public Authorities (April 2010)...’’ 
In breach of this commitment, the Department has not followed the guidance set out by the Equality Commission in relation to screening:
· The Equality Commission is clear that as a first step in the screening exercise, public authorities should gather evidence to inform their screening and that the public authority should ensure that any screening decision is informed by relevant data.  This may be either quantitative or qualitative or both and should help indicate whether or not there are likely equality of opportunity and/or good relations impacts associated with a policy. The Commission is clear that the absence of evidence does not indicate that there is no likely impact. A public authority should make arrangements to obtain relevant information, whether quantitative or qualitative.
 The Department commits under its approved Equality Scheme to gather relevant information and data to inform the screening decision.
 Despite this clear requirement, the equality screening provides no evidence in relation to the effect of these proposals on the section 75 categories of religious belief, political opinion, or marital status and very limited evidence in relation to the ground of sexual orientation.  In addition, the data that is presented in relation to disability and dependents is not sufficiently detailed or specific to areas of Northern Ireland affected by these proposals to allow a meaningful analysis of how the section 75 groups will be affected by these proposals. The absence of data on the section 75 categories is identified by the Equality Commission as a reason in favour of conducting a full EQIA and should have lead to the Department concluding that a full EQIA is required here.
 
· It is further stated in relation to these groups that the proposed options for reconfiguring stroke services “will apply equally to all individuals affected by stroke’’ irrespective of their religious belief, political opinion, or marital status. This represents a significant misunderstanding of the requirements of the section 75 duties. It is not sufficient to state that a policy will apply equally to all, particularly in the absence of any evidence to assess the impact of the proposed reconfiguration of stroke services on these groups. The proposals to reconfigure stroke services will also clearly not apply equally to all individuals affected by stroke, as depending upon the model that the Department attempts to implement, different section 75 groups in different parts of Northern Ireland will be differentially affected, such as by potentially increased travel times to access stroke services. The purpose of the section 75 duty and of assessment via equality screening is to identify differential adverse impacts, identify actions to mitigate those impacts, or to ensure that alternative policies are developed to better promote equality of opportunity.  
· Whilst the Department provides a range of evidence in relation to the section 75 catgeory of age, we are challenged as to why it does not appear to have considered the projected population growth in over 75s across a range of LGDs that will be particularly impacted by these proposals. We have outlined this in detail above. It is clear that there will be serious differential adverse impacts on older people living in areas such as Newry and Mourne, Causeway Coast and Glens and Fermanagh and South Tyrone, which are experiencing rapid proportional growth in the population of over 65s if stroke services in these areas are removed. This has not been identified by the Department here.
· We are also concerned by the lack of workforce data included within the equality screening document here, which is in breach of the commitments outlined above within the Department’s approved Equality Scheme. Whilst the Department identifies some issues that the workforce may experience as a result of the proposed service reconfiguration, the evidence base for this is not identified. As highlighted above, UNISON require significant assurances that any proposals for reconfiguration will include full consideration of all workforce issues and will be taken forwards in partnership with the workforce and their recognised trade unions and with the agreement of the workforce.  The Department must proceed to engage with UNISON on all matters affecting our members as a matter of urgency.

· The data that has been collected appears not to have considered particular issues facing those section 75 groups accessing stroke services in rural communities, and the barriers that they currently face in terms of infrastructure.  This has been highlighted throughout our response;
Under section 4.14 of the Department’s approved Equality Scheme the Department undertakes to review a screening decision if a consultee, including the Equality Commission, raises a concern about the decision reached. UNISON formally requests that the Department review the screening decision here; and proceeds to screen the policy in as requiring an immediate equality impact assessment, to be undertaken without delay. 

We expect an urgent response to our concerns here and intend to notify the Equality Commission of these issues.
Conclusion
Given the concerns highlighted within this submission UNISON would welcome a clear commitment on the part of the Department to further engage with us and other relevant stakeholders and to commence formal negotiations on all matters affecting the terms and conditions of our members in respect of these proposals. We anticipate a detailed response to our comments which demonstrates that they have been given proper consideration. We believe that direct engagement is the most valuable form of engagement in relation to these proposals.
For further information, please contact: 

John Patrick Clayton, Policy Officer – j.clayton@unison.co.uk
Telephone – 028 90270190
UNISON, Galway House, 165 York St, Belfast, BT15 1AL
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