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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 advocate for their health, the health of their families, and public health in all dimensions of the population. All of our members are NHS 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 recently initiated 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.  
2.0 CURRENT CONFIGURATUON OF STROKE SERVICES AND PROPOSED REFORM
UNISON notes that the Health and Social Care Board (HSCB) has initiated this public pre-consultation exercise in order to inform the development of a new model for stroke services in Northern Ireland.  This phase will be followed by a further public consultation on more detailed proposals for change, after which final recommendations will be submitted to the Minister for Health for consideration.
 
We would remind the HSCB that the Department of Health has yet to release the final criteria for service reconfiguration arising from the report of the Expert Panel, led by Professor Bengoa,
 report and the subsequent vision for the reform of health and social care put forward by the Minister for Health ‘Health and Wellbeing 2026 – Delivering Together’ (October 2016), which were consulted upon in early 2017.  These criteria have not received Ministerial approval.  UNISON has sought clarity on and amendment of these criteria, including the introduction of two additional criteria and we await a response which addresses our proposals.  In this context, the current pre-consultation to reconfigure stroke service is premature, as regard will have to be given to any criteria for service reconfiguration before a full consultation is initiated.  It was clearly envisaged within the Bengoa report that an assessment of stroke services would be undertaken after the criteria had been formally endorsed, not before this was the case.  ‘Health and Wellbeing 2026 – Delivering Together’ states that consultation on stroke services will occur after consultation has ended on the service reconfiguration criteria, and service reviews have begun, not before.
  

As stated above, UNISON would seek an assurance from the HSCB that any detailed proposals for change arising from this pre-consultation will be discussed via the Partnership Forum prior to any public consultation phase, so that input from trade unions on key policy decisions can be taken prior to any public consultation.  Further, as it is clear that any proposals will have a significant impact on our members across Northern Ireland, there must be a clear commitment on the part of the HSCB to further engage with us and other relevant stakeholders and to commence formal negotiations on all matters affecting the employment and terms and conditions of our members in respect of these proposals. 
UNISON would also highlight here that 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 do not provide consultees with an explanation of the terms contained within them, or the implications that agreeing or disagreeing with the question will have.  
UNISON notes that the background for these proposals is two reports, which in the view of the HSCB, are critical of the organisation of stroke services in Northern Ireland.  The RQIA Review of Stroke Services in Northern Ireland (2014) highlighted that there is no regional model for the delivery of stroke services in Northern Ireland, linking this to the geography of the five Health and Social Care (HSC) Trusts and the patient numbers attending each hospital.  The HSCB also makes reference here to the Stroke Sentinel National Audit Programme (SSNAP) which provides ongoing assessment of the quality of care across the stroke pathway and allocates hospital services a score between an A and E grade.  The consultation document suggests that no stroke unit in Northern Ireland is achieving an A or B grade.  The HSCB also highlight that this audit has also found that no unit in Northern Ireland has the correct number of staff on duty at the weekend and that no unit has seven day rehabilitation services.  They suggest that this evidence further supports the case for changing how stroke care is delivered in Northern Ireland.
  Both of these documents date from 2014 and UNISON would question why more up to date assessments are not being relied upon for the purposes of this consultation.  In addition, we would challenge the assertion made that no unit in Northern Ireland is achieving an A or B grade under SSNAP. UNISON understands that the stroke unit in the South West Acute Hospital is achieving a B grade at present and is the best performing unit in Northern Ireland.  The Board must explain both why it has presented incorrect information and ensure that only up-to-date, accurate information on the state of current services is presented in future.  This error is particularly damaging as stroke services at the South West Acute Hospital already appear vulnerable due to the Board’s suggested move towards centralisation and presenting inaccurate information about the state of services at the hospital will only serve to undermine public confidence in the genuineness of the public consultation on the future of the service.     
Reference is also made to research carried out in urban areas which shows that providing higher quality care in larger specialist centres significantly reduces the number of deaths and the amount of disability associated with stroke.
 We note that reference is made within the consultation document to the Bengoa report which 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.  The Bengoa report in discussing this issue similarly highlights research from London on centralisation as pressing the case for change in Northern Ireland.
 
UNISON would question the applicability of these findings in Northern Ireland, as we understand that some who have studied this centralisation process in London have already questioned its applicability to a rural area.  In addition, we note from consultation events that it has been accepted that there is not a great deal of evidence to suggest that urban centralisation would work in Northern Ireland, given our 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.  Instead the HSCB should bring forward the findings of any research conducted on the effects of centralisation of services in a area comparable to Northern Ireland in terms of geography, population and infrastructure network.  UNISON would suggest that this would be a much more relevant comparison for the purposes of this exercise and such evidence must be made available for any subsequent consultation exercise.  

In terms of the proposed reforms, we note that currently, Transient Ischemic Attack (TIA) patients at high risk of stroke
 are referred by General Practice or Emergency Departments to one of 11 outpatient TIA assessment clinics.  Currently, these clinics receive referrals five days a week.
 This service is not available at the weekend and patients are often not assessed within a 24 hour period, in line with clinical guidelines.  Patients may be admitted to await the necessary examination, with the concern that this leads to both avoidable admissions to hospital and avoidable strokes occurring.  The HSCB proposes therefore to introduce a seven day a week service for people suspected of having a TIA at an ‘appropriate’ number of units.  It is 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 (see below).  It is noted however that if there are fewer hospital stroke units in future, patients may need to travel further to receive a TIA assessment.

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.  Clarity must also be provided in relation to what the Board envisages the ‘appropriate’ number of stroke units providing assessment for a suspected TIA to 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.  In the absence of this crucial information, UNISON cannot support this proposal.
It is highlighted by the Board that eight emergency departments across Northern Ireland currently assess for suitability for clot busting treatment (‘thrombolysis’), with around 1 in 5 patients suitable for this treatment, which is more effective the quicker it is administered.  It is highlighted that the treatment should be administered within a maximum of four and a half hours of the stroke occurring, ideally sooner, and less than one hour after arrival at hospital.
 As the Board is proposing to reduce the number of hospitals admitting stroke patients, it is suggested 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 proposes that assessment for clot busting treatment would be provided on an ‘appropriate’ number of sites.  As we have highlighted above, UNISON cannot support this proposal without a further definition being provided of the number of number of stroke units which will provide assessment for clot busting treatment and where they will be located.
Given the Board’s acknowledgement that time is of the essence when dealing with cases of stroke, and 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 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.  These risks do not appear to have been factored into these proposals.  
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 HSCB must show a willingness and openness to recognise these concerns and highlight how they have informed the final proposals it makes in these areas.  In this area in particular, given that stroke is a life-threatening, emergency condition which requires urgent treatment when detected, there can be no attempt to dismiss such concerns as merely being about geographic inconvenience, as has previously been suggested during proposed reviews and reform of the HSC system.  The public will legitimately be concerned by issues around travel and ease of access to stroke services, issues which will be of major significance to many service users, such as older people, persons with disabilities, those with caring responsibilities, persons living in rural areas and those living in poverty.  Their legitimate needs and concerns have to form an integral consideration of any reshaping of stroke services.    
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 order to gain such support, the public, the workforce and recognised trade unions need to be clear as to what alternative treatment pathways have been established in advance of the closure of any other service, and must feel that the issues and concerns which have been raised by them have been heard, considered and acted upon.  Transparency in this process is absolutely vital.  

In this regard, before any attempts are made to remove or withdraw stroke services in certain hospital sites, much more detailed information than has been presented within this pre-consultation document must be presented for consultation on the models of alternative care that will be proposed, with issues such as the ability of all the people of Northern Ireland to reach any new centres for stroke in an emergency having been considered and factored into proposals.  As we have already outlined above, UNISON expects that such models will be discussed at the Partnership Forum in advance of any public consultation phases, so that the input of recognised trade unions as representatives of the workforce can be gained at an early stage.  It is vital that any attempt to reshape stroke services is a genuine effort to reform services for the benefit of all people in Northern Ireland, including particularly those people living in less accessible, rural areas.
We note that as a reason for proposed change in relation to sites providing clot busting treatment, information is presented that highlights that the numbers receiving clot busting treatment vary greatly between hospitals.
 However, no real analysis is provided here for the rationale behind these disparities and whether this variation exists in relation to the number of patients presenting with a stroke as a whole, or only those patients who would be suitable for clot busting treatment.  Clarity in relation to how theses disparities have been assessed and an analysis of their causes must be presented before they are used to attempt to justify any change or centralisation of services.  
We note that one suggestion that is put forwards within the consultation document to explain the disparity in clot busting treatment is the numbers of stroke patients attending each hospital and the experience gained by the local stroke teams. Research indicates that hospitals which admit higher numbers of stroke patients each year are both more likely to provide people with clot busting treatment and to deliver this more quickly.  The time taken to deliver treatment was found to be much shorter when services deliver more than 50 treatments a year.  However, only three hospitals in Northern Ireland currently deliver more than 50 treatments per year – the Royal Hospital, Antrim Area Hospital, and Ulster Hospital.
 This may be unsurprising given the denser population in these parts of Northern Ireland and the likelihood that more patients will present in these areas with a stroke requiring such treatment than in more rural areas.  This consideration alone however must not be allowed to dictate the location of stroke services, as it would not be in the best interests of all people in Northern Ireland for stroke services to be centralised purely in the east of Northern Ireland.

In addition, whilst we understand that the clot busting thrombectomy procedure is only currently available at the Royal Hospital on a Monday – Friday basis, and are 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, 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 HSCB should provide an assessment of the required extra staffing levels needed to move the service at the Royal to a 24/7 service, as well as any additional resources needed to do so.  

In terms of the proposed future location of stroke units, the consultation document highlights that currently, 11 acute hospital sites admit stroke patients for early assessment and treatment, with elements of hyperacute stroke care provided to some patients in some hospitals, rather than every patient.  Reference is made to difficulties in providing specialist staff and the difficulties in providing services sustainably in smaller hospitals, only around half of patients being admitted to stroke units when they first arrive in hospital, which may not meet required standards and the fact that in some hospitals stroke is not recognised as a distinct speciality, with patients often admitted to the care of general medical or elderly medicine consultants.  
Reference is again made to research from London and Manchester indicating that centralising hospital stroke units to create units with more than 600 admissions per year resulted in less death and disability after stroke, with experts further recommending that stroke units with more than 1,500 admissions per year can be difficult to manage effectively.  A range of between 600 – 1500 admissions per year is therefore suggested as an appropriate model for the future design of stroke services in Northern Ireland.
  It is therefore proposed that the number of patients admitting stroke patients would reduce, with patients travelling further in ambulances to access treatment.  Only the Royal Hospital is identified at this stage as a hospital which would definitely retain a hyperacute stroke unit.
 In addition, it is proposed that acute stroke units, where patients would transfer to upon leaving hyperacute care, should be co-located alongside hyperacute units, meaning some hospitals which currently provide acute stroke care will no longer do so.
  
UNISON would once again question the applicability of research from urban areas to the situation in Northern Ireland.  We would repeat the concerns already raised about using this approach within a more rural area with its population more widely dispersed, and having access to poorer transport infrastructure.  Based on the Board’s own figures, only the Royal Hospital currently admits over 600 patients per year, with each of the next three highest admitting hospitals again being in the east of Northern Ireland.  Once again, a criteria relating to current admissions would skew the assessment of the future location of services more towards areas with denser populations, better infrastructure and better transport links, disadvantaging those living in the West of Northern Ireland significantly.  Such an approach is unacceptable.  

Instead of admissions dictating the location of stroke services, accessibility must instead be a primary consideration.  Services should be designed so that everyone is within a reasonable time, from their first call for help, of a Hyperacute unit.

UNISON would also seek clarity from the HSCB as to whether any of these admissions relate to stroke ‘mimics’ and actual strokes and would question why this issue is not explored within the consultation document.

The Board states here that there are around 2600 – 2800 stroke admissions in Northern Ireland per year.
  Given the range of admissions suggested by the Board for the future design of services, this suggests that the Board is considering having between 2 and 5 hospitals provide stroke services in future.  This would represent a significant reorganisation of current services with major and potentially negative implications for both the public and health workers.
We note that once again the Board is suggesting that there will be an ‘appropriate’ number of hyper-acute units and acute units, which will be co-located, with no clarity provided as to what the number of units will be.  It is proposed by the Board that the following factors should be considered when deciding which sites are best placed to deliver emergency assessment of stroke patients in future: 

· The number of people arriving at a hospital with direct access to an appropriately sized Hyperacute Stroke Unit. 

· The number of people who have access to clot busting treatment within a maximum of a 60 minute drive time from home. 

· If the distance travelled to the nearest Hyperacute Stroke Unit is greater than 60 minutes, there should be consideration of whether assessment and potential administration of clot busting medicine at a hospital closer to home is better for the patient than traveling directly to the Hyperacute Stroke Unit. 

UNISON would submit that these criteria are vague and open to numerous interpretations that may not initially be apparent to consultees.  Firstly, the reference to the criteria being used in relation to ‘assessment’ as opposed to ‘treatment’ is misleading, given the suggestion that is made earlier in the document that assessment may take place at one hospital, before treatment is administered at another, and the subsequent criteria.  Secondly, the reference to an ‘appropriately sized’ Hyperacute Stroke Unit is not accompanied by any definition of what will constitute an appropriate size.  UNISON is opposed to admissions alone dictating the location of stroke services for the reasons outlined above.  
Thirdly, the criteria relating to the ‘number of people’ having access to clot busting treatment within a 60 minute drive time from home would again skew the approach in favour of those living in urban areas and in the east of Northern Ireland, due to denser populations here, with access to better roads infrastructure, making it easier for them to access more hospital sites quickly.  Simply counting the numbers with access to a clot busting treatment within 60 minutes and using that to decide locations for such treatment will seriously disadvantage those living in rural areas and in the West of Northern Ireland.  
In addition, as we have highlighted above, it is not sufficient to simply consider either the distances people will have to travel or the length of their journey time alone when considering the location of future services.  Target times 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.  The standard sought must instead be that everyone has access to clot busting treatment within a maximum 60 minutes from the stroke occurring.  This would make the final criteria redundant.  
For these reasons, UNISON does not agree with these criteria as they stand and cannot support this proposal, particularly without a further definition being provided of the number of both hyper-acute and acute stroke units and where they will be located.  Rather than attempting to apply a model from an urban area to a larger, more rural setting, we would urge the Board to seek that investment be made in existing services, thus giving all parts of the population access to a high quality service and developing a model that works in Northern Ireland.  
We note the repeated reference within the consultation document to working with ‘key staff’ providing stroke care and service users, to determine which hospitals would be best placed to carry out treatment in future.  Such discussions cannot involve simply ‘key staff’ handpicked by the Board and Trusts.  Service reconfiguration, including the reconfiguration of storke services, should not take place without agreement with the workforce at all grades in the system.  
In this regard, we are very disappointed by the relative lack of reference to workforce issues within the consultation document.  The absence of important workforce considerations within these criteria and within the consultation in general is completely inappropriate.  All of these proposals have significant implications for our members. 
 UNISON has urged, in responding to the recent 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; 

These actions do not appear to have yet taken place in relation to the proposals for stroke services.  Outside of not providing any information on the number or location of hospitals which will provide stroke services in future, no proposal is made in relation to how the centralisation of services 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 note that the pre-consultation document suggests that non-acute inpatient units should no longer be used for stroke patients.  Currently, approximately 13% of patients are transferred to these units where they no longer require acute hospital care but are not able to go home.  The non-acute hospitals most frequently used in this way are in Lurgan Hospital, Tyrone County Hospital, Whiteabbey Hospital, Mid Ulster Hospital and the South Tyrone Hospital, as well as the Regional Brain Injury Unit at Musgrave Park Hospital for specialist rehabilitation.
 The consultation document appears contradictory on this point – it suggests that non-acute inpatient units are currently used when patients no longer require acute hospital care but are not able to go home, but then suggests that the units should not be used as stroke patients should be cared for in dedicated stroke units throughout their entire hospital stay.  Clarity is needed as to the exact alternative model which is being proposed in place of non-acute inpatient units.  This must be accompanied by an 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.  
In the short term, the Board will need to consider the impact that proposed cuts to non-acute inpatient services across the five Health and Social Care Trusts will have on stroke patients’ rehabilitation.  Currently, the Northern HSC Trust is consulting on plans to close 44 rehabilitation beds at Whiteabbey Hospital, negatively impacting on the ability of acute units to discharge patients and having major effects on community services.
  
In terms of community stroke services, we note from the consultation document that whilst every Trust in Northern Ireland has Community Stroke Teams in place, not all Trusts provide ‘Early Supported Discharge’ or provide services seven days a week.  It is stated that further development of community stroke services is much needed and there is a need for seven day access to these services in all five Health and Social Care Trusts.
 We would link this proposal back to the earlier proposals relating 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.
UNISON would demand an assurance here from the Board at this stage that any proposals to redesign Community Stroke Teams 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 outsourcing of adult social care has led to inadequate and increasingly precarious provision, particularly in residential and domiciliary care for older people.  It has led to major concerns regarding capacity, quality of care, treatment of staff and medium to long term viability of services.  The most recent Department of Health statistics show that 70% of domiciliary care contracted hours are provided by the private sector.  Since 2012, the number of clients receiving domiciliary care from the statutory sector has decreased by 31% (4,157) while the number of clients receiving domiciliary care from the independent sector has increased by 19% (2,622).
 
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 clients 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. 
Whilst we note that this is a pre-consultation exercise, the general lack of detail and transparency within the 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 makes it very challenging to meaningfully comment on these issues.  It is vital that any further consultation provides absolute clarity on this issue and provides a thorough and objective assessment of the implications for the public and health and social care workers at all levels of the system.  

UNISON would also seek that a full financial assessment be undertaken and shared fully with trade unions and as part of any future public consultation.  It is striking that throughout the consultation document, no reference is made to the costs of current provision, or the costs that moving to the models proposed would incur.  
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.  
3.0 COMPLIANCE WITH EQUALITY LEGISALTION AND POLICY
UNISON notes that the Board has undertaken a draft Equality Impact Assessment (EQIA) in relation to these proposals, but only a summary version has been made available on the main consultation website.  UNISON would request a copy of the full EQIA report, in line with the Board’s approved Equality Scheme commitment to consult on EQIA
 and would further request a copy of the completed screening template for these proposals.

As set out within the Board’s approved Equality Scheme, in conducting an EQIA, the Board undertakes to follow the Equality Commission’s Practical Guidance on Equality Impact Assessment (EQIA) (February 2005).
 This involves a seven stage process including consideration of available data and research, assessment of impacts, the consideration of measures which may mitigate any adverse impact and the consideration of alternative policies which may better promote equality of opportunity, before proceeding to consultation, the publication of results and decisions by the public authority and subsequent monitoring for adverse impact and the publication of such monitoring.  The absence of the full EQIA makes it very challenging to meaningfully comment on the quality of the assessment that has been conducted at this point; however, based on the summary EQIA available, we would have a number of concerns at this stage, which are outlined below:

· 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;

· In assessing the impacts of these proposals, consideration does not appear to have been given to the full impact that longer travel times for persons who may have suffered a stroke, particularly for those living in rural areas, will have.  As we have outlined above, when a person is suspected of having a stroke, medical assistance must be sought as quickly as possible.  The subsequent effects of delays for patients will be a greater risk of disability, increased length of hospital stay and subsequently greater levels of need for community based rehabilitation services.  This must be made clear to consultees;

· We do not agree with the assessment of impacts with regards to the statement that negative impacts must be balanced against the potential for a better recovery or improved chance of surviving a stroke.
  The purpose of the equality duty and an EQIA is to ensure that where differential adverse impacts are identified, actions are taken to mitigate those impacts, or alternative policies are developed to better promote equality of opportunity.  This is clearly set out within the Board’s approved Equality Scheme
 and the Practical Guidance on EQIA that the Trust commits to follow within its approved Equality Scheme.
 The section 75 duties are not met when impacts on certain groups are balanced against potential benefits for others; instead, the adverse impacts that will be experienced by certain groups must be addressed;

· We would question whether the identified benefit of more community support will be realised  in circumstances where some community support teams may not be directly linked to a stroke unit;

· We note that the identified impacts on staff include relocation issues in respect of travel and parking expenses, family life, support networks, training, skills, and established arrangements to support particular staff in the workplace.  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 Board must proceed to engage with UNISON on all matters affecting our members as a matter of urgency.

· A significant shortcoming at this stage in the EQIA process is the complete lack of concrete mitigating measures to address identified adverse impacts or proposed alternative policies which would better promote equality of opportunity.  This is the case in relation to patients, carers and staff.  The Practical Guidance on EQIA is clear that the consideration of mitigating measures and alternative policies is at the heart of the EQIA process and that different options must be developed which reflect different ways of delivering the policy aims.
 The Board must consider all the issues raised by UNISON in this response and ensure that alternative policies which better promote equality of opportunity for all are developed as a matter of urgency. 
Given the intention to proceed to full consultation on more detailed proposals for reshaping stroke services in future, it is vital that a second, full EQIA is conducted at the earliest possible opportunity in that policy development process, given the clear differential adverse impacts that have already been identified for patients, carers and staff, in line with the commitments made in Chapter 4 of the Board’s approved Equality Scheme. The issues and concerns raised by UNISON in relation to the current EQIA must be addressed as part of that process. 
Conclusion
Given the concerns highlighted within this submission UNISON would welcome a clear commitment on the part of the HSCB 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
� Consultation document, p.4.


� P.17 – 18.


� See p.25.


� Consultation document, p.9.


� Consultation document, p.9.


� ‘Systems, not structures: Changing Health and Social Care’ (October 2016), p.72.


� The symptoms of TIA are the same as a stroke, but in the case of a TIA these symptoms will usually resolve within 30 minutes and always within 24 hours. The consultation document highlights that TIA patients should be treated as a medical emergency because these individuals are at a much higher risk of experiencing a stroke in the following days and weeks. However, if treated quickly the risk of a stroke occurring can be greatly reduced. Guidelines recommend that TIA patients, who are at high risk of a stroke, should be assessed by specialists within 24 hours of their first symptoms (Consultation document, p.10 – 11).
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