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[bookmark: _Toc214464352]1.0.	Introduction

This policy describes the arrangements for authorising, monitoring and reviewing restrictive practices, including  blanket restrictions, in use on wards within South West Yorkshire Partnership Teaching Foundation Trust subject to the Mental Health Act Code of Practice (2015).

The Mental Health Act 1983: Code of Practice, 2015 describes blanket restrictions as:
  
‘rules or polices that restrict a patient’s liberty and other rights, which are routinely applied to all patients, or to classes of patients, or within a service, without individual risk assessments to justify their application.’ 

There are two distinct types of blanket restrictions:
· blanket restrictions necessary to meet national guidance/legislation (e.g. smoking, weapons, social media, drugs and alcohol policies)
· blanket restrictions implemented within individual settings (e.g. mealtimes, bedtimes, restricted access to fresh air, possessions or areas of a unit such as a kitchen and bedrooms)

Our purpose as an organisation is to help people reach their potential and live well in their community. To help us deliver this we have developed this  policy is in line with the Trust’s three strategic aims that guide our decisions, behaviours and how we measure our impact. These are: we will live our values, we will be the best we can be, and we will be ambitious for our communities and our colleagues. 

To ensure that we live our values, we have set clear expectations of the behaviours that we expect, encourage and nurture, those we discourage and those we just won’t accept. 

This policy and related procedures aim to ensure that the least restrictive practice is used at all times across the Trust. 
This policy should be read in conjunction with the following:
· Searching of Patients and their Property
· Seclusion and Longer-Term Segregation Policy and Guidance
· Long-term Segregation Toolkit
· Safeguarding Adults at Risk of Abuse or Neglect
· Safeguarding and promoting the welfare of children policy
· Smokefree Environment Policy 
[bookmark: _Toc214464353]2.0.	Policy
[bookmark: _Toc214464354]2.1 Purpose and scope of the policy

The purpose of this policy is to ensure the Trust has a process for understanding and managing blanket restrictions and fulfils its legal and good practice obligations in relation to blanket restrictions, with the aim of reducing them to a minimum. The policy aims to support a culture where services are open and honest about the blanket restrictions that they employ and can evidence there has been a process of consideration and documentation which has been applied to each such restrictions. This is in accordance with the guidance from the Department of Health: Positive and Proactive Care: reducing the need for physical interventions (2014), the updated Mental Health Act Code of Practice (2015) and The Mental Health Units (use of force) Act (2018) and its’ associated guidance. 

Each inpatient ward will operate procedures that match the needs of the patient group and the environment to ensure therapeutic progress whilst managing risks. The following guidance from Restraint Reduction Network Blanket Restrictions Toolkit (2022) will guide the Trust’s  approach, the 4Rs:

· Rules – Let’s identify blanket restrictions and name them
· as you identify them
· Reasons – Let’s find out the reason they are being used
· Rights – Do they impact on rights and wellbeing without
· good reason?
· Review – What are we going to do about them?

[bookmark: _Toc214464355]2.2 Trust-wide blanket restrictions

In order to maintain safety and enhance the effectiveness of the services the Trust provides; it is acknowledged that there will need to be some accepted blanket restrictions across ward areas based on health and safety risks. This list may be subject to change based upon best practice and learning from incidents. The following are banned in all inpatient services:

· alcohol and drugs or substances not prescribed (including illicit and legal highs)
· items used as weapons (firearms- real or replica, knives or other sharps, bats, devices that conceal a blade or scissors). In relation to knives, it is recognised that some individuals may wish to hold a knife for religious reasons. This will be discussed with the service user and an individualised risk assessment undertaken plan of care agreed and revisited on a regular basis
· fire hazard items (flammable liquids, matches, incense)
· pornographic material
· material that incites violence or racial/cultural/religious/gender hatred
· items which could be used to cause harm to a services user or others for which the service user or visitor can have no use whilst in hospital e.g.
· screwdriver 
· rope
· clingfilm
· foil
· chewing gum
· blue tack
· plastic bags
· rope
· metal clothes hangers
· laser pens
· animals, with the exception of those animals accessing ward as part of therapeutic interventions
· equipment that can record moving or still images (camera, web cameras)
· substances containing solvents e.g. certain glues
· patient (over the counter) medicines e.g. paracetamol
· corrosives e.g. bleach

Detailed rationales for these restrictions are contained within Appendix A:Rationale for Blanket Restrictions
2.3 [bookmark: _Toc534027053][bookmark: _Toc214464356] Restricted & controlled items

Restricted items are items where the access is controlled and may be directed according to policy and individual risk assessment. Examples of items that may fall into this category include:

· cigarette lighters
· toiletries- aerosols, razors, items with a cutting edge
· identity documents, bank cards, items of stationery
· cutlery, tinned materials, glassware
· electrical equipment and flexes
[bookmark: _Toc214464357]2.4 Secure and forensic services including PICUs 

It is recognised in the Code of Practice that within secure/forensic services, restrictions may form part of the broader package of physical, procedural and relational security measures associated with an individual’s identified need for enhanced security. Under such circumstances, blanket restrictions are permissible in order to manage high levels of risk to other patients, staff and members of the public. 
The CQC developed a matrix to guide services on reasonable restrictions based on level of security of the service, details of contained within Appendix B:Normative expectations regarding blanket restrictions at different levels of security. 
Although secure services are encouraged to adopt the least restrictive approach alongside other areas of the Trust it is recognised that there are additional items that may be subject to blanket restrictions in order to meet the security requirements of the unit. In line with this secure mental health units at the Trust may also prohibit:
· mobile phones (though may be allowed in some rehabilitation low secure units)
· computers, tablets, games devices with hard drives or sharing capabilities
· items with voice recording capabilities
· other items with enabled Wi-Fi/internet capabilities
· items considered as an escape aid.

What should not form part of blanket restrictions (exceptions may apply to secure units – see Appendix A):
· access to (or banning) mobile phones (and chargers)
· access to the internet
· incoming and outgoing mail
· visiting hours
· access to money or the ability to make purchases
· taking part in preferred activities

The Mental Health Act Code of Practice (2015) states that such restrictions “have no basis in national guidance or best practice; they promote neither independence nor recovery and may breach a patient’s human rights”.
[bookmark: _Toc214464358][bookmark: _Ref511894160][bookmark: _Toc534027052]2.3 Individual ward blanket restrictions

There may be occasions when it is necessary for the safe running of a ward or unit for a blanket restriction not on the agree list above to be implemented. 
Examples of blanket restrictions can include (this list is not exhaustive): 

· restricted courtyard or garden access 
· access to food and drink (set times) 
· access to internet 
· no access to television at set times 
· restricted access to communal areas within the wards 
· restricted visiting hours 
· restrictions to accessing/sending mail

In these circumstances all other means of mitigating risk should be fully explored before implementation of a blanket restriction. If an alternative cannot be identified and the blanket restriction still deemed necessary, ensure the following:

· the blanket restriction is in place for the shortest possible time
· all affected service users must be made aware of why the decision was made
· any impact the restriction may have on individual service users should be documented in the electronic patient record
· the decision should be reviewed regularly in the multi-disciplinary team MDT with an overall aim of the reduction of restrictive practices
· the decision to implement a blanket restriction can be made by nurse in charge and should be escalated to the ward manager, matron, quality governance lead and general manager as soon as reasonably possible
· all blanket restrictions implemented beyond agreed Trustwide blanket restrictions identified above in section 2.2 will be recorded on DATIX (the Trust electronic incident reporting system) and graded as amber to enable Chief Nurse oversight (see Appendix C for details or the Trust Datix page How to record blanket restrictions on Datix.docx).
· if the non-accepted blanket restriction needs to be in operation for over 72 hours or for an indefinite period, this should be escalated to the Legal and Mental Health Act Team and the Chief Nurse & Director of Quality and Professions.

The blanket restriction should be added to the local service area list, for discussion at the local clinical governance meeting. A centralised list of all additional blanket restrictions will  also be kept by the Datix Team.
[bookmark: _Toc534027054][bookmark: _Toc214464359]2.4 Individual restrictions and approaches to risk-based care planning 
A service user would normally have access to all the activities and opportunities associated with that unit. However, for clinical and/or risk-based reasons, it may be appropriate for an individual service user not to have access to one or more activities and/or be subject to other restrictions. This decision must be: 
· based upon an individualised multi-disciplinary risk assessment 
· supported by a clear rationale why it is not appropriate at the current time 
· implemented for the shortest possible time with a date for when restrictions will be reviewed
· clearly documented in service user’s clinical records as part of the risk assessment, formulation and safety plan.
Examples of this may  include access to mobile phone or personal property / personal possessions.

The service user must be made fully aware of why the decision was made, as well as how and when it is to be reviewed. As with other types of blanket restrictions this should be regularly reviewed as part of MDT meetings. This discussion will be documented on the electronic clinical record, as well as the impact the restriction may have on the service user. 

[bookmark: _Toc214464360]2.5 Governance

The MHA Code of Practice Restrictive Practices Group will review blanket restrictions and include in reports to Mental Health Act Committee to identify themes and learning.
[bookmark: _Toc214464361]3.0.	Definitions 
	
	Term
	Definition

	Restrictive Interventions
	‘deliberate acts on the part of other person(s) that restrict an individual’s movement, liberty and/or freedom to act independently in order to:
· take immediate control of a dangerous situation where there is a real possibility of harm to the person or others if no action is undertaken; and
· end or reduce significantly the danger to the person or others; and
· contain or limit the person’s freedom for no longer than is necessary’.
(DoH, 2014)
These include:
· Physical & mechanical restraint (e.g. RRPI)
· Chemical restraint (e.g. rapid tranquillisation)
· Seclusion & long term segregation

	Restrictive Practices
	Those practices that limit an individual’s movement, liberty and/or freedom to act independently in order to maintain the safety and security of the site, service users and staff. This policy provides guidance regarding restrictive practices.
Examples of restrictive practice include:
· Room searches and rub down searches
· Limiting access to courtyards, kitchens and other rooms/areas
· Monitoring of communications and visits

	Blanket Restrictions
	The Mental Health Act Code of Practice defines blanket restrictions as “rules or policies that restrict a patient’s liberty and other rights, which are routinely applied to all patients, or to classes of patients, or within a service, without individual risk assessments to justify their application.” The Code’s default position is that “blanket restrictions should be avoided unless they can be justified as necessary and proportionate responses to risks identified for particular individuals”. The Code allows that secure services will impose some blanket restrictions on their patients.
Where blanket restrictions are identified as necessary and proportionate there should be a system in place, which ensures these are reviewed within a regular time frame, with an overall aim at the reduction of restrictive practices.


[bookmark: _Toc214464362]4.0.	Duties 

[bookmark: _Toc534027037]4.1. Trust Board 
· The Board will be responsible for ensuring that there are effective arrangements in place for the implementation of the policy 

[bookmark: _Toc534027038]4.2. Executive Management Team (EMT) 
· The Executive Management Team will approve the policy and receive updates on implementation as required

[bookmark: _Toc534027039]4.3. Chief Medical Officer, Chief Operating Officer and Chief Nurse and Director of Quality and Professions
· The Chief Medical Officer, in collaboration with the Chief Operating Officer and Chief Nurse and Director of Quality and Professions has the responsibility to oversee the appropriate and effective implementation of restrictive practice
· Report directly to the Chief Executive and the Board 
· Challenge inappropriate practice 
· Ensure that this policy and its associated procedures are fully adhered to within the Trust. 

[bookmark: _Toc534027040]4.4. The MHA Code of Practice Restrictive Practices Group 
· Will support the implementation of this policy and will be considered and consulted upon by this group 
· Will promote best practice around restrictive interventions   
· Will escalate concerns to care groups’ where staff fail to comply with this policy 
· Provide information and advice around the implementation and use of restrictive practices 
· Participate in, or commission audits to monitor practice in line with current guidance 
· Be responsible for the production of the policy and management procedures

[bookmark: _Toc534027041]4.5. Mental Health Act and Legal Team 
· Monitor use of blanket restrictions and report to the Trust MHA committee
· Member of MHA/Legal team to be a member of the MHA Code of practice group
· Advise Code of practice group on changes to legislation and guidance relating to restrictive practice
· Provide general advice to clinical staff through clinical governance sub group
· Escalate areas of concern to general managers, if unresolved at local level
[bookmark: _Toc534027042]4.6. Matrons/Practice Governance Coaches/Quality Governance Leads/Clinical Leads 
· Ensure that the principles around the implementation and monitoring of restrictive practice are adhered to 
· Liaise and be members of the Code of Practice Group to ensure best practice is followed
· Provide advice and support to staff as required 
· Escalate any situation where safety is compromised 

[bookmark: _Toc534027043]4.7. Ward Managers
· Liaise and work closely with the Code of Practice Group  
· Ensure that their area of responsibility provides both a safe and least restrictive environment 
· Ensure that staff are fully informed and adhere to current policies and procedures in relation to Restrictive Practice 
· Participate in audits to monitor practice 
· Liaise with patients and relatives, providing information as required
· Ensure representation from their service area on the Code of  Practice Group

[bookmark: _Toc534027044]4.8. Staff 
· Will adhere to the policies, procedures and guidelines on restrictive practice
· Attend appropriate training as required 
· Inform the Code of Practice representative from their area of any blanket restrictions being considered 
· Report failure in protocol on the incident reporting system 
· Will maintain accurate records and reasons for implementing restrictive practice

[bookmark: _Toc534027045]4.9. Customer Service Team
· To record and report on any instances where complaints have been made concerning the application of blanket restrictions in in-patient units

[bookmark: _Toc534027046]4.10. Patient Safety Team
· Monitor, track, trend and produce reports on the implementation of blanket restrictions to the Code of Practice Restrictive Practices Group

[bookmark: _Toc214464363]5.0.	References and further reading

· Brief guide: the use of ‘blanket restrictions’ in mental health wards. Care Quality   Commission. (2017)
· Mental Health Act Code of Practice. Department of Health. (2015).
· Mental Capacity Act. Department for Constitutional Affairs. (2005).
· The Mental Health Units (Use of Force) Act. ( 2018).
· Positive & Proactive Care; reducing the need for restrictive interventions. Department of Health. (2014).
· RRN Blanket Restrictions resource toolkit – Restraint Reduction Network
· 6.0 Consultation

The following individuals and groups were consulted in the development of this policy and procedure:

	Stakeholder
	Level of involvement

	Executive Management Team (EMT)
	Approval – (may also be involved at the outset in confirming the requirement for a new policy or agreeing the development process) 

	Directors
	Initiation, lead, development, receipt, circulation

	Care Groups 
(including the Operational Management Group)
	Development, consultation, dissemination, implementation, monitoring

	Specialist advisors
	Development, consultation, dissemination, implementation

	Service user and carers
	Development, consultation. Patient satisfaction questionnaires will capture service user views on restrictions

	Professional groups and leaders
	Development, consultation, dissemination, implementation

	Trust Action Groups
	Development, consultation, dissemination, implementation

	Staff side
	Development, consultation, dissemination

	Trust learning networks
	Consultation

	Local Authorities
	Development, consultation

	Police
	Development, consultation

	Other NHS Trusts
	Development, consultation

	University
	Consultation



[bookmark: _Toc214464364]6.0.	Dissemination and implementation arrangements (including training)

Once approved, the Quality Governance Team (QGT) will be responsible for ensuring the updated version is added to the document store on the intranet and is included in the staff brief.

The QGT is also responsible for ensuring the document being replaced is removed from the document store and that an electronic copy, clearly marked with version details, is retained as a corporate record.

The policy will be presented at care group governance groups, clinical governance group, operational managers group and ward managers forum.

A brief for staff will be circulated and the policy development communicated via our Communications Team.

[bookmark: _Toc214464365]7.0 Equality impact assessment

An equality impact assessment was completed as part of this policy review and can be found in Appendix D. 

[bookmark: _Toc214464366]8.0 Review and revision arrangements

The policy will be reviewed every three years, or earlier if required, due to changes in practice or legislation.

Previous versions of the policy will be archived according to Trust policy.

[bookmark: _Toc214464367]9.0 Process for monitoring compliance and effectiveness

This document is monitored locally by the clinical services through its day to day implementation. Incident of blanket or individual restrictions that sit outside of the agreed list are reported through Datix, with Executive oversight via the Chief Nurse.  The data is presented to the MHA Code of practice group for Trustwide oversight. CQC aims to visit each ward as a minimum every 18 month to 2 years. In each MHA CQC visit consideration is given to the Trusts compliance with the requirements of the MHA and MCA and their associated codes of practice. The restrictions on service users and access to their property is included in their visit summary report with any identified issues being raised as an action for the Trust. Monitoring relating to changes to legislation is managed and disseminated via legal services department and clinical specialists. This policy can be influenced by changes in “case law” following legal proceedings relating to the use of the Mental Health Act and Mental Capacity Act.
















































[bookmark: _Toc214464368]Appendix A: Rationale for accepted banket restrictions 


	Blanket Restriction
	Rationale

	No smoking on Trust premises
	The policy supports the Public Health Guidance PH48 which prohibits smoking on Trust premises and grounds. This blanket restriction is Trust approved. Full details can be found in the Trust Smoke Free Environment Policy (312). The Trust allows the use of Trust sourced vaping devices within its hospital grounds, ward courtyards and individual patient bedrooms.

	No alcohol on Trust premises
	Alcohol is not allowed as:
· it can undermine the person’s treatment programme
· it can be a significant destabiliser for a person’s mental health, negatively impacting on recovery
· it can be a disinhibitor for aggressive and violent behaviour and/or self-harm, placing the service user and others at potential harm
· it can interact negatively and potentially dangerously with prescribed medication and other drugs
· it can be used to trade with or to coerce other people
· once on a unit its onward distribution cannot be controlled.

	No illicit drugs on Trust premises
	Illicit substances are not allowed as:
· possession and distribution can constitute a criminal offence
· it can undermine the person’s treatment programme
· it can be a significant destabiliser for a person’s mental health, negatively impacting on recovery
· it can be a disinhibitor for aggressive and violent behaviour and/or self-harm placing the service user and others at potential harm
· it can interact negatively and potentially dangerously with prescribed medication
· it can be used to trade with or to coerce other people
· once on a unit its onward distribution cannot be controlled.

	No New Psychoactive Substances (NPS or “legal highs”) on Trust premises
	NPSs are not allowed as:
· they have unpredictable effects on physical and mental health
· they can be a significant destabiliser for a person’s mental health, negatively impacting on recovery
· they can be a disinhibitory for aggressive and violent behaviour and/or self-harm placing the service user and others at potential harm
· they can interact negatively and potentially dangerously with prescribed medication
· they can be used to trade with or coerce other people
· once on a unit its onward distribution cannot be controlled.

	Prohibited Items List
	The Trust has a duty to ensure the safety of staff and users of its services. A prohibited items list is approved by the Trust; full details of these prohibited items are found within the Trust’s Search Policy and examples in Appendix B. All patients, staff and visitors are required to comply with this requirement.

Additional items are prohibited within secure forensic services due to the level of security and risk matrix. 

[bookmark: _Hlk203133208]Regarding knives, it is recognised that some individuals may wish to hold a knife for religious reasons. This will be discussed with the service user and an individualised risk assessment agreed and updated on a regular basis.

	All doors into inpatient clinical areas will be controlled
	A safe and protective environment for patients, staff and visitors within in-patient areas is of the utmost importance to the Trust. To support this, access to and exit from in-patient areas needs to be controlled. All main access points to bed based clinical areas will have a system so that access and exit is controlled by clinical staff and on a request basis. 
A patient’s article 8 rights should be protected by ensuring any restriction on their contact with family and friends can be justified as being proportionate and in the interests of the health and safety of the patient or others.
In the event of the need to lock down an individual ward or area, please refer to the Trust Lock Down Policy 

	Fixed meal times
	All wards have fixed meal times. Lunch and Tea are provided seven days a week at regular times to all wards plus a supper snack each day. Each ward will also have a snack box which provides food to anyone outside the usual meal times. Each ward is also provided with fresh bread, milk, cereals and preserves. Regular fixed mealtimes are good for physical and mental health, encouraging a balanced diet while avoiding overeating. Mental Health Foundation (2018) https://www.mentalhealth.org.uk/a-to-z/m/mealtimes-and-mental-health

	Restrictions based on ward health & safety risk assessment
	Blanket restrictions may be introduced where it is accepted they are necessary based on the individual ward health and safety risk assessments e.g. access to hazardous materials, locked areas in secure wards.
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[bookmark: _Toc214464369][bookmark: _Hlk203150534]Appendix B: Normative expectations regarding blanket restrictions at different levels of security
	

	Security level

	
	General (acute)
	PICU
	Low 
	Medium
	High

	Banned items
	All services will have banned and restricted items: alcohol, weapons, illicit drugs (see appendix B).      
	All services will have banned and restricted items in addition to those found in general (acute) ward policies (see appendix B).  

	Random or routine searching
	Not without specific cause (see appendix B)
	Policy on searching should consider the population within the service.  
	Random searching likely, may be routine at times in response to specific issues 
	Routine searching likely.  Pre-discharge/ recovery wards may have random searching.
	Expected to be routine due to inherent risk of population.  

	Access to mobile phones and the internet. 
	Wards should provide personal access to the internet and mobile phones, particularly to communicate with friends and family. Restrictions on access should be individually justified and not be a blanket measure.   Wards may provide non-camera phone handsets and arrange for safe charging of patients’ electronic items (electrical leads can be a ligature risk), e.g. with short-lead chargers or charging in the nursing office). 
	Some units are piloting access to mobile phones.  Dependent on the risk profile of the patient group.  
	All access to internet likely to be supervised and restricted as part of ward security.   
	All access to internet will be supervised and restricted as part of ward security. 

	Access to money 
	Restrictions on access to money should be based upon individual risk assessment, and justifiable on grounds of best interests.     
	Restrictions on access to money will be part of security fabric of ward.  

	Buying takeaway food
	No restrictions
	Restrictions on take away food may be in place to ensure that therapeutic activity of the ward environment is not undermined. 

	Food restrictions
	During inpatient care staff should review the physical health of the patient as well as the mental health.  Advice and encouragement should be given to patients to have a healthy well balanced diet.  Restrictions of access to certain food should not be part of this and can be viewed as a blanket restriction.  

	Smoke free
	NHSE have issued guidance on mental health units becoming smoke-free.  This should be considered to be as a blanket restriction that is justifiable.

	incoming or outgoing mail
	Staff have no legal powers to interfere with postal items but may withhold outgoing post from a detained patient where addressee has requested that this be done (MHA s.134 (1) (a)).  Staff may ask patients to open mail in front of them if there are concerns over contraband items or the patient’s likely reaction to mail.  Staff should justify as necessary and proportionate to an identified risk. It should not amount to an interference with the postal item itself.  Staff should not read patients’ mail in such arrangements.   
	Security directions allow monitoring and interference with postal items.

	Telephone monitoring
	No legal powers to monitor patients’ telephone calls.  Patients should expect privacy when using the telephone.  In exceptional cases (e.g. when a patient makes nuisance or unwarranted emergency service calls) access to the telephone might be restricted.   
	Security directions allow monitoring of phone calls. 



[bookmark: _Toc214464370][bookmark: _Hlk203150422]Appendix C: How to record blanket restrictions on Datix

1. Report as an incident on Datix. Click here to access the incident form.

2. Ensure that the question ‘Is this a clinical or patient related incident?’ has been completed with the option ‘Yes – one or more patients involved in the incident’ (as per Figure 1).
Figure 1
[image: ]
3. This will open the ‘Additional clinical information’ section further down the incident form.
Figure 2
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4. Complete the question ‘Did this incident result in a temporary blanket restriction?’ with ‘Yes’. This will then open the ‘Blanket restriction’ section. 
Figure 3
[image: A screenshot of a computer
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Please describe the temporary blanket restriction applied: This is a free text box to enter in the details of the temporary blanket restrictions that have been put in place. Please enter as much detail as possible.
Date blanket restriction implemented: Please enter the date that the blanket restriction was implemented. This needs to be in the format dd/mm/yyyy
Time blanket restriction implemented: Please enter the time that the blanket restriction was implemented. This needs to be in the format hh:mm

Date blanket restriction removed: If the blanket restriction has already been removed at time of reporting, please enter the date it was removed. This needs to be in the format dd/mm/yyyy
If the blanket restriction remains in place, leave this field blank.
Time blanket restriction removed: If the blanket restriction has already been removed at time of reporting, please enter the time it was removed. This needs to be in the format dd/mm/yyyy
If the blanket restriction remains in place, leave this field blank.

5. Complete the details in the rest of the incident form and click ‘submit’.

6. Reviewing managers can add the ‘Date blanket restriction removed’ and ‘time blanket restriction removed’ on Datix at a later date when the restrictions are no longer in place.

7. Quality and governance leads/matrons/practice governance coaches have access to Datix dashboards for monitoring of blanket restrictions.




[bookmark: _Toc214464371]Appendix D: Equality Impact Assessment Tool


Date of assessment:  July 2025
POLICY AND STRATEGY
Equality Impact Assessment template 

This EIA template is to be completed by staff when writing a new policy/strategy or when reviewing a policy/strategy.  The EIA needs to demonstrate who would be impacted (local census data and workforce data) and what gaps there are. 

Any gaps identified need to be included in section 6 where actions are listed to address and progress to ensure inclusivity and diversity in the policy/strategy.

	[bookmark: _Hlk64378197]
	QUESTIONS

	ANSWERS AND ACTIONS

	1
	Name of policy/strategy?

Prompt: is it new or revised?
	Revised Blanket Restrictions in In-patient Units Policy (1228)

Routine review.

	2
	Description of the document:

Prompt: what is the aim of the document?
	
The Mental Health Act Code of Practice defines blanket restrictions as “rules or policies that restrict a patient’s liberty and other rights, which are routinely applied to all patients, or to classes of patients, or within a service, without individual risk assessments to justify their application.” The Code’s default position is that “blanket restrictions should be avoided unless they can be justified as necessary and proportionate responses to risks identified for particular individuals”. The Code acknowledges that some blanket restrictions are necessary.

Where blanket restrictions are identified as necessary and proportionate there should be a system in place which ensures these are reviewed within a regular time frame, with an overall aim at the reduction of restrictive practices.
In order to maintain safety and enhance the effectiveness of the services the Trust provides; it is acknowledged that there will need to be some accepted blanket restrictions across ward areas based on health and safety risks.  

This policy applies to all Trust wards and units provide care and treatment for people who have a mental disorder.

This policy is completed in part fulfilment of the requirements of the MHA 1983 code of practice.






	3
	Lead contact person for the Equality Impact Assessment 
	Name: Amy Hartley

Job title: Deputy Chief Nurse


	4
	Who else is involved in undertaking this Equality Impact Assessment

Prompt: list all people involved by name and job title
	
Equality and engagement 
Mental Health Act staff 
Performance and Information
Care Groups






	5
	Sources of information used to identify gaps and barriers

Prompt: local, regional, national research/reports/journals & profession updates. Complaints and compliments data.  
	This document is based on the requirements of the Mental Health Act 1983, the Mental Capacity Act, the Mental Health Act Code of Practice 2015,and the Deprivation of Liberty Safeguards, and their associated codes of practice.

The Performance and Monitoring Report received by MHA Committee each quarter
Learning arising from Hospital Managers feedback routes
Learning arising from complaints
Learning arising from litigation




	
For section 5a-5j, use the following data links to populate the EIA with narrative about your service and workforce.

Workforce data link:  An Introduction to Equality Impact Assessment (EIA) (sharepoint.com)

Service data link:
http://swyt-fhh-rep01/reports/report/Live%20Reports/Mental%20Health%20Community/Mental%20Health%20Community%20PID/EqualitiesMonitoring%20v2?rs:embed=true)

EIA narrative: What does the information you have sourced tell you about the impact it will have on the following equality groups in terms of service provision, access and delivery?


	5a
	Disability Groups:

Prompt: consider people who have Learning Disabilities or Difficulties, Physical, Visual, Hearing disabilities and people with long term conditions such as diabetes, cancer, stroke, heart disease.  Also consider how you meet
their needs in line with the
Accessible information 
standard.

	
	Area
	Non- disabled

	Disabled

	England
	45,715,455
82.7%
	9,774,620
17.3%

	Barnsley
	19,0655
78%
	53,920
22%

	Calderdale
	168,780
81.7%
	37,855
18.3%

	Kirklees
	357,620
82.6%
	75,590
17.4%

	Wakefield
	282,165
79.9%
	71,195
20.1%


Source: Census 2021 data
Workforce data: All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  

Service data: This policy applies equally to all patients admitted to a Trust mental health or learning disability ward or unit irrespective of disability.

EIA narrative
The MHA 1983 code of practice sets out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has greater weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of a patient’s disability status.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of disability. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

Across all communities the Trust will ensure that services remain fully accessible. It is noted that in Kirklees and Barnsley patients have identified themselves as having a higher than national average proportion of people whose day to day activities are limited ‘a lot’ by their disability. The delivery of  clinical assessment, risk formulation, safety planning and  care planning in a person centred way will ensure individual’s needs and preferences are  captured. This will ensure we fully understand the nature of the disability so we can adjust and adapt our services according to need, remaining person centred throughout. People who have communication difficulties, whose first language is not English or who have difficulty reading or have eyesight difficulties may be at a disadvantage in understanding the restrictions that may be applied whilst an inpatient.

It is also likely that patients with cognitive disabilities such as dementia, stroke or learning disabilities may have problems in understanding the restrictions imposed.

Where restrictions are being applied access to information regarding those restriction should be made available in the most appropriate format for the individual, this may include but is not limited to easy read, braille and in the person’s preferred language.
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.

	
	QUESTIONS

	ANSWERS AND ACTIONS

	5b
	Gender:

Prompt: Female & Male issues should be considered
	
	Area
	Male
	Female

	England

	27,656,336
49%
	28,833,712
51%

	Barnsley
	120,279
49.2%
	124,293
50.8%

	Calderdale
	100,790
48.7%
	105,901
51.3%

	Kirklees
	212,346
49%
	220,870
51%

	Wakefield
	173,831
49.2%
	179,539
50.8%


Source: Census 2021 data

Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy regarding the use of blanket restrictions .  

Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of gender.

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of gender. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

Gender equality is reported as part of our workforce approach and services continue to ensure environments and workplaces remain gender sensitive and appropriate. No part of this policy should be applied differently based upon a person’s gender. 
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.


	5c
	Age:

Prompt: Older people & Young People issues should be considered
	
	Area
	Under 18
	18-39
	40-59
	60-79
	Over 80

	England

	11,774,609
20.8%
	16,161,002
28.6%
	14,897,132
26.4%
	10,858,911
19.2%
	2,798,379
5%

	Barnsley
	50,068
20.5%
	65,448
26.8%
	65,850
26.9%
	51,606
21.1%
	11,595
4.7%

	Calderdale
	45,122
21.8%
	51,990
25.2%
	57,280
27.7%
	42,548
20.6%
	9,694
4.7%

	Kirklees
	98,029
22.6%
	11,9116
27.5%
	114,735
26.5%
	81,845
18.9%
	19,484
4.5%

	Wakefield
	73,625
20.8%
	96,756
27.4%
	94,822
26.8%
	71,717
20.3%
	16,440
4.7%


Source: Census 2021 data

Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  

Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of age.



EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of gender. 

Equality training is mandatory ensuring that all registered nurses should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.
The Trust provides services to children and young people through to older age adults, however, does not provide in-patient services to children and young people aged 17years and under unless in exceptional circumstances. An older adults inpatient units blanket restrictions must be propionate and in line with Trust policy and legislation.

Data is not currently routinely collected regarding protected characteristics and blanket restrictions.


	5d
	Sexual Orientation:

Prompt: Heterosexual, Bisexual, Gay, 
Lesbian groups should be considered
	
	Area
	Straight or heterosexual
	Gay or lesbian
	Bisexual
	Other sexual orientation
	Not answered

	England

	43,403,110
89.37%
	747,805
1.54%
	623,504
1.29%
	165,305
0.34%
	3,626,649
7.46%

	Barnsley
	182,948
91.57%
	2,990
1.5%
	1,817
0.91%
	396
0.2%
	11,638
5.83%

	Calderdale
	149,815
89.91%
	2,811
1.69%
	1,968
1.18%
	550
0.33%
	11,488
6.89%

	Kirklees
	311,501
89.96%
	4,340
1.25%
	3,697
1.07%
	998
0.29%
	25,742
7.43%

	Wakefield
	261,615
90.98%
	4,321
1.50%
	2,968
1.03%
	689
0.24%
	17,945
6.24%


Source: Census 2021 data
Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit or is subject to a Community Treatment Order, irrespective of sexual orientation.

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of sexual orientation. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Trust continues to  improve on the recording of sexual orientation in line with the ‘Sexual Orientation Monitoring standard’ so the Trust can ensure that services and workforce adequately represent the population they serve. The Trust has developed ways to be LGBTQI friendly leaflet to support inclusiveness. This identifies that patients will be admitted to the ward setting that aligns to their gender identity. Mandatory equality and diversity training highlights to Trust staff adjustments that may be required for service users. This policy applies equitably to all gender identities.
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.


	5e
	Religion or Belief:

Prompt: Main faith groups and people with no belief or philosophical belief issues should be considered
	
	Area
	Christian
	Buddhist
	Hindu
	Jewish
	Muslim
	Sikh
	Other
	No religion
	Not answered

	England

	26,167,899
46.3%
	262,433
0.5%
	1,050,533
0.5%
	269,283
0.5%
	3,801,186
6.7%
	420,383
0%
	322,410
0.6%
	20,715,664
36.7%
	3,400,548
6.0%

	Barnsley
	125,502
51.3%
	435
0.2%
	416
0.2%
	62
0%
	1,404
0.6%
	256
0.1%
	862
0.4%
	102,906
42.1%
	1,2728
5.2%

	Calderdale
	85,677
41.5%
	630
0.3%
	1,173
0.6%
	153
0.1%
	19,650
9.5%
	387
0.2%
	1,045
0.5%
	86,787
42%
	11,129
5.4%

	Kirklees
	170,577
39.4%
	996
0.2%
	1,723
0.4%
	187
0%
	80,046
18.5%
	3,476
0.8%
	1663
0.4%
	150,599
34.8%
	23,949
5.5%

	Wakefield
	173,070
49%
	797
0.2%
	1,270
0.4%
	127
0%
	11,279
3.2%
	501
0.1%
	1,405
0.4%
	145,950
41.3%
	18,972
5.4%


Source: Census 2021 data


Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of religion or belief.

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of religion or belief. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.
Faith and spiritual care and support in an important component of person-centred care provided. The Trust have a spirit in mind service who play a central role in engaging faith and spiritual leaders in the communities we serve and involving them in the work of the Trust. Understanding religion and belief plays an important role in driving our offer. The Trust has a Pastoral care and Chaplaincy team; this service provides digital chaplaincy services to both patients and staff. Appointments can be made via the service. The service provides pastoral care and is a person centred approach. It also provides spiritual care which is a holistic approach to recovery and well-being. The service provides: Multi faith Sessional Chaplains Bereavement counsellors Befrienders Ecumenical chaplains Muslim chaplain Canine Befrienders. The information below tells us that Calderdale, Kirklees and Forensics require a focus on the Muslim faith, with Christian faith representing a large proportion of people who use our services in all areas. Other faiths will be reflected in geographical areas and in line with service EIAs and person-centred care and planning.

Where items included in blanket restrictions form part of a person’s religious faith e.g. The Kirpan in the Sikh faith, then individual risk assessments should take place and a person centred approach taken.
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.

	5f
	Marriage and Civil Partnerships

Prompt: Single, Married, Co-habiting, Widowed, Civil Partnership status should be considered
		Area
	Married or in a registered civil partnership
	Single – never married and never registered in a civil partnership
	Divorced
	Widowed
	Separated

	England

	20,561,642
44.7%
	17,450,122
37.9%
	4,171,639
9.1%
	2,790,036
6.1%
	1,033,518
2.2%

	Barnsley
	87,177
43.6%
	73,099
36.6%
	21,183
10.6%
	13,531
6.8%
	4,799
2.4%

	Calderdale
	73,651
44.2%
	60,324
36.2%
	17,611
10.6%
	10,794
6.5%
	4,254
2.6%

	Kirklees
	159,426
46%
	125,290
36.2%
	32,022
9.2%
	21,509
6.2%
	8,027
2.3%

	Wakefield
	127,965
44.5%
	103,484
36%
	30,105
10.5%
	19,017
6.6%
	6,966
2.4%


Source: Census 2021 data

Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  

Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of marital status.

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of marital status.

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of marital status. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

Marriage and civil partnerships will be recorded in line with workforce recruitment and selection procedures and as part of the assessment process, person-centred care planning will include the relationships important to the person and the voice of carers and family members wherever possible.
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.


	5g
	Pregnancy and Maternity

Prompt: Currently pregnant or have been pregnant in the last 12 months should be considered
	
	Area
	Number of live births 2021
	Percentage of Total fertility rate (TFR)

	England
	595,948
	1.55%

	Barnsley
	2,521
	1.63%

	Calderdale
	2,143
	1.71%

	Kirklees
	4,826
	1.72%

	Wakefield
	3,857
	1.68%


Source: Births in England and Wales: summary tables - Office for National Statistics 
NB: The TFR is the average number of live children that a group of women would bear if they experienced the age-specific fertility rates of the calendar year in question throughout their childbearing lifespan.  The national TFRs have been calculated using mid-year population estimates by single year of age.  The sub-national TFRs have been calculated using mid-year population estimates by 5 year age group

Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of maternity status.

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of maternity status.

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of pregnancy or maternity status. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice. 

There will be no differential impact of the policy The Trust does not have a peri-natal unit. Inpatients who are pregnant should be individually risk assessed to ensure their care needs are met and they are not affected adversely by any agreed blanket restrictions..
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.


	5h
	Gender Re-assignment

Prompt: Transgender issues should be considered
	
	Area
	Gender identity the same as sex registered at birth
	Gender identity different from sex registered at birth 
	Not answered

	England

	43,002,331
93.47%
	251,844
0.55%
	2,752,783
5.98%

	Barnsley
	189,640
94.92%
	803
0.74%
	9,389
4.70%

	Calderdale
	156,893
94.16%
	829
0.89%
	8,966
5.38%

	Kirklees
	323,432
93.40%
	1,725
0.9%
	21,214
6.13%

	Wakefield
	271,795
94.52%
	1,280
0.81%
	14,539
5.06%


Source: Census 2021 data
NB: Percentages are calculated from the total usual resident population aged 16 years and over

Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all patients admitted to a Trust ward or unit, irrespective of gender status.
There is no specific data relating to the accessing of Hospital Managers of people who are in the process of gender reassignment

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of sexual orientation.

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of gender identity or stage of gender reassignment. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.


A trans equality policy aimed at workforce and people who use services will be co-designed and the approach endorsed by partner organisations. The policy and agenda for transgender people will remain a key focus and data collection will be reviewed and improved using a campaign to support improvements to disclosure and recording. The 2021 Census report may provide further baseline data. As part of a person centred approach to care, conversations should take place as to an individual’s preferences such as a certain gender if a search is required or  access to sanitary products. 
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.

	5I
	Carers

Prompt: Caring responsibilities paid or unpaid should be considered
	
	Area
	Yes – provide unpaid care
	No – do not provide unpaid care

	England

	4,678,265
8.3%
	48,734,833
86.3%

	Barnsley
	24,732
10.1%
	206,377
84.4%

	Calderdale
	17,977
8.7%
	206,631
85.8%

	Kirklees
	37,034
8.5%
	371,038
85.6%

	Wakefield
	31,731
6.1%
	301,565
85.3%


Source: Census 2021 data
Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all  relatives and carers of patients admitted to a Trust ward or unit 


EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of sexual orientation.

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice. NB: Missing values account for ‘N/A’ or ‘not answered’

It is likely that every one of us will have caring responsibilities at some time in our lives with the challenges faced by carers taking many forms. Many carers juggle their caring responsibilities with work, study and other family commitments. Some, younger carers, are not known to be carers and this means that the sort of roles and responsibilities that carers must provide varies widely. 

As part of supporting carers to be as involved in care and recovery as much as possible any blanket restrictions must be explained at the point of admission and ward carer’s information should include details of blanket restrictions including items banned and visiting times , protected mealtimes etc.

Carers need to be made aware that some items are classed as banned items so that they do not inadvertently bring things to the unit for an inpatient. Carers also need to be made aware that the person they are visiting may be subject to certain access and restrictions which may need explaining the reasons and rationale around this.

The contribution carers and families make to a person’s recovery is recognised within the Trust and wherever possible carers should be encouraged to be active participants and this includes a person centred approach with flexibility around visiting and support wherever possible. An example of this may be the support a family member is able to offer during mealtimes to a person with dementia or the positive impact of a person being able to share important meals with family as part of religious celebrations.

Within the local footprint of South West Yorkshire Partnership NHS Foundation Trust, there is an estimated 160,000 unpaid carers. The Trust will continue to record carers as part of equality monitoring and continue to develop and deliver actions to support carers as part of the strategy action plans.

The Trust also has a carers passport which supports the Trust and carers with entering into joint working, offering the best care possible to the service user. The purpose of the passport is to record the skills and knowledge that has been developed by the carer and to offer the following as a means of support:
 • Carer’s champions/lead champion
 • Staff and carers awareness training
 • Carer information sessions
 • Carer’s wellbeing workshops
 • Sign posting to support services. 

Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

Data is not currently routinely collected regarding protected characteristics and blanket restrictions. 

	[bookmark: _Hlk66278131]5j
	Race

How has your service aligned race with the PCREF?
https://swyt.sharepoint.com/sites/Equalityandinvolvement/SitePages/Patient-and-carer-race-equality-framework-(PCREF).aspx


Prompt: Indigenous population and BME Groups such as black African and Caribbean, mixed heritage, South Asian, Chinese, Irish, new migrant, asylum & refugee, gypsy & travelling communities)


	
	Area
	White
	Asian
	Black
	Mixed
	Chinese & other

	England

	45,783,401
81%
	5,426,392
9.6%
	2,381,724
4.2%
	1,669,378
3%
	1,229,153
2.1%

	Barnsley
	236,964 (96.6%)
	2,297 (0.9%)
	1,715
(0.7%)
	2,293
(0.9%)
	1,333
(0.5%)

	Calderdale
	177,836
(86.1%)
	21,726
(10.5%)
	1,439
(0.7%)
	4,027
(1.9%)
	1,603
(0.8%)

	Kirklees
	318,969
(73.6%)
	84,202
(19.4%)
	9,948
(2.3%)
	13,588
(3.1%)
	6,506
(1.5%)

	Wakefield
	328,742
(93%)
	12,633
(3.6%)
	4,516
(1.3%)
	4,938
(1.4%)
	2,541
(0.7%)


Source: Census 2021 data
Workforce data: 
All registered staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
Service data: 
This policy applies equally to all nearest relatives of patients admitted to a Trust ward or unit, irrespective of race.

It is reported nationally that there is a higher incidence of people from Black, Asian and mixed race groups are disproportionality detained under the Mental Health Act.
 National learning tells us that black males are significantly more likely to be admitted as inpatients to mental health wards , there admission is more likely to be under the Mental Health Act and therefore they are more likely to experience restrictions whether blanket restrictions due to the care environment or relating to their detention. As part of the Trust’s PCREF work the application of blanket and individual restrictions needs to be considered. As part of Datix reporting and oversight where additional individual restrictions are put in place for a person this will be reviewed alongside their ethnicity to guard against prejudice.

The MHA Committee receive a quarterly report identifying admissions, detentions and contact with services by self-identified race. Additionally, an annual inequality report is considered which informs key lines for enquiry over the following year. Trust data is consistent with the national picture of higher detention rates, though at a lower but still significant rate. The Trust is undertaking work in collaboration with the NHS Confederation and in engagement with local communities to better understand the data relating to Black and Asian men and their mental health journeys with the aim of identifying changes within the system to address race inequalities. This project is registered with PCREF

EIA narrative
The MHA 1983 code of practice set out principles in respect of decision making for people who have mental health issues

1.	Least restrictive option and maximising independence
2.	Empowerment and involvement
3.	Respect and dignity
4.	Purpose and effectiveness
5.	Efficiency and equity

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of sexual orientation.

No one principle has great weight than another. The principles are weighed in the decision-making process and inform the decision-making process equally for all irrespective of gender.

The MHA Code of Practice is secondary legislation which sets out how the Act should be applied unless there is written cogent reason to diverge from the code, such as case law or the impact of further legislation, that Code of Practice must be applied equally and without prejudice of race. 

[bookmark: _Hlk206924985]Equality training is mandatory ensuring that all staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Trust should consider services which meet the needs of our diverse population. Specific targeted work to ensure the diverse population of Kirklees are served well and the emerging growth of an Asian population in Wakefield will be considered in all service development and delivery. Support can be provided via the Trust commissioned service to assist people whose first language is not English. They can help the assessor and the person being assessed in respect of obtaining consent and also development of care plans to address consent issues.

National learning tells us that black males are significantly more likely to be admitted as inpatients to mental health wards , there admission is more likely to be under the Mental Health Act and therefore they are more likely to experience restrictions whether blanket restrictions due to the care environment or relating to their detention. As part of the Trust’s PCREF work the application of blanket and individual restrictions needs to be considered. As part of Datix reporting and oversight where additional individual restrictions are put in place for a person this will be reviewed alongside their ethnicity to guard against prejudice.
Data is not currently routinely collected regarding protected characteristics and blanket restrictions.
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[bookmark: _Hlk78205647]Involvement & Insight: Please list in the box below any involvement activity, reports or insight you have gathered by working with your staff team or service users/carers by involving them to gain their views on your service.  
 
· Have you reviewed existing insight i.e. patient experience, complaints, previous surveys to support EIA completion?
· Have you gathered the views of people to support EIA completion?
· Have you run a focus group, conducted a survey, had an open day where you gained feedback?
· Have you gathered views from your staff team on this new policy/strategy, or if reviewing what works well and what could be improved? 

This is a policy review and no significant changes to policy have been made, the policy is written to ensure all staff at the Trust act in line with national legislation. 
The local population we serve and the staff who work in our services represent a diverse population. Our public sector equality places a legal duty to ensure we do not discriminate and ensure fair and equal access to our services making sure they are culturally appropriate and that working conditions for staff offer equality of opportunity in employment and development. From the figures shown in the data there is more work to do to ensure that our services reach and support our diverse population and that workforce and volunteers continue to reflect and represent the population we serve. This work will be reflected in the annual action plan for equality and inclusion, workforce, and volunteers.

As part of the involvement the Our Voice Counts workstream was considered this highlights the importance of the consideration of people’s individual needs in relation to their protected characteristics as part of their in dividual recovery journey.













 
 
 
 
 
 
 
 
 
 
 
 6. Action Plan 
EIAs are now reviewed using a grading approach which is in line with our Equality Delivery System (EDS).  This rates the quality of the EIA. This means that the team can review the EIA and make recommendations only. The rating and suggested standards are set out below:      
· Under-developed – red – No data. No strands of equality 
· Developing – amber – Some census data plus workforce. Two strands of equality addressed 
· Achieving – green – Some census data plus workforce. Five strands of equality addressed 
· Excelling – purple – All the data and all the strands addressed 
Potential themes for actions: Geographical location, built environment, timing, costs of the service, make up of your workforce, stereotypes and assumptions, equality monitoring, community relations/cohesion, same sex wards and care, specific issues/barriers. 

Previous actions update  please explain what progress you have made against the previous actions identified
No previous actions identified within previous policy.

 
	Who will benefit from this action? (tick all that apply) 
	Action 1: This is what we are going to do 
	Lead/s  
	By when 
	Update -outcome 
	RAG 

	Age 
	  x
	  As part of Datix reporting and oversight where additional individual restrictions are put in place for a person this will be reviewed alongside their protected characteristics to guard against prejudice. One of the changes in the updated version of the policy is that any individual or blanket restrictions outside of the agreed Care Quality Commission list of blanket restrictions will be recorded as an amber Datix. This will ensure oversight at care group and Trustwide Patient Safety Oversight Group.

Datix reports will also be reviewed at Trust Action Group for Reducing Restrictive Practices for any themes or trends 
	 Trust Reducing Restrictive Practice Lead 
	  October 2025
	  
	  

	Disability 
	  x
	
	
	
	
	

	Gender reassignment  
	  x
	
	
	
	
	

	Marriage and civil partnership 
	  x
	
	
	
	
	

	Race 
	  x
	
	
	
	
	

	Religion or belief 
	  x
	
	
	
	
	

	Sex 
	  x
	
	
	
	
	

	Sexual Orientation 
	  x
	
	
	
	
	

	Pregnancy maternity  
	  x
	
	
	
	
	

	Carers 
	  x
	
	
	
	
	


 
 
	Who will benefit from this action? (tick all that apply) 
	Action 2: This is what we are going to do 
	Lead/s  
	By when 
	Update -outcome 
	RAG 

	Age 
	  x
	  Ensure that information related to blanket restrictions is shared on the reducing restrictive practice and easy read library intranet pages and that ward managers are aware of how to access in different languages etc.

This will be shared in September 2025 Ward mangers Forum.
	  Reducing Restrictive Practice Lead 
	  October 2025
	  
	  

	Disability 
	  x
	
	
	
	
	

	Gender reassignment  
	  x
	
	
	
	
	

	Marriage and civil partnership 
	  x
	
	
	
	
	

	Race 
	  x
	
	
	
	
	

	Religion or belief 
	  x
	
	
	
	
	

	Sex 
	  x
	
	
	
	
	

	Sexual Orientation 
	  x
	
	
	
	
	

	Pregnancy maternity  
	  x
	
	
	
	
	

	Carers 
	  x
	
	
	
	
	


 
 
	Who will benefit from this action? (tick all that apply) 
	Action 3: This is what we are going to do 
	Lead/s  
	By when 
	Update -outcome 
	RAG 

	Age 
	  x
	  There is not currently a Datix dashboard to record incidents of individual or blanket restrictions by protected characteristics , to develop dashboard 
	  Datix Team / Reducing Restrictive practice Lead 
	  December 2025
	  
	  

	Disability 
	  x
	
	
	
	
	

	Gender reassignment  
	  x
	
	
	
	
	

	Marriage and civil partnership 
	  

x
	
	
	
	
	

	Race 
	  x
	
	
	
	
	

	Religion or belief 
	  x
	
	
	
	
	

	Sex 
	  x
	
	
	
	
	

	Sexual Orientation 
	  x
	
	
	
	
	

	Pregnancy maternity  
	  x
	
	
	
	
	

	Carers 
	  x
	
	
	
	
	


 
  



	1. Please state what methods of monitoring you are using to progress actions
The Equality Delivery System (EDS2) captures our progress against several standards. These standards are reported on each year and a report is shared at the Equality and Inclusion Committee who identify a grading for the Trust. EIAs are routinely completed at a service level and updated every 3 years. These documents are used in the planning and development of services. The voice of people who use our services is captured using feedback and involvement. All activity is equality monitored and the findings are reported for each protected group to ensure the reach and audience are reflective of the target audience and that any differential impact is recorded and considered.
This document is monitored locally by the clinical services through its day to day implementation. The data is presented to the MHA Code of practice group for Trustwide oversight. CQC aims to visit each ward as a minimum every 18 month to 2 years. In each MHA CQC visit consideration is given to the Trusts compliance with the requirements of the MHA and MCA and their associated codes of practice. The restrictions on service users and access to their property is included in their visit summary report with any identified issues being raised as an action for the Trust. Monitoring relating to changes to legislation is managed and disseminated via legal services department and clinical specialists. This policy can be influenced by changes in “case law” following legal proceedings relating to the use of the Mental Health Act and Mental Capacity Act.




		1. Will you publish the Equality Impact Assessment? Please state where the EIA will be shared or published.

Yes. As part of the Blanket Restrictions on Inpatient Units Policy







	1. EIA assessment by equality and involvement team

Name: Aboobaker Bhana
Equality and Involvement Manager 

Date:  September 2025

Rating: Developing 

Recommendations: 
Align with EDS22 /PCREF /the NHS 10year plan / new Trust Clinical Strategy.

Datix’s incidents identified need to be considered via an E/I lens, with the involvement of people with lived experience and Independent Advocacy services. 


Requests made by patients and carers for “safe items” could have been included, as best practice examples, in the You Said -We Did -Involvement and consultation section.

Strengthen engagement with the marginalized patient groups, to ensure this policy reflects the needs of diverse communities that the Trust serves.

Develop Easy to Read and Easy to Understand guidance for this policy.

Ensure carers are encouraged to be included as part of the Triangle of Care Standards,


Specialist Cultural Awareness Training would be recommended for Practitioners (as needed). 







When you have fully completed all sections of the EIA 
and it has been signed off in service, 
you must email a copy to: InvolvingPeople@swyt.nhs.uk  for grading.

Please note that the EIA is a public document and may be published. 

Failing to complete an EIA every year could expose the Trust to future legal challenge, as it is a legal requirement to write, review and implement in every service as part of meeting the Equality Act. 






[bookmark: _Toc214464372]
Appendix E: Checklist for the Review and Approval of Procedural Document

	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous?
	Y
	

	
	Is it clear whether the document is a guideline, policy, protocol or standard?
	Y
	

	
	Is it clear in the introduction whether this document replaces or supersedes a previous document?
	Y
	

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	Y
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	Y
	

	
	Are people involved in the development identified?
	Y
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	Y
	

	
	Is there evidence of consultation with stakeholders and users?
	Y
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	Y
	

	
	Is the target population clear and unambiguous?
	Y
	

	
	Are the intended outcomes described? 
	Y
	

	
	Are the statements clear and unambiguous?
	Y
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	Y
	

	
	Are key references cited?
	Y
	

	
	Are the references cited in full?
	Y
	

	
	Are supporting documents referenced?
	Y
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	Y
	Mental Health Act Committee 

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?

	N/A
	

	7.
	Dissemination and Implementation
	
	

	
	Is there an outline/plan to identify how this will be done?
	Y
	

	
	Does the plan include the necessary training/support to ensure compliance?
	Y
	

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	Y
	

	
	Have archiving arrangements for superseded documents been addressed?
	Y
	

	9.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	Y
	

	
	Is there a plan to review or audit compliance with the document?
	Y
	

	10.
	Review Date
	
	

	
	Is the review date identified?
	Y
	

	
	Is the frequency of review identified?  If so is it acceptable?
	Y
	

	11.
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible implementation and review of the document?
	Y
	




[bookmark: _Toc534027064][bookmark: _Toc214464373]Appendix F - Version Control Sheet

This sheet should provide a history of previous versions of the policy and changes made
	Version
	Date
	Author
	Status
	Comment / changes

	1
	December 2018
	Director of Nursing, Quality and professions
	Final
	

	2
	December 2021
	Assistant Director legal services
	Draft
	Review of policy/ minor changes to terminology.

	3
	July 2025
	Deputy Chief Nurse , Deputy Director of Quality and Professions 
	Final 
	Review of policy and updates in line with national legislation and best practice.
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   “Our Voice Counts” 


Summary: 


The ‘Our Voice Counts’ Project was commissioned to ensure the voices of the BAME population at Newton 


Lodge were heard and everyone was given equitable opportunity to be involved. 


‘Our Voice Counts’ followed on from other Inequalities projects in West Yorkshire that highlighted a need to 


raise awareness of the BAME population experience. 


Experiences of service users from a BAME background at Newton Lodge were gathered via a series of face-to-


face meetings using guided questions and appreciative enquiry in conversation. 


Views of staff were also collected around the experiences of the BAME population, including any good practice. 


Data was also collated and compared to local demographic information. 


Themes and trends were identified as follows: 


1. Feeling Safe 


2. Staff Relationships 


3. Religious & Cultural Need 


4. Religious & Cultural Knowledge 


5. Food 


6. Family 


7. The Men’s Pathway 


8. The Women’s Pathway 


The report then used these headers to share the narrative of the Service Users and Staff themselves through 


direct quotes. 


Service Users= Blue Staff= Green 


Suggestions and recommendations from the themes/trends and Service Users themselves are made within this 


document to improve the experience of those from a BAME background whilst as at Newton Lodge 


Suggestions= Purple (ideas or examples of how change could be implemented) 


Recommendations= Purple (strongly proposed courses of action to improve experience) 


Overall, this project has given assurance that involvement processes are in place for all and that the staff team 


are supporting individuals to have their voice heard. There is a continual drive to improve quality of experience 


for those from a BAME background.  


This has however only been a snapshot in time, and recommendations have been made to ensure process for 


continual check in, as Service User and Staff populations constantly change and more can always be done. 


 







Context: 


The SWYFT Equality & Involvement Team commissioned the Yorkshire and Humber Involvement 


Team to explore the experiences of those from a Black Asian and Minority Ethnic (BAME) 


background around meaningful involvement and barriers to involvement. 


The hypothesis was that those from a BAME background at Newton Lodge traditionally do not get 


involved within the service. 


The project was designed to further the findings of Discovery Interviews [1] that took place in 


February 2022 across the Forensic Pathway at SWYFT where experiences of those detained under 


the Mental Health Act 1983 (amended 2007) were captured through a story telling approach to 


improve services and processes. 


The Project would also follow up the NICHE Report [2] that was finalised in November 2020, an 


investigation into the inequalities of the Adult Forensic Services within the West Yorkshire Provider 


Collaborative. The report highlighted that men from a BAME background were overrepresented in 


the West Yorkshire secure population. Recommendations were made to raise awareness of the 


experiences of BAME individuals in Mental Health Services and ensure service users are facilitated to 


have a voice. 


The Project would be a short-term piece of work to explore the experience of those from a BAME 


background at Newton Lodge within the context of Involvement. The project would be a local 


snapshot in time. The Project would not replicate other wider research and evidence that has been 


conducted to explore inequalities faced by the BAME population in Mental Health, but 


acknowledges these findings, statistics and implications from reports such as ‘Improving the 


experiences and outcomes for Black men in secure care services’ (NHSE 2017) [3] and the impact 


they have on personal experiences.  


Strengths of the Yorkshire and Humber Involvement Leads conducting the project were noted as:  


• 15+ years of involvement and facilitation strategy 


• Newton Lodge regularly promoting and attending Yorkshire and Humber Network events 


• Well established relationships with Newton Lodge 


• Familiarity with the environment 


Acknowledged limitations included: 


• The Involvement Leads conducting the interviews were white British females and service 


users may have preferred a choice in who they shared their experience with. 


• The ongoing covid restrictions in place for safety of all and impact of covid on staff support 


and access to the ward areas.  


• Time limitation of 3 months for the project, including limited time at Newton Lodge in 


person  


 


 







Methodology: 


The focus of the project would be to gather experiences of service users from a BAME background 


and highlight themes and trends and make recommendations to Newton Lodge to build on 


established good involvement practice and/or make changes. 


We wanted to capture the staff perspective on the service user experience, offering a different 


viewpoint from those delivering on care. 


We did not speak to staff about their own experiences of being from a BAME background working 


within Newton Lodge, as it was outside the parameters of our primary task. We had assurance that 


multiple opportunities are available to staff to discuss their experiences and needs.  


We will highlight at this point the importance of staff experience and the direct impact it has on a 


service user experience from a relational and quality perspective. Staff involvement and authentic 


working self can have large impact on role modelling and recovery for service users. It is therefore 


important to consider the experiences of the BAME staff population, alongside the service user 


experience. 


Preparatory work was undertaken to gain a wider understanding of why the project was important 


to Newton Lodge, this involved talking to the Social Work team who had flagged some concerns. 


We presented a project plan to the SWYFT Equality & Involvement Team who approved us to move 


forwards. 


We advertised our project through posters sent to the wards, through attending the ‘One Voice’ 


meeting and Managers meeting to explain the process, our aims and how we would achieve them. 


 


Our approach would be to interview service users and staff preferably face to face or over Microsoft 


Teams. We had a set of questions for service users and a separate set for staff to guide conversation, 


we were also happy to just listen and allow stories and experiences to flow, each interview would 


dictate its own course.  


Service User Questions: 


1. Tell us about your background? Were religion 


and culture important to you growing up?  


2. Do you follow a religion or cultural practice now? 


3. Are your needs met with this within Newton 


Lodge? 


4. Can you share some positive examples of how 


this happens? 


5. Could anything be improved? (Think big) 


6. Is there a simple change that would make you 


happy? 


7. Do you get involved on the ward? (How? If not, 


why not) 


8. Could anything help you become more involved? 


              Or Please Tell us about your experience… 


 


Staff Questions: 


1. What is your view on the experience of service 


users at Newton Lodge from an ethnic minority 


background? 


2. What improvements could be made? (Quick 


wins v Long Term Goals) 


3. What good practice takes place at Newton 


Lodge around cultural and religious experience? 


4. What support is offered to staff from a BAME 


background? And to support those from a BAME 


background? 


5. Are there any barriers to change at Newton 


Lodge? 


 


Or Please Tell us about your experience… 


 







Ward visits were planned in advance via email by the Newton Lodge Team, who we thank for 


supporting us in our endeavour.  


We visited Newton Lodge on 3 separate occasions, visiting 6 out of 7 wards and talked to 9 service 


users from a BAME background within this time, 2 female and 7 male. 


Waterton was unsettled on our arranged visit date, and we were unable to talk to service users on 


this ward on this occasion. 


Suggestion: For Newton Lodge staff to use the questions from this project to ensure Waterton’s 


service users are offered a further opportunity to be involved in this process and have their 


experiences and views logged. 


We also included into the report observations and conversations with 3 service users on the low 


secure service at Bretton Centre that were from a Quality Review undertaken by the West Yorkshire 


Commissioning Hub in June. These conversations were felt to be relevant to the aims, within the 


spirit of sharing across the Forensic BDU and undertaken by the Involvement Leads.  


Suggestion: To repeat the Project fully across the Low Secure Service. 


In total, 12 service user stories and experiences were heard and considered when looking for themes 


and making recommendations. 


Key demographics disclosed through conversations as follows: 


• 10 people were male, 2 female 


• The age range was 24-55 


• 4 people were Black, Black British, Caribbean or African 


• 7 people were Asian, Asian British 


• 1 person was Other 


• 5 were practising Muslims 


• 1 person identified as multi-Faith 


• 2 people were not currently practising Faith (one brought up within Islam & the other 


Sikhism)  


• 5 people did not discuss Religion 


• 11 people spoke English as a primary language 


• 1 person required the use of an interpreter  


• All had complex and enduring mental illness 


• All were detained under the Mental Health Act and undergoing hospital treatment in either 


medium or low secure services, with one person awaiting recall to prison following 


treatment 


Nursing Teams were spoken to when we visited, we arranged for Teams calls with Ward Managers, 


and Staff Members who wished to talk to us and not on shift. We were able to talk to the Service 


Manager, Social Work Team Members, and Psychology Team Members within the time frame 


allocated. 


18 staff members shared their views with us, 4 of whom were from a BAME background.  







‘It is important to have conversations and ask questions, variety is important too, we are not all the 


same’ 


Suggestion: For Newton Lodge staff to use the questions provided here to reflect on their experience 


and make comments to be logged as part of supervision, including commitments to learn more. 


Suggestion: Consideration to be made to have a designated Involvement Lead and/or Equality 


Champion to ensure that the service user experience is constantly heard through a Newton Lodge 


Involvement Strategy. 


Recommendation: For the Project to be repeated, to ensure that the BAME service voice is 


continually heard, and themes represent the current patient population. 


Cloverleaf Advocacy were also approached on numerous occasions to support this project, but were 


unavailable to meet with us during the timeframe. 


Recommendation: For the Project to be repeated and include the views of a wider Newton Lodge 


staff team including Pastoral Care & Advocacy. 


Recommendation: For the Project to be repeated and Carer Views to be included. 


Data was also collected from the ward managers in the format of a pre-prepared excel spreadsheet 


that asked for anonymous key demographic information from all BAME service users, whether they 


had spoken to us or not. The data allowed us to look at the population of NL as a whole and build on 


the context given. 


6 of the 7 wards returned their data within the timeframe. The calculations are based on the data 


received only and could change with the final ward information. 


The data showed us that from the Newton Lodge population, 30% of service users are from a BAME 


background. This is above the West Yorkshire BAME population of 19.6% [4] and double the 


Yorkshire & Humber BAME population of 14.2% [5], again identifying an over-representation of 


BAME population within secure services. This further validates the need to ensure those from the 


BAME population have their voice count. 


45% of the Newton Lodge BAME population stated they were Atheist, 55% practised religion. Of 


those practising religion 36% were Christian, 55% were Muslim and 9% were Sikh. 


15% of the Newton Lodge BAME population had a preferred language that was not English. 


80% of the Newton Lodge BAME population have a length of stay above 1 year. With 20% above 5 


years.  


On the women’s pathway, 27% of the population are from a BAME background. All women from a 


BAME background identify as Black, Black British, Caribbean or African.  


If we look at women only from West Yorkshire at Newton Lodge, (taking out those placed out of 


area), then 13% of the women’s population are from a BAME background, 7 times the local Black, 


Black British, Caribbean or African population of 1.8% [4].  







‘The local area doesn’t reflect my needs- Wakefield has one shop that sells Black hair products’ 


On the men’s pathway, 31% of the population are from a BAME background. The men from a BAME 


background identify as Asian/ Asian British (25%), Black, Black British, Caribbean or African 


population (69%) and other (6%).  


If we look at men from West Yorkshire only, then 23% of the population are from a BAME 


background, again higher than the local average [4]. 


Interview Themes: 


1. Feeling Safe 


All the service users we spoke to stated they felt safe, that their needs were met and were confident 


to speak up if they wanted to raise a concern. There were no feelings of racism or discrimination 


amongst those we spoke to. 


‘I feel respected by staff, there is no issue with race here’  


‘I feel safe’ 


‘I know how to escalate issues, I feel safe in hospital,  


‘I feel my voice is heard and my needs are met, I got to cook and that was good’ 


‘It’s not racist here’  


‘I don’t feel I am treated different because I am Pakistani’ 


‘I would be happy to speak up if things needed changing, but I am happy’ 


‘I used to feel safer in seclusion, no one would bother me. I moved here because I wasn’t eating in 


my last place, they encouraged me here, I’m doing well now’ 


‘I feel all my needs are met, I feel safe and supported’ 


One service user discussed a worry of not following Islam like others on ward do, as there is a 


cultural expectation and some peer pressure. They also discussed fear of discharge into the 


community and the impact of not knowing where they belong- they felt safe in hospital. 


‘I don’t feel like I fit in with the Asian community anymore and I don’t fit in white British community- 


this includes at Newton Lodge, and for when I go back to the community’ 


Suggestion: Whilst in hospital and when people are unwell, religion may not be a priority, offering 


peer support or opportunities to speak to people further on their journey may be helpful. 


Suggestion: Transition planning takes into account service users who do not want to return to their 


local area of origin for religious and cultural reasons. 


Staff were confident that the ward environments were safe for all. 


‘My role is to support and keep safe’ 







‘Staff are confident to keep the environment safe, we try to keep it neutral’ 


‘We create a safe environment so people can raise issues, and people know we do something about 


it’  


‘Staff are motivated and willing to reinforce a positive and open culture. Staff will challenge and not 


accept a racist environment’ 


2. Staff relationships 


Service users spoke highly of the relationships they held with staff and were confident to approach 


them if they had concerns to raise or recommendations to make. 


‘There are no problems on the ward, I feel safe, I have good staff relationships’ 


‘If I had a problem, I would speak to ward staff or advocacy’ 


‘The staff support me and want what is best for me’ 


‘Staff are friendly, there is a good atmosphere on the ward, the ward environment is nice, I feel safe’ 


‘I feel respected by staff, there is no issue with race here’ 


‘Relationships with staff are important, they have known me a long time here’ 


‘Staff support me to follow religion and cultural practices’ 


‘I feel my voice is heard and my needs are met’ 


Of the staff we spoke to, all were determined to deliver the best care possible and learn and grow, 


striving for excellence. 


‘Staff teams are passionate and want to meet individualised care needs’ 


‘I like to think we give choice and that we are pro-active about celebrating faith and difference on 


this ward’ 


‘I am a positive and motivated person; I will always respond to the voice of service users and staff’ 


‘All disciplines are working with people to ensure their cultural needs are met’ 


Staff also spoke to family regularly to help them learn about the individual they are caring for and 


included them and their views in care planning. 


‘Sometimes it is a learning curve, service users have to explain to me, or I speak to family to best 


support the individual with their religious and cultural needs’ 


Some concerns were raised around physical health and the availability of staff support, especially in 


relation to accessing the gym.  


‘Staff are hard worked and busy, there are not enough to support us’ 







‘Access to the Gym is limited, I want to go but staff are not trained in the gym, staff used to be able 


to take us but can’t anymore’ 


‘Not enough Gym staff trained, now extra layers to get to the Gym’ 


Suggestion: Increase the number of staff Gym trained to support equal access to physical health 


opportunities, establishing good habits whilst in hospital, to a population that are evidenced to have 


higher health risks. [6] 


Some service users also discussed wanting to see a more diverse workforce and having role models 


within the service championing cultural needs. 


‘I would like to see a more diverse workforce’ 


‘There is only one nurse from a Black background on this ward’ 


‘There should be more understanding of cultures and staff role models’ 


‘There is a good staff mix including diversity on this ward, not necessarily across the site’ 


Suggestion: Service user and staff roles as ‘champions of culture.’ 


3. Religious and Cultural Needs 


Service users discussed having access to religious artefacts and pastoral services. 


‘Everything I need to pray is offered’ 


‘I practice as a Muslim, I pray in my room, I have everything I need to do so’ 


‘I am supported to pray, the Imam comes on a Friday, I can have a prayer mat when I want’ 


‘I feel I see the Imam enough’ 


It was mentioned that the Imam visiting had been impacted by covid restrictions and an alternative 


had not been found. 


‘Imam usually comes for Friday Prayer, but I haven’t seen him for a couple of months’ 


‘We are addressing a short fall in needs being met such as Friday Prayers during covid, trying to 


overcome barriers and risk assessment to make them happen’ 


Staff were confident that options were available to meet all religious and cultural needs, and that 


the Imam had gone above and beyond to support service users at Newton Lodge. 


‘We have choices of meals including Halal options, Friday Prayers, Imam visits, Prayer Equipment’ 


‘The Iman has made phone calls to seclusion’ 


‘We use translators and change language on all documents needed’ 


It was felt by service users that more could be done to understand the wider implications of faith 


and mental health and the complexity of the two intertwined. 







‘I struggle with paranoid beliefs related to my experience and religion’ 


This is explored further in ‘Sharing Voices, Bradford 2022 [7] where it states, ‘There are many 


conflicted and confused views that individuals had to cope with, and this would add distress, burden, 


feelings of guilt and shame.’ The Psychology team at Newton Lodge reinforced that religion is a 


protective factor for many and important to support, even when people are struggling with beliefs. 


 
‘Religious guidance is always sought to support people, to give the right context’ 
 


Service users also felt that it was difficult to stay motivated sometimes and upkeep religious practice 


in hospital. 


‘I don’t pray much, but I still believe’ 


‘I grew up with Islam and still practice, or try, the medication makes me tired’ 


‘I find it difficult to motivate myself here, it was easier to practice in prison, there was more of a 


brotherhood and the prison environment was more flexible too’ 


‘Medications have helped me, but they stop me concentrating for long, I like to read religious texts 


and history, but I find them too long and intense now’ 


Suggestion: Look at what happens within prison in terms of religious and cultural need and see if any 


areas of good practice are transferable (an example given was of a Ramadan Treat Box for breaking 


fast with sweet dates.) 


Suggestion: Use of Technology to help with call to prayer and other connections to culture and 


religion, including audiobooks. 


‘One service user we work with is not currently practising his religion, but does change his mind, and 


we always support him when he does’ 


Some service users felt that more could be done to promote inclusivity and choice around culture. 


‘Black products should be available in the shop at Newton Lodge, so people can shop for themselves 


and have a choice, white staff don’t always know what to buy on your behalf’ 


Recommendation: Stock Take the shop and ensure products are suitable for all and that choices 


are available for the BAME population. 


‘Controlled items need to reflect cultural need, like items for Black skin & hair, that are needed are 


contraband’ 


‘I didn’t get a welcome pack or banned items list, I brought in some things that weren’t allowed like 


moisturiser, the rationale wasn’t clear to me’ 


Recommendation: Include service users in development and review of local procedures, especially 


those from a BAME background, to ensure all religious and cultural needs are considered and 


explanation offered for any restrictions. 







 


4. Religious and Cultural Knowledge  


Service users were concerned that media and societal views impacted what people understood 


about Islam and education for staff and peers was needed to support different thinking. 


‘Those that are aware of Islam often have the wrong end of the stick’ 


‘It’s not taught in schools about different histories’ 


‘The Media only shows negative side of Islam’ 


‘Politics and media don’t help’ 


‘We acknowledge that some people may have fixed beliefs that won’t be changed by a stay in 


hospital, we offer support to all and continue educational conversations’  


‘Pastoral services and accessibility to these services is done well, staff are culturally aware via 


mandatory training and individualise care and drive individual care plans.’ 


[The Cultural Calendar] ‘Created some challenging and healthy conversations’ 


Both service users and staff expressed the opinion that more could be done to raise awareness 


about culture and religion within Newton Lodge. 


‘If people in Newton Lodge knew more about history of my background and social and cultural 


norms, I would feel more comfortable’ 


‘I am Bangladeshi, not Pakistani, there are differences’  


‘Religious difference was a big part of me going to prison and ending up here, I don’t think staff 


understand that’ 


‘Staff should know more about religion’ 


‘Religion is very personal and individual’ 


‘BAME staff and BAME service user together sharing experiences would be great’ 


‘Religious and Cultural Awareness training would be useful’ 


‘I would like to be more knowledgeable e.g., so I can support Ramadan when working nights’  


‘An e-learning package to use when needed would be useful, so when the population changes, we 


can refresh knowledge’ 


‘More social events would be great to get everyone to join in and be aware of other cultures- we are 


celebrating Eid as part of the Calendar’ 


Recommendation: Service user and staff working collaboratively on a training package that can be 


delivered to staff on Religion and Cultural Awareness, including lived experiences and examples. 







Good practice around celebrations had been observed and discussed by service users and staff 


teams, preparations for Eid were taking place at the time of interviews.  


Eid al-Adha was chosen by one ward as part of the cultural calendar series for 2022. 


‘I have helped plan and develop Eid celebrations at Newton Lodge’ 


‘We get a choice in what we celebrate’ 


‘There has been a lot of research about culture to help us celebrate Eid’ 


‘We are having a Halal BBQ on Monday, followed by a trip to the cottage, its good for health and 


wellbeing and quality of life’ 


Some felt that the celebrations should have been happening already… 


‘We are celebrating Eid for the first time; I would like to celebrate more often. It shouldn’t have had 


to be asked for, it should be recognised’ 


‘We don’t celebrate other cultures like we do Christmas’ 


Recommendation: Eid and other significant religious and cultural dates are continually celebrated 


and embedded into Newton Lodge practice. 


‘The calendar was a bit rigid to begin with, with dates more important than philosophy’ 


‘We need everyday differences, not just calendar dates to be celebrated’ 


5. Food  


Food was a large part of celebrating for people and a constant theme throughout conversations with 


service users with the feeling that again, more could be done. It was acknowledged as a meaningful 


and important way of bringing people together.  


‘I didn’t follow Ramadan as you can’t eat late at night, food is cooked outside the hospital’ 


‘Meals have been ordered previously for Ramadan; they have a scanned barcode that works in our 


microwave- they are very basic’ 


‘We have on occasion had special agreement to work round local [security] procedures and have 


home cooked food brought it’ 


‘I would like to celebrate my culture more; I would love to teach others how to cook. I would make 


Caribbean food for all the service users and staff’ 


‘ICP is still restricting cooking which is a big part of celebrating’ 


Suggestion: Group sessions on food and cooking that celebrate culture e.g., tasting menus from 


around the world, Newton Lodge cookbook with service user recipes. 


Food in general was also discussed as disappointing. 







‘You get plenty of food here, but there is no variety, the quality is low- it is all frozen’ 


‘I don’t follow the Halal menu; the option is there though’ 


‘My diet is met with the Halal option, but it is curry for everything, I would like to have the 


vegetarian option sometimes too, especially for lunch’ 


‘The Halal menu is good if you like curry’ 


‘Food is not great; I order from the specialist menu then don’t eat it’ 


‘There are no facilities on ward to cook’ 


‘I would like more fresh food and to be able to cook’ 


‘The Halal food is really bad, it is not freshly cooked, it is frozen and reheated. There is no choice or 


variety, and it is bland. There is nothing like home cooked food’ 


‘The food is not very appetizing; I have put on weight in hospital, and it is concerning’ 


‘There are lots of issues overall with the quality and quantity of Halal meals’ 


Suggestion: Service user involvement with creating menus.  


Recommendation: Vegetarian options to be offered to those on the Halal menu to increase choice. 


6. Family 


 


Family was discussed throughout conversations as an important factor in keeping connections with 


the outside world and the BAME community. We were also shown photographs and keepsakes from 


family and told stories of empowerment, encouragement, and hope.  


 


‘Community is important to me; I would like to go back to London to be near my family’ 


 


‘My family send me packages with 3 months supply of skin and hair products, not everyone has that 


help, without my family I would struggle to take care of myself’ 


 


The biggest ask that came through was for more time with family and friends. 


 


‘I get a home visit to see my husband once a week, I would like to go more. He is White, we have 


lived through racism and people trying to separate us. The rest of my family are from London, visits 


are only 45 minutes long, it’s not worth them travelling, I get to phone them though.’ 


 


‘I would have liked to share Eid celebrations with my family, it is a time to be together’ 


 


‘Visits are only 40 minutes long, it is not enough time, my family travel from Birmingham, it is a long 


way’ 


Recommendation: Review visiting procedure to ensure connection to the BAME community is not 


lost, especially around celebrations and culturally significant dates. 







 


7. The Men’s Pathway 


There was a noticeable sense of gratitude from the Men’s pathway and not wanting to complain. 


‘You don’t bite the hand that feeds you’ 


‘I get given £20 a week here’ 


‘I am grateful that I am fed and given a bed’ 


This was also reflected in involvement process and opportunities.  


‘I go to community meetings, but I prefer to keep to myself’ 


‘If I had a problem I would speak to staff or advocacy’ 


‘I attend community meetings but don’t give too many options, I’m easy going’ 


‘I could raise a concern with staff if I needed to or ask if I wanted anything’ 


The men we spoke to at Newton Lodge did know about community meetings, One Voice, the 


Yorkshire & Humber Network, Advocacy and how to raise a concern, which was all reassuring. Some 


said they would like to be involved further. 


‘I didn’t get the chance to be a rep at One Voice, but I would have liked to’ 


‘I’d like to be involved in the Network on the screen’ 


Staff also felt that involvement processes and opportunities were plentiful and confident that people 


had their voice heard. 


‘We have fortnightly community meetings led by one nurse with really good attendance’ 


‘We have advocates on ward who are very good’ 


‘We create a safe environment so people can raise issues, and people know we do something about 


it’ 


‘We keep an eye on attendance and if people are missing, their primary nurse will check in with 


them, we have good working relationships’ 


‘There is a good involvement culture on this ward’ 


‘We want the whole population to have a voice, we encourage participation, individuals will 


experience things differently and we need to give creative ways to capture it’ 


Service users felt there were enough opportunities to be involved and did not want, at this time, a 


specific BAME group to support their needs. 


‘BAME groups exclude, I want to promote inclusivity’ 


‘In the community we promote integration and working together, it should be the same here’ 







Suggestions: When asking for feedback or suggestions, frame questions in a way that are not 


complaint forward e.g., this or that and that community meetings are focussed on problem solving 


together 


Suggestions: Repeat this process of checking in and offer alternative & creative ways for people to 


have their voice heard. 


8. The Women’s Pathway 


The Women we talked to felt like they weren’t listened to, and their opinions didn’t matter, there 


was a sense of breakdown in involvement processes. 


‘I don’t feel my voice is heard, I have made complaints and have no response’ 


‘I feel marginalised, like my existence doesn’t matter’ 


Those on the Women’s pathway also felt that cultural norms were not always understood, and 


behaviour was compared only to what people know themselves and their own expectations.  


‘I feel like my stay is longer due to misunderstanding my culture, there is an ignorance’ 


‘I feel like I am treated differently because I am Black’ 


‘Gestures are cultural, not aggressive or violent’ 


‘They think I’m loud’ 


We were told of a new ‘Trauma Informed Approach’ that is being rolled out across the service, 


including training for all staff where BAME experiences are included, with examples of ways to 


support people that are inclusive and specific. The Framework this is based upon will use up to date 


research and literature from BAME communities. The training hopes to inform these experiences. 


‘I am proud to work in a service that is taking on a whole systems approach, there are lots of 


initiatives happening.’ 


‘We want to be a culturally appropriate and sensitive service’ 


‘We want to make service user experience of the BAME population high quality’ 


Suggestion: Monitor outcomes for the BAME population using the Trauma Informed Approach and 


Framework. 


The women would like to see a collaborative training package that is put together by service users 


and staff from a BAME background. They would also like to be part of a BAME group to help their 


voice be heard and support their culture & identity. 


‘I would welcome a group run by BAME staff with BAME service users’ 


Suggestion: Collaborative BAME group on the Women’s Pathway to support involvement & training.  


 







Final thoughts: 


This project used a story telling approach to compliment previous Discovery Interviews and allow 


service users and staff to share their experiences, this has been emulated in write up. 


Data has confirmed that the BAME population is over-represented in Newton Lodge currently. 


This project has been a snapshot in time only, the service user and staff population are dynamic, and 


experiences change, to ensure high quality experience, this process would need to be continual. 


Suggestions and recommendations have been made throughout this document to support quality 


improvements and the experience of the BAME population, these meet the needs of those people 


that we have spoken to, a wider audience could be approached for further comment. 


This project has given assurance that involvement processes are in place for all and that the staff 


team are supporting service users to have their voice heard.  


The engagement with the interviews has shown us that people from a BAME background are willing 


to get involved and tested the original hypothesis. Multiple, creative opportunities and alternative to 


complaints need to be offered. 


This project acknowledges the recommendations from the Niche Report raising awareness of 


experience of BAME individuals and assuring those on the Male Pathway have a voice. 


There are differences highlighted in how the women view BAME opportunities at Newton Lodge, 


with an emphasis on the up-and-coming training to support experiences moving forwards. 


Involvement Strategy alongside creative roles such as involvement co-ordinator, culture champions, 


BAME group leaders, could continually assure that peoples voices are heard, driving quality 


experience and reduce inequalities. 


Newton Lodge is a micro-community and will always need to reflect the wider community, there is a 


need to be aware of societal impacts on the inpatient population.  


Newton Lodge staff team are willing to change culture, learn, grow and repeat. 


Newton Lodge has a passion for involvement and a drive to be the best they can be. 


Suggestion: Pause and reflect on the good work that you are already doing. 


Whilst at Newton Lodge we observed the following good practice: 







• Eid Preparations 


• Holiday Preparations for the coast 


• Service users involved in the ‘Big Get 


Together’ task 


• One Voice 


• Trauma Informed Approach 


Presentation 


• Cultural Calendar 


• The RESPECT Project (see image) 


• Pastoral services and Imam visits 


(including working with those in 


seclusion) 


• Staff adapting to make things happen 


for service users: 


o Funeral arrangements within 48 hours working with the MoJ for a Muslim funeral 


o Allowing home cooked Food to be brought in for special occasions 


o Staff who are able to communicate in multiple languages to support day to day living 


of service users 


 


Thank you to all service users, staff, MDT & Managers for supporting this 


project and continuing to strive for quality & making sure ‘Our Voice Counts.’ 


 


 


 


 


 


 


 


OVC Project undertaken by Jo Harris and Charlotte Byrne- Yorkshire and Humber Involvement Leads 


With special thanks to: 


Stacey Hayton- Clinical Service Manager and Key Newton Lodge Contact for the OVC Project 


Sue Threadgold Deputy Director of Forensics and L/D Care Group and OVC Project Sponsor 


Aboobaker Bhana- Equality and Engagement Manager and OVC Project Lead 
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Conclusion: 


 


 


 


Recommendations & Suggestions Table 


Large Print Quran 
Choice of BAME 


toiletries/ 


products in the 


NL shop 


Hairdresser for all 


hair types 


Vegetarian 


option open to 


those who are on 


the Halal menu 
Moisturiser 


provided & 


dispensed with 


medication 


More staff gym 


trained 


Increase visiting 


time’s for those 


who travel long 


distance 


Staff and service 


user roles e.g., 


Culture 


Champions 


All Religious 


Holidays 


celebrated every 


year 


Collaborative 


Training Packages 


on BAME 


experience 


BAME group on 


Women’s 


Pathway 


Alternative for 


BAME abuse 


posters, they 


single people out, 


need inclusivity 



https://www.wypartnership.co.uk/application/files/4515/9713/9130/Paper_B_Developing_an_Intelligence_and_Insight_Data_Pack.pdf

https://populationdata.org.uk/population-of-yorkshire/

https://www.kingsfund.org.uk/publications/health-people-ethnic-minority-groups-england





Recommendation Newton Lodge Thoughts RAG 
For the Project to be repeated, to ensure that the BAME service user voice is 
continually heard, and themes represent the current patient population. 
Include the views of a wider Newton Lodge staff team including Pastoral Care & 
Advocacy and Carer Views. 


  


Stock Take the shop and ensure products are suitable for all and that choices are 
available to the BAME population. 


  


Service user and staff working collaboratively on a training package that can be 
delivered to staff on Religion and Cultural Awareness, including lived experiences 
and examples. 


  


Eid and other significant religious and cultural dates are continually celebrated and 
embedded. 


  


Include service users in development and review of local procedures, especially 
those from a BAME background to ensure all religious and cultural needs are 
considered and explanation offered for any restrictions. 


  


Vegetarian options to be offered to those on the Halal menu to increase choice.   
Review visiting procedure to ensure connection to the BAME community is not 
lost, especially around celebrations and culturally significant dates. 


  


Ensure that ‘Our Voice Counts’ by celebrating and sharing good practice.   


Suggestion Newton Lodge Thoughts RAG 
Newton Lodge staff to use the questions from this project to ensure Waterton’s 
service users are offered a further opportunity to be involved in this process and have 
their experiences and views logged 


  


To repeat the Project fully across the Low Secure Service   
For Newton Lodge staff to use the questions provided here to reflect on their 
experience and make comments to be logged as part of supervision, including 
commitments to learn more. 


  


Consideration to be made to have a designated Involvement Lead and/or Equality 
Champion to ensure that the service user experience is constantly heard through a 
Newton Lodge Involvement Strategy. 


  


Whilst in hospital and when people are unwell, religion may not be a priority, offering 
peer support or opportunities to speak to people further on their journey may be 
helpful. 


  


Transition planning takes into account service users who do not want to return to 
their local area of origin for religious and cultural reasons. 


  


Increase the number of staff Gym trained to support equal access to physical health 
opportunities, establishing good habits whilst in hospital, to a population that are 
evidenced to have higher health risks 


  


Service user and staff roles as ‘champions of culture.’   
Look at what happens within prison in terms of religious and cultural need and see if 
any areas of good practice are transferable (an example given was of a Ramadan 
Treat Box for breaking fast with sweet dates.) 


  


Use of Technology to help with call to prayer and other connections to culture and 
religion, including audiobooks. 


  


Group sessions on food and cooking that celebrate culture e.g., tasting menus from 
around the world, Newton Lodge cookbook with service user recipes. 


  


Service user involvement with creating menus.    
When asking for feedback or suggestions, frame questions in a way that are not 
complaint forward e.g., this or that. Community meetings are focussed on problem 
solving together. 


  


Repeat this process of checking in and offer alternative & creative ways for people to 
have their voice heard. 


  


Monitor outcomes for the BAME population using the Trauma Informed Approach 
and Framework. 


  


Collaborative BAME group on the Women’s Pathway to support involvement & 
training. 


  


Pause and reflect on the good work that you are already doing.   


 


 


 


Where to find/ share good practice: 







Around the Network: 


Newsam Centre- Who am I? Game Who Am I? – Yorkshire And Humber Involvement Network [This 


game is based on guess who but using Black icons from history] 


Wathwood – OT Led group, Culture club. [This covers all different cultures which allows us to focus 


on underrepresented areas for discussion and awareness. We have covered Somali, West Indian, 


Polish and LGBTQ communities] 


Waterloo Manor- Around the World Recovery College Group [Each week a country is chosen from 


the map to explore, including quiz, fun facts and food tasters]  


The National Service User Awards: 


Each year there is a category dedicated to breaking down barriers 2021 Nominees and Winners - 


National Service User Awards (nsua.org) 


Locally: 


The Great Get Together #Moreincommon 


Sharing Voices - a community mental health organisation. Bradford 


Nationally: 


Black Asian and Minority Ethnic (BAME) mental health (rethink.org) 


 


 


 


 


 


 


 


 


 


Report Written by the Yorkshire and Humber Network October 2022 


Yorkshire And Humber Involvement Network – Welcome 



https://www.yorkshireandhumberinvolvementnetwork.nhs.uk/who-am-i/

https://www.nsua.org/history/2021-awards/2021-nominees-and-winners/

https://www.nsua.org/history/2021-awards/2021-nominees-and-winners/

https://www.greatgettogether.org/

https://sharingvoices.net/

https://www.rethink.org/advice-and-information/living-with-mental-illness/wellbeing-physical-health/black-asian-and-minority-ethnic-mental-health/

https://www.yorkshireandhumberinvolvementnetwork.nhs.uk/
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   “Our Voice Counts” 


Summary: 


The ‘Our Voice Counts’ Project was commissioned to ensure the voices of the BAME population at Newton 


Lodge were heard and everyone was given equitable opportunity to be involved. 


‘Our Voice Counts’ followed on from other Inequalities projects in West Yorkshire that highlighted a need to 


raise awareness of the BAME population experience. 


Experiences of service users from a BAME background at Newton Lodge were gathered via a series of face-to-


face meetings using guided questions and appreciative enquiry in conversation. 


Views of staff were also collected around the experiences of the BAME population, including any good practice. 


Data was also collated and compared to local demographic information. 


Themes and trends were identified as follows: 


1. Feeling Safe 


2. Staff Relationships 


3. Religious & Cultural Need 


4. Religious & Cultural Knowledge 


5. Food 


6. Family 


7. The Men’s Pathway 


8. The Women’s Pathway 


The report then used these headers to share the narrative of the Service Users and Staff themselves through 


direct quotes. 


Service Users= Blue Staff= Green 


Suggestions and recommendations from the themes/trends and Service Users themselves are made within this 


document to improve the experience of those from a BAME background whilst as at Newton Lodge 


Suggestions= Purple (ideas or examples of how change could be implemented) 


Recommendations= Purple (strongly proposed courses of action to improve experience) 


Overall, this project has given assurance that involvement processes are in place for all and that the staff team 


are supporting individuals to have their voice heard. There is a continual drive to improve quality of experience 


for those from a BAME background.  


This has however only been a snapshot in time, and recommendations have been made to ensure process for 


continual check in, as Service User and Staff populations constantly change and more can always be done. 


 







Context: 


The SWYFT Equality & Involvement Team commissioned the Yorkshire and Humber Involvement 


Team to explore the experiences of those from a Black Asian and Minority Ethnic (BAME) 


background around meaningful involvement and barriers to involvement. 


The hypothesis was that those from a BAME background at Newton Lodge traditionally do not get 


involved within the service. 


The project was designed to further the findings of Discovery Interviews [1] that took place in 


February 2022 across the Forensic Pathway at SWYFT where experiences of those detained under 


the Mental Health Act 1983 (amended 2007) were captured through a story telling approach to 


improve services and processes. 


The Project would also follow up the NICHE Report [2] that was finalised in November 2020, an 


investigation into the inequalities of the Adult Forensic Services within the West Yorkshire Provider 


Collaborative. The report highlighted that men from a BAME background were overrepresented in 


the West Yorkshire secure population. Recommendations were made to raise awareness of the 


experiences of BAME individuals in Mental Health Services and ensure service users are facilitated to 


have a voice. 


The Project would be a short-term piece of work to explore the experience of those from a BAME 


background at Newton Lodge within the context of Involvement. The project would be a local 


snapshot in time. The Project would not replicate other wider research and evidence that has been 


conducted to explore inequalities faced by the BAME population in Mental Health, but 


acknowledges these findings, statistics and implications from reports such as ‘Improving the 


experiences and outcomes for Black men in secure care services’ (NHSE 2017) [3] and the impact 


they have on personal experiences.  


Strengths of the Yorkshire and Humber Involvement Leads conducting the project were noted as:  


• 15+ years of involvement and facilitation strategy 


• Newton Lodge regularly promoting and attending Yorkshire and Humber Network events 


• Well established relationships with Newton Lodge 


• Familiarity with the environment 


Acknowledged limitations included: 


• The Involvement Leads conducting the interviews were white British females and service 


users may have preferred a choice in who they shared their experience with. 


• The ongoing covid restrictions in place for safety of all and impact of covid on staff support 


and access to the ward areas.  


• Time limitation of 3 months for the project, including limited time at Newton Lodge in 


person  


 


 







Methodology: 


The focus of the project would be to gather experiences of service users from a BAME background 


and highlight themes and trends and make recommendations to Newton Lodge to build on 


established good involvement practice and/or make changes. 


We wanted to capture the staff perspective on the service user experience, offering a different 


viewpoint from those delivering on care. 


We did not speak to staff about their own experiences of being from a BAME background working 


within Newton Lodge, as it was outside the parameters of our primary task. We had assurance that 


multiple opportunities are available to staff to discuss their experiences and needs.  


We will highlight at this point the importance of staff experience and the direct impact it has on a 


service user experience from a relational and quality perspective. Staff involvement and authentic 


working self can have large impact on role modelling and recovery for service users. It is therefore 


important to consider the experiences of the BAME staff population, alongside the service user 


experience. 


Preparatory work was undertaken to gain a wider understanding of why the project was important 


to Newton Lodge, this involved talking to the Social Work team who had flagged some concerns. 


We presented a project plan to the SWYFT Equality & Involvement Team who approved us to move 


forwards. 


We advertised our project through posters sent to the wards, through attending the ‘One Voice’ 


meeting and Managers meeting to explain the process, our aims and how we would achieve them. 


 


Our approach would be to interview service users and staff preferably face to face or over Microsoft 


Teams. We had a set of questions for service users and a separate set for staff to guide conversation, 


we were also happy to just listen and allow stories and experiences to flow, each interview would 


dictate its own course.  


Service User Questions: 


1. Tell us about your background? Were religion 


and culture important to you growing up?  


2. Do you follow a religion or cultural practice now? 


3. Are your needs met with this within Newton 


Lodge? 


4. Can you share some positive examples of how 


this happens? 


5. Could anything be improved? (Think big) 


6. Is there a simple change that would make you 


happy? 


7. Do you get involved on the ward? (How? If not, 


why not) 


8. Could anything help you become more involved? 


              Or Please Tell us about your experience… 


 


Staff Questions: 


1. What is your view on the experience of service 


users at Newton Lodge from an ethnic minority 


background? 


2. What improvements could be made? (Quick 


wins v Long Term Goals) 


3. What good practice takes place at Newton 


Lodge around cultural and religious experience? 


4. What support is offered to staff from a BAME 


background? And to support those from a BAME 


background? 


5. Are there any barriers to change at Newton 


Lodge? 


 


Or Please Tell us about your experience… 


 







Ward visits were planned in advance via email by the Newton Lodge Team, who we thank for 


supporting us in our endeavour.  


We visited Newton Lodge on 3 separate occasions, visiting 6 out of 7 wards and talked to 9 service 


users from a BAME background within this time, 2 female and 7 male. 


Waterton was unsettled on our arranged visit date, and we were unable to talk to service users on 


this ward on this occasion. 


Suggestion: For Newton Lodge staff to use the questions from this project to ensure Waterton’s 


service users are offered a further opportunity to be involved in this process and have their 


experiences and views logged. 


We also included into the report observations and conversations with 3 service users on the low 


secure service at Bretton Centre that were from a Quality Review undertaken by the West Yorkshire 


Commissioning Hub in June. These conversations were felt to be relevant to the aims, within the 


spirit of sharing across the Forensic BDU and undertaken by the Involvement Leads.  


Suggestion: To repeat the Project fully across the Low Secure Service. 


In total, 12 service user stories and experiences were heard and considered when looking for themes 


and making recommendations. 


Key demographics disclosed through conversations as follows: 


• 10 people were male, 2 female 


• The age range was 24-55 


• 4 people were Black, Black British, Caribbean or African 


• 7 people were Asian, Asian British 


• 1 person was Other 


• 5 were practising Muslims 


• 1 person identified as multi-Faith 


• 2 people were not currently practising Faith (one brought up within Islam & the other 


Sikhism)  


• 5 people did not discuss Religion 


• 11 people spoke English as a primary language 


• 1 person required the use of an interpreter  


• All had complex and enduring mental illness 


• All were detained under the Mental Health Act and undergoing hospital treatment in either 


medium or low secure services, with one person awaiting recall to prison following 


treatment 


Nursing Teams were spoken to when we visited, we arranged for Teams calls with Ward Managers, 


and Staff Members who wished to talk to us and not on shift. We were able to talk to the Service 


Manager, Social Work Team Members, and Psychology Team Members within the time frame 


allocated. 


18 staff members shared their views with us, 4 of whom were from a BAME background.  







‘It is important to have conversations and ask questions, variety is important too, we are not all the 


same’ 


Suggestion: For Newton Lodge staff to use the questions provided here to reflect on their experience 


and make comments to be logged as part of supervision, including commitments to learn more. 


Suggestion: Consideration to be made to have a designated Involvement Lead and/or Equality 


Champion to ensure that the service user experience is constantly heard through a Newton Lodge 


Involvement Strategy. 


Recommendation: For the Project to be repeated, to ensure that the BAME service voice is 


continually heard, and themes represent the current patient population. 


Cloverleaf Advocacy were also approached on numerous occasions to support this project, but were 


unavailable to meet with us during the timeframe. 


Recommendation: For the Project to be repeated and include the views of a wider Newton Lodge 


staff team including Pastoral Care & Advocacy. 


Recommendation: For the Project to be repeated and Carer Views to be included. 


Data was also collected from the ward managers in the format of a pre-prepared excel spreadsheet 


that asked for anonymous key demographic information from all BAME service users, whether they 


had spoken to us or not. The data allowed us to look at the population of NL as a whole and build on 


the context given. 


6 of the 7 wards returned their data within the timeframe. The calculations are based on the data 


received only and could change with the final ward information. 


The data showed us that from the Newton Lodge population, 30% of service users are from a BAME 


background. This is above the West Yorkshire BAME population of 19.6% [4] and double the 


Yorkshire & Humber BAME population of 14.2% [5], again identifying an over-representation of 


BAME population within secure services. This further validates the need to ensure those from the 


BAME population have their voice count. 


45% of the Newton Lodge BAME population stated they were Atheist, 55% practised religion. Of 


those practising religion 36% were Christian, 55% were Muslim and 9% were Sikh. 


15% of the Newton Lodge BAME population had a preferred language that was not English. 


80% of the Newton Lodge BAME population have a length of stay above 1 year. With 20% above 5 


years.  


On the women’s pathway, 27% of the population are from a BAME background. All women from a 


BAME background identify as Black, Black British, Caribbean or African.  


If we look at women only from West Yorkshire at Newton Lodge, (taking out those placed out of 


area), then 13% of the women’s population are from a BAME background, 7 times the local Black, 


Black British, Caribbean or African population of 1.8% [4].  







‘The local area doesn’t reflect my needs- Wakefield has one shop that sells Black hair products’ 


On the men’s pathway, 31% of the population are from a BAME background. The men from a BAME 


background identify as Asian/ Asian British (25%), Black, Black British, Caribbean or African 


population (69%) and other (6%).  


If we look at men from West Yorkshire only, then 23% of the population are from a BAME 


background, again higher than the local average [4]. 


Interview Themes: 


1. Feeling Safe 


All the service users we spoke to stated they felt safe, that their needs were met and were confident 


to speak up if they wanted to raise a concern. There were no feelings of racism or discrimination 


amongst those we spoke to. 


‘I feel respected by staff, there is no issue with race here’  


‘I feel safe’ 


‘I know how to escalate issues, I feel safe in hospital,  


‘I feel my voice is heard and my needs are met, I got to cook and that was good’ 


‘It’s not racist here’  


‘I don’t feel I am treated different because I am Pakistani’ 


‘I would be happy to speak up if things needed changing, but I am happy’ 


‘I used to feel safer in seclusion, no one would bother me. I moved here because I wasn’t eating in 


my last place, they encouraged me here, I’m doing well now’ 


‘I feel all my needs are met, I feel safe and supported’ 


One service user discussed a worry of not following Islam like others on ward do, as there is a 


cultural expectation and some peer pressure. They also discussed fear of discharge into the 


community and the impact of not knowing where they belong- they felt safe in hospital. 


‘I don’t feel like I fit in with the Asian community anymore and I don’t fit in white British community- 


this includes at Newton Lodge, and for when I go back to the community’ 


Suggestion: Whilst in hospital and when people are unwell, religion may not be a priority, offering 


peer support or opportunities to speak to people further on their journey may be helpful. 


Suggestion: Transition planning takes into account service users who do not want to return to their 


local area of origin for religious and cultural reasons. 


Staff were confident that the ward environments were safe for all. 


‘My role is to support and keep safe’ 







‘Staff are confident to keep the environment safe, we try to keep it neutral’ 


‘We create a safe environment so people can raise issues, and people know we do something about 


it’  


‘Staff are motivated and willing to reinforce a positive and open culture. Staff will challenge and not 


accept a racist environment’ 


2. Staff relationships 


Service users spoke highly of the relationships they held with staff and were confident to approach 


them if they had concerns to raise or recommendations to make. 


‘There are no problems on the ward, I feel safe, I have good staff relationships’ 


‘If I had a problem, I would speak to ward staff or advocacy’ 


‘The staff support me and want what is best for me’ 


‘Staff are friendly, there is a good atmosphere on the ward, the ward environment is nice, I feel safe’ 


‘I feel respected by staff, there is no issue with race here’ 


‘Relationships with staff are important, they have known me a long time here’ 


‘Staff support me to follow religion and cultural practices’ 


‘I feel my voice is heard and my needs are met’ 


Of the staff we spoke to, all were determined to deliver the best care possible and learn and grow, 


striving for excellence. 


‘Staff teams are passionate and want to meet individualised care needs’ 


‘I like to think we give choice and that we are pro-active about celebrating faith and difference on 


this ward’ 


‘I am a positive and motivated person; I will always respond to the voice of service users and staff’ 


‘All disciplines are working with people to ensure their cultural needs are met’ 


Staff also spoke to family regularly to help them learn about the individual they are caring for and 


included them and their views in care planning. 


‘Sometimes it is a learning curve, service users have to explain to me, or I speak to family to best 


support the individual with their religious and cultural needs’ 


Some concerns were raised around physical health and the availability of staff support, especially in 


relation to accessing the gym.  


‘Staff are hard worked and busy, there are not enough to support us’ 







‘Access to the Gym is limited, I want to go but staff are not trained in the gym, staff used to be able 


to take us but can’t anymore’ 


‘Not enough Gym staff trained, now extra layers to get to the Gym’ 


Suggestion: Increase the number of staff Gym trained to support equal access to physical health 


opportunities, establishing good habits whilst in hospital, to a population that are evidenced to have 


higher health risks. [6] 


Some service users also discussed wanting to see a more diverse workforce and having role models 


within the service championing cultural needs. 


‘I would like to see a more diverse workforce’ 


‘There is only one nurse from a Black background on this ward’ 


‘There should be more understanding of cultures and staff role models’ 


‘There is a good staff mix including diversity on this ward, not necessarily across the site’ 


Suggestion: Service user and staff roles as ‘champions of culture.’ 


3. Religious and Cultural Needs 


Service users discussed having access to religious artefacts and pastoral services. 


‘Everything I need to pray is offered’ 


‘I practice as a Muslim, I pray in my room, I have everything I need to do so’ 


‘I am supported to pray, the Imam comes on a Friday, I can have a prayer mat when I want’ 


‘I feel I see the Imam enough’ 


It was mentioned that the Imam visiting had been impacted by covid restrictions and an alternative 


had not been found. 


‘Imam usually comes for Friday Prayer, but I haven’t seen him for a couple of months’ 


‘We are addressing a short fall in needs being met such as Friday Prayers during covid, trying to 


overcome barriers and risk assessment to make them happen’ 


Staff were confident that options were available to meet all religious and cultural needs, and that 


the Imam had gone above and beyond to support service users at Newton Lodge. 


‘We have choices of meals including Halal options, Friday Prayers, Imam visits, Prayer Equipment’ 


‘The Iman has made phone calls to seclusion’ 


‘We use translators and change language on all documents needed’ 


It was felt by service users that more could be done to understand the wider implications of faith 


and mental health and the complexity of the two intertwined. 







‘I struggle with paranoid beliefs related to my experience and religion’ 


This is explored further in ‘Sharing Voices, Bradford 2022 [7] where it states, ‘There are many 


conflicted and confused views that individuals had to cope with, and this would add distress, burden, 


feelings of guilt and shame.’ The Psychology team at Newton Lodge reinforced that religion is a 


protective factor for many and important to support, even when people are struggling with beliefs. 


 
‘Religious guidance is always sought to support people, to give the right context’ 
 


Service users also felt that it was difficult to stay motivated sometimes and upkeep religious practice 


in hospital. 


‘I don’t pray much, but I still believe’ 


‘I grew up with Islam and still practice, or try, the medication makes me tired’ 


‘I find it difficult to motivate myself here, it was easier to practice in prison, there was more of a 


brotherhood and the prison environment was more flexible too’ 


‘Medications have helped me, but they stop me concentrating for long, I like to read religious texts 


and history, but I find them too long and intense now’ 


Suggestion: Look at what happens within prison in terms of religious and cultural need and see if any 


areas of good practice are transferable (an example given was of a Ramadan Treat Box for breaking 


fast with sweet dates.) 


Suggestion: Use of Technology to help with call to prayer and other connections to culture and 


religion, including audiobooks. 


‘One service user we work with is not currently practising his religion, but does change his mind, and 


we always support him when he does’ 


Some service users felt that more could be done to promote inclusivity and choice around culture. 


‘Black products should be available in the shop at Newton Lodge, so people can shop for themselves 


and have a choice, white staff don’t always know what to buy on your behalf’ 


Recommendation: Stock Take the shop and ensure products are suitable for all and that choices 


are available for the BAME population. 


‘Controlled items need to reflect cultural need, like items for Black skin & hair, that are needed are 


contraband’ 


‘I didn’t get a welcome pack or banned items list, I brought in some things that weren’t allowed like 


moisturiser, the rationale wasn’t clear to me’ 


Recommendation: Include service users in development and review of local procedures, especially 


those from a BAME background, to ensure all religious and cultural needs are considered and 


explanation offered for any restrictions. 







 


4. Religious and Cultural Knowledge  


Service users were concerned that media and societal views impacted what people understood 


about Islam and education for staff and peers was needed to support different thinking. 


‘Those that are aware of Islam often have the wrong end of the stick’ 


‘It’s not taught in schools about different histories’ 


‘The Media only shows negative side of Islam’ 


‘Politics and media don’t help’ 


‘We acknowledge that some people may have fixed beliefs that won’t be changed by a stay in 


hospital, we offer support to all and continue educational conversations’  


‘Pastoral services and accessibility to these services is done well, staff are culturally aware via 


mandatory training and individualise care and drive individual care plans.’ 


[The Cultural Calendar] ‘Created some challenging and healthy conversations’ 


Both service users and staff expressed the opinion that more could be done to raise awareness 


about culture and religion within Newton Lodge. 


‘If people in Newton Lodge knew more about history of my background and social and cultural 


norms, I would feel more comfortable’ 


‘I am Bangladeshi, not Pakistani, there are differences’  


‘Religious difference was a big part of me going to prison and ending up here, I don’t think staff 


understand that’ 


‘Staff should know more about religion’ 


‘Religion is very personal and individual’ 


‘BAME staff and BAME service user together sharing experiences would be great’ 


‘Religious and Cultural Awareness training would be useful’ 


‘I would like to be more knowledgeable e.g., so I can support Ramadan when working nights’  


‘An e-learning package to use when needed would be useful, so when the population changes, we 


can refresh knowledge’ 


‘More social events would be great to get everyone to join in and be aware of other cultures- we are 


celebrating Eid as part of the Calendar’ 


Recommendation: Service user and staff working collaboratively on a training package that can be 


delivered to staff on Religion and Cultural Awareness, including lived experiences and examples. 







Good practice around celebrations had been observed and discussed by service users and staff 


teams, preparations for Eid were taking place at the time of interviews.  


Eid al-Adha was chosen by one ward as part of the cultural calendar series for 2022. 


‘I have helped plan and develop Eid celebrations at Newton Lodge’ 


‘We get a choice in what we celebrate’ 


‘There has been a lot of research about culture to help us celebrate Eid’ 


‘We are having a Halal BBQ on Monday, followed by a trip to the cottage, its good for health and 


wellbeing and quality of life’ 


Some felt that the celebrations should have been happening already… 


‘We are celebrating Eid for the first time; I would like to celebrate more often. It shouldn’t have had 


to be asked for, it should be recognised’ 


‘We don’t celebrate other cultures like we do Christmas’ 


Recommendation: Eid and other significant religious and cultural dates are continually celebrated 


and embedded into Newton Lodge practice. 


‘The calendar was a bit rigid to begin with, with dates more important than philosophy’ 


‘We need everyday differences, not just calendar dates to be celebrated’ 


5. Food  


Food was a large part of celebrating for people and a constant theme throughout conversations with 


service users with the feeling that again, more could be done. It was acknowledged as a meaningful 


and important way of bringing people together.  


‘I didn’t follow Ramadan as you can’t eat late at night, food is cooked outside the hospital’ 


‘Meals have been ordered previously for Ramadan; they have a scanned barcode that works in our 


microwave- they are very basic’ 


‘We have on occasion had special agreement to work round local [security] procedures and have 


home cooked food brought it’ 


‘I would like to celebrate my culture more; I would love to teach others how to cook. I would make 


Caribbean food for all the service users and staff’ 


‘ICP is still restricting cooking which is a big part of celebrating’ 


Suggestion: Group sessions on food and cooking that celebrate culture e.g., tasting menus from 


around the world, Newton Lodge cookbook with service user recipes. 


Food in general was also discussed as disappointing. 







‘You get plenty of food here, but there is no variety, the quality is low- it is all frozen’ 


‘I don’t follow the Halal menu; the option is there though’ 


‘My diet is met with the Halal option, but it is curry for everything, I would like to have the 


vegetarian option sometimes too, especially for lunch’ 


‘The Halal menu is good if you like curry’ 


‘Food is not great; I order from the specialist menu then don’t eat it’ 


‘There are no facilities on ward to cook’ 


‘I would like more fresh food and to be able to cook’ 


‘The Halal food is really bad, it is not freshly cooked, it is frozen and reheated. There is no choice or 


variety, and it is bland. There is nothing like home cooked food’ 


‘The food is not very appetizing; I have put on weight in hospital, and it is concerning’ 


‘There are lots of issues overall with the quality and quantity of Halal meals’ 


Suggestion: Service user involvement with creating menus.  


Recommendation: Vegetarian options to be offered to those on the Halal menu to increase choice. 


6. Family 


 


Family was discussed throughout conversations as an important factor in keeping connections with 


the outside world and the BAME community. We were also shown photographs and keepsakes from 


family and told stories of empowerment, encouragement, and hope.  


 


‘Community is important to me; I would like to go back to London to be near my family’ 


 


‘My family send me packages with 3 months supply of skin and hair products, not everyone has that 


help, without my family I would struggle to take care of myself’ 


 


The biggest ask that came through was for more time with family and friends. 


 


‘I get a home visit to see my husband once a week, I would like to go more. He is White, we have 


lived through racism and people trying to separate us. The rest of my family are from London, visits 


are only 45 minutes long, it’s not worth them travelling, I get to phone them though.’ 


 


‘I would have liked to share Eid celebrations with my family, it is a time to be together’ 


 


‘Visits are only 40 minutes long, it is not enough time, my family travel from Birmingham, it is a long 


way’ 


Recommendation: Review visiting procedure to ensure connection to the BAME community is not 


lost, especially around celebrations and culturally significant dates. 







 


7. The Men’s Pathway 


There was a noticeable sense of gratitude from the Men’s pathway and not wanting to complain. 


‘You don’t bite the hand that feeds you’ 


‘I get given £20 a week here’ 


‘I am grateful that I am fed and given a bed’ 


This was also reflected in involvement process and opportunities.  


‘I go to community meetings, but I prefer to keep to myself’ 


‘If I had a problem I would speak to staff or advocacy’ 


‘I attend community meetings but don’t give too many options, I’m easy going’ 


‘I could raise a concern with staff if I needed to or ask if I wanted anything’ 


The men we spoke to at Newton Lodge did know about community meetings, One Voice, the 


Yorkshire & Humber Network, Advocacy and how to raise a concern, which was all reassuring. Some 


said they would like to be involved further. 


‘I didn’t get the chance to be a rep at One Voice, but I would have liked to’ 


‘I’d like to be involved in the Network on the screen’ 


Staff also felt that involvement processes and opportunities were plentiful and confident that people 


had their voice heard. 


‘We have fortnightly community meetings led by one nurse with really good attendance’ 


‘We have advocates on ward who are very good’ 


‘We create a safe environment so people can raise issues, and people know we do something about 


it’ 


‘We keep an eye on attendance and if people are missing, their primary nurse will check in with 


them, we have good working relationships’ 


‘There is a good involvement culture on this ward’ 


‘We want the whole population to have a voice, we encourage participation, individuals will 


experience things differently and we need to give creative ways to capture it’ 


Service users felt there were enough opportunities to be involved and did not want, at this time, a 


specific BAME group to support their needs. 


‘BAME groups exclude, I want to promote inclusivity’ 


‘In the community we promote integration and working together, it should be the same here’ 







Suggestions: When asking for feedback or suggestions, frame questions in a way that are not 


complaint forward e.g., this or that and that community meetings are focussed on problem solving 


together 


Suggestions: Repeat this process of checking in and offer alternative & creative ways for people to 


have their voice heard. 


8. The Women’s Pathway 


The Women we talked to felt like they weren’t listened to, and their opinions didn’t matter, there 


was a sense of breakdown in involvement processes. 


‘I don’t feel my voice is heard, I have made complaints and have no response’ 


‘I feel marginalised, like my existence doesn’t matter’ 


Those on the Women’s pathway also felt that cultural norms were not always understood, and 


behaviour was compared only to what people know themselves and their own expectations.  


‘I feel like my stay is longer due to misunderstanding my culture, there is an ignorance’ 


‘I feel like I am treated differently because I am Black’ 


‘Gestures are cultural, not aggressive or violent’ 


‘They think I’m loud’ 


We were told of a new ‘Trauma Informed Approach’ that is being rolled out across the service, 


including training for all staff where BAME experiences are included, with examples of ways to 


support people that are inclusive and specific. The Framework this is based upon will use up to date 


research and literature from BAME communities. The training hopes to inform these experiences. 


‘I am proud to work in a service that is taking on a whole systems approach, there are lots of 


initiatives happening.’ 


‘We want to be a culturally appropriate and sensitive service’ 


‘We want to make service user experience of the BAME population high quality’ 


Suggestion: Monitor outcomes for the BAME population using the Trauma Informed Approach and 


Framework. 


The women would like to see a collaborative training package that is put together by service users 


and staff from a BAME background. They would also like to be part of a BAME group to help their 


voice be heard and support their culture & identity. 


‘I would welcome a group run by BAME staff with BAME service users’ 


Suggestion: Collaborative BAME group on the Women’s Pathway to support involvement & training.  


 







Final thoughts: 


This project used a story telling approach to compliment previous Discovery Interviews and allow 


service users and staff to share their experiences, this has been emulated in write up. 


Data has confirmed that the BAME population is over-represented in Newton Lodge currently. 


This project has been a snapshot in time only, the service user and staff population are dynamic, and 


experiences change, to ensure high quality experience, this process would need to be continual. 


Suggestions and recommendations have been made throughout this document to support quality 


improvements and the experience of the BAME population, these meet the needs of those people 


that we have spoken to, a wider audience could be approached for further comment. 


This project has given assurance that involvement processes are in place for all and that the staff 


team are supporting service users to have their voice heard.  


The engagement with the interviews has shown us that people from a BAME background are willing 


to get involved and tested the original hypothesis. Multiple, creative opportunities and alternative to 


complaints need to be offered. 


This project acknowledges the recommendations from the Niche Report raising awareness of 


experience of BAME individuals and assuring those on the Male Pathway have a voice. 


There are differences highlighted in how the women view BAME opportunities at Newton Lodge, 


with an emphasis on the up-and-coming training to support experiences moving forwards. 


Involvement Strategy alongside creative roles such as involvement co-ordinator, culture champions, 


BAME group leaders, could continually assure that peoples voices are heard, driving quality 


experience and reduce inequalities. 


Newton Lodge is a micro-community and will always need to reflect the wider community, there is a 


need to be aware of societal impacts on the inpatient population.  


Newton Lodge staff team are willing to change culture, learn, grow and repeat. 


Newton Lodge has a passion for involvement and a drive to be the best they can be. 


Suggestion: Pause and reflect on the good work that you are already doing. 


Whilst at Newton Lodge we observed the following good practice: 







• Eid Preparations 


• Holiday Preparations for the coast 


• Service users involved in the ‘Big Get 


Together’ task 


• One Voice 


• Trauma Informed Approach 


Presentation 


• Cultural Calendar 


• The RESPECT Project (see image) 


• Pastoral services and Imam visits 


(including working with those in 


seclusion) 


• Staff adapting to make things happen 


for service users: 


o Funeral arrangements within 48 hours working with the MoJ for a Muslim funeral 


o Allowing home cooked Food to be brought in for special occasions 


o Staff who are able to communicate in multiple languages to support day to day living 


of service users 


 


Thank you to all service users, staff, MDT & Managers for supporting this 


project and continuing to strive for quality & making sure ‘Our Voice Counts.’ 


 


 


 


 


 


 


 


OVC Project undertaken by Jo Harris and Charlotte Byrne- Yorkshire and Humber Involvement Leads 


With special thanks to: 


Stacey Hayton- Clinical Service Manager and Key Newton Lodge Contact for the OVC Project 


Sue Threadgold Deputy Director of Forensics and L/D Care Group and OVC Project Sponsor 


Aboobaker Bhana- Equality and Engagement Manager and OVC Project Lead 
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Recommendations & Suggestions Table 


Large Print Quran 
Choice of BAME 


toiletries/ 


products in the 


NL shop 


Hairdresser for all 


hair types 


Vegetarian 


option open to 


those who are on 


the Halal menu 
Moisturiser 


provided & 


dispensed with 


medication 


More staff gym 


trained 


Increase visiting 


time’s for those 


who travel long 


distance 


Staff and service 


user roles e.g., 


Culture 


Champions 


All Religious 


Holidays 


celebrated every 


year 


Collaborative 


Training Packages 


on BAME 


experience 


BAME group on 


Women’s 


Pathway 


Alternative for 


BAME abuse 


posters, they 


single people out, 


need inclusivity 



https://www.wypartnership.co.uk/application/files/4515/9713/9130/Paper_B_Developing_an_Intelligence_and_Insight_Data_Pack.pdf

https://populationdata.org.uk/population-of-yorkshire/

https://www.kingsfund.org.uk/publications/health-people-ethnic-minority-groups-england





Recommendation Newton Lodge Thoughts RAG 
For the Project to be repeated, to ensure that the BAME service user voice is 
continually heard, and themes represent the current patient population. 
Include the views of a wider Newton Lodge staff team including Pastoral Care & 
Advocacy and Carer Views. 


  


Stock Take the shop and ensure products are suitable for all and that choices are 
available to the BAME population. 


  


Service user and staff working collaboratively on a training package that can be 
delivered to staff on Religion and Cultural Awareness, including lived experiences 
and examples. 


  


Eid and other significant religious and cultural dates are continually celebrated and 
embedded. 


  


Include service users in development and review of local procedures, especially 
those from a BAME background to ensure all religious and cultural needs are 
considered and explanation offered for any restrictions. 


  


Vegetarian options to be offered to those on the Halal menu to increase choice.   
Review visiting procedure to ensure connection to the BAME community is not 
lost, especially around celebrations and culturally significant dates. 


  


Ensure that ‘Our Voice Counts’ by celebrating and sharing good practice.   


Suggestion Newton Lodge Thoughts RAG 
Newton Lodge staff to use the questions from this project to ensure Waterton’s 
service users are offered a further opportunity to be involved in this process and have 
their experiences and views logged 


  


To repeat the Project fully across the Low Secure Service   
For Newton Lodge staff to use the questions provided here to reflect on their 
experience and make comments to be logged as part of supervision, including 
commitments to learn more. 


  


Consideration to be made to have a designated Involvement Lead and/or Equality 
Champion to ensure that the service user experience is constantly heard through a 
Newton Lodge Involvement Strategy. 


  


Whilst in hospital and when people are unwell, religion may not be a priority, offering 
peer support or opportunities to speak to people further on their journey may be 
helpful. 


  


Transition planning takes into account service users who do not want to return to 
their local area of origin for religious and cultural reasons. 


  


Increase the number of staff Gym trained to support equal access to physical health 
opportunities, establishing good habits whilst in hospital, to a population that are 
evidenced to have higher health risks 


  


Service user and staff roles as ‘champions of culture.’   
Look at what happens within prison in terms of religious and cultural need and see if 
any areas of good practice are transferable (an example given was of a Ramadan 
Treat Box for breaking fast with sweet dates.) 


  


Use of Technology to help with call to prayer and other connections to culture and 
religion, including audiobooks. 


  


Group sessions on food and cooking that celebrate culture e.g., tasting menus from 
around the world, Newton Lodge cookbook with service user recipes. 


  


Service user involvement with creating menus.    
When asking for feedback or suggestions, frame questions in a way that are not 
complaint forward e.g., this or that. Community meetings are focussed on problem 
solving together. 


  


Repeat this process of checking in and offer alternative & creative ways for people to 
have their voice heard. 


  


Monitor outcomes for the BAME population using the Trauma Informed Approach 
and Framework. 


  


Collaborative BAME group on the Women’s Pathway to support involvement & 
training. 


  


Pause and reflect on the good work that you are already doing.   


 


 


 


Where to find/ share good practice: 







Around the Network: 


Newsam Centre- Who am I? Game Who Am I? – Yorkshire And Humber Involvement Network [This 


game is based on guess who but using Black icons from history] 


Wathwood – OT Led group, Culture club. [This covers all different cultures which allows us to focus 


on underrepresented areas for discussion and awareness. We have covered Somali, West Indian, 


Polish and LGBTQ communities] 


Waterloo Manor- Around the World Recovery College Group [Each week a country is chosen from 


the map to explore, including quiz, fun facts and food tasters]  


The National Service User Awards: 


Each year there is a category dedicated to breaking down barriers 2021 Nominees and Winners - 


National Service User Awards (nsua.org) 


Locally: 


The Great Get Together #Moreincommon 


Sharing Voices - a community mental health organisation. Bradford 


Nationally: 


Black Asian and Minority Ethnic (BAME) mental health (rethink.org) 


 


 


 


 


 


 


 


 


 


Report Written by the Yorkshire and Humber Network October 2022 


Yorkshire And Humber Involvement Network – Welcome 



https://www.yorkshireandhumberinvolvementnetwork.nhs.uk/who-am-i/

https://www.nsua.org/history/2021-awards/2021-nominees-and-winners/

https://www.nsua.org/history/2021-awards/2021-nominees-and-winners/

https://www.greatgettogether.org/

https://sharingvoices.net/

https://www.rethink.org/advice-and-information/living-with-mental-illness/wellbeing-physical-health/black-asian-and-minority-ethnic-mental-health/

https://www.yorkshireandhumberinvolvementnetwork.nhs.uk/
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