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[bookmark: _Toc226645245]Introduction 
This policy should be read in conjunction with section 5(2) of the Mental Health Act 1983, Chapter 18 of the Mental Health Act Code Practice 2015 and Chapter 8 Reference Guide to the Mental Health Act 1983. 
Section 5(2) of the Mental Health Act 1983 authorises the detention for up to 72 hours of an in-patient.  It can only be used where the doctor/approved clinician in charge of the treatment of an informal patient, or the nominated deputy, concludes that an application for admission under one of the relevant sections of the Act is appropriate.
For this purpose, informal in-patients include those being treated for physical disorders who need assessment for mental disorder. 
The period of detention commences at the moment the report (form H1) is furnished to the Hospital Managers or someone authorised to receive such a report on their behalf. Part 2 of the H1, receipt of formal admission under the Mental Health Act, must be completed as soon as possible by a member of staff authorised to undertake this duty. 
Section 5(2) of the Mental Health Act 1983 provides for an informal patient to be detained for up to 72 hours in order for a Mental Health Act assessment to be carried out for a section 2 or 3. Section 5(2) is not renewable; however, this does not prevent it from being applied at another time in the future within the same admission; . 
The purpose of the holding power is to prevent a patient discharging him or herself before there is time to arrange for an Assessment/treatment under the Act. 
The purpose of this policy is to: 
· Define an “in-patient”
· Identify who is able to invoke section 5(2)
· Describe the process of arranging an assessment under the Mental Health Act 
· Define when a patient may be legally transferred to another unit when subject to section 5(2)

[bookmark: _Toc226645246]Definition of an in-patient and patients subject to this section 
In this context, a hospital in-patient means any person who is receiving in-patient treatment in a hospital. It does not apply to a patient who is already liable to be detained under section 2, 3 or 4 of the Act, subject to a community treatment order, or a person who is subject to s135 or s136.
The power cannot be used for an outpatient attending hospital accident and emergency department or any other out-patient.
Section 5(2) should only be used if, at the time, it is not practicable or safe to take necessary steps to make an application for detention without detaining the patient first.
Doctors and approved clinicians should use the holding power only after having personally examined the patient first.

[bookmark: _Toc226645247]Who is able to invoke section 5(2)
The doctor/approved clinician in charge of the patient’s treatment or their  nominated deputy can invoke section 5(2).  The doctor/approved clinician in charge of the patient’s treatment may nominate a deputy to exercise section 5(2) powers during their absence from the hospital [section 5(3)]. The deputy will then act on their own responsibility 
· Only a doctor or approved clinician on the staff of the same hospital as the patient is admitted to may be a nominated deputy. Only one deputy can be nominated at one time for any patient, and it is unlawful for a nominated deputy to nominate another.
· Doctors should not be nominated as a deputy unless they are competent to perform the role. If nominated deputies are not approved clinicians (or doctors approved under section 12 of the Act) they should, wherever possible, seek advice from the person for whom they are deputising or someone who is an approved clinician or section 12 approved.
· The nominated deputy should report the use of section 5(2) to the person they are deputising for as soon as possible.
· All relevant staff should know who the nominated deputy for a particular patient is.
· Deputies can be nominated by title, rather than name, eg the first-tier doctor on call for the ward.
· Doctors and approved clinicians may leave instructions with ward staff to contact them (or their nominated deputy) if a particular patient wants or tries to leave. But they may not leave instructions for their nominated deputy to use section 5(2). The assessing doctor or approved clinician must use their own professional judgment.
Out of normal working hours (Friday 5pm to Monday 9am, Bank Holidays and other national holidays recognised by the Trust) the nominated deputy will usually be the first-tier doctor on call.  It is the responsibility of the doctor in charge of the treatment for each patient to ensure that all deputies liable to be on duty are competent to act as the nominated deputy and that they have been adequately trained.

[bookmark: _Toc226645248]Patient’s rights 
When a patient is detained under section 5(2) the nursing staff must inform the patient as to the reasons for the application of holding powers and the duration of this power. Patient’s rights must be given both in writing and verbally (Please refer to the Section 132 patient’s rights policy) and record on SystmOne.

[bookmark: _Toc226645249]Medical treatment of patients
Section 5 does not provide any power under the MHA to treat the person without their consent. The rules contained in Part 4 of the Act do not apply to patients subject to holding powers (18.41 MHA Code of Practice)

[bookmark: _Toc226645250]Record keeping 
A copy of the H1 form is available on the Trust MHA intranet page under ‘forms’. 
Form H1 – Part 1 is completed by a registered medical practitioner or an approved clinician. The time stamp by the signature section at the end of Part 1 of the form should only be completed when the H1 is to be put into the internal mail and not given to the nurse.
Form H1 – Part 2 is completed by a nurse authorised on behalf of the Trust to receive MHA documentation. The nurse completes the time stamp in Part 2. The s.5(2) duration is calculated from this time stamp.
On completion of Part 1 this is submitted to the nursing staff immediately for receipt. 
A section 5(2) checklist is provided for the purpose of receiving the documents (A copy of the checklist is available on the Trust MHA intranet page towards the bottom of the  forms section)
All documents should be scanned and sent to local MHA Office with the originals placed in an envelope and sent to the local MHA Office. 

[bookmark: _Toc226645251] Assessment under the Mental Health Act
Arrangements for an assessment to consider an application under section 2 or section 3 of the Act should be put in place as soon as the H1 report is furnished to the hospital managers or passed to a person authorised to accept section papers. Inform an approved mental health professional (AMHP) immediately of the section 5(2).
[bookmark: _Toc226645252]Monday to Friday 9am – 5pm – request for MHA assessment
· Barnsley MH – request via MHA administration
· Wakefield MH – requests via MHA administration
· Calderdale MH – requests via nursing staff - single point of access
· Kirklees MH – requests via nursing staff - single point of access
· Cheswold Park – request via MHA administration
· The medical practitioner will assess the patient to determine if they meet the criteria for section 2 or 3. If the patient does not, then detention under section 5(2) ends and the patient must be informed of their rights.  
· Mental Health Act Administration is informed immediately and a s.23 discharge notice forwarded to the local MHA office. 
· If the patient meets the criteria for section 2 or 3, the doctor will complete the appropriate medical recommendation.  
· A request for a Mental Health Act assessment will be made to an approved mental health professional who will arrange for the GP or a section 12(2) approved doctor to attend.  Should the second doctor or the AMHP assess that the patient does not meet the criteria for a section 2 or 3, detention under section 5(2) ends and the patient must be informed of his or her rights and the s.132 module on SystmOne updated. 
· The nurse in charge will inform the Mental Health Act administrator of the outcome. 

[bookmark: _Toc226645253]Outside of 9am – 5pm, weekends and bank holiday – requests for MHA assessments
Arrangements for an assessment to consider an application under section 2 or section 3 of the Act should be put in place as soon as the H1 report is furnished to the hospital managers or passed to a person authorised to accept section papers. An AMHP will be informed immediately of the section 5(2).
The Nurse in Charge of the ward will contact:
· Barnsley – Emergency Duty Team
· Wakefield – Social Care Direct
· Kirklees – Single point of access
· Calderdale – Single point of access
· Cheswold Park – Emergency Duty Team. The doctor who has invoked the section 5(2) will inform the on-call consultant to make them aware that an assessment is required. 
· If the consultant makes a recommendation for a section 2 or 3, the applicable service named above is informed that an assessment is required. 
· Emergency Duty Team (Barnsley and Cheswold Park), Single point of access (Calderdale & Kirklees), Social Care Direct (Wakefield) will arrange for a second doctor and an AMHP to attend and assess the patient. 
· If any of the professionals involved in the assessment decide not to proceed with a section 2 or 3 then detention under section 5(2) ends and the patient must be informed of their rights and the SystmOne s.132 rights recording module updated. 
· The nurse in charge of the ward will ensure that the Mental Health Act administration is informed of the outcome the next working day. 

[bookmark: _Toc226645254]Transfers and section 5(2)
Section 19 of the Mental Health Act 1983 allows for the formal transfer of a patient to another hospital managed by a different authority or trust and the internal transfer of a patient to another hospital managed by the same managers.  Patients detained under Section 5(2) are not detained by virtue of an application and therefore the provisions of Section 19 do not apply. 
A patient may not be transferred to another hospital under the provisions of this section.  However, in cases where urgent treatment is required, and the patient consents to it, they can be taken to another hospital for urgent treatment. The detention will immediately lapse on the transfer. For attendance or transfer to an acute trust please refer to appendix 5 Pre-Leave Risk Assessment Guidance for patients requiring attendance or transfer to the acute trust - Mental Health Inpatients of the  Leave policy, All patients’ resident in Hospital.
In cases where the patient is unable to consent to attendance at an alternative hospital, they may, if applicable, be taken to another hospital for treatment under the provisions of the Mental Capacity Act (chapter 5 and 6).  For example, to attend Accident and Emergency to save life or prevent serious deterioration in health.  In such a case, the patient is still subject to detention under the Act and should they abscond, the patient may be arrested by the police (within the 72 hours) and returned to hospital. 
The authority to detain the patient lapses when he or she is admitted to another hospital (including those under the control of the same hospital managers) and fresh consideration needs to be given to invoke the detention if the patient tries to leave the new hospital. 
If the criteria are met, an emergency application for detention under section 4 of the Act could be made to the sending hospital (chapter 15 Code of Practice). The patient could then be transferred to the receiving hospital under Section 19. Alternatively, an application under Section 4 could be made to the managers of the receiving hospital.
Good practice dictates that whenever possible patients are not moved during the assessment period.  Where it is necessary to transfer a patient to another hospital under these circumstances, the Hospital Managers must be informed via Mental Health Act administration to ensure the practice is monitored. 

[bookmark: _Toc441651633][bookmark: _Toc226645255]Definitions
	Section 5(2)
	A section of the MHA authorising a doctor or multi professional approved clinician to detain an inpatient for up to 72 hours, pending a full assessment under the MHA 1983

	Section 132
	A section of the MHA that relates to informing patients of their rights under the Act.

	Mental Capacity Act
	An Act that defines the rights of and responsibilities to people who lack capacity to make decisions.

	Mental Health Act administration
	The department of the hospital that is responsible for ensuring that the paperwork and practice relating to detention of patients under the MHA is compliant with legal requirements.

	MHA
	Mental Health Act 1983.

	Approved clinician
	A doctor, mental health or learning disability registered nurse, clinical psychologist, occupational therapist or social worker who is approved by the Secretary of State to fulfill the functions of the role of Responsible Clinician  authorised under the  Mental Health Act 1983.



[bookmark: _Toc441651634][bookmark: _Toc226645256]Duties
The Trust Board is responsible for approving the policy for the approval, dissemination and implementation of policies and procedures as outlined in this document.
The Executive Management Team are responsible for the overall approval of this policy.
The Lead Director is responsible for ensuring that the policy has been developed in line with the Trust policy for the development, approval and dissemination of policy and procedural documents.
General managers, clinical leads and team managers are responsible for ensuring that staff in their area of responsibility are aware of their responsibilities under the policy and that they follow the policy.
Medical, nursing and other clinical staff are responsible for ensuring that their actions comply with the policy.
Mental Health Act Office staff are responsible for advising on the practice related to the policy insofar as it is governed by the Mental Health Act 1983.
[bookmark: _Toc441651635][bookmark: _Toc226645257]Principles
This updated policy seeks to operationalise section 5(2) of the MHA, the statutory guidance within the Code of Practice and the Mental Health Act Reference Guide in respect of the use of the doctors holding power under section 5(2) of the MHA. 
[bookmark: _Toc441651636][bookmark: _Toc226645258]Equality impact assessment
The policy has had an equality impact assessment, (appendix 1). There were no groups on whom the policy had a more negative impact than others.
[bookmark: _Toc441651637][bookmark: _Toc226645259]Dissemination and implementation arrangements
The policy will be disseminated through the Trust information channels and through professional groups.
[bookmark: _Toc441651638][bookmark: _Toc226645260]Process for monitoring compliance and effectiveness
The Hospital Managers will monitor the arrangements through the Mental Health Act Committee. They will be supported by the Mental Health Act Office.
[bookmark: _Toc441651639][bookmark: _Toc226645261]Review and revision arrangements
The policy will be reviewed by the Assistant Director, Legal Services, on behalf of the Hospital Managers and accountable director by the review date, or earlier if required. Previous copies will be archived in line with Trust procedures.
[bookmark: _Toc441651640][bookmark: _Toc226645262]References
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[bookmark: _Toc441661405][bookmark: _Toc226645264]Appendix 1
Equality Impact Assessment
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?
	MHA section 5(2) Holding power

Routine review

	2
	Description of the document:

Prompt: what is the aim of the document?
	
The aim of the policy is to set out the provision and the legal authority of registered medical practitioners and approved clinicians to hold, and prevent an informal patient who is deemed at risk of harm as a consequence of their mental disorder from leaving the ward to enable a further assessment and consideration for a MHA assessment

The policy provides guidance to ward teams on the application of Holding Powers.

The information is essential to- 
•	ensuring that the safety of the patient is maintained during a period of crisis. 
•	sets out the circumstances when a registered medical practitioner or approved clinician 
can detain/hold lawfully the person until review by a consultant psychiatrist or and Mental Health Act assessment is concluded.
•	ensure that the rights of the patient are upheld whilst they are subject to the holding power

Implementation of the policy assures the Board that clinical and MHA administration practice is being delivered in a manner compliant with the requirement of the Mental Health Act 1983 and its associated code of practice. 

This policy applies to all Trust wards and units that 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: Julie Carr

Job title: Clinical Legislation Manager


	4
	Who else is involved in undertaking this Equality Impact Assessment

Prompt: list all people involved by name and job title
	


Yvonne French – Associate Director Legal Services
Carly Thimm – MHA/MCA Manager, Trustwide




	5
	Sources of information used to identify gaps and barriers

Prompt: local, regional, national research/reports/journals & profession updates. Complaints and compliments data.  
	
MHA 1983
Mental Health Act Code of Practice 2015
Reference Guide to the MHA 1983
Case Law
The Trust Code of Practice Group
The Performance and Monitoring Report received by MHA Committee each quarter
Learning arising from complaints
Learning arising from litigation
Learning arising from feedback from acute trust forums
Learning arising from PLT and CAMHS MHA forum
Feedback and questions received through induction training for resident doctors







	
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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 


Over the past 3 years the Trust has averaged 159 uses of s.5(2) per year. There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure anonymity of patients. This information is reported to the Mental Health Act Committee each quarter



	
	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

The percentage of the local population by gender is Female – 50.9% and Male – 49.1%. Nationally, Males had a higher crude rate for being detained at 91.4 per 100,000 population, compared to 83.0 per 100,000 population for Females (Mental Health Act Statistics 2023-24, NHS England, 2024).

Over the previous 3 reporting years an average of 48% of all admissions to beds in the mental health care group were females.
Over the past 3 years the Trust has averaged 159 uses of s.5(2) per year. 
Over the same reporting period MHA activity returns identify that women are more likely to be made subject to a s.5(2) with an average of 57% of all s.5(2) being applied to female patients. 
There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure anonymity of patients. 
The use of s.5(2) by gender is reported to the Mental Health Act Committee each quarter



	5c
	Age:

Prompt: Older people & Young People 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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed. 



	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.

	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.


	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.


	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

The Trust does not have mother and baby provisions so any admissions of the mother would entail separation from their baby or occur during pregnancy. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.


	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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.


	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
NB: Missing values account for ‘N/A’ or ‘not answered’

Workforce data: 
All registered medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

Ward staff would inform family/carers of the application of a s.5(2). As at the point of the s.5(2) and for the duration of the section there is no nearest relative identified for information to be provided. Should the review by the consultant conclude in a MHA assessment the AMHP will identify the nearest relative and contact them for the purpose of consultant. Should an assessment not proceed, with the patients consent the family/carer would be invited to MDT and be party to a review of the circumstances of the s.5(2). 
 

	[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 medical practitioners, approved clinicians and registered clinical staff who have authority and responsibilities under the MHA must follow the process outlined in the policy.  
All resident doctors receive specific training on the application of s.5(2) and the completion of relevant statutory forms.
All clinical staff access training on the purpose and scope of s.5(2) through mandatory MHA training
All registered nurses working in ward settings receive receipt and scrutiny training to enable them to correctly receive and complete statutory forms for the detention of people under the MHA. This training also covers the giving of rights as required by s.132 of the MHA 
Service data: 
This policy applies equally to all informal 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 1983 sets out the legal parameters for the application of holding powers

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 registered clinical staff should have a working knowledge of reasonable adjustments to ensure inclusivity in clinical practice.

The Human Rights Scrutiny Committee have determined that s.5(2) does not violate the European Convention of Human Rights. 

The annual MHA health inequalities report (August 2025) noted – 
· The percentage of admissions from a BAME background accessing services was less than the BAME local population. The proportion of BAME admissions has grown between 2023/24 and 2024/25 (from 14.8% to 17.2% respectively). BAME populations were less likely to access services but more likely to be admitted.
· MHA admission rates for BAME service users are over-represented compared to their local populations. In comparison to other localities, Kirklees had the highest percentage of Ethnic Minorities detained, with over 40% of detentions being from a BAME background. Kirklees ethnic minorities have the highest proportion of detentions.

There has been limited analysis to date for the population who have been detained under s.5(2). Analysis to better understand its application will need to be conducted over an extended period to ensure the cohort reviewed is large enough to ensure reliable data from which to make generalisations and learning is needed.
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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? 
To complete this EIA customer services have been approached for a summary of complaints that relate to the application of s.5(2) MHA 1983 and any learning that has arisen as a consequence of this has been made. It has been confirmed that there have been no complaints or learning in relation to doctors holding powers. 
Trust Internal walk around inspections and CQC MHA ward inspections have been considered which have informed learning responses. The learning is related to the giving and recording of patients’ rights. The MHA Committee received quarterly updates on compliance rates for this activity with the 2025/26 annual report finding that compliance was at 100%. CQC have highlighted potential improvements for the recording of patients understanding of their rights. In response a work programme is developing a recording option within systmone. The change in translator services in April 2025 ensures access to translators to ensure that patients whose first language in not English are afforded the best opportunity to be able to access and understand their rights. Due to the short nature of holding powers there are no rights of appeal and no right of access to an IMHA. The MHA Bill introduces an extension of access to statutory advocacy services which will enable informal patients access to IMHA services.
Over the previous 3 years the Trust has applied an average of 159 s.5(2) per year. In order to better understand any differences or disproportionate in the application of the section on people with protected characteristics a deep dive over a minimum of three years will be needed in order to ensure a large enough cohort of individuals to support initial analysis of data to provide reliable learning. It is suggested that this may be a point that MHA Committee wishes to be included in the annual MHA inequalities report. The Annual MHA Inequalities report is a new report that is evolving to better understand the application of the Act by age, ethnicity, deprivation and gender. 

The quarterly Performance and Monitoring Report is presented and scrutinised by clinical colleagues each quarter through the Code of Practice Group. No issues have been noted in respect of the use of s.5(2). The Annual Health Inequalities Report is presented at an exception meeting of the Code of Practice Group to enable clinical scrutiny of the report findings and impact on clinical practice. 

The MHA Bill progressing through the parliamentary process. The amendment of the principles has been accepted. The focus of the principles are autonomy, collaborative practices and inclusiveness. A key driver of the Bill is to address health inequalities. The implementation of the Act will prompt a review of this policy.

Case law is regularly reviewed and any judgements relevant to Trust practice are reported to Mental Health Act Committee, with recommendations for routes for dissemination of learning. No judgements relating to the use of doctors holding powers have been raised.
The policy has been reviewed to ensure that it is gender neutral.












 
 
 
 
 
 
 
 
 
 
 
 
 
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

1. All patients rights leaflets are available in a full range of languages.  An agreement is established across the Northern Regional MHA Administrators for the sharing of rights each organisation holds to ensure availability of rights in a relevant language.

2.
3.

 
	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
	 To explore the extension of the MHA inequalities report to address the use of s.5(2)
	  Julie Carr
	  2027
	 This annual MHA inequalities report is evolving and currently in its 3rd year of reporting.  Regular points of review with P&BI are exploring the extent of available data to build and expand the report in reflection of the aspiration of the MHA Bill to redress inequalities found in the use of the MHA.
	On-going  

	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
	 A new training module and resources will be developed to support resident medical staff to discharge their duties under s.5(2) MHA 1983. This will take account of any amendments introduced by the MHA Bill.
This action will be progressed through the Code of Practice Group

	  Julie Carr
	  2027
	  Work is currently in progress with L&D to develop a new eLearning programme. Early discussions with the AMD for Operations confirms support for this new action.
	On-going  

	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 
	  
	  
	  
	  
	  
	  

	Disability 
	  
	
	
	
	
	

	Gender reassignment  
	  
	
	
	
	
	

	Marriage and civil partnership 
	  
	
	
	
	
	

	Race 
	  
	
	
	
	
	

	Religion or belief 
	  
	
	
	
	
	

	Sex 
	  
	
	
	
	
	

	Sexual Orientation 
	  
	
	
	
	
	

	Pregnancy maternity  
	  
	
	
	
	
	

	Carers 
	  
	
	
	
	
	


 
 
 
 



	1. Please state what methods of monitoring you are using to progress actions

Quarterly performance and monitoring report received by MHA Committee
Annual MHA Health Inequalities report commissioned and received by MHA Committee
Review and scrutiny operationally by the Code of Practice Group




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

As part of the policy







	1. EIA assessment by equality and involvement team

Name: Zahida Mallard

Date: 6th October 2025 

Rating: Developing

Recommendations: As stated in the previous EIA 2022  for this policy, equality data of clinicians who have exercised “Holding Power” and also for those on whom it was used needs to be monitored through equality and detailed for the statement in the policy “There were no groups on whom the policy had a more negative impact than others.”, to be corroborated.









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. 

[bookmark: _Toc436131590][bookmark: _Toc441661407]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: _Toc226645265]Appendix 2
[bookmark: _Toc436131591][bookmark: _Toc441661408][bookmark: _Toc226645266]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
	2015
	Assistant Director, Legal Services
	Final
	Final version approved by Trust Board

	2
	Feb 2016
	Assistant Director, Legal Services
	Draft
	MHA CoP and MHA Reference Guide references updated to latest edition.

	3
	Feb 2019
	Assistant Director 
Legal Services
	Review
	

	4
	May 2022
	Assistant Director Legal Services
	Review
	

	5
	August 2025/ April 2026
	Associate Director Legal Services
	Review
	Changes to terminology, minor administration changes and changed titles.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	





[bookmark: _Toc441661409][bookmark: _Toc226645267]Appendix 3
[bookmark: _Toc441661410][bookmark: _Toc226645268]Checklist for the Review and Approval of Procedural Document
To be completed and attached to any policy document when submitted to EMT for consideration and approval.
	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous?
	YES
	

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

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

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	YES
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	NO
	

	
	Are people involved in the development identified?
	YES
	

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

	
	Is there evidence of consultation with stakeholders and users?
	YES
	Clinical Policies and Procedures Group

	4.
	Content
	
	

	
	Is the objective of the document clear?
	YES
	

	
	Is the target population clear and unambiguous?
	YES
	

	
	Are the intended outcomes described? 
	YES
	

	
	Are the statements clear and unambiguous?
	YES
	

	5.
	Evidence Base
	
	

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

	
	Are key references cited?
	YES
	

	
	Are the references cited in full?
	YES
	

	
	Are supporting documents referenced?
	YES
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	YES
	

	
	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?
	YES
	

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

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	YES
	

	
	Have archiving arrangements for superseded documents been addressed?
	YES
	

	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?
	YES
	

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

	10.
	Review Date
	
	

	
	Is the review date identified?
	YES
	

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

	11.
	Overall Responsibility for the Document
	
	

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