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1.0 Introduction 

This report describes engagement activity conducted in March 2017 with communities of interest 
about the urgent care system in Sheffield. This builds on engagement activity with the general 
public in 2015 and 2016 that informed the Urgent Care strategy1 which was published in May 
2016. Links to previous activity are outlined in appendix 1 of this report.  

The aim of this report is to provide themes and trends to help inform consultation options 
development for the future urgent care system in Sheffield. 

1.1 Background and context  

Demand and pressure on urgent care services continues to increase in Sheffield, in line with the 
national picture. NHS Sheffield CCG is committed to improving patient care and access to services 
and is therefore keen to understand the experience of people who receive care locally.  

The CCG is committed to meeting our statutory obligations in relation to patient and public 
involvement and this report highlights activity undertaken in relation to the Health and Social Care 
Act 2012, The Equality Act 2010, the NHS Constitution and the latest NHS England guidance. The 
most recent pre-consultation engagement activity also demonstrates our commitment to the 
Gunning Principals, particularly ‘engaging when proposals are still in their formative stage’. 

1.2 Methodology 

Qualitative and quantitative methods were used to collect data from target communities with the 
aim of gaining sufficient information to consider themes and trends about usage of services, 
barriers to access and patient experience.  

The aim was not to provide statistically significant and scientific data, but to provide colour and 
texture to conversations about how the system could best meet the expectations and needs of 
local people.  

1.3 Target groups 

In order to inform development of options, it was important to utilise public health data to recognise 
groups who hadn’t been given specific opportunities to share their experience or usage of services 
in the previous two engagement activities. In the month of March 2017, the following groups were 
identified, approached and asked for their views: 

 Homeless community
 Substance misuse community
 Asylum seekers and those living in temporary accommodation
 Communities with greatest deprivation
 Students
 City workers

1http://www.sheffieldccg.nhs.uk/Downloads/CCG%20Board%20Papers/May%2026%202016/PAPER%20E%20Strategy%20for%2
0Urgent%20Care.pdf 
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1.4 Approach 

Our approach was to work with conduit organisations who support community members to learn 
from people with lived experience, through semi-structured one to one interviews or completion of 
a questionnaire (see appendix 2). We also utilised peer to peer conversations, particularly with the 
homeless community, to ensure authenticity to the data collected. The organisations that 
contributed to this work were: 

Cathedral Archer Project 
Health Inclusion Team at SHSCFT 
Shipshape 
Sheffield Alcohol Support Service 
The Fitzwilliam Centre 
Drink Wise Age Well 
Mulberry Practice 
South Yorkshire Housing Association 
Darnall Wellbeing 
Lowedges Terminus Initiative 
Public Health Team 
Devonshire Green Practice 
Refugee Council 
Walk In Centre 
Network Church 
Sheffield University 
Sheffield Hallam University 
Arriva 
Healthwatch Sheffield 

In addition, staff who work within services were interviewed to enable a greater understanding of 
collective experience amongst communities and to provide overarching themes and trends.  



March 2017   Urgent Care Engagement Activity With Specific Groups  Page 5 

2.0 Executive Summary  

This engagement activity targeted specific groups of people, some of whom are considered harder 
to reach, to ensure that their voice was heard prior to options being developed for the future urgent 
care system in Sheffield. In addition, the common factor is their geographical proximity to the city 
centre, where many commissioned specialised services are based.  

289 community members shared their views: 

Community Questionnaire responses 
Homeless community 30 
Communities with greatest deprivation 120 
Substance misuse community 14 
Asylum seekers and those living in temporary accommodation 5 
Students 76
 City workers 50 

In addition, semi-structured interviews were conducted with staff from the health, social care and 
the charity sector, to enable exploration of ideas and themes that emerge from daily contact with 
community members.  

It should be noted that for the purpose of this report, people have been categorised according to 
which service collected their response. Particular attention should be paid to the correlation 
between homelessness and substance misuse, particularly in relation to service usage. One health 
professional shared that, anecdotally, it is estimated that around 43% of people who are known to 
the substance misuse team have had a significant head injury that has resulted in impairment to 
memory and organisational skills, as well as increased levels of anxiety. The impact of this on the 
individual and their ‘revolving door’ use of health services cannot be ignored when considering 
future health service provision and tailored behaviour-change models for specific population 
groups.  

2.1 Summary of themes and trends 

 Access to mobile phones was described as an issue by staff working in specialist health
services. From the sample size of 164 people (from substance misuse, homeless and
communities of greatest deprivation), 13 people didn’t have access to a phone (representing
8%). This has implications for the design of a system based on calling 111, having to phone to
make a GP appointment or call the emergency services. For those people who do own a
phone, a text reminder of appointments was described as having a positive impact on people
attending routine appointments. Anecdotally, however, if someone needed to confirm an
appointment by replying (for which they would require phone credit) this was a barrier.

 The cost of travel on public transport was described as a barrier particularly for people with no
or low income. E.g. Job Seekers Allowance is £60 per week – £4.80 for a day saver on the bus
could mean the choice between eating and travelling. An example was given where a family
had walked 3 miles with a poorly young child because they couldn’t afford transport. Once at
the hospital, they couldn’t see any advertising / had low literacy levels and English as a second
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language, so left without visiting the cashier’s office to use their HC1 card to be given cash for 
their return journey home.  
 

 From the 164 people sampled from the substance misuse, homeless and areas of greatest 
deprivation communities, 83 (51%) used walk, bus or ambulance as their mode of transport. 
These people did not indicate that they had access to a car.  
 

 Temporary visas and therefore temporary registrations at primary health care settings are 
creating health inequalities due to lack of access to screening, immunisations, long-term 
condition management support, etc. 

 
 Data supplied by the Walk-In Centre showed that the majority of patients that attend are 

students and young professionals, that less than 3% of people revisit and most people arrive by 
car. This data is different to the assumption that the Walk-In Centre is providing support to 
large numbers of vulnerable people as an ‘overspill’ to commissioned primary care services in 
the city centre. 

 Conversations with health professionals and charity workers who support vulnerable 
communities, suggested that people are signposted to the Walk-In Centre when primary care 
capacity is full at other sites within the city centre. Often, however, patients don’t arrive or they 
register, but don’t wait to be seen. The Walk-In Centre sited that the lack of specialist support 
(e.g. in the case of long term substance misuse) and people not wanting to share their story 
with someone they don’t already have a relationship with were reasons behind this behaviour. 
Statistically, from the 164 people sampled from the homeless, substance misuse and 
communities where there is greatest deprivation, there had been 128 reported visits to the WIC 
in the last year. This compared to 262 visits to A&E.  

 With regard to self-reported service use, 9 people started that they had collectively attended 
A&E 164 times in the last year: 

o From the Darnall community, 4 people had visited 49 times 
o From the Lowedges community 1 person had visited 50 times 
o From the homeless community 2 people had visited 40 times  
o From the substance misuse data, 2 people had visited 25 times 

  Consideration of a tailored, specialised, personal intervention, perhaps via the Integrated 
Personal Commissioning work stream or via active support and recovery could be considered 
for individuals with high service usage. 

 
 Specialised support teams are pivotal in navigating the system with and on behalf of people. 

There are strong and historic links between Voluntary, Community and Faith sector 
organisations and statutory services. Demand for these services has increased over time and, 
where strong interpersonal and organisational relationships exist, people are less likely to fall 
between the cracks. Particular issues were expressed about hospital discharge and 
communication with primary care services to enable appropriate support is in place. Specific 
examples related to homeless people being discharged from the Northern General Hospital late 
at night without money or transport, but needing to reach the city centre to find a bed for the 
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night. VCF sector organisations expressed hope that through social prescribing contracts and 
greater neighbourhood working, they would be able to provide more of a safety net for people 
in vulnerable situations. 

 Staff working in specialist teams such as the Mulberry Clinic, Refugee Council and Cathedral
Archer Project spoke of the need to be flexible according to people’s individual needs and
experience, to enable people to access appropriate care. They also spoke of the challenge of
people becoming so familiar with the way in which specialised services are provided (e.g. on a
drop-in basis, with familiar and trusted professional in a familiar location) when the overall aim
is to encourage people to access healthcare via GP services in local communities, that this
becomes challenging. Specific examples related to requiring access to a phone, being
available at 8:30am to make an appointment (perhaps when someone requires sleeping
medication in relation to past trauma) and seeing a health professional who they may not have
met before.

 Based on the self-reported information, all communities reported that the service they had used
most in the last year was pharmacy, other than the substance misuse community. The question
that was asked related to use that didn’t involve collection of a prescription. This perhaps
shows a move towards utilisation of pharmacy services based on the national ‘Pharmacy First’
campaign or local campaigns such as ‘Stop, Think, Pharmacy First’. The majority of people
highlighted that they had made that choice because they had ‘used it before’, ‘someone
suggested that I went there’ or ‘the staff are friendly’. With regard to the substance misuse
community, the service they self-reported they had used most was A&E.

2.2 Next steps 

 To ensure that this information is utilised at Governing body in the decision making process
about options for the future urgent care system, particularly in relation to reducing health
inequalities.

 To ensure that information ascertained during this engagement activity is shared beyond the
Urgent Care portfolio and has impact on wider commissioning in the organisation.

 Build on links made with partner organisations in other CCG activity and particularly when we
move to formal consultation on the urgent care system.
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3.1 Summary of feedback from homeless people and rough sleepers 

Methodology 

 Semi-structured interview carried out with the Project Activities Co-Ordinator at the Cathedral
Archer Project

 Semi-structured interview carried out with GP from the Devonshire Green surgery
 30 questionnaires completed by rough sleepers and homeless people, with support from

volunteers at the Cathedral Archer Project

Themes and trends from collated data 

 The anecdotal feedback from staff about access to a phone was borne out in the data
collection from service users – from the 30 people who completed the questionnaire, 7 people
didn’t have access to a phone and 1 person didn’t respond. Staff highlighted that phones are
often lost or stolen and, although the use of text messages was helpful as a reminder for
appointments, if there was a requirement on the person to respond to confirm their attendance,
the cost of phone credit was an issue.

 In terms of accessing a GP, 2 people stated that they didn’t have access or weren’t registered
with a GP, 7 accessed primary care via the drop-in service provided by Dr Liz Allsopp at the
Cathedral Archer Project (2.5 hours each Wednesday), 18 were registered on a permanent
basis and 3 were registered on a temporary basis. For those not registered on a permanent
basis, this could be exacerbating inequalities due to lack of access to screening, long-term
conditions management etc.

 In terms of service usage outside the weekly GP drop-in clinic, pharmacy (excluding collection
of prescription) was the most frequently used service, followed by A&E and then the Walk-In
centre. The primary reasons people gave for the use of these services was that someone had
suggested they went there or they had used the service before.

 In terms of transportation to receive healthcare in the last year, 26 respondents mode of
transport was a bus, ambulance or had walked, 3 people used a car and 1 person hadn’t used
any of the services in the scope of the review.

 In terms of if any of the services in the scope of the review moved to a different location, there
were 12 negative responses if the minor injuries unit or A&E moved and 10 negative responses
if the Walk-In centre moved. Comments received included, ‘it would cause stress’, ‘I would
have to travel further’. Other people expressed no adverse effect with comments such as, ‘not if
I knew where to go’ and ‘would have to google maps it and find which buss to catch’.

 With regard to general comments about NHS services, there were 9 positive comments which
included, ‘staff are good to me’, ‘treated fairly’ and ‘been a helpful service’. There were 9
negative comments such as, ‘Walk-In takes too long’, ‘under staffed’ and ‘cannot get a GP
appointment’. Additional comments included, ‘good and bad experience – was judged on my
lifestyle’ and ‘good service just struggled to get a GP appointment so had to go to Northern
General’.

Wider issues for further consideration outside this review 

 In terms of breaking the cycle of substance misuse, homelessness and people falling between
the cracks of service provision, the ‘in-reach’ into hospitals model2 was suggested as an option
for exploration by primary care, perhaps via the neighbourhood team. This national model has
been adapted in Manchester by the 'Urban Village Practice' and is called 'mpath'.

2 http://www.pathway.org.uk/about‐us/ 
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 A dispersed model of re-housing by the Local Authority means that lots of surgeries offer
primary care support for people with experience of homelessness. A multi-agency PLI on
homelessness and health would be welcomed.

 Palliative care for homeless people, particularly those with a history of substance misuse, was
expressed as an issue.

 Greater neighbourhood working coupled with advances in sharing of information across the
multi-agency team were seen as positive, particularly if coupled with support for risk
stratification for more vulnerable people.
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3.2 Summary of feedback from communities with greatest deprivation 

Methodology 

120 completed questionnaires were completed with support from the following organisations: 

 Darnall Wellbeing (81 returns) 
 Shipshape (28 returns) 
 Lowedges Terminus Initiative (11 returns).  

These were completed by community members with support and encouragement from staff and 
volunteers with direct links and trust with the community. Conversations took place at craft groups, 
conversation clubs, dance groups, the older Asian men lunch club, Tinsley conversation club 
(female only), Roma community clinic, Remploy and Together Woman. Bi-lingual Health Trainers 
helped to ensure optimum reach within the community. 

Themes and Trends 

 Based on the 5 services that were in the scope of the review, the service that was attended the 
most was Pharmacy (749 visits), although this did include one respondent who reported they 
had used it 365 times. This service was also the most used with 79 out of 120 people having 
used a pharmacy within the last 12 months. 

 Although there were almost double the number of usages of A&E (164) than the Walk-In 
Centre (83), the number of respondents who had used it was similar, with 40 respondents 
using the Walk-In Centre and 41 using A&E.  

 5 people had accumulatively visited A&E 99 times in the last year. 
 For all 5 services, the main reason given for choosing the service was because they had used 

it before. 
 The services that respondents were most likely to use in the future were their GP (52) or A&E 

(44). 
 When asked about NHS services in general, 5 people who shared their thoughts via Darnall 

Wellbeing stated ‘can’t get an appointment until weeks later, can only see the doctor about one 
problem, drop-in doesn’t work, doctors don’t look at records, no translators but you can’t talk for 
your children, by the time the appointment comes you are feeling better’. Another person 
reported ‘sometimes it’s a very bad environment with very bad verbal abuse to staff.’ Other 
people who were asked via Darnall Wellbeing stated positive experiences such as, ‘good 
experience for me and my family’, ‘all positive, all good’ and ‘always get help when required’.  

 From comments received via The Terminus Initiative at Lowedges, greatest concern was 
expressed if the pharmacy service moved. 8 of the 11 respondents expressed some level of 
anxiety including, ‘it would be difficult as I am disabled’ and ‘need to find a new bus route’. In 
relation to other services in the scope of this review moving to a different location, concerns 
related to bus routes and time taken to travel.  
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3.3 Summary of feedback from substance misuse community 

Methodology 

 Semi-structured interview with Clinical Service Manager at the Fitzwilliam Centre
 Focus group with 5 staff working at the Drink Wise, Age Well project
 14 completed questionnaires by people using Sheffield Alcohol Support Service (SASS)

Themes and Trends 

 Based on the 5 services that were in the scope of the review, the service that was attended
most was A&E. Significantly, 3 people from the 14 surveyed had accumulatively visited A&E 31
times in the last year, one person stating that their mode of transport was ambulance.

 Based on the 14 responses, 13 people had access to a phone. Staff highlighted however, that
people often didn’t have credit to be able to make a call.

 Some drugs cause serious problems to teeth and gums. Dental issues can have significant
impact on a person’s self-esteem. It was reported that navigation of the dental service is
particularly complex.

 The cycle of people being detoxed in hospital then falling back into crisis following discharge
could be reduced if communication between support services (particularly the VCF sector) was
improved.

 The issue of people accessing services, but then not waiting to be seen is significant. This
relates to GP appointments several weeks in advance, arriving by ambulance at A&E and not
waiting to be seen and at the Walk-In Centre.

Specific Feedback from the questionnaires 

 Most people expressed no adverse effect if any of the 5 services in the review were moved.
Comments received on individual services were:

o One person started that if their pharmacy moved it would “affect them badly”
o One person stated that, if any of the services moved they “Would have to google maps it

to find it and find which bus to catch”
o One person commented that if the Walk-In Centre moved they “Would have to walk or

would require a bus/taxi”
o One person stated that, in relation to A&E, “Depends, to be honest, where it moved too”

 When asked about people’s general experience of NHS services in Sheffield, 6 people didn’t
complete that section, 7 expressed a positive response which included quotes such as,
“Attended 2008, very good no complaints, good follow up”, “Brilliant not rewarded enough”, “I
have used the Walk-In centre and found it to be effective” and “Treated at A&E quickly,
courteously and efficiently” and one person offered a negative response, “Long waiting list for
mental health and was forgotten about”.
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3.4 Summary of feedback from asylum seekers / those living in temporary accommodation 

Methodology 

 Semi-structured interview with Clinical Service Manager at the Mulberry Practice 
 Semi-structured interview with Project Worker at the Refugee Council 
 3 semi-structured interviews with asylum seekers from Namibia, Pakistan and Afghanistan 
 2 semi-structured interviews with people living in South Yorkshire Housing Association 

temporary accommodation, 1 from the traveller community 

Themes and Trends 

 Services for new arrival asylum seekers and refugees tend to be based in the city centre, and 
are offered on a drop-in basis. For a variety of reasons, people are unlikely to arrive at other 
services (including the WIC, pharmacies, Minor Injuries, etc.) unless they have been told to 
attend by a person in authority (including case workers, receptionists, etc.). Even when 
encouraged, people often choose not to attend or avoid long waits by leaving before they are 
seen. They would prefer to be seen by the specialised service the following day. 

 When asylum seekers and refugees are settled in Sheffield, they are encouraged to register 
with a local practice. This is sometimes problematic as people with chaotic lifestyles struggle to 
fit in with surgeries where the system requires same-day appointments via an 8:30am call – 
particularly as many people require medication to sleep. 

 The revised government policy to issue 5 year temporary visas, rather than permanent visas, 
is having a knock-on effect for people registering at a GP surgery – hence their lack of access 
to screening, immunisations etc. which is creating greater health inequalities. 

 Failed asylum seekers who live with long term conditions are particularly difficult to support, as 
they are often ‘sofa surfing’ and therefore cannot carry large quantities of medication drugs for 
fear of physical assault / may not have access to places to store them appropriately (e.g. 
insulin in a fridge) / may not have regular access to food if reliant on charity donations. For 
those people, social isolation can become a significant issue. 

 People tend to own a telephone but paying for credit is an issue. Texts were highlighted as an 
effective way of reaching people to remind them of appointments etc 

 Transport was highlighted as the biggest issue for this community as people travel on foot or 
by bus. The cost of public transport was highlighted consistently as a barrier to people 
accessing care outside their geographical community e.g. Job Seekers allowance is £60 per 
week-£4.80 for a bus Day Saver could mean the difference between eating and travelling. 

 People are often unable to read English and therefore understanding prescriptions, 
instructions for medication usage, letters for specialist clinics etc. is entirely reliant on project 
workers. The first languages of the latest group to arrive in the city are: Arabic, Swahili, 
Oromo, Somali and Neur. 

 People arrive following a period of time (sometimes years) in a refugee camp where there is 
little access to health care and therefore have different cultural behaviours towards health. 

Conclusions and recommendations 

 Access to free telephone advice / signposting  
 If services are moved outside the city centre, the issue of the cost of transport must be 

considered 
 Staff (receptionists, support workers, clinicians) across all sectors should be prioritised if the 

system changes in terms of access points as they play a crucial role in signposting.  
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3.5 Summary of feedback from students 

Methodology 

 76 completed questionnaires by students of both The University of Sheffield and Sheffield
Hallam University.

Themes and Trends 

 Based on the 5 services that were in the scope of the review, the service that was attended the
most amount of times was Pharmacy (144 visits). This service was also the most used with 43
having used a pharmacy within the last 12 months.

 In the last 12 months, 13 respondents had used the Walk-In Centre and 14 had used A&E.
 Respondents stated that they were more likely to walk (20) or travel by car (13) to receive

health services.
 The services that respondents were most likely to use in the future were their GP (39) or 111

(37).
 Most respondents were registered with a GP in Sheffield, of those that weren’t (7), this was

because they were registered in a different area.
 Respondents felt that their pharmacy moving location (16) would affect them more than any

other service.
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3.6 Summary of feedback from city workers 

Methodology 

 50 completed questionnaires by people who work in the City Centre

Themes and Trends 

 Based on the 5 services that were in the scope of the review, the service that was attended the
most amount of times was Pharmacy (119 visits). This service was also the most used with 29
having used a pharmacy within the last 12 months.

 In the last 12 months, 5 respondents had used A&E and 12 had used the Walk-In Centre.
 Respondents stated that they were more likely to walk (15) to urgent care services.
 Most respondents were registered with a GP in Sheffield, of those that weren’t (7), this was

because they were registered in a different area where they lived.
 Respondents felt that the Walk-In centre (11) and their pharmacy (10) moving location would

affect them negatively. The main reasons cited were that they were currently convenient and
accessible to all.
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4.0 Summary of demographic information 

The following graphs highlight demographic information from the 289 people who contributed to 
the March 2017 engagement activities. Where relevant, equalities information has also been 
included in the summary report for each community.  
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5.0 Engagement activity with the general public between May to August 2015 about experience 
and usage of urgent care services in the city resulted in: 

 158 completed questionnaires
 32 attendees at focus groups
 142 indirect responses from people contributing to the 5 Year Forward View and Care Closer

To Home engagement activity
 343 visits to the dedicated webpage
 42 views of video about urgent care in Sheffield
 139 ‘likes’ on Facebook page

The key themes that emerged from this activity were: 

 Access to GP appointments
 Confusion about which service to use
 System not working cohesively
 Staff attitude and communication
 Differing experiences and knowledge of the services
 Alternative services available closer to home
 Discharge failures
 Mental health

Direct link to the report 

Healthwatch Sheffield were commissioned to complete short questionnaires with patients in the 
waiting rooms of children’s and adult A&E, the Walk-In Centre and Minor Injuries unit on specific 
days in December 2015 and March 2016. This provided a snapshot of information: 

 81 people contributed across 3 sites in December 2015
 152 people contributed across 4 sites in March 2016.

The key findings were: 

 Predominantly White British
 Registered with a GP
 In employment
 Predominantly female
 English as a first language
 Christian
 Do not live with a disability
 Mainly there for medical advice

Appendix 1 - Summary of engagement with the general public (May 2015-March 2016) 
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 The primary reason given for attendance at the Walk-In Centre and Children’s A&E was lack of
GP appointments – if their usual service wasn’t available, people would go to the Walk-In
Centre

Direct link to the reports:
Results of December 2015 engagement:
Results of March 2016 engagement
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Appendix 2 – Questionnaire used with community members 
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Appendix 4 ‐ Data summary from communities with greatest deprivation 
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Appendix 6 ‐ Data summary from students 
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Urgent Care survey 

March 2016 

1. Introduction 

Demand and pressure on urgent care services continues to increase in Sheffield, in 

line with the national picture. Our urgent care system increasingly struggles to meet 

demand and deliver clinically effective and safe services, which provide the best 

patient experience.  

 

NHS Sheffield CCG Governing Body made the decision to formally undertake a city 

wide review of urgent care services in an attempt to better understand the outcomes 

required by local people who use such services. From May to August 2015 we talked 

with patients and the public using a variety of methods, including focus groups, 

surveys, community events, specialist interest groups and through organisations in 

the voluntary sector. We estimate that through these methods we made 14,354 

contacts with individuals and groups specifically relating to the urgent care services 

review. 

 

The information collated in the summer gave us clear themes and trends, which 

were: 

Access to GP 

appointments 

 

A large amount of people feel that they 

are unable to get a GP appointment 

when they need one or at a suitable 

time. This drives people to use urgent 

care services for convenience, or 

because their health issues escalate. 

“Too difficult to access 

GP from Friday to 

Monday. Closed on a 

Friday afternoon. If 

condition worsens have 

to go elsewhere at a 

weekend.” 

Confusion 

about what 

services to use 

 

There is a lot of confusion about what 

services to use for what type of need. It 

is seen that there is too much choice 

and people default to services that they 

are comfortable with, know about or 

have used before. The language that is 

used to describe urgent care services is 

seen as confusing and inconsistent. 

People feel that there should be better 

signposting to, and education of, these 

services. Many people feel that the 

system should guide patients through 

rather than have to make the choice 

themselves. 

“I was needlessly sent 

to adult A&E after 

contacting NHS 111 for 

advice. On arrival at 

A&E I was then sent 

across town to MIU. 

This is where I feel I 

should have been sent 

in the first place.” 

 



System not 

working 

cohesively 

People see the urgent care system and 

wider health and social care system as 

complicated, fragmented and lacking 

communication between services and 

organisations. This has the impact of 

people having to repeat their story at 

every contact within the system and 

also affects the continuity of care that 

they receive. They feel that all 

organisations providing services need to 

be joined up better with greater 

integration across health and social 

care. 

“The Out of Hours 

service sent an 

ambulance to take my 

partner to A&E. The 

ambulance crew asked 

why we had called 

them, then the doctor 

at A&E asked why we 

had called an 

ambulance!” 

Staff attitude 

and 

communication 

There are mixed reviews around staff 

attitude. Some people have received 

the compassionate and friendly care 

that they expect, whereas others have 

felt that some staff have been 

dismissive and unhelpful. 

Communication between staff and 

patients, and especially being listened 

to, are big issues for people. 

“Every member of staff 

I interacted with was 

brilliant and made me 

feel very at ease.” 

“Sometimes you are 

made to feel like it’s 

your fault.” 

Differing 

experiences 

and knowledge 

of services 

People are experiencing urgent care 

services very differently across 

Sheffield. Many factors affect their 

knowledge of, and confidence of using, 

the different urgent care services that 

are available to them. These factors can 

include where people live, the language 

they speak, their education level, and 

their age.  

“Presume that people 

have a computer. Need 

information and advice 

in other formats. Some 

people can’t access 

libraries and they are 

closing them.” 

Alternative 

services 

available 

closer to home 

The types of services, both statutory 

and voluntary, that are available in the 

community to support people are varied 

across Sheffield. People want services 

in the community that will help to 

address their health issues before they 

escalate and require urgent care 

services like 999 and A&E. Concern 

was raised that if an ambulance is 

called they are automatically admitted to 

hospital when they may be able to stay 

at home with some quickly arranged 

support. 

“My relative didn’t want 

to go to hospital once 

they were checked 

over by the ambulance 

staff, but they wanted 

my relative to go. We 

felt under pressure to 

go, but when we got 

there we ended up 

waiting round for 

hours.” 



Discharge 

failures 

The exit point of urgent care is seen as 

a particular problem. Unplanned 

discharges, a lack of follow ups and no 

continuity of care can create a feeling of 

falling off a cliff edge. 

“People are thrown off 

a cliff edge when they 

finish their treatment. 

There needs to be an 

intermediary.” 

Mental health People want to be treated as a whole, 

with their mental health needs treated 

as equal to their physical needs. They 

want plans to help them in a crisis. 

Experiences of accessing urgent care 

services for mental health issues are 

generally poor. 

“Mental health should 

be treated just the 

same as physical 

health.” 

“Reduced funding in 

mental health has 

stopped my support. 

Won’t be seen again 

until at crisis point.” 

From this information, there were six key questions that were outstanding and 

required further data. Three of these questions were identified as being answerable 

using routinely captured data from the services themselves. They were:  

 Who is using the services?

 When are they using these services?

 What did the service do for them?

In order to answer the additional three questions, a survey (Appendix A) was devised

to provide a snapshot of healthcare service use urgent care sites. They were:

 Why are they using these services?

 What other services did they use?

 What would they do if this service didn't exist?

In December 2015, NHS Sheffield Clinical Commissioning Group commissioned

Healthwatch Sheffield to complete the survey with current users of these services.

The main themes were:

 67% of respondents using the Walk-in Centre or Children’s A&E had been unable to

make an appointment with their GP (either no appointments or closed).

 For those using the Minor Injuries Unit, nearly half chose the service because it was

recommended by friends or family.

 People mainly wanted medical advice.

 The majority of people had tried to access other services (mainly GP) before going to

these services.

 The main reason other services were unable to help was because an appointment

was unable to be made. The second reason was that services had told patients to go

to these urgent care services.



 If these services weren’t available people would go to the Walk-in Centre, wait to

see their own GP or go to A&E.

 Most people were registered with a GP.

A repeat survey was then commissioned for March 2016 which this report details the 

responses to. 

The table below shows the date, time and number of surveys completed at each 

location. 

Location Date Times Surveys 
completed 

A&E Sunday 6 March 11am – 3pm 46 

Children's A&E Saturday 27 February 10am – 2pm 42 

Minor Injuries Unit Tuesday 1 March 1pm – 5pm 15 

Walk-in Centre Monday 29 Feb 10am – 2pm 50 

153 

A lower than expected number of surveys were completed at the Minor Injuries Unit. 

This was due to an incident with a member of the public who was being aggressive 

in the waiting room. As a precaution the engagement worker stopped undertaking 

the survey for over an hour. 

The combined information should provide a useful insight into people’s behaviours 

and inform the review of urgent care services in Sheffield. 

2. What we found out from the survey carried out by Healthwatch

The main themes that can be taken from this engagement activity are:

 Most people had chosen to access the Walk-in Centre because they were unable to

make an appointment with their GP.

 Shorter waiting times and more information about how long they will have to wait to

be seen.

 Most people had chosen to access A&E and Children’s A&E because they felt that

was the service that they needed.

 People were mostly looking for medical advice.

 Most people who had tried to access another service before going to A&E or

Children’s A&E, had called 111 and been told to go there.

 The top results for where people would go if the service they were accessing wasn’t

there were, those accessing:

o A&E said they would go to the Walk-in Centre

o Children’s A&E said they would go to the Walk-in Centre

o Minor Injuries Unit said they would wait to see their own GP

o Walk-in Centre said they would go to A&E



 Only 4.6% of respondents stated they were not registered with a GP.

3. Question Responses

The top two answers to the question below highlight that most people had chosen to 

access the Walk-in Centre because they were unable to make an appointment with their 

GP and most people had chosen to access A&E and Children’s A&E because they felt 

that was the service that they needed.  

People accessing all services answered that they were mostly looking for medical 

advice. Those people using the Walk-in Centre were also looking for a prescription, 

whilst those accessing the A&E were looking to have x-rays, emergency care and 

reassurance.  



The majority of people who had accessed the Walk-in Centre had tried to access 

other services about the same health problem that they were presenting at the 

service. Those accessing the other three sites were more evenly split. 

The majority of people who had tried to access other services had tried to access 

their GP. Those accessing A&E and Children’s A&E had also tried to call 111 and 

those accessing the Minor Injuries Unit had also tried to access the Walk-in Centre. 



The main reason other services were unable to help those going to the Walk-in 

Centre was because an appointment was unable to be made. The main reason 

those going to A&E, Children’s A&E and the Minor Injuries Unit gave was that 

services had told them to go to these urgent care services.  

If these services weren’t available, the majority of people attending the Walk-in 

Centre stated they would go to A&E, whilst most attending the Minor Injuries Unit 

and Children’s A&E stated they would wait to see their own GP. Those people 

attending A&E were evenly split between going to the Walk-in Centre, waiting for 

their own GP, calling 111 and going to A&E anyway. 



 

 

4. How this information helps us to understand the full picture 

This information provides a snapshot into the behaviour of people using these urgent 

care services at a particular date and time. The information should be used to 

supplement previously gathered information and other available data to gain a more 

complete picture of the usage of these services. 

5. What else we need to know 

This engagement activity has helped us to understand three of the six questions 

detailed at the start of the report. 

We still require to know: 

 Who is using the services? 

 When are they using these services? 

 What did the service do for them? 

 

As previously mentioned, other routinely collected data has been identified as being 

important in aiding our understanding of the use of these services. This data should 

be collected and analysed to hopefully answer these three outstanding questions. 

6. Who did we talk to? 

As part of every survey we asked some general questions about the person that was 

completing the survey to help us to understand which communities were responding. 

These questions were optional. Although we cannot say that this describes the types 

of communities that are using these services, we can be assured that views from 

these communities within Sheffield are captured within this engagement activity. 

 





 

 

 







 





 





Urgent Care Strategy Review 

Engagement report  

August 2015 



2 

Contents 

Introduction 3 

Legal Framework for engagement activity 3 

Our engagement approach 5 

Engagement phase one 5 

Engagement phase two 6 

Main themes 8 

Engagement phase three 10 

Appendices 

 A – Community Engagement log 11 

 B – Survey 16 

 C – Survey results 20 

 D – Equality Impact Assessment 27 

 E – Engagement phase one report 36 



3 

Introduction 

Demand and pressure on urgent care services continues to increase in Sheffield, in line with the 

national picture. Our urgent care system increasingly struggles to meet demand and deliver 

clinically effective and safe services, which provide the best patient experience.  

The ‘NHS Five Year Forward View’ sets out how the health service needs to change and adapt 

if it is to successfully meet and respond to the increasing demands and complexities placed 

upon it. The report promotes the need for an even closer relationship with patients, carers, and 

the public to achieve wellbeing and better prevention. The report goes on to state the need for 

better integration between A&E, GP out of hours, urgent care centres, NHS 111 and ambulance 

services. Patients, carers and the public must have an integral role in the development of plans 

for Urgent Care if the future system is to be fit for purpose and utilised as clinicians and NHS 

managers hope.  

NHS Sheffield CCG Governing Body have made the decision to formally undertake a city wide 

review of urgent care services in an attempt to better understand the outcomes required by local 

people who use such services. The review will seek to engage with patients, public, clinicians 

and other key stakeholders including existing service providers. 

The current situation clearly shows that pressure and demand on the system are significant and 

continue to rise. The aims of the review will highlight the significant pressure and demand points 

on local urgent care services and how they can be managed to deliver clinically effective and 

safe services in order to provide the best patient experiences. 

Legal Framework for engagement activity 

Transforming Participation 

NHS England published ’Transforming Participation In Health and Care – The NHS Belongs To 

Us All’ in September 2013 which sets out how the vision for patient and public participation, 

outlined in the NHS Constitution and Health and Social Care Act 2012, will become a reality. It 

states that there are six key requirements for NHS commissioners: 

 Make arrangements for and promote individual participation in care and treatment

through commissioning activity.

 Listen and act upon patient and carer feedback at all stages of the commissioning cycle –

from needs assessment to contract management.

 Engage with patients, carers and the public when redesigning or reconfiguring healthcare

services, demonstrating how this has informed decisions.

 Make arrangements for the public to be engaged in governance arrangements by

ensuring that the CCG governing body includes at least two lay people.

 Publish evidence of what ‘patient and public voice’ activity has been conducted, its

impact and the difference it has made.
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 CCGs will publish the feedback they receive from local HealthWatch about health and

care services in their locality.

Health and Social Care Act 2012 

The Health and Social Care Act 2012 makes provision for Clinical Commissioning Groups 

(CCGs) to establish appropriate collaborative arrangements with other CCGs, local authorities 

and other partners.  It also places a specific duty on CCGs to ensure that health services are 

provided in a way which promotes the NHS Constitution – and to promote awareness of the 

NHS Constitution. Specifically, CCGs must involve and consult patients and the public: 

 In their planning of commissioning arrangements.

 In the development and consideration of proposals for changes in the commissioning

arrangements where the implementation of the proposals would have an impact on the

manner in which the services are delivered to the individuals or the range of health

services available to them.

 In decisions affecting the operation of the commissioning arrangements where the

implementation of the decisions would (if made) have such an impact.

The Act also updates Section 244 of the consolidated NHS Act 2006 which requires NHS 

organisations to consult relevant Overview and Scrutiny Committees (OSCs) on any proposals 

for a substantial development of the health service in the area of the local authority, or a 

substantial variation in the provision of services.  

The Equality Act 2010 

The Equality Act 2010 unifies and extends previous equality legislation. Nine characteristics are 

protected by the Act, which are age, disability, gender reassignment, marriage and civil 

partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation. 

Section 149 of the Equality Act 2010 states that all public authorities must have due regard to 

the need to a) eliminate discrimination, harassment and victimisation, b) advance ‘Equality of 

Opportunity’, and c) foster good relations.   

The NHS Constitution 

The NHS Constitution came into force in January 2010 following the Health Act 2009.  The 

constitution places a statutory duty on NHS bodies and explains a number of patient rights 

which are a legal entitlement protected by law.  One of these rights is the right to be involved 

directly or through representatives: 

 In the planning of healthcare services.

 The development and consideration of proposals for changes in the way those services

are provided.

 In the decisions to be made affecting the operation of those services.
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Gunning Principals 

The four ‘Gunning Principals’  are recommended as a framework for all engagement activity but 

are particularly relevant for consultation and would be used, in the event of a judicial review, to 

measure whether the process followed was appropriate. They are that:  

1. We engage when proposals are still at the formative stage.

2. There are sufficient reasons for proposals to permit intelligent consideration.

3. There is adequate time for consideration & response.

4. Responses must be conscientiously taken into account.

It is recommended that, alongside the project plans, the engagement proposals are shared with 

the Joint Health Scrutiny Committee at the earliest opportunity to ensure that the proposals are 

appropriate. 

Our engagement approach 

Equality Impact Assessment 

An Equality Impact Assessment is undertaken to systematically analyse any proposed changes 

to services to identify what effect, or likely effect any potential changes could have on ‘protected 

groups’. The assessment highlights certain communities that may be more affected by changes 

and will therefore require extra efforts to include them and allow them to have their say on our 

proposals. 

Engagement phases 

 Phase one – Collating pre-existing feedback regarding Urgent Care services and using

these to develop ideas.

 Phase two – Engaging with the public regarding our potential ideas for the services and

using this feedback to influence our decisions. Specific focus is given to engaging with

groups identified by the EIA and other affected groups (service users).

 Phase three – Checking back with the public and all other engaged groups about what

we have heard and what we plan to do. Giving an opportunity for people to comment.

Engagement phase one 

We gathered a wide range of pre-existing information about urgent care services from local and 

national organisations. This information included clinical, public health and patient feedback 

data and is included the Engagement phase one report in appendix E. 

An initial Equality Impact Assessment (EIA) screening was carried out at this stage, which 

highlighted that there could be potential negative impacts on the following groups: 

 Age  Carers  Disabilities

 Homeless people  Race  Religion
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Specific efforts were then made to make sure that these groups were able to have their voice 

heard. 

 

If, as a result of this engagement, it is decided that significant changes may be required to 

urgent care services in Sheffield, a consultation on proposals will be undertaken and a full EIA 

will be undertaken on all options. These EIAs will then form a central part of the consultation 

planning to make sure that specific efforts are made to engage with any group that may be 

negatively impacted by any changes that may be made. 

 

Engagement phase two 

 

In order to conduct this review into Urgent Care services it was imperative that we sought the 

views and experiences of the people of Sheffield. From May to August 2015 we talked with 

patients and the public using a variety of methods. We estimate that through these methods we 

made 14,354 contacts with individuals and groups specifically relating to the urgent care 

services review. 

 

Events 

Four events were held at The Circle, 33 Rockingham Lane, Sheffield on the following dates. 

 

 Wednesday 3 June at 6pm 

 Tuesday 9 June at 1pm 

 Tuesday 21 July at 1.30pm 

 Wednesday 22 July at 6pm 

 

The events gave attendees an opportunity to hear about the urgent care services review and 

take part in discussion groups to share their views and experiences. All contributions were 

captured. 

 

Thirty two (32) people attended these events in total. 

 

Survey 

An online and paper survey was produced (Appendix B) asking people for their views and 

experiences of Urgent Care services in Sheffield. The questions were designed based on the 

feedback received from the pre-engagement phase and gave patients and the public an 

opportunity to influence the process. The survey was distributed widely through community 

channels and current urgent care settings as well as an online link being included on five 

thousand business cards distributed throughout the City. 

 

One hundred and fifty eight (158) surveys were received in total. 
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Kings Fund Experience Based Co-design toolkit 

Using the principles of the Kings Funds’ Experience Based Co-design toolkit, we used the 

detailed feedback that we were receiving to provoke discussion and test out thoughts and ideas 

with the general public. We used engagement events, as well as meetings with community 

groups to take stock and discuss the feedback we were receiving, asking people to discuss and 

comment further on what other people were saying, in order to refine the messages we felt were 

becoming major themes and co-produce ideas about what the outcomes and major pillars of the 

service should be.  

Voluntary and community groups 

A large number of community groups were contacted to let them know about the urgent care 

services review and how they could contribute to it. Groups were targeted specifically relating to 

audiences highlighted in the Equality Impact Assessment undertaken at the very start of our 

engagement process.  

Every group was provided with copies of the survey and online survey link along with an open 

offer to attend the group’s meetings to discuss the project in more detail. We also asked if the 

groups could help us to distribute the survey to the people and groups they worked with in the 

community, to give as many people as possible the opportunity to share their thoughts. 

We met with 25 groups which are detailed in a community engagement log in appendix A along 

with the characteristics that they represent. 

Patient Opinion 

Using our status as a development partner with Patient Opinion, we utilised the online feedback 

platform to receive alerts about any stories relating to urgent care in Sheffield. We were then 

able to respond to the stories, thanking the poster for sharing their experience and explaining 

that it would be included as part of our engagement.  

We also used the CCG’s blog on Patient Opinion to raise awareness of the review. 

Five thousand credit cards encouraging people to share their experiences of urgent care using 

Patient Opinion were printed and distributed within all primary care and urgent care settings 

throughout the City. The cards included the link to the online survey as well as the Patient 

Opinion link. Cards were also given out for those unable to access the web which allowed 

people to write their comments and score the service. These were pre-paid, so people were not 

disadvantaged by having to pay for the postage. 

Seven patient stories were received and responded to. 

Cross pollinating engagement projects 

Throughout the duration of the engagement, the CCG also ran several other engagement 

projects. The feedback received from these engagement projects had significant overlap and 
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received comments relating to urgent care services. Relevant feedback from the two 

engagement projects has been included in the analysis of data. 

2020 Vision of Health and Social Care in Sheffield 

One of the six questions within this engagement asked “How can we improve the way we 

respond if you have an emergency?” This captured some very relevant feedback for the urgent 

care services review. Across two events and a meeting with a community group we engaged 

with a total of 88 people. 

CASES 

This engagement project focussed on providing more care closer to home, but did spark some 

conversations around urgent care. One event was held in the timeframe which engaged with 54 

people. 

Communication 

A letter was sent to every practice manager throughout Sheffield asking them to assist in raising 

the profile of the review. Business cards and posters were included for display within practices. 

A press release was produced and sent to local newspapers, community magazines and radio. 

An article was written that was then included in several Involve Me, HealthWatch Sheffield, 

Sheffield Health and Wellbeing Board and Equality Hub newsletter editions throughout June 

and July. The article included information about the different ways to be involved with the 

review. 

Web and social media 

A dedicated webpage for urgent care was set up which included all the information about the 

review, events, survey and Patient Opinion. This page received 343 visits. 

A video presented by GP and CCG Clinical Director, Dr. StJohn Livesey, was produced 

introducing the review, its purpose and encouraging people to contribute. This video was 

viewed 42 times. 

Sixty six tweets using #UrgentCareSheff were sent from @NHSSheffieldCCG to our 8,466 

followers. These messages were also replicated on our Facebook page which has 139 likes. 

Reflective group analysis 

A reflective group analysis was conducted to analyse the feedback received through the various 

methods above. This session involved six staff members of the CCG who had contributed to the 

engagement phase reading through the feedback, developing key themes independently and 

then reflecting these with the group. After deliberations, the final key themes of the engagement 

phase were produced, along with a detailed explanation. 
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Main themes 

Access to GP appointments 

A large amount of people feel that they are unable to get a GP appointment when they need 

one or at a suitable time. This drives people to use urgent care services for convenience, or 

because their health issues escalate. 

“Too difficult to access GP from Friday to Monday. Closed on a Friday afternoon. 

If condition worsens have to go elsewhere at a weekend.” 

Confusion about what services to use 

There is a lot of confusion about what services to use for what type of need. It is seen that there 

is too much choice and people default to services that they are comfortable with, know about or 

have used before. The language that is used to describe urgent care services is seen as 

confusing and inconsistent. People feel that there should be better signposting to, and 

education of, these services. Many people feel that the system should guide patients through 

rather than have to make the choice themselves. 

“I was needlessly sent to adult A&E after contacting NHS 111 for advice. On 

arrival at A&E I was then sent across town to MIU. This is where I feel I should 

have been sent in the first place.” 

System not working cohesively 

People see the urgent care system and wider health and social care system as complicated, 

fragmented and lacking communication between services and organisations. This has the 

impact of people having to repeat their story at every contact within the system and also affects 

the continuity of care that they receive. They feel that all organisations providing services need 

to be joined up better with greater integration across health and social care. 

“The Out of Hours service sent an ambulance to take my partner to A&E. The 

ambulance crew asked why we had called them, then the doctor at A&E asked 

why we had called an ambulance!” 

Staff attitude and communication 

There are mixed reviews around staff attitude. Some people have received the compassionate 

and friendly care that they expect, whereas others have felt that some staff have been 

dismissive and unhelpful. Communication between staff and patients, and especially being 

listened to, are big issues for people. 

“Every member of staff I interacted with was brilliant and made me feel very at 

ease.” 
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“Sometimes you are made to feel like it’s your fault.” 

 

Differing experiences and knowledge of services 

People are experiencing urgent care services very differently across Sheffield. Many factors 

affect their knowledge of, and confidence of using, the different urgent care services that are 

available to them. These factors can include where people live, the language they speak, their 

education level, and their age.  

 

“Presume that people have a computer. Need information and advice in other 

formats. Some people can’t access libraries and they are closing them.” 

 

Alternative services available closer to home 

The types of services, both statutory and voluntary, that are available in the community to 

support people are varied across Sheffield. People want services in the community that will help 

to address their health issues before they escalate and require urgent care services like 999 

and A&E. Concern was raised that if an ambulance is called they are automatically admitted to 

hospital when they may be able to stay at home with some quickly arranged support. 

 

“My relative didn’t want to go to hospital once they were checked over by the 

ambulance staff, but they wanted my relative to go. We felt under pressure to go, 

but when we got there we ended up waiting round for hours.” 

 

Discharge failures 

The exit point of urgent care is seen as a particular problem. Unplanned discharges, a lack of 

follow ups and no continuity of care can create a feeling of falling off a cliff edge. 

 

“People are thrown off a cliff edge when they finish their treatment. There needs to 

be an intermediary.” 

 

Mental health 

People want to be treated as a whole, with their mental health needs treated as equal to their 

physical needs. They want plans to help them in a crisis. Experiences of accessing urgent care 

services for mental health issues are generally poor. 

 

“Mental health should be treated just the same as physical health.” 

 

“Reduced funding in mental health has stopped my support. Won’t be seen again 

until at crisis point.” 
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Engagement phase 3 

This engagement report begins the process of engagement phase three. Those who have 

contributed to the previous engagement phase are asked to reflect on this report and comment 

on whether there are any omissions to the process or key themes before it is then sent for 

consideration to the CCG’s Clinical Executive Team and Governing Body.  

The raw data and comments are available to view at the NHS Sheffield CCG website. 
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Appendix A – Community engagement log 

Date Event Group Comments Points to think 
about/outcomes 

EIA 
Characte
ristic 

29.05.15 regular 
meeting 

SECF well informed 
group.  Enid 
coming to open 
meeting on 3rd 
June.   Age range 
a mixture -  
includes medical 
students and older 
people.  They've 
done a lot of work 
and pulled 
interesting facts 
together.   

This group has 
connections with the 
the university. This is a 
group that could be a 
really good resource 
when doing 
engegament. 

Older 
people 

03.06.15 Public 
meeting, 
Questionnair
es marked 
with blue dot 
on evelope. 

Arrange
d by 
CCG 

9 people attended.  
Good mix of 
experiences.  GP 
access an issue.  
Communications 
too 

Themes emerging. 

09.06.15 Public 
meeting, 
Questionnair
es marked 
with yellow 
dot on 
evelope. 

Arrange
d by 
CCG 

7 people attended, 
included health 
watch and a 
member of save 
our NHS.  More 
emaphais on A&E 
and related issues 
than access to 
GPs.  Lots of 
discussion about 
attitdue of SCH to 
parents with a 
disability and 
duplication of 
history taking 

Both meetings brought 
up access, 
communication, 
repetition of history 
taking and attitudes of 
staff to some groups of 
patients. 

Disability, 
sexual 
orientatio
n 

11.06.15 Burngreave 
community 
health forum 

regular 
meeting 
or social 
care 
workers 
in the 
area 

Good forum to 
raise the topic and 
get ideas for 
engaging people. 

Will send the link to the 
survey to members.  
Sage Greenfingers 
there - MH support 
group via gardening.  
Note Elise Gilwhite 
(SCC PH) sent details 
of survey and links to 
health networks 
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15.06.15 Page Hall MC 
- dark blue 
dot 

  Practice with high 
BME population 

Sat in the waiting room 
and chatted to people.  
Gave out cards and 
surveys.  Some 
language barriers 

Older 
people, 
race, 
religion 

12.06.15 Stocksbridge 
Community 
Forum.  
Survery have 
green dot 

Arrange
d by 
Helen M 

Good forum to 
raise the topic and 
get ideas for 
engaging people. 

Good turn out and all 
interested.  A lot of 
discussion about 
urgent care.  
Suggestion that we 
visit sheltered 
accommodation 
(captive audience!).  
Lady took my email 
address to contact me 
about this.  20 
surverys, patient 
opinion cards  and 
flyers left.  Those not 
taken by group are 
going to other 
meetings in 
Stocksbridge. 

Older 
people 

15.06.15 Page Hall MC 
- dark blue 
dot 

Invited 
by 
practice 
to sit in 
waiting 
room 
and talk 
to 
patients 

A very diverse 
population in a 
deprived area.   

Sat in waiting room for 
90 minutes.  Chatted 
to people as they sat 
down.  Mix of white, 
Asian, Black and 
Roma.  Gave out some 
paper questionnaire, a 
couple done while they 
waited.  Most wanted 
cards to do the survey 
on line.  Got a patient 
story about the WIC 

Race, 
religion 

16.06.15 St Thomas 
More 
Community 
Centre - 
young at 
heart group.  
Red & Green 
dot 

Regular 
meeting 
in area 
not 
canvass
ed 
much . 

Deprived area Large group of older 
ladies - 55+.  Oldest 
was 80.  All very keen 
to talk to me and share 
experiences.  Took lots 
of questionnaire and 
cards to do survey on 
line.  Manager of 
centre put poster up.  
Agreed to tak more 
surveys and card when 
return for North 
Council in early July.  
Several more groups 
who could be asked. 
Manager will 

Older 
people 
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encourage them to 
take part. 

18.06.15 Broomhill 
Festival 

Choir large festival, lots 
of events. 

Helen took surveys 
and cards to choir 
practice and asked for 
the members to fill 
them in and/or take for 
friends and relatives. 

20.06.15 Heeley 
festival 

People from all 
over Sheffield will 
attend 

Kerry took cards and 
distributed them 

24.06.15 North Local 
Area Panel 

SCC groups 
working in north of 
city. 

Met with people from 
housing, WRVS, VAS. 
Claire from housing 
will send me details of 
TARA meetings so we 
can work out how best 
to tell them about the 
engagement.  Note 
Claire has been in 
touch and informaiton 
about survey and 
invitation to public 
meetings will be sent 
to all TARAs 

Age, 
disability 

27.06.15 St Mary's 
Village Fete 

Wide 
range of 
activitie
s and 
will 
draw 
people 
from all 
areas 

Spoke to Sue 
Green the 
organiser.  Happy 
for us to wander 
about if we donate 
a bottle of wine to 
the raffle. 

AM attended - handed 
out lots of cards and 
made some very 
useful contacts. 

04.07.15 Wincobank 
Hill Climb 

Penny Rea (organiser) 
put LL in touch with 
Lisa Harman from 
SOAR who agreed to 
have information on 
her stall.  Lisa took 
surveys and 
information about 
public meeting and 
distributed them.  Got 
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8 written surveys from 
this event 

07.07.15 U3A City wide group Chatted to individuals, 
gave out cards and 
paper surveys.  Older 
group with keen 
interest in topic.  Gave 
out flyers about public 
meetings 

08.07.15 St Thomas 
More 
Community 
Centre - 
marked ST 

Lunch 
club 

Gave cards and paper 
copies of survey to 
organiser, plus poster. 
Older group 

Age, 
disability 

09.07.15 Epilepsy 
Group 

Not a group 
canvassed very 
often 

Good meeting.  People 
with quite a few views.  
Gave out cards and 5 
paper surverys.  Group 
very keen to use PO 
cards to tell us about 
their experiences.  
Chair will put me in 
touch with ME group.  
He will also send 
round the links to the 
survey on line.  2 
people interested in 
the public meetings. 

09.07.15 Healthwatch Long chat with Carrie 
and left cards for 
distribution. 

11/12.07.
15 

Cliffhangar 
Millhouses 
Park 

Big event with 
people from across 
Sheffield 

Contacted Matt the 
organiser and got 
permission to walk 
round event and chat, 
hand out cards etc. 

13.07.15 Pitsmoor 
Surgery 

Practice with high 
BME population 

Sitting in on baby 
clinic.  Always has 
interpreters so a good 
chance to chat to 
people.  Attended.  
Spoke to 11 people of 
various nationalties, 
discussed urgent care 
and gave out cards 

Race, 
religion 
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15.07.15 Westfield MC Not an 
area 
canvass
ed 
much.  
Near 
townshi
ps 
where 
Andy's 
map 
showed 
higher 
A&E 
use 

Agreed to spend 
afternoon there 

Attended and sat in 
waiting room.  Spoke 
to 7 people all of whom 
had used urgent care.  
Gave cards and 
surveys. 

  

19.07.15 McMillan 
Event 

          Got contact details for 
getting permission.  LL 
will get in touch.  
Attended and gave out 
cards and chatted to 
people. 

  

24.07.15 Social Café 
at Parson 
Cross 

Deprive
d area 

Spoke to Helen 
Warren  about 
visting 

Waiting for 
confirmaiton of date 
and time.  Attended.  
Spoke to people, gave 
out cards and surveys.   

age, 
race, 
disability 

25.07.15 Summer 
event in 
Norfolk 
Heritage Park 

City 
wide 
event 

People from 
different area of 
Sheffield. 

Got free stall booked.  
Made good contact 
with TARA in area  LL 
and LS attended.  Got 
several surveys done, 
gave out cards for PO 
and Involve me. 

  

27.07.15 Social Café 
at St Mary's 

mental 
Health 
Group 

Run by MIND Took cards and 
surveys and had 
discussion with one 
person who has strong 
views on availability of 
help.  He wanted to go 
on PO rather than do 
survey 

  

30.07.15 Social Café 
at Vestry Hall 
Burngreave 

Deprive
d area, 
BME 
populati
on 

Spoke to Helen 
Warren  about 
visting 

Waiting for 
confirmaiton of date 
and time. 

  

06.08.15 Bowfield 
Court 

Sheltere
d 
accomm
odation 
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09.08.15 Lowedges 
Festival 

Huge 
event 

Big event with lots 
of atractions so 
should draw 
people from all 
over.   

Got stall booked.  Not 
an area canvassed 
much, but does show 
high use of A&E. 
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Appendix B – Survey 
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Appendix C – Survey results 

 

Postcode 

 

 Highest return 

 High return 

 Low return 

 Lowest return 

 No returns 
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Appendix D – Equality Impact Assessment 

Equality Impact Assessment 

Title of policy or service: 
Urgent Care Review 2015 

Name and role of officer/s 
completing  
the assessment: 

Lynda Liddament 

Date of assessment: April 2015 to August 2015 

Type of EIA completed: 
Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  

☐      

(select one option -  
see page 4 for guidance) 

1. Outline
Give a brief summary of your 
policy or service 

 Aims

 Objectives

 Links to other policies,
including partners,
national or regional

Aims 

It is proposed that in order to address key issues surrounding the fragmentation of current 

urgent care services, ensure alignment with the Five Year Forward View and ensure long 

term sustainability and viability, that all local urgent care services should be reviewed.  

This will be through detailed discussions with stakeholders and patients and an options 

appraisal developed. 

For clarity, current services considered to be included within the scope of this review at this 

stage are adults and children’s accident and emergency units, the Walk in Centre at Broad 

Lane, the GP Out of Hours collaborative and the Minor Injuries Unit and Eye Casualty Unit 

at the Royal Hallamshire Hospital.   
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The CCG is party to the regional 111 contract with YAS. This cannot be included within the 

scope of the review but the review must consider how local services should appropriately 

interface with the 111 service. 

Objectives 

To ensure delivery of the urgent care review project via the working groups to the agreed 

timetable. To provide Governing body with assurance that the appropriate level of scrutiny 

and challenge has been applied throughout the process. To act as an Internal Critical 

Friend.  

It is anticipated that the review will establish any benefits and or dis-benefits of increased 

integration and co-location of services and clinical professions (physical or virtual).   

Links to other policies, including partners, national regional 

The review will be set in the context of consideration of the Five Year Forward View for 

Sheffield, which as agreed at the last Governing Body meeting will be a joint engagement 

exercise with providers and social care. 

At this point it is considered that well developed and complementary primary care services 

are vital to ensuring the resilience and sustainability of urgent care services. The review 

will therefore assess the potential impact on primary care and link into the current local 

work surrounding the Prime Minister’s Challenge which is looking to increase availability of 

primary care in evenings and weekends and also explore the potential for further 

developments. 

The review will also consider key linkages both in and out of hours. Efforts will be made to 
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identify comprehensively all relevant elements, including pharmacy, ambulance services, 

Active Recovery and the Better Care Fund. 

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity;

 Neutral Impact:   where there are no notable consequences for any group;

 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that
as far as possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process.

2. Gathering of Information
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General 
Equality Duty.  

(Please complete 
each area)

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below:  

Positive 
Impact 

Neutral 
impact 

Negative 
impact 

How does this impact  
and what action, if any, do 

you need to take to address 
these issues? 

What difference 
will this make? 

Human rights ☒ ☒ ☐ The review will not impact on this 
area 

Reviewing urgent care will not 
impact on human rights.  
Outcomes of this review will be 
scrutinised to assess any 
potential adverse effects. 

Age ☐ ☐ ☒ Identify age ranges of people 
accessing urgent care and 
highlight the most vulnerable 

People at both ends of the age 
range have a higher use of 
urgent care.  Young children 
and older people have different 
specific needs from urgent care.  
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Any review must include the 
possible negative impact of 
changing or moving where they 
access care. 
 
 

 

(Please complete 
each area) 

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below 

  
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

How does this impact  
and what action, if any, do 

you need to take to address 
these issues? 

What difference  
will this make? 

Carers ☐ ☒ ☒ Identify carers and assess their 
use of A&E for themselves as 
well as the people they care for. 

Carers can be of any age.  By 
being aware of the reasons they 
access urgent care, for their 
relative or themselves, the 
review can assess the impact of 
changing or moving services.  
Many of the cared for patients 
have very specific needs in 
terms of access and parking.  
Moving or changing services 
may make it harder for the carer 
to get to the appropriate service. 
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(Please complete 
each area)

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below 

Positive 
Impact 

Neutral 
impact 

Negative 
impact 

How does this impact  
and what action, if any, do 

you need to take to address 
these issues? 

What difference 
will this make? 

Disability ☐ ☐ ☒ Assess access to existing 
services, including for people 
with learning disabilities and 
mental health problems 

The review should highlight use 
of services by groups of people 
with a disability.  There needs to 
be an over view of actions taken 
by each out of hours service to 
ensure the best experience and 
outcome for people with 
disability.  Where there is a 
good service, any change of 
movement of the service must 
ensure access is not lost.  
Where there are gaps in 
provision and patient experience 
is poor, improvements should 
be made using good practice to 
inform service development.  
Carers should be aware of how 
and where to access urgent 
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care on behalf of disabled 
patients. 
 

Sex ☐ ☒ ☐ A person’s gender should not 
result in poorer treatment.  A&E 
departments must be prepared to 
treat conditions affecting both 
sexes 

The review will highlight 
services where there is poor 
provision to treat gender specific 
problems and seek to address 
this. 

(Please complete 
each area) 

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below 

  
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

How does this impact  
and what action, if any, do 

you need to take to address 
these issues? 

What difference  
will this make? 

Race ☐ ☐ ☒ Identify areas of high urgent care 
use and assess the ethnicity of 
people in those areas. 

Sheffield has a long history of 
welcoming people from different 
ethnicities who tend to group in 
specific parts of the city.  
Informatics have provided an 
interactive spreadsheet that 
shows ‘hotspots’ of use on a 
map of Sheffield.  The search 
criteria can be refined to reflect 
day, time and age.  Cross 
referencing ‘hotspots’ with areas 
with high ethnicity will allow the 
review to work with patients to 
understand the underlying 
causes of their urgent use. 

Religion or 
belief 

☐ ☐ ☒ This is often associated with race 
and ethnicity 

The review must be mindful of 
cultural reasons associated with 
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accessing urgent care.  These 
can include ignorance of the 
NHS due to persecution at 
home and not understanding the 
role of GP practices.   

Sexual 
orientation 

☐ ☒ ☐ The review will not impact on this 
area 

Gender 
reassignment 

☐ ☒ ☐ The review will not impact on this 
area 

(Please complete 
each area)

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below 

Positive 
Impact 

Neutral 
impact 

Negative 
impact 

How does this impact  
and what action, if any, do 

you need to take to address 
these issues? 

What difference 
will this make? 

Pregnancy and 
maternity 

☒ ☒ ☐ The review will not impact on this 
area 

Sheffield has a separate work 
stream for this cohort.  Access 
to urgent care for ethnicity and 
religion will be covered as set 
out above.  Sheffield has an 
A&E department in the 
Children’s hospital that will be 
part of the review. 

Marriage and 
civil partnership 
(only eliminating 
discrimination)

☐ ☒ ☐ The review will not impact on this 
area 

Other relevant 
groups 

☐ ☐ ☒ Homeless People Homeless people have difficulty 
accessing primary care.  Urgent 
is often their only method of 
getting health care.  Lack of 
access to preventative care can 
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lead to them presenting at 
urgent care needing help with a 
condition that earlier 
intervention could have avoided. 

HR Policies only: 

Part or Fixed 
term staff  

☐ ☐ ☐ 

IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA which covers a more in depth analysis on 
areas/groups impacted must be considered and may need to be carried out.  

Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Age - older people often have 
complex needs and 
themselves be carers for 
contemporaries or younger 
relatives 

Identify groups of older 
people and go out to speak 
to them.  Provide 
information about the 
review, access to the on line 
survey and offer paper 
copies if internet access is 
not possible 

Number of groups identified 
and contacted. 

June to August 
2015 

Carers – old and young have 
different issues 

Identify different groups of 
carers and contact them.  
Provide information about 
the review, access to the on 
line survey and offer paper 
copies if internet access is 
not possible 

Number of groups identified 
and contacted. 

June to August 
2015 
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4. Monitoring, Review and Publication
When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Date of next Review: 

Once completed, this form must be emailed to Elaine Barnes, Equality Manager for sign off: 

elaine.barnes3@nhs.net. 

Elaine Barnes signature: 

mailto:elaine.barnes3@nhs.net
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APPENDIX 2
LIST OF STAKEHOLDER MEETINGS UNDERTAKEN



Urgent Primary Care Stakeholder Engagement meetings 2017 

Date  Meeting 

13‐Feb  LMC 

15‐Feb  Central Locality 

16‐Feb  West Locality 

28‐Feb  Citywide Locality Meeting 

08‐Mar  North Locality 

09‐Mar  HASL Locality 

13‐Mar  LMC 

23‐Mar  Programme Board 

04‐Apr  LOC 

11‐Apr  Provider Workshop 1 

12‐Apr 
Healthier Communities and Adult Social Care Scrutiny and Policy Development 
Committee 

13‐Apr  A&E Delivery Board 

20‐Apr  Provider Workshop 2 

20‐Apr  Programme Board 

25‐Apr  LPC 

29/04 ‐ 08/06  PURDAH 

14 June  Central Locality 

15‐Jun  West Locality 

19‐Jun  Paed Urgent Care subgroup 

20‐Jun  LPC 

20‐Jun  Citywide Locality Meeting 

20‐Jun  Programme Board 

21‐Jun  North Locality 

21‐Jun  A&E Delivery Board 

27‐Jun  Provider Workshop 3 

29‐Jun  One Medicare Ltd./STH 

30‐Jun  Eye Care Workshop 

06‐Jul  HASL Locality 

10‐Jul  LMC 

17‐Jul  Strategic Public Engagement Equality Experience Group 

19‐Jul  Programme Board 

19‐Jul  UEC Transformation Delivery Board 

20‐Jul  Primary Care Sheffield Ltd. 

27‐Jul  Sheffield Health and Wellbeing Board 



APPENDIX 3
COMBINED EIA / QIA FOR EACH OPTION



 

 

Equality Impact Assessment and Quality Impact Assessment Option 1 
 

Title of policy or service: 
Urgent Primary Care Transformation: Option 1 

Name and role of officer/s 
completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement 
Manager, Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed:        
Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  

☐            

 

 
 
1. Outline 
Give a brief summary of your 
policy or service 

 Aims 
 Objectives 
 Links to other policies, 

including partners, 
national or regional 
 

 

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 



been published (March 2017) by the NHS England UEC Programme. 

Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 

• The need to standardise walk in centres, minor injury units and urgent care centres
so that they offer a consistent high quality services and are less confusing for patients to
access.
• Simplify access to local services through a single entry point (NHS 111) to fully
integrated urgent care services collaborating to deliver high quality clinical assessment,
advice and treatment with shared standards and processes.
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments.

A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 

Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 

Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 

However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  



 

Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 
 
Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 
 
Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 
 
This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   
 
The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 
 
Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 



 

This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 
 
Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 
 
The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  



 

 
Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand. 
• Primary Care services (both individual practice and neighbourhood) dovetail 
effectively with acute pathways as they develop (supporting admission avoidance and 
timely discharge).  
• Primary Care access requirements are met. 
• Ensure the most effective use of key members of the workforce and that best 
practice and emerging models of care such as clinical pharmacists supporting practices are 
adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 



 

• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  
 
Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  
 
Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 
 
In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 



1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 

In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 

Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 

Current demand on services. 
Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 

This EIA is based on the following Urgent Primary Care Access solutions for Sheffield 
Option 1: 

1. Patient /carer call NHS111 or local GP surgery and are signposted to appropriate
care



 

2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent 
Treatment Centre (UTC hereafter) based at the Northern General Hospital for Adults 
and Adult Injuries / Child injuries at the Sheffield Children’s Hospital (SCH hereafter) 
and UTC for children at the SCH. 

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ an UTC 
for adults based at NGH including Adult injuries/ Child injuries department at the 
Children’s Hospital and UTC for children at the SCH. 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked 
appointment 

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity; 
 Neutral Impact:   where there are no notable consequences for any group; 
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, 

that as far as possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA 
process. 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

    IMPACT 
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1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 



 

2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

  
 
 

(Please 
complete 

each area) 

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

 
Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 
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Human 
rights 

   0       

Age    0       
Carers 3 2 6  4 3 12 Negative 6 There is a potential that carers may 

have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
distance/public transport links need to 
be considered and addressed. The 
public engagement feedback will be 
used to inform Neighbourhoods who 
will then be expected to complete their 
own individual EIA and implement any 
mitigating actions. 
 

 
 
 
 
 
 
 
 
 
 
 
Relatives/patients of carer will 



 

Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 
of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 
 
Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a more 
timely manner for their relative and 
with their own practice if the patient 
has on-going or complex needs. 
Carers/parents of children could find 
this model easier to navigate as there 
is only one centre/place to go for 
children’s emergencies. This would 
help with having the right care in the 
right place at the right time. It would 
reduce travel costs due to potentially 
only having to go to one place rather 
than 2. The location for carers/parents 
would be the same as the current 
system. Therefore this would be seen 
as a strong positive.  
 
This model would simplify access for 
both Adults and Children and clearly 
identifies where to go for what and for 
whom. 

be able to be seen in a more 
timely manner and with their 
own GP due to more 
appointments being available  

Disability 3 2 6  3 3 9 Negative 3 This could have a positive impact as  



the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 

Equally this could have a negative 
impact due to the potential increase in 
travel distance, modes of transport 
available and therefore also increased 
financial burden in terms of the cost of 
travel. 

Neighbourhoods to undertake as part 
of their service delivery an EIA. 

Potential negative impact if access to 
the hub’s sites within the 
Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 

Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 

Individuals with a sight impairment may 

 The cost of this travel and 
public transport links should 
be taken into account. The 
public engagement feedback 
will be used to inform 
Neighbourhoods who will 
then be expected to complete 
their own individual EIA and 
implement any mitigating 
actions 

The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA, alongside local people 
who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
Discrimination Act (2005). 



 

experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 
 

Sex    0       
Race 0 0 0  2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service. 

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA 

Religion or 
belief 

          

Sexual 
orientation 

          

Gender 
reassignme
nt 

          

Pregnancy 
and 
maternity 

          

Marriage 
and civil 
partnership 
(only eliminating 
discrimination) 

          

Other 
relevant 

0 0 0  4 4 16 Negative16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 

 
 
 



 

groups a telephone. Neighbourhoods should 
be aware that access to their hub 
should include methods other than 
solely telephone access. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 
 
Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 
recommended by family, friends and 
other members of their community.  
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 
 
This model has the potential to simplify 
access and therefore improve the care 
that patients receive due to having the 
right care in the right place first time. 
This would help to reduce the burden 
of travel cost as care is delivered in 
core sites and not spread over 3 or 4 
areas, making it easier to navigate.  
Consideration should be made for 
people who access VCF sector support 

 
 
 
 
 
 
 
 
 
 
 
.  
 
 
 
 
 



 

services that are based in the city 
centre and their lack of means / ability 
to meet the cost of travel to alternative 
sites in different areas of the city.  

  
 SCORE  
  

 
7.75 - 
MODERATE 
NEGATIVE 
RISK 

 

HR Policies 
only: 
Part or Fixed 
term staff 

          

 
 
Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 
Issues/impact 

identified 
Actions required 

How will you measure 
impact/progress 

Timescale 
Officer 

responsible 
Travel 
 

Each individual 
Neighbourhood to 
undertake an EIA and 
public consultation on 
proposed site options for 
the hubs. This will include 
transport links, availability, 
affordability and schedules 
of public transport 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation 
and as part of  
the Sheffield 
wide 
mobilisation 
plan 

Neighbourhood 
Lead and 
Locality 
managers 

 
Access 

Each individual 
Neighbourhood to 
undertake an EIA and 
public consultation on 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 

Post 
consultation 
and as part of  
the Sheffield 

Neighbourhood 
Lead and 
Locality 
managers 



proposed site options for 
the hubs including disability 
access, safety of location 
accessible via bus routes 

implementation via patient 
feedback, PPGs 

wide 
mobilisation 
plan 

Language 
Each individual 
Neighbourhood to 
undertake an EIA and 
public consultation on 
proposed site options for 
the hubs to ensure 
adequate interpreters are 
available for the population 
covered 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation 
and as part of  
the Sheffield 
wide 
mobilisation 
plan 

Neighbourhood 
Lead and 
Locality 
managers 

4. Monitoring, Review and Publication

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate 
discrimination, ensure equality for people with protected characteristics and promote good relations between all people in the community. 



 

 
 
Please could you therefore provide the following information from your planning processes: 
 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and 
treatment for people with a protected characteristic, or sectors of 
the community with specific needs 
 

 

 

 

 

 

 

 

 

 

 



 

PART TWO: QUALITY IMPACT ASSESSMENT OPTION 1 

 

Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 1:- 

5. Patient /carer call NHS111 or local GP surgery and are signposted to appropriate care 
6. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ an Urgent Treatment Centre 

(UTC hereafter) based at the Northern General Hospital for Adults and Adult / Child injuries 
based at A&E Sheffield Children’s Hospital (SCH hereafter) and UTC for children at the SCH. 

7. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/ an UTC for adults 
based at NGH/ Adult Injuries unit based at the NGH UTC/  Child injuries department at the 
SCH/ and UTC for children at the SCH. 

8. 11pm – 8am access is via the Urgent treatment centre which is only for booked appointment 
Scheme Overview Transformation of Urgent Primary Care. 

 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

     

Clinician Completing QIA Sue Berry  

Patient Safety 

For example could the 
proposal/action impact positively or 

 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 

Impact 

Positive 

Likelihood 

 

Score 

 



 

negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

provide a more cohesive and timely service. 
Improved continuity of service delivery. 
Patients have a higher probability of seeing a 
doctor/clinician from their own practice 
adding a level of trust, confidence and 
compliance. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care. 

This model could be seen to simplify access 
for where to go, when and who should 
attend.  

From a paediatric perspective this would 
improve the level of safety due to the access 
of specialist clinicians on site and improved 
care pathways. 

From a minor injury perspective this again 
has been simplified and included within the 
A&E departments ensuring again that 
patients do not need to distinguish between 
an injury/accident  or emergency. This also 
increases the potential to manage the 
workforce in a smarter way as staff can cross 
cover and remain competent in all areas. 

 

 

 

 

 

Positive 

 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

  

 



Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

This may be seen as a positive due to the 
paediatric clinicians having access to peers 
in a timely way. 

Positive 

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for both Adults and Children out of 
hours there may be a negative due to 
carers/patients having to travel across the 
city to get to the right area. This is slightly 
mitigated by the fact that there will be 2 hubs 
open until 11pm in addition to the UTC 

Positive 

Negative 3 x 2 6 moderate 



 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 
be located. PPG and other communication 
means such as posters, website, social 
media and notice boards.  

As the options for how to access care have 
been simplified there is greater chance of 
patients choosing the right service. Currently 
patients often present at the wrong site, 
however this model may appear to reduce 
potential quality differences and improves 
consistency of service delivery making 
choosing the right site an easier option.  

 

 

 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

 

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 
etc.) 

Positive  

 

 

 

 

 

 

 

 

 

 

 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 

   

 

 



 

care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 
practice as home visits may be carried out by 
the hubs in the neighbourhoods 

Equally from a paediatric perspective clinical 
cover may be easier to manage as access to 
a bigger workforce would help mitigate any 
sickness 

This model can also be seen to improve the 
care pathways especially if following 
assessment within minor injury it is deemed 
necessary from the patient to undergo further 
diagnostic assessments i.e. X-ray, plastering 
etc. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

Children’s services this model will potentially 
free up resources as the services could be 
based out of one location. Thereby making 
cost efficiencies in terms of both financial 
and workforce.  

 

Additionally from a Minor injuries perspective 
this model could potentially free up resources 
as the service could be undertaken from one 
location, thereby making cost efficiencies in 
workforce. Also from a patient perspective if 
further investigations are required and A&E 
is needed no additional travel would be 
required. 

 

 

 

 

 

 

 

 

Positive 

 

 

 

 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Mitigation Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

Overall Risk Score- Based on an average of 
the scores above 

6 Moderate risk 

Signed Clinical Director Date 

Signed Medical Director Date 

Signed Chief Nurse Date 

Comments 
Medical Director 
Chief Nurse 

Conclusion 

Total Overall Risk Score for Option 1 

 SCORE 7.4 
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LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option 2 

Title of policy or service: 
Urgent Primary Care Transformation: Option 2  

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed: Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐      

1. Outline
Give a brief summary of your 
policy or service 

 Aims
 Objectives
 Links to other policies,

including partners,
national or regional

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published ( March 2017) by the NHS England UEC Programme. 

Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 
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• The need to standardise walk in centres, minor injury units and urgent care centres 
so that they offer a consistent high quality services and are less confusing for patients to 
access. 
• Simplify access to local services through a single entry point (NHS 111) to fully 
integrated urgent care services collaborating to deliver high quality clinical assessment, 
advice and treatment with shared standards and processes.  
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments. 
 
A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 
 
Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 
 
Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 
 
However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  
 
Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
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Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 
 
Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 
 
Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 
 
This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   
 
The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 
 
Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 
 
Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
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and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 

The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  

Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand.
• Primary Care services (both individual practice and neighbourhood) dovetail
effectively with acute pathways as they develop (supporting admission avoidance and
timely discharge).
• Primary Care access requirements are met.
• Ensure the most effective use of key members of the workforce and that best
practice and emerging models of care such as clinical pharmacists supporting practices are
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adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 
• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
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England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  
 
Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  
 
Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 
 
In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 
 
In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 
 
Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 
 
Current demand on services. 
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Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 
 
This EIA is based on the following Urgent Primary Care Access solutions for 
Sheffield Option 2: 

1. Patients/carers call 111 and are signposted to appropriate care  
2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent 

Treatment Centre based at the Northern General Hospital for both Adults and 
Children and Adult injuries/ and Child injuries a department at the Children’s 
Hospital. 

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ an 
Urgent Treatment Centre based at the Northern General Hospital for both 
Adults and Children and Adult Injuries/ and Child injuries a department at the 
Children’s Hospital. 

4. 11pm – 8am access is via the Urgent treatment centre (UTC hereafter) which is 
only for booked appointment 

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity; 
 Neutral Impact:   where there are no notable consequences for any group; 
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as  

   possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
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2. Gathering of Information
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

(Please 
complete 

each area)

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

Positive 
Impact  

Neutral 
impact 

Negative 
impact 

Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

Human 
rights 

0 

Age 0 0 0 4 4 16 Negative 16 With the prospect of the Urgent 
Treatment Centre at the NGH site 
seeing both Adults and Children this 
will cause confusion of the parents and 
will not be simplifying access. 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Additionally this could also cause 
significant travel cost as parents may 
have to travel to the SCH first and then 
be signposted across the city to the 
UTC. 
 
This may result in parents not being 
able to afford to travel and not 
attending the UTC when there is a very 
real need. This could have a 
detrimental impact on the child’s 
health. Additionally there could be a 
significant time delay in getting from 
the SCH to the UTC if transport links 
are not frequent 

Carers 3 2 6  4 3 12 Negative 6 There is a potential that carers may 
have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
public transport links need to be 
considered and addressed. 
 
Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 
of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 
 
Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a more 
timely manner for their relative and 
with their own practice if the patient 

The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA and implement any 
mitigating actions  
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has on-going or complex needs 
Disability 3 2 6  3 3 9 Negative 3 This could have a positive impact as 

the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 
 
Equally this could have a negative 
impact due to the potential increase in 
travel distance, modes of transport 
available and therefore also increased 
financial burden in terms of the cost of 
travel.  
 
 
Neighbourhoods to undertake as part 
of their service delivery an EIA. 
 
 
 
 
 
 
Potential negative impact if access to 
the hub’s sites within the 
Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 
 
 
 
 

 
 
 
 
 
 
 
There is a potential that 
patients may have to travel 
slightly more or indeed less if 
the hubs are closer to their 
homes. The cost of this travel 
and public transport links 
should be taken into account.  
 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA and implement any 
mitigating actions. 
 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA alongside local people 
who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
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Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 
 
Individuals with a sight impairment may 
experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 
 

Discrimination Act (2005). 
 
 
 
 

Sex    0       
Race 0 0 0  2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service. In 
addition, the needs of those people 
who speak minority languages where 
there is a national shortage of 
interpreters, should also be 
considered. 

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA. 
111 has access to 
interpreters 

Religion or 
belief 

          

Sexual 
orientation 

          

Gender 
reassignme
nt 

          

Pregnancy 
and 
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maternity 
Marriage 
and civil 
partnership 
(only eliminating 
discrimination)

Other 
relevant 
groups 

0 0 0 4 4 16 Negative16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone and therefore may be 
unable to use NHS111 for routine 
advice and appointments. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters, 
should also be considered. 
Neighbourhoods should be aware that 
access to their hub should include 
methods other than solely telephone 
access. 

Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 
recommended by family, friends and 
other members of their community.  
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 
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The option of a city-centre based 
urgent treatment centre for adults and 
paediatrics that is close or co-terminus 
with VCF sector support services could 
help to reduce inequalities, in 
comparison to a site at the NGH. 

 
 
 
 
 
 

  
OVERALL SCORE  
  

 
9.4 HIGH 
NEGATIVE 
RISK 
 

 

HR Policies 
only: 
Part or Fixed 
term staff 

          

 
 
Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 
 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs. This will 
include transport links, 
availability, affordability and 
schedules of public transport 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

 
Access 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs including 
disability access, safety of 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 
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location accessible via bus 
routes 

 
Language 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs to ensure 
adequate interpreters are 
available for the population 
covered 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

 
4. Monitoring, Review and Publication 

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

 
To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  
 
Please could you therefore provide the following information from your planning processes: 
 
 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
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PART TWO QUALITY IMPACT ASSESSMENT OPTION 2 

Once form is completed please email to Project Lead  Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 2:- 

1. Patient / carer call 111 or local GP surgery and are signposted to appropriate care
2. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ an Adult and Children’s Urgent

Treatment Centre (UTC hereafter)based at the NGH/ Adults Injuries unit based at the UTC 
NGH/ Child injuries unit within A&E department at the Sheffield Children’s Hospital (SCH 
hereafter). 

3. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/ an Adult and
Children’s UTC/ Adult injuries unit based at the NGH/ Child injuries A&E department at the 
SCH. 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked appointment
Scheme Overview Transformation of Urgent Primary Care. 
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Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

     

Clinician Completing QIA Sue Berry  

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 
provide a more cohesive and timely service. 
Improved continuity of service delivery. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care.  

However for Children out of hours this may 
not be the case as the carers will have to 
travel to 2 different sites and may get 
confused as to which site to attend for what 
thereby delaying access to treatment in a 
timely way 

Impact 

Positive 

 

Positive 

 

Negative  

 

Likelihood 

 

 

 

 

4 x 2 

Score 

 

 

 

 

8 moderate 

 

 

Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

Nil impact    
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Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for Children out of hours this may 
not be the case as the carers will have to 
travel to 2 different sites and may get 
confused as to which site to attend for what. 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 
be located. PPG and other communication 
means such as posters, website, social 
media and notice boards.  

Currently patients often present at the wrong 
site and although this model will fit well for 
adults, children may be disadvantaged. 

 

Positive 

 

 

 

 

 

 

Negative 

 

 

 

 

 

 

 

 

 

 

 

 

4 x 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8 

 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 

Positive for Adults 
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etc.) 

However for Children this may have a 
negative impact as this model is very 
confusing with 3 different sites to attend for 
different reasons. This can be seen to 
actually be increasing the complexity and 
confusion of where to go for the right 
treatment/care and does not meet the 
requirement of ‘Right care, right place, first 
time 

Negative for Children 
and their carers 

5 x 3 15 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 
currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 
practice as home visits may be carried out by 
the hubs in the neighbourhoods 

However from a Children’s perspective this 
could potentially have a negative impact as 
resources would need to be spread across 3 
different sites diluting the workforce and 
increasing the demand for additional 
resources. It may also have a negative 
impact on cost effectiveness due to demand 
and activity flow. 

Positive 

Negative  4 x 2 8 
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Further from a care pathway perspective this 
would be detrimental as children if requiring 
urgent admission or treatment may then 
have to be transported back to the SCH. 
Thus creating additional stress for the carers, 
delaying treatment times and increasing 
costs by potentially including the requirement 
for hospital transport. 

 

 

Negative 

 

4 x 2 

 

8 

 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

Positive 
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However for Children’s services this model 
will require additional workforce in order to 
safely staff the options. With a current 
shortage of clinician’s in this area this could 
be difficult to consistently staff. Options 
would be to use specialist paediatric nurses, 
however nurses are equally low in numbers. 
The use of the Paediatric Doctors and nurses 
in these locations may not be best placed 
due to low activity/demand 

 

Negative  

 

3 x 2 

 

6 

Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

12 High Risk 

Signed Clinical Director  Date 

Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 

 

 

 

CONCLUSION OF EIA and QIA IMPACT ASSESSMENT: 
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OVERALL SCORE 9.1 = High Risk 

Appendix 1 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option 3 
 

Title of policy or service: 
Urgent Primary Care Transformation: Option 3 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐       

 
 
1. Outline 
Give a brief summary of your 
policy or service 

 Aims 
 Objectives 
 Links to other policies, 

including partners, 
national or regional 
 

 

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published (March 2017) by the NHS England UEC Programme. 
 
Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 
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• The need to standardise walk in centres, minor injury units and urgent care centres 
so that they offer a consistent high quality services and are less confusing for patients to 
access. 
• Simplify access to local services through a single entry point (NHS 111) to fully 
integrated urgent care services collaborating to deliver high quality clinical assessment, 
advice and treatment with shared standards and processes.  
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments. 
 
A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 
 
Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 
 
Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 
 
However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  
 
Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
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Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 

Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 

Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 

This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   

The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 

Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 

Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
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and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 

The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  

Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand.
• Primary Care services (both individual practice and neighbourhood) dovetail
effectively with acute pathways as they develop (supporting admission avoidance and
timely discharge).
• Primary Care access requirements are met.
• Ensure the most effective use of key members of the workforce and that best
practice and emerging models of care such as clinical pharmacists supporting practices are
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adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 
• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
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England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  
 
Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  
 
Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 
 
In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 
 
In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 
 
Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 
 
Current demand on services. 
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Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 

This EIA is based on the following Urgent Primary Care Access solutions for 
Sheffield Option 3 assuming SCH UTC during 8pm – 11pm: 

1. Patient / carer call 111 or local GP surgery and are signposted to appropriate care
2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent

Treatment Centre (UTC hereafter)and injuries unit based at the Northern General
Hospital for Adults/ City Centre based UTC for both Adults and Children/ and a Child
injuries a department at the Sheffield Children’s Hospital (SCH hereafter).

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ an UTC
and injuries unit based at the Northern General Hospital for Adults/ City Centre
based UTC for both Adults and Children / Child injuries department at the Children’s
Hospital and UTC for children at the SCH.

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked
appointment.

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity;
 Neutral Impact:   where there are no notable consequences for any group;
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 

IMPACT 

1 2 3 4 5 
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1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 
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2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

  
 
 

(Please 
complete 

each area) 

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

 
Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
ik
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ih

o
o

d
 

Im
p
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t 

O
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ra
ll 

L
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p
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t 

O
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Human 
rights 

   0       

Age 0 0 0  4 4 16 16 With the prospect of the City Centre 
Urgent Treatment Centre seeing both 
Adults and Children this will cause 
confusion to the parents and will not be 
simplifying access. 
 
 

Additionally this could also 
cause significant travel cost 
as parents may have to travel 
to the SCH first and then be 
signposted across the city to 
the UTC. 
 
This may result in parents not 
being able to afford to travel 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC Risk 
score 

Category 

1 – 3 Low risk (green)  

4 – 6 Moderate risk (yellow) 

8 – 12 High risk (orange)  

15 – 25 Extreme risk (red) 
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and not attending the UTC 
when there is a very real 
need. This could have a 
detrimental impact on the 
child’s health. Additionally 
there could be a significant 
time delay in getting from the 
SCH to the UTC if transport 
links are not frequent. 

Carers 3 2 6  4 4 16 Negative 10 There is a potential that carers may 
have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
distance/public transport links need to 
be considered and addressed. The 
public engagement feedback will be 
used to inform Neighbourhoods who 
will then be expected to complete their 
own individual EIA and implement any 
mitigating actions 
 
Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 
of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 
 
Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a more 
timely manner for their relative and 
with their own practice if the patient 
has on-going or complex needs 

If carers/patients have to 
travel more or travel/public 
transport is made more 
difficult to access due to 
affordability, public transport 
schedules etc. they may 
decide to go with ‘what’s 
easiest and not what’s right. 
Therefore by understanding 
the travel implications should 
help to ensure that location of 
the hubs meets the 
requirements of the local 
population and does not 
unintentionally discriminate. 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA and implement any 
mitigating actions  
 
 
With more timely access to 
urgent same day 
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appointments it is envisaged 
that patients and carers will 
have more choice and better 
access to care when they 
need it most. This will also 
help to ensure that patient 
receive the right care in the 
right place first time 
 
This may result in parents not 
being able to afford to travel 
and not attending the UTC 
when there is a very real 
need. This could have a 
detrimental impact on the 
child’s health. 

Disability 3 2 6  4 4 16 Negative 10 This could have a positive impact as 
the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 
 
Equally this could have a negative 
impact due to the potential increase in 
travel distance, modes of transport 
available and therefore also increased 
financial burden in terms of the cost of 
travel. 
Neighbourhoods to undertake as part 
of their service delivery an EIA. 
 
 
Potential negative impact if access to 
the hub’s sites within the 

 
 
 
 
There is a potential that 
patients may have to travel 
slightly more or indeed less if 
the hubs are closer to their 
homes. The cost of this travel 
and public transport links 
should be taken into account. 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA and implement any 
mitigating actions 
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Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 

Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 

Individuals with a sight impairment may 
experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 

The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA alongside local people 
who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
Discrimination Act (2005). 

Sex 0 
Race 0 0 0 2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service. 

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA 

Religion or 
belief 

0 

Sexual 
orientation 

0 

Gender 
reassignme
nt 

0 
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Pregnancy 
and 
maternity 

   0       

Marriage 
and civil 
partnership 
(only eliminating 
discrimination) 

   0       

Other 
relevant 
groups 

3 3 9  5 5 25 Negative 16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone and therefore may be 
unable to use NHS111 for routine 
advice and appointments. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 
 
Neighbourhoods should be aware that 
access to their hub should include 
methods other than solely telephone 
access. 
 
The option of a city-centre based 
urgent treatment centre for adults and 
paediatrics that is close or co-terminus 
with VCF sector support services e.g. 
Cathedral Archer Project could help to 
reduce inequalities, in comparison to a 
site at NGH.  
 
Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 

The aim is to not exacerbate 
current inequalities / access 
issues. 
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the City tend to use services that are 
recommended by family, friends and 
other members of their community.  
 
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 
 
This model has the potential to cause 
confusion regarding which site to 
access when and for what and does 
not appear to simplify access.  

  
OVERALL SCORE  
  

 
11.6 HIGH 
NEGATIVE 
RISK 
 

 

HR Policies 
only: 
Part or 
Fixed term 
staff 

          

 
 
Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 
 

Each individual 
Neighbourhood to undertake 
an EIA and public 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 

Post 
consultation and 
as part of  the 

Neighbourhood 
Lead and Locality 
managers 
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consultation on proposed site 
options for the hubs. This will 
include transport links, 
availability, affordability and 
schedules of public transport 

venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Sheffield wide 
mobilisation plan 

Access 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs including 
disability access, safety of 
location accessible via bus 
routes 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

Language 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs to ensure 
adequate interpreters are 
available for the population 
covered 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

4. Monitoring, Review and Publication

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  

Please could you therefore provide the following information from your planning processes: 
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Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
 

 

 

 

PART TWO QUALITY IMPACT ASSESSMENT OPTION 3 
 
 

Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 3:- 

1. Patient / carer call 111 or local GP surgery and are signposted to appropriate care 
2. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ Urgent Treatment Centre (UTC 

hereafter) based at NGH for Adult Injuries/ City Centre based UTC for both Adults and 
Children/ Child injuries unit within A&E department at the Sheffield Children’s Hospital (SCH 
hereafter). 

3. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/  City Centre based 
UTC for both Adults and Children / Child injuries department within A&E at the SCH/ Adult 
injuries at UTC at the NGH 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked appointment 
Scheme Overview Transformation of Urgent Primary Care. 

 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
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Transformation 

Clinician Completing QIA Sue Berry 

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 
provide a more cohesive and timely service. 
Improved continuity of service delivery. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care. 

However this model may cause confusion on 
where to go, when and who should attend. 
Both children and adult services would be 
split across 2 different sites adding 
complexity of decision making. This could 
result in patients and carers attending the 
wrong place at the wrong time 

Impact 

Positive 

Negative 

Likelihood 

4 x 2 

Score 

 8  Moderate 
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Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

Nil impact    

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for both Adults and Children out of 
hours this may not be the case as the carers 
will have to travel to 2 different sites across 
the city and may get confused as to which 
site to attend for what. 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 
be located. PPG and other communication 
means such as posters, website, social 

 

Positive 

 

 

 

 

 

Negative 

 

 

 

 

 

 

 

 

 

 

 

4x2 

 

 

 

 

 

 

 

 

 

 

 

 

 

8 moderate 
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media and notice boards.  

Currently patients often present at the wrong 
site and although this model will fit well for 
adults, children may be disadvantaged. 

 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

 

 

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 
etc.)  

However for both Adults and Children this 
may have a negative impact as this model is 
confusing with 2 different sites to attend for 
different reasons. This can be seen to 
actually be increasing the complexity and 
confusion of where to go for the right 
treatment/care and does not meet the 
requirement of ‘Right care, right place, first 
time 

Positive for Adults 

 

 

 

 

Negative for Children 
and their carers 

 

 

 

 

 

 

5 x 3 
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Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 
currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



19 

practice as home visits may be carried out by 
the hubs in the neighbourhoods 

However from a Childrens perspective this 
could potentially have a negative impact as 
resources would need to be spread across 2 
different sites diluting the workforce and 
increasing the demand for additional 
resources. It may also have a negative 
impact on cost effectiveness due to demand 
and activity flow. 

Further from a care pathway perspective this 
would be detrimental as children if requiring 
urgent admission or treatment may then 
have to be transported back to the SCH. 
Thus creating additional stress for the carers, 
delaying treatment times and increasing 
costs by potentially including the requirement 
for hospital transport. 

Negative  

Negative 

4 x 2 

4 x 2 

8 

8 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 

Positive 
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Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

However for Children’s services this model 
will require additional workforce in order to 
safely staff the options. With a current 
shortage of clinician’s in this area this could 
be difficult to consistently staff. Options 
would be to use specialist paediatric nurses, 
however nurses are equally low in numbers. 
The use of the Paediatric Doctors and nurses 
in these locations may not be best placed 
due to low activity/demand 

 

 

 

 

 

 

 

Negative  

 

 

 

 

 

 

 

3 x 2 
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Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

12 High Risk 

Signed Clinical Director  Date 
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Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 

 

 

 

CONCLUSION OF EQUALITY IMPACT AND QUALITY IMPACT ASSESSMENT FOR OPTION 3 

 

 

  
OVERALL SCORE  
  

10.1 High Risk 

 

 

Appendix 1 

 

 

 

 

    IMPACT 

   1 2 3 4 5 
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1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option 4 
 

Title of policy or service: 
Urgent Primary Care Transformation: Option 4 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐       

 
 
1. Outline 
Give a brief summary of your 
policy or service 

 Aims 
 Objectives 
 Links to other policies, 

including partners, 
national or regional 
 

 

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published (March 2017) by the NHS England UEC Programme. 
 
Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 
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• The need to standardise walk in centres, minor injury units and urgent care centres 
so that they offer a consistent high quality services and are less confusing for patients to 
access. 
• Simplify access to local services through a single entry point (NHS 111) to fully 
integrated urgent care services collaborating to deliver high quality clinical assessment, 
advice and treatment with shared standards and processes.  
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments. 
 
A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 
 
Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 
 
Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 
 
However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  
 
Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
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Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 

Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 

Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 

This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   

The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 

Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 

Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
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and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 
 
The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  
 
Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand. 
• Primary Care services (both individual practice and neighbourhood) dovetail 
effectively with acute pathways as they develop (supporting admission avoidance and 
timely discharge).  
• Primary Care access requirements are met. 
• Ensure the most effective use of key members of the workforce and that best 
practice and emerging models of care such as clinical pharmacists supporting practices are 
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adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 
• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
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England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  

Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  

Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 

In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 

In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 

Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 

Current demand on services. 
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Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 
 

This EIA is based on the following Urgent Primary Care Access solutions for Sheffield 
Option 4: 

1. Patient /carer call NHS111 or local GP surgery and are signposted to appropriate 
care 

2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent 
Treatment Centre (UTC hereafter) based at the Northern General Hospital for adults/ 
Injuries Unit based at NGH A&E department for adults/ Child injuries at the Sheffield 
Children’s Hospital (SCH hereafter) and UTC for children at the SCH. 

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ an UTC 
for adults based at NGH/ Injuries unit based at the NGH A&E department for Adults/  
Child injuries department at the Children’s Hospital and UTC for children at the SCH. 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked 
appointment 

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity; 
 Neutral Impact:   where there are no notable consequences for any group; 
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as  

   possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 

 
 
 
 
 
 
 

    IMPACT 

   1 2 3 4 5 
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1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

  
 
 

(Please 
complete 

each area) 

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

 
Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
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Human 
rights 

   0       

Age    0       
Carers 3 2 6  4 3 12 Negative 6 There is a potential that carers may 

have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
distance/public transport links need to 
be considered and addressed. The 
public engagement feedback will be 
used to inform Neighbourhoods who 
will then be expected to complete their 
own individual EIA and implement any 
mitigating actions. 
 
Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 

 
 
 
 
 
 
 
 
 
 
 
Relatives/patients of carer will 
be able to be seen in a more 
timely manner and with their 
own GP due to more 
appointments being available  
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of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 

Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a more 
timely manner for their relative and 
with their own practice if the patient 
has on-going or complex needs. 
Carers/parents of children could find 
this model easier to navigate as there 
is only one centre/place to go for 
children’s emergencies. This would 
help with having the right care in the 
right place at the right time. It would 
reduce travel costs due to potentially 
only having to go to one place rather 
than 2. The location for carers/parents 
would be the same as the current 
system. Therefore this would be seen 
as a strong positive.  

This model would simplify access for 
both Adults and Children and clearly 
identifies where to go for what and for 
whom. 

Disability 3 2 6 3 3 9 Negative 3 This could have a positive impact as 
the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 

Equally this could have a negative 

 The cost of this travel and 
public transport links should 
be taken into account. The 
public engagement feedback 
will be used to inform 



10 
 

impact due to the potential increase in 
travel distance, modes of transport 
available and therefore also increased 
financial burden in terms of the cost of 
travel. 
 
Neighbourhoods to undertake as part 
of their service delivery an EIA. 
 
Potential negative impact if access to 
the hub’s sites within the 
Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 
 
Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 
 
Individuals with a sight impairment may 
experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 
 

Neighbourhoods who will 
then be expected to complete 
their own individual EIA and 
implement any mitigating 
actions 
 
 
 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA, alongside local people 
who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
Discrimination Act (2005). 
 
 
 
 

Sex    0       
Race 0 0 0  2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service. 

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
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This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA 

Religion or 
belief 

          

Sexual 
orientation 

          

Gender 
reassignme
nt 

          

Pregnancy 
and 
maternity 

          

Marriage 
and civil 
partnership 
(only eliminating 
discrimination) 

          

Other 
relevant 
groups 

0 0 0  4 4 16 Negative16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone. Neighbourhoods should 
be aware that access to their hub 
should include methods other than 
solely telephone access. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 
 
Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
.  
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recommended by family, friends and 
other members of their community.  
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 

This model has the potential to simplify 
access and therefore improve the care 
that patients receive due to having the 
right care in the right place first time. 
This would help to reduce the burden 
of travel cost as care is delivered in 
core sites and not spread over 3 or 4 
areas, making it easier to navigate.  
Consideration should be made for 
people who access VCF sector support 
services that are based in the city 
centre and their lack of means / ability 
to meet the cost of travel to alternative 
sites in different areas of the city.  

OVERALL SCORE 7.75 - 
MODERATE 
NEGATIVE 
RISK 

HR Policies 
only: 
Part or 
Fixed term 
staff 
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Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 
 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs. This will 
include transport links, 
availability, affordability and 
schedules of public transport 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

 
Access 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs including 
disability access, safety of 
location accessible via bus 
routes 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

 
Language 

Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs to ensure 
adequate interpreters are 
available for the population 
covered 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 
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4. Monitoring, Review and Publication 

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

 
To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  
 
Please could you therefore provide the following information from your planning processes: 
 
 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
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PART TWO QUALITY IMPACT ASSESSMENT OPTION 4 

Once form is completed please email to Project Lead  Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 4:- 

1. Patient /carer call NHS111 or local GP surgery and are signposted to appropriate care
2. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ an Urgent Treatment Centre

(UTC hereafter) based at the Northern General Hospital for Adults/Adult Injuries Unit based at 
NGH A&E department/ Child injuries at A&E Sheffield Children’s Hospital (SCH hereafter) and 
UTC for children at the SCH. 

3. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/ an UTC for adults
based at NGH/ Adult Injuries unit based at the NGH A&E department/  Child injuries 
department at the SCH/ and UTC for children at the SCH. 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked appointment
Scheme Overview Transformation of Urgent Primary Care. 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

Clinician Completing QIA Sue Berry 

Patient Safety 

For example could the 
proposal/action impact positively or 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 

Impact 

Positive 

Likelihood Score 
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negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

provide a more cohesive and timely service. 
Improved continuity of service delivery. 
Patients have a higher probability of seeing a 
doctor/clinician from their own practice 
adding a level of trust, confidence and 
compliance. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care. 

This model could be seen to simplify access 
for where to go, when and who should 
attend.  

From a paediatric perspective this would 
improve the level of safety due to the access 
of specialist clinicians on site and improved 
care pathways. 

From a minor injury perspective this again 
has been simplified and included within the 
A&E departments ensuring again that 
patients do not need to distinguish between 
an injury/accident  or emergency. This also 
increases the potential to manage the 
workforce in a smarter way as staff can cross 
cover and remain competent in all areas. 

 

 

 

 

 

Positive 

 

Positive 
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Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

This may be seen as a positive due to the 
paediatric clinicians having access to peers 
in a timely way. 

Positive   

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for both Adults and Children out of 
hours there may be a negative due to 
carers/patients having to travel across the 
city to get to the right area. This is slightly 
mitigated by the fact that there will be 2 hubs 
open until 11pm in addition to the UTC 

 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 

 

Positive 

 

 

 

 

 

Negative 

 

 

 

 

 

 

 

 

 

 

 

3 x 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

6 moderate 
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be located. PPG and other communication 
means such as posters, website, social 
media and notice boards.  

As the options for how to access care have 
been simplified there is greater chance of 
patients choosing the right service. Currently 
patients often present at the wrong site, 
however this model may appear to reduce 
potential quality differences and improves 
consistency of service delivery making 
choosing the right site an easier option.  

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 
etc.) 

Positive  

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 
currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 
practice as home visits may be carried out by 
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the hubs in the neighbourhoods 

Equally from a paediatric perspective clinical 
cover may be easier to manage as access to 
a bigger workforce would help mitigate any 
sickness 

This model can also be seen to improve the 
care pathways especially if following 
assessment within minor injury it is deemed 
necessary from the patient to undergo further 
diagnostic assessments i.e. X-ray, plastering 
etc. 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 

Positive 
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proposal will improve this situation for urgent 
primary care. 

Children’s services this model will potentially 
free up resources as the services could be 
based out of one location. Thereby making 
cost efficiencies in terms of both financial 
and workforce.  

 

Additionally from a Minor injuries perspective 
this model could potentially free up resources 
as the service could be undertaken from one 
location, thereby making cost efficiencies in 
workforce. Also from a patient perspective if 
further investigations are required and A&E 
is needed no additional travel would be 
required. 

 

 

Positive 

 

 

 

 

Positive 

 

 

 

 

 

 

Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

6 Moderate risk 

Signed Clinical Director  Date 

Signed Medical Director  Date 

Signed Chief Nurse  Date 
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Comments 
Medical Director 
Chief Nurse 

 

 

 

 

  
OVERALL SCORE  
  

7.2 Moderate Risk 
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    IMPACT 

   1 2 3 4 5 
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LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option ‘Do 
Nothing’ 

 

Title of policy or service: 
Urgent Primary Care Transformation: Do nothing 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 27th July 2017 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐       

 
 
1. Outline 
Give a brief summary of your 
policy or service 

 Aims 
 Objectives 
 Links to other policies, 

including partners, 
national or regional 
 

 

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published (March 2017) by the NHS England UEC Programme. 
 
Key areas highlighted in current guidance that are of most relevance to the services 
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and pathways within the scope of this programme of work are: 

• The need to standardise walk in centres, minor injury units and urgent care centres
so that they offer a consistent high quality services and are less confusing for patients to
access.
• Simplify access to local services through a single entry point (NHS 111) to fully
integrated urgent care services collaborating to deliver high quality clinical assessment,
advice and treatment with shared standards and processes.
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments.

A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 

Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 

Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 

However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  

Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
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The Strategic Direction of Urgent Care in Sheffield over the next five years: 
Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 

Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 

Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 

This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   

The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 

Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 
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Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 
 
The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  
 
Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand. 
• Primary Care services (both individual practice and neighbourhood) dovetail 
effectively with acute pathways as they develop (supporting admission avoidance and 
timely discharge).  
• Primary Care access requirements are met. 
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• Ensure the most effective use of key members of the workforce and that best
practice and emerging models of care such as clinical pharmacists supporting practices are
adopted.

Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 

Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 

• Early years
• Work and health
• Inclusive growth
• City for all ages/age friendly city/ageing well
• Transport and healthy urban planning
• Air quality
• Prevention components of the STP / PBP
• Outdoor/green spaces
• Housing and health
• Mental wellbeing

An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 

Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
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Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  

Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  

Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 

In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 

In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 

Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 
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Current demand on services. 
Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 
 
This EIA is based on the current system: 
 

1. Patient /carer call NHS111 or local GP surgery and are signposted to 
appropriate care 

2. 8am – 6.30pm Weekdays  – access to 81general practices no additional 
primary care hubs sites. 

3. 6.30pm – 10pm Weekdays: 4 primary care hubs around city 
4. 8am – 10pm 7 days a week: A City Centre Walk-In Unit Adults and Children  
5. 8am – 8pm 7 days a week: Adult and Child Injuries Unit based at Royal 

Hallamshire Hospital (RHH) 
6. 24 hours a day Child injuries at A&E Sheffield Children’s Hospital (SCH 

hereafter) 
7. 6.30pm – 8am access is via the Out of Hours GP primary care which is only for 

booked appointment through 111 
Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity; 
 Neutral Impact:   where there are no notable consequences for any group; 
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as  

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
    IMPACT 

   1 2 3 4 5 

E
L

I
H

O 1 1 2 3 4 5 
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2. Gathering of Information
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

(Please 
complete 

each area)

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

Positive 
Impact  

Neutral 
impact 

Negative 
impact 

Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

Human 
rights 

0 

Age 0 
Carers 0 0 0 4 4 16 16 A perception of a lack of available 

appointments, and differing booking 
systems, at local GP Practices 
currently deter some carers from 
accessing care for themselves and the 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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person they care for. This can lead to 
health issues exacerbating resulting in 
worse health outcomes for these 
individuals. 

Appointments allocated on a first 
come, first serve basis at some GP 
Practices restrict appointments for 
individuals with complex, long term 
conditions that can result in them 
accessing care that isn’t consistent and 
holistic to their needs. 

Confusion about what urgent care 
services to use can lead to carers 
accessing services that are 
inappropriate for their needs. 

Waiting times at the Walk-in Centre 
deter some carers from accessing care 
for themselves and the person they 
care for, or make them travel further to 
access more timely care. 

Disability 0 0 0 4 4 16 16 A perception of a lack of available 
appointments, and differing booking 
systems, at local GP Practices 
currently deter some people with 
disabilities from accessing care. 

Appointments allocated on a first 
come, first serve basis at some GP 
Practices restrict appointments for 
individuals with complex, long term 
conditions that can result in them 
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accessing care that isn’t consistent and 
holistic to their needs. 
 
Confusion about what urgent care 
services to use can lead to individuals 
with a disability accessing services that 
are inappropriate for their needs. 
 
Waiting times at the Walk-in Centre 
deter some individuals with a disability 
from accessing care, or make them 
travel further to access more timely 
care. 
 

Sex    0       
Race 0 0 0  4 4 16 16 A perception of a lack of available 

appointments, and differing booking 
systems, at local GP Practices 
currently deter some people with 
disabilities from accessing care. 
 
Confusion about what urgent care 
services to use can lead to individuals 
with a disability accessing services that 
are inappropriate for their needs. 
 
Waiting times at the Walk-in Centre 
deter some individuals from accessing 
care, or make them travel further to 
access more timely care. 

 

Religion or 
belief 

   0       

Sexual 
orientation 

   0       

Gender    0       
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reassignme
nt 
Pregnancy 
and 
maternity 

0 

Marriage 
and civil 
partnership 
(only eliminating 
discrimination)

0 

Other 
relevant 
groups 

3 3 9 4 5 20 11 Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 
recommended by family, friends and 
other members of their community.  

This can lead to individuals accessing 
services that are inappropriate for their 
needs. 

Waiting times at the Walk-in Centre 
deter some individuals from accessing 
care, or make them travel further to 
access more timely care. 

A perception of a lack of available 
appointments, and differing booking 
systems, at local GP Practices 
currently deter some people from 
accessing care. 

A lack of bookable appointments mean 
support services for asylum seekers 
and individuals who misuse 
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substances aren’t able to attend with 
those individuals. This can stop these 
individuals from accessing care. 

Current specialised services for asylum 
seekers at the Mulberry Clinic and 
Devonshire Green appear to be 
working well for those communities. 

OVERALL SCORE 14.75 – 
HIGH 
NEGATIVE 
RISK 

HR Policies 
only: 
Part or 
Fixed term 
staff 

Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 

Access 

Language 

4. Monitoring, Review and Publication
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When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review:  

 
To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  
 
Please could you therefore provide the following information from your planning processes: 
 
 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
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PART TWO QUALITY IMPACT ASSESSMENT OPTION ‘DO NOTHING’ 
 
 
 
Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option ‘Do Nothing:- 

1. Patient /carer call NHS111 or local GP surgery and are signposted to appropriate care 
2. 8am – 6.30pm Weekdays – access to 81general practices no additional primary care hubs 

sites. 
3. 6.30pm – 10pm Weekdays: 4 primary care hubs around city 
4. 8am – 10pm 7 days a week: A City Centre Walk-In Unit Adults and Children  
5. 8am – 8pm 7 days a week: Adult and Child Injuries Unit based at Royal Hallamshire Hospital 
6. 24 hours a day Child injuries at A&E Sheffield Children’s Hospital (SCH hereafter)  
7. 6.30pm – 8am access is via the Out of Hours GP primary care which is only for booked 

appointment through 111 
Scheme Overview Transformation of Urgent Primary Care. 

 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

     

Clinician Completing QIA Sue Berry  

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 

 

Although patient safety will be positively 
impacted by using 81 practices due to 
Improved continuity of service delivery 

Impact 

Negative 

 

Likelihood 

4 x 2 

 

Score 

8 
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safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

appointment availability for urgent same day 
needs is reduced. Thereby patients may 
have to wait longer to see a GP and may 
have to wait until the following day fo ran 
appointment. 

 Patients have a higher probability of seeing 
a doctor/clinician from their own practice 
adding a level of trust, confidence and 
compliance. 

From a paediatric perspective this would 
improve the level of safety due to the access 
of specialist clinicians on site for both minor 
injuries and A&E and improved care 
pathways. 

From a minor injury perspective for adults 
this is adding a level of complexity and 
therefore confusion as to where to go for 
what. This could result in attending wrong 
place at the wrong time. 

Positive 

Positive 

Negative 4 x 1 4 

Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

This may be seen as a positive due to the 
paediatric clinicians having access to peers 
in a timely way. 

Positive 
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Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The current system allows patients to access 
their own GPs however access is currently a 
problem if urgent appointments are required 
for the same day. 

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for both Adults and Children out of 
hours there may be a negative due to 
carers/patients having to travel across the 
city to get to the right area. This is slightly 
mitigated by the fact that there will be 4 hubs 
open until 11pm in addition to the walk in 
centre 

Currently patients often present at the wrong 
site, increasing the possibility of wrong level 
treatment by wrong clinician  

Negative 

 

 

 

 

 Neutral 

 

 

 

 

5 x 2  

 

 

 

 

 

 

 

 

 

 

 

10 High 

 

 

 

 

 

 

 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

 

Patient perception of the difficulty in getting a 
same day appointment remains a problem 
potentially resulting in patients attending the 
wrong place for the wrong reason  

Negative 

 

 

4 x 1 

 

 

 

4 

 

 

 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 

It is suggested that the current model does  
provide adequate settings, however from a 
workforce and activity perspective it may be 
inefficient to staff and resource 4 Hubs 
across the city during the twilight period. 

Negative 

 

 

4 x 1 

 

 

4 
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deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

These staff could utilised better from one or 2 
settings where adequate cross cover and 
peer support could be obtained 

Equally from a paediatric perspective clinical 
cover may be easier to manage as access to 
a bigger workforce would help mitigate any 
sickness 

The care pathways  for minor injuries are not 
straight forward resulting in a travel journey if 
patientsespecially if following assessment 
within minor injury it is deemed necessary 
from the patient to undergo further diagnostic 
assessments i.e. X-ray, plastering etc. 

Positive 

Negative 4 x 2 8 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The current model would look to the current 
available workforce utilising them in different 
ways to ensure adequate cover. In addition it 
is likely that there will, over time, be a need 
to recruit more clinicians in order to meet the 
demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

Positive 
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There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

Children’s services this model will potentially 
free up resources as the services could be 
based out of one location. Thereby making 
cost efficiencies in terms of both financial 
and workforce.  

Additionally from a Minor injuries perspective 
this model could potentially use more 
workforce resources as the service could be 
duplicated in 2 locations, thereby making it  
less cost efficient  in workforce. Also from a 
patient perspective if further investigations 
are required and A&E is needed no 
additional travel would be required. 

Positive 

Negative 4 x 2 8 

Mitigation Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

Overall Risk Score- Based on an average of 
the scores above 

6.6 Moderate risk 

Signed Clinical Director Date 
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Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 

 

 

 

 

CONCLUSION OF EQUALITY AND QUALITY IMPACT ASSESSMENT COMBINED SCORES 

 

OVERALL SCORE 11.6 High Risk 

 

 

Appendix 1 

 

 

 

 

 

    IMPACT 

   1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment And Quality Impact Assessment Option 5 

Title of policy or service: 
Urgent Primary Care Transformation: Option 5 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed: Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐      

1. Outline
Give a brief summary of your 
policy or service 

 Aims
 Objectives
 Links to other policies,

including partners,
national or regional

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published (March 2017) by the NHS England UEC Programme. 

Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 
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• The need to standardise walk in centres, minor injury units and urgent care centres 
so that they offer a consistent high quality services and are less confusing for patients to 
access. 
• Simplify access to local services through a single entry point (NHS 111) to fully 
integrated urgent care services collaborating to deliver high quality clinical assessment, 
advice and treatment with shared standards and processes.  
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments. 
 
A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 
 
Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 
 
Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 
 
However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  
 
Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
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Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 

Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 

Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 

This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   

The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 

Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 

Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
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and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 
 
The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  
 
Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand. 
• Primary Care services (both individual practice and neighbourhood) dovetail 
effectively with acute pathways as they develop (supporting admission avoidance and 
timely discharge).  
• Primary Care access requirements are met. 
• Ensure the most effective use of key members of the workforce and that best 
practice and emerging models of care such as clinical pharmacists supporting practices are 
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adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 
• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
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England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  

Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  

Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 

In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 

In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 

Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show characteristically different 
profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and deprivation. 
It’s clear from this that the different options available for unscheduled care in the city – 
A&E, walk-in centre and satellite hubs – are addressing very different population segments 
and different needs; and they should not be treated as expressions of a common 
characteristic of need. 

Current demand on services. 
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Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 

This EIA is based on the following Urgent Primary Care Access solutions for 
Sheffield Option 5: 

1. Patient/carer to call NHS111 or GP surgery and signposted to appropriate care
2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent

Treatment Centre based at the Northern General Hospital for both Adults and
Children/ Adult Injuries unit based at the NGH A&E department/ and Child
injuries a department at the Children’s Hospital.

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ an
Urgent Treatment Centre based at the Northern General Hospital for both
Adults and Children/ Adults Injuries unit based at the NGH A&E department/
and Child injuries at a department at the Sheffield Children’s Hospital (SCH
hereafter).

4. 11pm – 8am access is via the Urgent treatment centre (UTC hereafter) which is
only for booked appointment

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity;
 Neutral Impact:   where there are no notable consequences for any group;
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O D
 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 
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2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

  
 
 

(Please 
complete 

each area) 

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

 
Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

  

Human 
rights 

   0       

Age 0 0 0  4 4 16 Negative 16 With the prospect of the Urgent 
Treatment Centre seeing both Adults 
and Children this will cause confusion 
and will not be simplifying access. This 
potentially could result in delayed 
access to care and would not fit the 
criteria of ‘Right care right place first 
time. 

This could cause impact and 
delays in treatment. It may 
also be detrimental to 
children as parents may not 
be able to afford to travel or 
may delay treatment until the 
GP practice is open. 
 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Additionally this could also cause 
significant travel cost as parents may 
travel to the SCH first and then be 
signposted across the city to the UTC. 
 

 
This may result in parents not 
being able to afford to travel 
and not attending the UTC 
when there is a very real 
need. This could have a 
detrimental impact on the 
child’s health. Additionally 
there could be a significant 
time delay in getting from the 
SCH to the UTC if transport 
links are not frequent. This 
could cause unnecessary 
stress and pressure on the 
parents. 

Carers 3 2 6  4 3 12 Negative 6 There is a potential that carers may 
have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
distance / public transport links need to 
be considered and addressed. The 
public engagement feedback will be 
used to inform Neighbourhoods who 
will then be expected to complete their 
own individual EIA and implement any 
mitigating actions 
 
Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 
of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 
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Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a timely 
manner for their relative and with their 
own practice if the patient has on-going 
or complex needs. 

Disability 3 2 6 3 3 9 Negative 3 This could have a positive impact as 
the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 

Equally this could have a negative 
impact due to the potential increase in 
travel, modes of transport available 
and therefore also increased financial 
burden in terms of the cost of travel. 

Neighbourhoods to undertake as part 
of their service delivery an EIA. 

Potential negative impact if access to 
the hub’s sites within the 
Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 

The cost of this travel and 
public transport links should 
be taken into account. The 
public engagement feedback 
will be used to inform 
Neighbourhoods who will 
then be expected to complete 
their own individual EIA and 
implement any mitigating 
actions 

The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA alongside local people 
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Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 
 
Individuals with a sight impairment may 
experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 
 

who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
Discrimination Act (2005). 
 
 
 
 

Sex    0       
Race 0 0 0  2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service.  

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA 

Religion or 
belief 

          

Sexual 
orientation 

          

Gender 
reassignme
nt 

          

Pregnancy 
and 
maternity 
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Marriage 
and civil 
partnership 
(only eliminating 
discrimination) 

          

Other 
relevant 
groups 

0 0 0  4 4 16 Negative16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone and therefore may be 
unable to use 111 for routine advice 
and appointments. In addition, the 
needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. Neighbourhoods 
should be aware that access to their 
hub should include methods other than 
solely telephone access. 
 
Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 
recommended by family, friends and 
other members of their community.  
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
OVERALL SCORE  
  

 
9.6 – HIGH 
RISK 
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HR Policies 
only: 
Part or 
Fixed term 
staff 

Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs. This will 
include transport links, 
availability, affordability and 
schedules of public transport 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

Access 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs including 
disability access, safety of 
location accessible via bus 
routes 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

Language 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs to ensure 
adequate interpreters are 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 
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available for the population 
covered 

 
4. Monitoring, Review and Publication 

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

 
To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  
 
Please could you therefore provide the following information from your planning processes: 
 
 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
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PART TWO QUALITY IMPACT ASSESSMENT OPTION 4 

Once form is completed please email to Project Lead  Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 5:- 

1. Patient/carer to call NHS111 or GP surgery and signposted to appropriate care
2. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ an Urgent Treatment

Centre based at the Northern General Hospital for both Adults and Children/ Adult 
Injuries unit based at the NGH A&E department/ and Child injuries a department at the 
Children’s Hospital. 

3. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/ an Urgent
Treatment Centre based at the Northern General Hospital for both Adults and 
Children/ Adults Injuries unit based at the NGH A&E department/ and Child injuries at 
a department at the Sheffield Children’s Hospital (SCH hereafter). 

4. 11pm – 8am access is via the Urgent treatment centre (UTC hereafter) which is only
for booked appointment 

Scheme Overview Transformation of Urgent Primary Care. 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

Clinician Completing QIA Sue Berry 

Patient Safety 

For example could the 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 
provide a more cohesive and timely service. 

Impact 

Positive 

Likelihood Score 



16 
 

proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

Improved continuity of service delivery. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care.  

However for Children out of hours this may 
not be the case as the carers will have to 
travel to 2 different sites and may get 
confused as to which site to attend for what 
thereby delaying access to treatment in a 
timely way 

 

Positive 

 

Negative  

 

 

 

 

4 x 2 

 

 

 

8 moderate 

 

 

Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

Nil impact    

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 

Impact 

Positive 

 

 

 

 

Likelihood 

 

 

 

 

 

Score 
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will be easier to access.  

However for Children out of hours this may 
not be the case as the carers will have to 
travel to 2 different sites and may get 
confused as to which site to attend for what. 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 
be located. PPG and other communication 
means such as posters, website, social 
media and notice boards.  

Currently patients often present at the wrong 
site and although this model will fit well for 
adults, children may be disadvantaged. 

 

Negative 

 

 

 

 

 

4 x 2 

 

 

 

 

 

 

 

 

8 

 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

 

 

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 
etc.)  

However for Children this may have a 
negative impact as this model is very 
confusing with 3 different sites to attend for 
different reasons. This can be seen to 
actually be increasing the complexity and 
confusion of where to go for the right 
treatment/care and does not meet the 
requirement of ‘Right care, right place, first 

Positive for Adults 

 

 

 

 

Negative for Children 
and their carers 

 

 

 

 

 

 

5 x 3 

 

 

 

 

 

15 
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time 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 
currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 
practice as home visits may be carried out by 
the hubs in the neighbourhoods 

However from a Children’s perspective this 
could potentially have a negative impact as 
resources would need to be spread across 3 
different sites diluting the workforce and 
increasing the demand for additional 
resources. It may also have a negative 
impact on cost effectiveness due to demand 
and activity flow. 

Further from a care pathway perspective this 
would be detrimental as children if requiring 
urgent admission or treatment may then 
have to be transported back to the SCH. 
Thus creating additional stress for the carers, 
delaying treatment times and increasing 

Positive 

Negative  

Negative 

4 x 2 

4 x 2 

8 

8 
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costs by potentially including the requirement 
for hospital transport. 

 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

However for Children’s services this model 
will require additional workforce in order to 
safely staff the options. With a current 
shortage of clinician’s in this area this could 
be difficult to consistently staff. Options 
would be to use specialist paediatric nurses, 
however nurses are equally low in numbers. 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

Negative  

 

 

 

 

 

 

 

 

 

 

 

 

 

3 x 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

6 
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The use of the Paediatric Doctors and nurses 
in these locations may not be best placed 
due to low activity/demand 

Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

12 High Risk 

Signed Clinical Director  Date 

Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 

 

 

 

CONCLUSION OF EQUALITY AND QUALITY IMPACT ASSESSMENT OPTION 5 

  
OVERALL SCORE  
  

9.1 High Risk 
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Appendix 1 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option 6 

Title of policy or service: 
Urgent Primary Care Transformation: Option 6 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 26th July 2017 

Type of EIA completed: Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐      

1. Outline
Give a brief summary of your 
policy or service 

 Aims
 Objectives
 Links to other policies,

including partners,
national or regional

It is now recognised both nationally and locally that in the face of increasing demand for 
services, changing expectations of patients, changing healthcare policy regarding seven 
day services, workforce challenges and financial pressures that commissioners must seek 
to develop innovative ways of delivering high quality and safe services that continue to 
meet patient need.  
Nationally a review of urgent and emergency care has been let by Sir Bruce Keogh with the 
aim of ensuring that patients nationally have access to integrated 24/7 urgent care services.  
This review is now in its implementation phase and supported by national guidance and 
explicit commissioning standards for integrated urgent care (September 2015) and also the 
recently published urgent and emergency care 10 point delivery plan (February 2017) 
which is further supported by the Stevens and Mackey letter ‘Action to get A&E 
performance on track’ (March 2017).  It should be noted that a further iteration of standards 
for urgent treatment centres reflecting the need to commission integrated care has also 
been published (March 2017) by the NHS England UEC Programme. 

Key areas highlighted in current guidance that are of most relevance to the services 
and pathways within the scope of this programme of work are: 



2 
 

• The need to standardise walk in centres, minor injury units and urgent care centres 
so that they offer a consistent high quality services and are less confusing for patients to 
access. 
• Simplify access to local services through a single entry point (NHS 111) to fully 
integrated urgent care services collaborating to deliver high quality clinical assessment, 
advice and treatment with shared standards and processes.  
• Deliver the requirements of the GP Forward View with regard to rolling out pre-
bookable and same day evening and weekend GP appointments. 
 
A key area of focus for this programme of work as it develops will be to ensure that any 
local developments are closely aligned with the national strategy, standards and 
implementation timescales. 
 
Sustainability and Transformation Plans (STP) and Urgent and Emergency Care 
Networks (UECN) 
 
Urgent care is highlighted as a priority within local STP plans with the overarching aim of 
simplifying urgent and emergency care and making it easier or patients to access the right 
services closer to home.  This is supported by the local UECN and West Yorkshire 
Emergency Care Network Vanguard which are focussed on delivering the key elements of 
the national strategy at pace. 
 
However, it should be noted that whilst any potential changes will be consistent with 
national requirements and developments in the wider region, they will focus and impact 
primarily on Sheffield’s patients.  For example, regional pathways trauma pathways fall 
outside of the scope of this work.  
 
Sheffield’s Local Strategy for Urgent Care  
A strategy for urgent care in Sheffield has been developed with key local stakeholders and 
is supported by the Governing Body. The strategy outlines a clear strategic direction for 
urgent care over the next five years and is underpinned by a number of key principles. 
Delivery is structured around four key programmes all of which support the development of 
urgent care services and pathways system wide.   
 
The Strategic Direction of Urgent Care in Sheffield over the next five years: 
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Over the next five years funding must be redistributed away from high intensity and high 
emergency care to less costly and earlier interventions.  This will mean the reducing the 
numbers of hospital admissions and by doing so release funding for other areas of the 
system. 

Sheffield’s patients and population will be supported by a system which is most appropriate 
for their needs and responds promptly rather than services that are easiest for the system 
to provide. 

Reflecting that an urgent care system operates across a range of organisations a ‘Whole 
System Active Management’ approach will be adopted moving towards operationally 
managing the capacity of the whole system from a single point. 

This will be enabled by a educating the local workforce in new and best practice ways of 
working and underpinned by robust and operational contractual measures.   

The Four Key Programmes Ensuring the Delivery of the Local Urgent Care Strategy 
are as Follows: 

Ensuring patients’ needs are met in primary care where appropriate. 
This element of the strategy focusses on ensuring that patients only access acute care 
when needed and wherever appropriate their care is provided in primary care and is the 
key focus of this area of work. 
Improving assessment and step up solutions. 
This ensures that well established assessment pathways are in place to ensure that 
wherever appropriate alternative non acute services are accessed and unplanned 
admissions avoided and that that patients who may need additional support (above and 
beyond that which can be provided in their own home) receive this in a timely manner. 
Patients stay no longer than they need in bed based care. 
This programme ensures that patients are discharged from hospital as soon as they no 
longer require active support from an acute hospital and that their ongoing care is provided 
as appropriate in the community. 

Improving onward handover. 
The focus of this programme is to ensure that all patient discharges are actively planned 
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and in effect handovers ensuring continuity of care and effective clinical partnership 
working between providers along care pathways. 

The 4 Key Overarching Aims: 
With regard to the first programme of work ensuring that patients’ needs are met in primary 
care where appropriate there are four key overarching aims. 
To simplify access to local services (for patients and professionals).   
This will be described in more detail later in the paper but feedback from both patients and 
professionals is that currently local services are often duplicated and confusing to access.  
To ensure the best use of professions and the local workforce.   
Again, this will be described in more detail later in the paper but feedback (especially from 
primary care) is that it is becoming increasingly difficult to recruit clinical staff. 
To shift resources to Primary care.  
Redistribution of funding from high intensity and high emergency care to less costly earlier 
interventions will reduce the number of hospital admissions and release funding to other 
areas of the system (primary/community services). 
Reduce Inequalities. 
Significant inequalities remain across Sheffield with difference of life expectancy across the 
city of over ten years.  It is therefore of crucial importance that wherever possible any future 
developments look to supporting the reduction in existing inequalities and do not 
exacerbate them.  

Links with the GP Five Year Forward View and Sheffield’s Out of Hospital Strategy 
There are clear overlaps between Sheffield’s Urgent Care and Out of Hospital strategies 
and the GP Forward View.  Key to enabling the successful delivery of all three areas will be 
the successful development and implementation of Sheffield’s neighbourhood model for GP 
practices.  This approach will provide a structure and collaborative framework at sufficient 
local scale to ensure that: 
• Primary Care in Sheffield is resilient during times of high demand.
• Primary Care services (both individual practice and neighbourhood) dovetail
effectively with acute pathways as they develop (supporting admission avoidance and
timely discharge).
• Primary Care access requirements are met.
• Ensure the most effective use of key members of the workforce and that best
practice and emerging models of care such as clinical pharmacists supporting practices are
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adopted. 
 
Local Need & Demand and Addressing Inequalities. 
As briefly described above, Sheffield is facing similar problems to the rest of the UK with 
regard to increasing pressures on local health services.  Additional local issues are 
highlighted within the Joint Strategic Needs Assessment (JSNA). 
 
Key Issues Highlighted by the Joint Strategic Needs Assessment (JSNA).  
The local Joint Strategic Needs Assessment (JSNA) highlights the following areas of 
concern: 
The Sheffield JSNA is presently being refreshed in support of the Sheffield Public Health 
Strategy. This identifies ten priorities for focused improvement, all of which have a potential 
to contribute to reducing expressed demand for unscheduled care: 
 
• Early years 
• Work and health 
• Inclusive growth 
• City for all ages/age friendly city/ageing well 
• Transport and healthy urban planning 
• Air quality 
• Prevention components of the STP / PBP 
• Outdoor/green spaces 
• Housing and health 
• Mental wellbeing 
 
An emphasis on a significant expansion of social prescribing provision in the Sheffield 
Based Plan is of particular note in terms of the prospect for short-term impact on 
unscheduled care. 
 
Over and above disease burden and morbidity, the principal factors of population need 
underpinning demand for urgent care in the city are likely to be related to age profile, 
ethnicity / migration and deprivation.  
 
Owing to the large number of university students in Sheffield we have a strong young age 
bias in the population. The working age population is therefore much higher than the 
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England average, giving Sheffield a falsely low economic dependence ratio (proportion not 
in the productive age range), and this skews the need and demand profile.  
 
Being born outside the UK, non-English as first language and recent migrants are factors 
militating in the direction of unscheduled care use relative to primary care / planned care.  
 
Estimates of non-British nationals per 1,000 resident population is substantially higher than 
the region but much lower than the national average; the largest single group being 
Pakistani (4.0% vs 2.1% England); the broader Asian group accounting for the largest 
growth over the last decade. However, of the eight English core cities, Sheffield is the 3rd 
highest for international inward migration. Romania is the predominant migrant country of 
origin followed by Poland and China. 
 
In 2014, 20 in every 1,000 new GP registrations in Sheffield were made by people who 
previously lived abroad. This is the highest rate across the region whose average is 9 per 
1,000. Whilst the fertility rate in Sheffield is among the lowest in the region, births to 
mothers who were born outside the UK are among the highest (26% of all births compared 
to 20% for the region). Only Bradford is higher. 
 
In deprivation terms, circa 35% of Sheffield LSOAs appear in the bottom 20% of LSOAs 
nationally, and the overall IMD2015 deprivation score is significantly higher than England 
(27.6 vs 21.8). 
 
Understanding local need for urgent and on the day primary care. 
The population factors outlined in and the student / young age bias and migration 
influences in particular, render population need for unscheduled care especially difficult to 
gauge. Our in-depth analysis of the makeup of expressed demand experienced in A&E, 
walk-in clinics and primary care out-of-hours satellite clinics show  characteristically 
different profiles in terms of the principal ‘need’ factors of age, morbidity, proximity and 
deprivation. It’s clear from this that the different options available for unscheduled care in 
the city – A&E, walk-in centre and satellite hubs – are addressing very different population 
segments and different needs; and they should not be treated as expressions of a common 
characteristic of need. 
 
Current demand on services. 
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Whilst the JSNA highlights a number of key issues and concerns, a key element to 
informing this work has been the development of a clear understanding of demand for 
current local services both in terms of types of care sought, volumes of patients using these 
services and which areas of the city are the highest users.   
In order to inform this work and develop a clear understand of current need and demand 
activity data from the key services falling within the scope of this programme of work has 
been completed. 

This EIA is based on the following Urgent Primary Care Access solutions for 
Sheffield Option 6 assuming SCH UTC during 8pm – 11pm: 

1. Patient / carer call 111 or local GP surgery and are signposted to appropriate care
2. 8am – 6.30pm Weekdays  – access to 16 primary care hub sites/ an Urgent

Treatment Centre (UTC hereafter) based at the Northern General Hospital for adults/
Injuries Unit based at NGH A&E department for adults/ City Centre based UTC for
both Adults and Children/ and a Child injuries a department at the Sheffield
Children’s Hospital (SCH hereafter).

3. 6.30pm – 11pm Weekdays and weekends – access to 4 primary care hubs/ a UTC
based at the Northern General Hospital for adults/ Injuries Unit based at NGH A&E
department for adults/ City Centre based UTC for both Adults and Children / Child
injuries department at the Children’s Hospital and UTC for children at the SCH.

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked
appointment.

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity;
 Neutral Impact:   where there are no notable consequences for any group;
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 

IMPACT 

1 2 3 4 5 

L
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L
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D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 
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2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

  
 
 

(Please 
complete 

each area) 

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

 
Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
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d
 

Im
p

ac
t 

O
ve

ra
ll 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

  

Human 
rights 

   0       

Age 0 0 0  4 4 16 16 With the prospect of the City Centre 
Urgent Treatment Centre seeing both 
Adults and Children this will cause 
confusion to the parents and will not be 
simplifying access. 
 

Additionally this could also 
cause significant travel cost 
as parents may have to travel 
to the SCH first and then be 
signposted across the city to 
the UTC. 

5 5 10 15 20 25 LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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This may result in parents not 
being able to afford to travel 
and not attending the UTC 
when there is a very real 
need. This could have a 
detrimental impact on the 
child’s health. Additionally 
there could be a significant 
time delay in getting from the 
SCH to the UTC if transport 
links are not frequent. 

Carers 3 2 6 4 4 16 Negative 10 There is a potential that carers may 
have to travel slightly more or indeed 
less if the hubs are closer to their 
homes. The cost of travel and the 
distance/public transport links need to 
be considered and addressed. The 
public engagement feedback will be 
used to inform Neighbourhoods who 
will then be expected to complete their 
own individual EIA and implement any 
mitigating actions 

Evaluate the travel implications of the 
16 sites that will be used utilising public 
engagement feedback. Individual 
Neighbourhoods to undertake as part 
of their service delivery an EIA, which 
is to include local people who have 
caring responsibilities. 

Equally there could be a positive 
impact as carers may be able to 
access GP appointments in a more 

If carers/patients have to 
travel more or travel/public 
transport is made more 
difficult to access due to 
affordability, public transport 
schedules etc. they may 
decide to go with ‘what’s 
easiest and not what’s right. 
Therefore by understanding 
the travel implications should 
help to ensure that location of 
the hubs meets the 
requirements of the local 
population and does not 
unintentionally discriminate. 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA and implement any 
mitigating actions  
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timely manner for their relative and 
with their own practice if the patient 
has on-going or complex needs 
 
 
 
 

 
With more timely access to 
urgent same day 
appointments it is envisaged 
that patients and carers will 
have more choice and better 
access to care when they 
need it most. This will also 
help to ensure that patient 
receive the right care in the 
right place first time 
 
This may result in parents not 
being able to afford to travel 
and not attending the UTC 
when there is a very real 
need. This could have a 
detrimental impact on the 
child’s health. 

Disability 3 2 6  4 4 16 Negative 10 This could have a positive impact as 
the practices will be prioritising 
complex patient to be seen on site and 
this delivery model will potentially free 
up more appointments with their own 
GP. 
 
Equally this could have a negative 
impact due to the potential increase in 
travel distance, modes of transport 
available and therefore also increased 
financial burden in terms of the cost of 
travel. 
Neighbourhoods to undertake as part 
of their service delivery an EIA. 
 

 
 
 
 
There is a potential that 
patients may have to travel 
slightly more or indeed less if 
the hubs are closer to their 
homes. The cost of this travel 
and public transport links 
should be taken into account. 
The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
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Potential negative impact if access to 
the hub’s sites within the 
Neighbourhoods is limited for disability 
including mobility, hard of hearing. 
There is currently no difference now as 
all GP practices have to have disability 
access 

Individuals with a hearing impairment 
may not be able to access a telephone. 
Neighbourhoods should be aware that 
access to their hubs should include 
methods other than solely telephone 
access. 

Individuals with a sight impairment may 
experience significant challenges 
navigating to different and unfamiliar 
sites for their care. 

EIA and implement any 
mitigating actions 

The public engagement 
feedback will be used to 
inform Neighbourhoods who 
will then be expected to 
complete their own individual 
EIA alongside local people 
who live with a disability and 
implement any mitigating 
actions. Any buildings used 
as a hub should be compliant 
with the Disability 
Discrimination Act (2005). 

Sex 0 
Race 0 0 0 2 3 6 Negative 6 Additional potential negative impact 

could be for those patients whose first 
language is not English, particularly if 
required to use the 111 service. 

The neighbourhoods would 
be expected through normal 
core working to ensure that 
interpreters were available as 
per normal routine practice. 
This would be a requirement 
of all Neighbourhoods and 
identified as part of their EIA 

Religion or 
belief 

0 

Sexual 
orientation 

0 
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Gender 
reassignme
nt 

0 

Pregnancy 
and 
maternity 

0 

Marriage 
and civil 
partnership 
(only eliminating 
discrimination)

0 

Other 
relevant 
groups 

3 3 9 5 5 25 Negative 16 Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone and therefore may be 
unable to use NHS111 for routine 
advice and appointments. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 

Neighbourhoods should be aware that 
access to their hub should include 
methods other than solely telephone 
access. 

The option of a city-centre based 
urgent treatment centre for adults and 
paediatrics that is close or co-terminus 
with VCF sector support services e.g. 
Cathedral Archer Project could help to 
reduce inequalities, in comparison to a 
site at NGH.  

The aim is to not exacerbate 
current inequalities / access 
issues. 
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Through previous engagement activity, 
it has been highlighted that asylum 
seekers and other communities new to 
the City tend to use services that are 
recommended by family, friends and 
other members of their community.  
 
Upon any change to how urgent care 
services work, significant efforts should 
be made to work with these 
communities to make them aware of 
the changes and where they can 
access urgent care. 
 
This model has the potential to cause 
confusion regarding which site to 
access when and for what and does 
not appear to simplify access.  

  
SCORE   

 
11.6 HIGH 
NEGATIVE 
RISK 
 

 

HR Policies 
only: 
Part or 
Fixed term 
staff 

          

 
 
Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 
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Travel Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs. This will 
include transport links, 
availability, affordability and 
schedules of public transport 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

Access 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs including 
disability access, safety of 
location accessible via bus 
routes 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

Language 
Each individual 
Neighbourhood to undertake 
an EIA and public 
consultation on proposed site 
options for the hubs to ensure 
adequate interpreters are 
available for the population 
covered 

Patient feedback and public 
engagement will inform the 
Neighbourhoods choice of 
venue. Ongoing post 
implementation via patient 
feedback, PPGs 

Post 
consultation and 
as part of  the 
Sheffield wide 
mobilisation plan 

Neighbourhood 
Lead and Locality 
managers 

4. Monitoring, Review and Publication

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

Post approval of 
neighbourhood 
models, by 
Neighbourhoods 

To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  

Please could you therefore provide the following information from your planning processes: 
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Confirm that you have used local demographic  data to plan your 
approach to delivering services 

 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
 

 

 

 

 

PART TWO QUALITY IMPACT ASSESSMENT OPTION 6 

 
 
Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  

Scheme Name Transformation of Urgent Care in Sheffield Option 6:- 

1. Patient / carer call 111 or local GP surgery and are signposted to appropriate care 
2. 8am – 8pm Weekdays  – access to 16 primary care hub sites/ Urgent Treatment Centre (UTC 

hereafter) at City Centre for both Adults and Children/ Child injuries unit within A&E 
department at the Sheffield Children’s Hospital (SCH hereafter) Adult injuries NGH A&E. 

3. 8pm – 11pm Weekdays and weekends – access to 2 primary care hubs/  City Centre based 
UTC for both Adults and Children / Child injuries department within A&E at the SCH/ Adult 
injuries at NGH A&E 

4. 11pm – 8am access is via the Urgent treatment centre which is only for booked appointment 
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Scheme Overview Transformation of Urgent Primary Care. 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

Clinician Completing QIA Sue Berry 

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

Patient safety will be positively impacted by 
using 16 hubs because we will be able to 
provide a more cohesive and timely service. 
Improved continuity of service delivery. 

 Able to maintain 24 hour access targets. 
Increased time working from one site will 
significantly reduce GP stress levels which 
will have a positive impact on patient care. 

However this model may cause confusion on 
where to go, when and who should attend. 
Both children and adult services would be 
split across 2 different sites adding 
complexity of decision making. This could 
result in patients and carers attending the 
wrong place at the wrong time 

Impact 

Positive 

Negative 

Likelihood 

4 x 2 

Score 

 8  Moderate 
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Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

Nil impact    

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The new modelling will provide better access 
for patients requiring urgent primary care 
resulting in an increase in available same 
day appointments, continuity of care for 
those with complex and on-going health 
needs and improved access for patients with 
self limiting symptoms  

Adult and child patient experience should 
improve as continuity of care with named GP 
will be easier to access.  

However for both Adults and Children out of 
hours this may not be the case as the carers 
will have to travel to 2 different sites across 
the city and may get confused as to which 
site to attend for what. 

We will have engaged with our population 
through a range of stakeholder events and 
public consultation. This will also be required 
of each Neighbourhood where the hubs will 
be located. PPG and other communication 
means such as posters, website, social 

 

Positive 

 

 

 

 

 

Negative 

 

 

 

 

 

 

 

 

 

 

 

4x2 

 

 

 

 

 

 

 

 

 

 

 

 

 

8 moderate 
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media and notice boards.  

Currently patients often present at the wrong 
site and although this model will fit well for 
adults, children may be disadvantaged. 

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

Patient perception of the difficulty in getting a 
same day appointment will be improved as 
more appointments will be available in a 
more timely way. This could be a positive for 
patients with self-limiting illness accessing 
self-care strategies (NHS Choices, pharmacy 
etc.)  

However for both Adults and Children this 
may have a negative impact as this model is 
confusing with 2 different sites to attend for 
different reasons. This can be seen to 
actually be increasing the complexity and 
confusion of where to go for the right 
treatment/care and does not meet the 
requirement of ‘Right care, right place, first 
time 

Positive for Adults 

Negative for Children 
and their carers 

5 x 3 15 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the proposed model will 
increase productivity and patient satisfaction 
due to the increased availability for same day 
appointments and access to a range of MDT 
professionals in a more timely way, ensuring 
the best use of the clinical workforce 
currently available for in hours urgent primary 
care. It also optimises the general practices 
ability to continue to see those patient with 
complex health and potential co-morbidities. 
It should also free up some capacity with the 

Positive 
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practice as home visits may be carried out by 
the hubs in the neighbourhoods 

However from a Childrens perspective this 
could potentially have a negative impact as 
resources would need to be spread across 2 
different sites diluting the workforce and 
increasing the demand for additional 
resources. It may also have a negative 
impact on cost effectiveness due to demand 
and activity flow. 

 

Further from a care pathway perspective this 
would be detrimental as children if requiring 
urgent admission or treatment may then 
have to be transported back to the SCH. 
Thus creating additional stress for the carers, 
delaying treatment times and increasing 
costs by potentially including the requirement 
for hospital transport. 

 

 

 

Negative  

 

 

 

 

 

Negative 

 

 

4 x 2 

 

 

 

 

 

4 x 2 

 

 

8 

 

 

 

 

 

8 

 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The proposed model would look to the 
current available workforce utilising them in 
different ways to ensure adequate cover. In 
addition it is likely that there will, over time, 
be a need to recruit more clinicians in order 
to meet the demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 

Positive 
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Physicians Associates etc  

 Physician associate allows us to maintain 
patient services however they require 
constant partner supervision. The proposal 
allows us to optimise patients opportunity for 
seeing their named GP. 

There has been a significant increase in 
clinician’s workload, we are hopeful that this 
proposal will improve this situation for urgent 
primary care. 

However for Children’s services this model 
will require additional workforce in order to 
safely staff the options. With a current 
shortage of clinician’s in this area this could 
be difficult to consistently staff. Options 
would be to use specialist paediatric nurses, 
however nurses are equally low in numbers. 
The use of the Paediatric Doctors and nurses 
in these locations may not be best placed 
due to low activity/demand 

 

 

 

 

 

 

 

Negative  

 

 

 

 

 

 

 

3 x 2 

 

 

 

 

 

 

 

6 

Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

12 High Risk 

Signed Clinical Director  Date 
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Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 

 

 

 

 

 

 
 
 
OVERALL SCORE 

 

10.1 HIGH RISK 

 

 

Appendix 1 

 

 

 

 

 

    IMPACT 

   1 2 3 4 5 
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1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment- Eye Casualty- Do Nothing 

Title of policy or service: 
Urgent Primary Care Transformation: Option Eye Casualty – Do Nothing 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 27th July 2017 

Type of EIA completed: Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐      

1. Outline
Give a brief summary of your 
policy or service 

 Aims
 Objectives
 Links to other policies,

including partners, 
national or regional 

1. 8.30am – 4.30pm Mon – Fri at Royal Hallamshire Hospital
2. 6.30pm – 8am access is via the GP Out of Hours service which is only for booked

appointment
3. Alternative option out of hours A&E department both Adults and Children

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity;
 Neutral Impact:   where there are no notable consequences for any group;
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process.
IMPACT 
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2. Gathering of Information
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

(Please 
complete 

each area)

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

Positive 
Impact  

Neutral 
impact 

Negative 
impact 

Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 
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Human 
rights 

0 

Age 0 
Carers 2 2 4 4 3 12 8 There is currently only one site for eye 

casualties in Sheffield. This requires 
significant travel as well as associated 
transport and parking costs. 

1 2 3 4 5 
L
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L
IH

O
O

D
 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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One site does provide a consistent 
location for people to attend. 
 
Service currently only opens on 
weekdays, with no weekend provision. 
 
Previous engagement has shown that 
few people are aware of this service. 
 

Disability 2 2 4  4 3 12 8 There is currently only one site for eye 
casualties in Sheffield. This requires 
significant travel as well as travel and 
parking costs. 
 
One site does provide a consistent 
location for people to attend. 
 
Service currently only opens on 
weekdays, with no weekend provision. 
 
Previous engagement has shown that 
few people are aware of this service. 
 

 
 
 
 
 
 
 

Sex           
Race           
Religion or 
belief 

          

Sexual 
orientation 

          

Gender 
reassignme
nt 
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Pregnancy 
and 
maternity 
Marriage 
and civil 
partnership 
(only eliminating 
discrimination)

Other 
relevant 
groups 

2 2 4 4 4 16 12 There is currently only one site for eye 
casualties in Sheffield. This requires 
significant travel as well as travel and 
parking costs. 

One site does provide a consistent 
location for people to attend. 

Service currently only opens on 
weekdays, with no weekend provision. 

Previous engagement has shown that 
few people are aware of this service. 

Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
a telephone. Access to this service 
should include methods other than 
solely telephone access. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 

9.3 – HIGH 
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OVERALL SCORE NEGATIVE 
RISK 

HR Policies 
only: 
Part or 
Fixed term 
staff 

Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 

Access 

Language 

4. Monitoring, Review and Publication
When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  

Please could you therefore provide the following information from your planning processes: 
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Confirm that you have used local demographic  data to plan your 
approach to delivering services 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 

PART TWO QUALITY IMPACT ASSESSMENT OPTION EYE CASUALTY DO NOTHING 

Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  Eye Casualty for all Eye injuries/illness 

Scheme Name Transformation of Urgent Care in Sheffield Option Eye Casualty:- 

1. 8.30am – 4.30pm Mon - Fri
2. 6.30pm – 8am access is via the GP Out of Hours service which is only for booked

appointment 
3. Alternative option out of hours A&E department both Adults and Children

Scheme Overview Transformation of Urgent Primary Care. 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 
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Clinician Completing QIA Sue Berry  

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

 

Patient safety will be positively impacted by 
using Eye Casualty as the Optometrist’s will 
be able to provide a cohesive and improved 
continuity of service delivery.  

Patients have a higher probability of seeing a 
qualified specialist adding a level of trust, 
confidence and compliance. 

 This model could be seen to simplify access 
for where to go, when and who should 
attend.  

From a paediatric perspective this would 
improve the level of safety due to the access 
of specialist clinicians on site and improved 
care pathways . 

 

Impact 

Positive 

 

 

 

 

Positive 

 

Positive 

Likelihood 

 

 

 

 

 

 

 

 

 

Score 

 

 

 

 

 

  

 

Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

This may be seen as a positive due to the 
paediatric clinicians having access to peers 
in a timely way. 

Positive   
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Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The current model only provides limited 
access during week days and only from one 
site in the city. 

There is a potential that patients may have to 
travel long distances to get to the Eye 
Casualty department. This additionally limits 
choice and also availability of access. 

However for both Adults and Children out of 
hours there may be a negative due to 
carers/patients having to travel across the 
city to get to the right area i.e. SCH for 
children and NGH for Adults. This is slightly 
mitigated by the fact that there will be 4 hubs 
open until 11pm and a GP out of hours 
service operating. 

As the options for how to access care have 
been simplified there is greater chance of 
patients choosing the right service. Currently 
patients often present at the wrong site, 
however this model may appear to reduce 
potential quality differences and improves 
consistency of service delivery making 
choosing the right site an easier option.  

Negative 

Negative 

Positive 

5 x 1 

5 x 2 

5 

10  

Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 

Patients may have to travel further in order to 
attend the Eye Casualty department which 
may have cost implications  

Already scored above 5 x 2 10 
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and health inequality?  

 

 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 
pathway? 

It is suggested that the current model 
increases productivity and patient 
satisfaction due to the increased availability 
for same day appointments and access to a 
range of MDT professionals in a more timely 
way, ensuring the best use of the clinical 
workforce. Equally from a paediatric 
perspective clinical cover may be easier to 
manage as access to a bigger workforce 
would help mitigate any sickness with the 
Eye Casualty department 

 

Positive   

 

 

 

 

 

 

 

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

The current model would look to the current 
available workforce utilising them in different 
ways to ensure adequate cover. In addition it 
is likely that there will, over time, be a need 
to recruit more clinicians in order to meet the 
demand. 

This will be achieved by utilising the current 
workforce differently e.g. Clinical Pharmacist 
roles, Advance Nurse Practitioners, 
Physicians Associates etc  

 

Positive 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Mitigation Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
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services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

Overall Risk Score- Based on an average of 
the scores above 

7.5 Borderline Moderate/High risk 

Signed Clinical Director Date 

Signed Medical Director Date 

Signed Chief Nurse Date 

Comments 
Medical Director 
Chief Nurse 

CONCLUSION OF COMBINED EQUALITY AND QUALITY IMPACT ASSESSMENTS 

OVERALL SCORE 8.6 

Appendix 1 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Equality Impact Assessment and Quality Impact Assessment Option Eye 
Multiple Sites 

 

Title of policy or service: 
Urgent Primary Care Transformation: Option Eye Casualty across a number of sites in 
the city 

Name and role of officer/s completing  
the assessment: 

Sue Berry – Senior Quality Manager Urgent Care, Richard Kennedy- Engagement Manager, 
Helen Mulholland – Engagement Manager  

Date of assessment: 27th July 2017 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐       

 
 
1. Outline 
Give a brief summary of your 
policy or service 

 Aims 
 Objectives 
 Links to other policies, 

including partners, 
national or regional 
 

 

 
1. 8.30am – 5.30 Mon – Fri at up to 25 sites across City 
2. 9am -12.30pm Sat at up to 25 sites across City 
3. 11pm – 8am access is via the GP Out of Hours  which is only for booked 

appointment or through A&E departments 

Identifying impact: 
 Positive Impact:  will actively promote or improve equality of opportunity; 
 Neutral Impact:   where there are no notable consequences for any group; 
 Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as  

possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
    IMPACT 
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2. Gathering of Information
This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality 
Duty. 

(Please 
complete 

each area)

What key impact have you identified? For impact identified (either positive and 
or negative) give details below:  

Positive 
Impact  

Neutral 
impact 

Negative 
impact 

Overall 
score 

How does this impact,  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

L
ik

el
ih

o
o

d
 

Im
p

ac
t 

O
ve

ra
ll 

Human 
rights 

0 

Age 0 
Carers 4 3 12 2 2 4 Positive 8 Several sites make choice possible 

and will offer more convenient 
locations with significantly less travel 
for carers and the people they care for. 

1 2 3 4 5 
L

IK
E

L
IH

O
O

D
 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 
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Weekend provision will allow better 
access at weekends. 

Booked appointments through 111 will 
give carers a clear message and 
expectation of the service, directing 
them to the most appropriate service 
for their needs first time. 

Several sites does offer the increased 
chance that individuals will not know 
the exact location of the service. 

When booking appointments 
through 111, call handlers 
should provide clear 
directions to the site allocated 
for the appointment. 

Disability 4 3 12 2 2 4 Positive 8 Several sites make choice possible 
and will offer more convenient 
locations with significantly less travel 
for people with a disability. 

Weekend provision will allow better 
access at weekends. 

Booked appointments through 111 will 
give individuals a clear message and 
expectation of the service, directing 
them to the most appropriate service 
for their needs first time. 

Several sites does offer the increased 
chance that individuals will not know 
the exact location of the service. 

When booking appointments 
through 111, call handlers 
should provide clear 
directions to the site allocated 
for the appointment. 

Sex 0 
Race 0 
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Religion or 
belief 

   0       

Sexual 
orientation 

          

Gender 
reassignme
nt 

   0       

Pregnancy 
and 
maternity 

   0       

Marriage 
and civil 
partnership 
(only eliminating 
discrimination) 

   0       

Other 
relevant 
groups 

4 3 12  3 3 9 Positive 3 Several sites make choice possible 
and will offer more convenient 
locations with significantly less travel 
for asylum seekers, those in temporary 
accommodation, or having no fixed 
abode. 
 
Weekend provision will allow better 
access at weekends. 
 
Booked appointments through 111 will 
give individuals a clear message and 
expectation of the service, directing 
them to the most appropriate service 
for their needs first time. 
 
Asylum Seekers, those in temporary 
accommodation, or having no fixed 
abode are less likely to have access to 
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a telephone. Access to this service 
should include methods other than 
solely telephone access. In addition, 
the needs of those people who speak 
minority languages where there is a 
national shortage of interpreters should 
also be considered. 
 
Several sites does offer the increased 
chance that individuals will not know 
the exact location of the service. 
 

 
 
 
 
 
 
 
 
When booking appointments 
through 111, call handlers 
should provide clear 
directions to the site allocated 
for the appointment. 
 

  
OVERALL SCORE  
  

6.3 - HIGH 
POSITIVE 
RISK 

 

HR Policies 
only: 
Part or 
Fixed term 
staff 

          

 
 
Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required 
How will you measure 

impact/progress 
Timescale 

Officer 
responsible 

Travel 
 

    

 
Access 

    

 
Language 
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4. Monitoring, Review and Publication
When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer: 

Sue Berry Date of next Review: 

To fulfil the requirements of the Public Sector Equality Duty, we need to capture how due regard has been shown to the need to eliminate discrimination, ensure 
equality for people with protected characteristics and promote good relations between all people in the community  

Please could you therefore provide the following information from your planning processes: 

Confirm that you have used local demographic  data to plan your 
approach to delivering services 

Summarise steps taken to ensure equal access to services and treatment 
for people with a protected characteristic, or sectors of the community 
with specific needs 
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PART TWO QUALITY IMPACT ASSESSMENT OPTIOJN EYE CASUALTY MULTIPLE SITES 
 
 

Once form is completed please email to Project Lead    Scheme Number: 

Quality Impact Assessment  Eye Casualty for all Eye injuries undertaken within the community across a number of sites 

Scheme Name Transformation of Urgent Care in Sheffield Option Eye Casualty across a number of sites in the city 

1. 8.30am – 5.30 Mon – Fri 
2. 9am -12.30pm Sat 
3. 11pm – 8am access is via the GP Out of Hours  which is only for booked appointment or 

through A&E departments 
Scheme Overview Transformation of Urgent Primary Care. 

 

Project Lead Peter Moore & Kate Gleave Portfolio Strategy and 
Transformation 

     

Clinician Completing QIA Sue Berry  

Patient Safety 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
safety, systems in place to safeguard 
patients to prevent harm, including 
infections, delivery of safe clinical 
standard of care? 

 

Patient safety will be positively impacted by 
using a range of Optometrist’s who will be 
able to provide a cohesive and improved 
continuity of service delivery linked to 
patients normal ophthalmic record  

Patients have a higher probability of seeing a 
qualified specialist adding a level of trust, 
confidence and compliance within their local 

Impact 

Positive 

 

 

 

 

Likelihood 

 

 

 

 

 

Score 
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area. 

 This model could be seen to simplify access 
for where to go, when and who should 
attend.  

From a paediatric perspective this would 
improve the level of safety due to the access 
of specialist clinicians on site and improved 
care pathways with referral pathways already 
established for both adults and children. 

Positive 

Positive 

Clinical Effectiveness 

For example could the 
proposal/action impact positively or 
negatively on evidence based 
practice, clinical leadership, clinical 
engagement and/or high quality 
standards or any other areas?  

No change – neutral impact Neutral 

Patient Experience 

For example could the 
proposal/action impact positively or 
negatively on any of the following: 
positive survey results from patients, 
patient choice, personalised and 
compassionate care? 

The current model only provides limited 
access during week days and only from one 
site in the city. 

There is a potential that patients may have 
better access locally with an increased 
number of sites available locally improving 
choice This could also reduce the need to 
travel and reduce costs to patients and 
carers.. 

Positive 

Positive 
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This option further increases access by 
offering appointments during the weekend, 
albeit Saturdays only. 

As the options for how to access care have 
been simplified there is greater chance of 
patients choosing the right service. Currently 
patients often present at the wrong site, 
however this model may appear to reduce 
potential quality differences and improves 
consistency of service delivery making 
choosing the right site an easier option.  

 

However patients not be familiar with the 
Opticians where they will need to be seen 
and therefore may not know the location 

 

 

 

 

 

Positive 

 

 

Negative 

 

 

 

 

 

 

 

 

 

3 x 2 
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Prevention 

For example could the 
proposal/action impact positively or 
negatively on promotion of self care 
and health inequality?  

 

Patients may be able to access care and 
advice in a more timely way potentially 
making compliance easier.  

With more sites available locally improving 
access and choice to all patients  

Positive 

 

 

 

 

 

 

 

Productivity and Innovation 

For example could the 
proposal/action impact positively or 
negatively on the best setting to 
deliver best clinical and cost effective 
care’ eliminating any resource 
inefficiencies; improved care 

It is suggested that this model increases 
productivity and patient satisfaction due to 
the increased availability for same day 
appointments and access to Optometrists in 
a local environment. AS numbers are 
envisaged to small, spread across a number 
of sites this will have very little impact on 
workforce as most would be able to dealt 

Positive   
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pathway? with within existing arrangements.  

Vacancy Impact 

For example could the 
proposal/action impact positively or 
negatively as a result of staffing 
posts lost? 

AS numbers are envisaged to small, spread 
across a number of sites this will have very 
little impact on workforce as most would be 
able to dealt with within existing 
arrangements  

Positive 

 

 

 

 

 

 

 

 

 

 

 

Mitigation 

 

Details  

The increase in need for clinician’s will be mitigated in part by the re-deployment of existing staff in current 
services to the new model  requirements, increased availability of Physician’s Associates and potentially 
Clinical Pharmacist’s. Additionally by using clear and consistent care navigation at the practices should help 
patients to be seen by the most appropriate clinician at the right time. 

 Overall Risk Score- Based on an average of 
the scores above 

6 Moderate risk 

Signed Clinical Director  Date 

Signed Medical Director  Date 

Signed Chief Nurse  Date 

Comments 
Medical Director 
Chief Nurse 
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CONCLUSION OF COMBINED EQUALITY AND QUALITY IMPACT RISK SCORES 

6 Moderate risk 

Appendix 1 

IMPACT 

1 2 3 4 5 

L
IK

E
L

IH
O

O
D

 

1 1 2 3 4 5 

2 2 4 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 

LIKELIHOOD IMPACT 

1 RARE 1 MINOR 

2 UNLIKELY 2 MODERATE / LOW 

3 MODERATE 
/ POSSIBLE 

3 SERIOUS 

4 LIKELY 4 MAJOR 

5 ALMOST 
CERTAIN 

5 FATAL / CATASTROPHIC 

Risk 
score 

Category 

1 - 3 Low risk (green)  

4 - 6 Moderate risk (yellow) 

8 - 12 High risk (orange)  

15 - 25 Extreme risk (red) 



APPENDIX 4
CONSULTATION PLAN
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Redesign of Urgent Primary Care  
Consultation Plan 

1. Introduction

This plan sets out the activity proposed for the formal consultation on proposals for 
redesigning urgent primary care services. It draws on the learning from the 
engagement and pre-consultation phases to ensure it is based on ‘what works’ for 
our stakeholders and responds to the needs and preferences they have expressed.  

2. Purpose

The purpose of the consultation is to:   
 Raise awareness of and provide information on the changes being proposed
 Involve all stakeholders in discussions around the proposed options and draw

out any issues or concerns and preferences
 Work with stakeholders to consider potential solutions to any issues raised.

3. Objectives

 To facilitate genuine and meaningful engagement with patients, the public and
health professionals to determine the most effective approach for delivering
urgent primary care.

 To reach as many people as possible across Sheffield
 To ensure engagement with all sectors of our communities, including groups

traditionally classed as ‘hard to reach’ or ‘seldom heard’.
 To generate discussion and feedback from stakeholders to help inform

decision-making and identify solutions to issues raised.
 To build on learning from pre-consultation engagement to ensure that tactics

are robust and meet statutory requirements and best practice.

4. Target Audiences

The consultation is aimed at all our stakeholders, including patients, members of the 
public and those working in primary care and methods and activities will be tailored to 
each audience. 

This includes a focus on ensuring we hear from people with protected characteristics 
and from vulnerable groups or those living in areas of deprivation.  

5. Methods

The following is an overview of the methods and activities proposed for the 
consultation: 
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5.1 Consultation/feedback activities 

Public meetings 
We will hold a number of public meetings to formally explain the proposals and give 
people the opportunity to ask questions and share their views. Two meetings will be 
held in the West locality area, where it is anticipated there will be most interest due to 
the location of the walk-in centre and minor injuries unit, and one in each of the other 
locality areas. These will start late October/early November, and additional meetings 
will be considered if required. 

Community meetings 
We will also attend existing community meetings to discuss the proposed changes 
and people’s views and concerns. 

‘Drop-in’ sessions 
We will arrange a staffed information stand at the MIU, WIC, Children’s A&E and GP 
hubs on specific weeks to share information on the proposals and discuss these with 
people using these services. 

Discussion / focus groups  
A variety of discussion and focus groups will be held with a range of groups across 
the city, including Patient Participation Groups, the Citizens Reference Group, 
Involve Me members, Chilypep and the Community Development in Health 
graduates. As well as looking at the different options, these will explore specific 
aspects in more detail, such as the triage process. 

Webchats 
These will organised using Facebook Live and Twitter and focus on both the public 
and staff. 

Patient Participation Groups (PPGs) 
We will provide resources to PPGs to encourage them to engage with their practice’s 
patients and collect their feedback.   

On-line polling 
Online questions on specific aspects relating to the proposals will be posed 
throughout the consultation, and linked to issues arising and feedback. These will be 
publicised through our website and social media. 

5.2   Communications activities 

Media relations 
Media relations will be a key part of work to raise awareness of and explain the 
proposed changes, and the opportunities to get involved in the consultation. There is 
a separate media handling plan in Appendix 3. 

Website 
There will be a dedicated section on the NHS Sheffield CCG website which will act 
as the central hub for all information relating to the urgent care redesign work, a vital 
link for people to find out what’s happening, how they can get involved and have their 
say. As well as information about the process, the proposals, and the impact they  
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may have on people, it will hold links to presentations, news releases and case 
studies.  

Social media 
Existing social media accounts on Facebook and Twitter will be used to support the 
process and wherever possible, we shall try to extend reach via our partner 
organisations’ social media e.g. to promote public meetings, Facebook Live events 
etc.   

We will collate and analyse this activity to estimate our reach.  We will monitor other 
activity about the consultation but whilst any activity will be noted in ongoing 
feedback reports it will not be included in the analysis.  We will advertise contact by 
social media at meetings, on our website and in media. 

Posters and displays  
A range of posters, directional postcards and display materials will be developed for 
use on the information stalls and to promote completion of consultation across the 
city. These will go out with consultation materials where requested. 

5.3 Materials, Support and Resources 

Materials 
A range of materials will be produced to support the consultation process, in addition 
to the consultation document. These will include PDF factsheets detailing what 
services are available and ‘fact check’ graphics for use on social media and in 
presentations to help counter any misconceptions about the proposals.  

A suite of briefings to guide key spokespeople and PPG / community members 
promoting the consultation will be developed together with communication packs for 
GP practices who are willing to promote the consultation in waiting rooms. A generic 
presentation outlining the key messages and proposals will be available to 
spokespeople for use at public meetings.  

A number of short social videos (60-90 secs) of clinicians explaining the case for 
change and people asking the questions that matter to them, will be available to help 
bring the story alive and foster discussion. These will be used on the website, in 
presentations and across social media. A short whiteboard animation will also be 
developed to explain what is proposed, with the call to action ‘have we got this right?’ 
This will be displayed on the website, in presentations and across waiting rooms. 

Materials will be made available in different languages and formats to enable 
responses from all sectors of the community. 

Financial resource 
We have focused on activities which will deliver maximum value in terms of 
generating responses and feedback, and reaching all sectors of the Sheffield 
population. Similarly, the aim is to use minimal cost approaches to raise awareness 
of the consultation, such as media relations and social media rather than paid for 
advertising, and working with partners to disseminate information via their channels.  
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We will also use the CCG’s Engagement Relationship Matrix to support the 
dissemination of information across Sheffield communities and help ensure we 
capture feedback from and communicate with seldom heard groups. This is a 
database of contacts within the health, social care and voluntary sectors in the city, 
whose function is to reach diverse communities through multiple channels. It enables 
us to search for contact details based on protected characteristic and specific interest 
or life experience so that information can be tailored to their needs.  

Full costings are currently being confirmed and activities may need to be adjusted 
according to the budget available. In addition to materials, the other main cost will be 
the collation and analysis of feedback, which will need to be carried out by an 
independent organisation (see next section for further details). 

Staffing resource 
The consultation will require significant resource in terms of staff input and time, 
particularly from the urgent care portfolio team and steering group and the 
communications and engagement team. Consideration will need to be given to 
whether this can be resourced adequately or whether external support will be 
required. 

It will also require support from senior CCG staff – directors, clinical directors and 
governing body members – to represent the CCG at public meetings and discussions 
and act as media spokespeople.  

Other Support 
Internally, the consultation process will be overseen by the CCG’s Patient 
Engagement, Equality and Experience Committee to assure that the activity 
undertaken is proportionate and high quality and feedback is responded to 
appropriately. The committee includes a Healthwatch representative and will also act 
as a ‘critical friend’ regarding the consultation. 

5.5 Consultation analysis  

To ensure transparency and promote confidence in the consultation process, an 
independent company will be appointed to collate and analyse all feedback.  

We will involve patients in developing the questions for the feedback service and take 
account of industry best practice to ensure these.  The questions will be aimed at 
gaining insight into people’s views and concerns and generating feedback on the 
options put forward. They will include considerable opportunities for narrative 
comments, which will form a key part of the analysis. As well as responses to the 
feedback form, the analysis will cover all other sources of feedback, including:  
 Notes and transcripts from events, meetings and focus groups
 Social media
 Media
 Emails/letters
 Telephone calls
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Updates will be provided to the Urgent Care Working Group at regular intervals and a 
full report on all the activity and key themes will be provided at the end of the 
consultation. 



   
 

6 
 

Appendix One: Communications & Engagement Plan 

Assumptions of this plan: 

 This plan provides a structure for public engagement. It also provides methodology and tactics for wider stakeholder communication. 
 The Urgent Care Working Group and Strategic Public Engagement, Equalities and Experience Group will provide assurance to Governing Body 

that appropriate and proportionate public engagement is being undertaken, is on schedule and the tactics are being effective  
 Additional resource will be required for the analysis and report writing element of the process and to support engagement in community settings. 
 
Stakeholder Suggested Communications & Engagement Methods 
Patients   Posters / leaflets / consultation information 

 Social media 
 Media releases 
 Individual Patient Participation Groups in surgeries 
 Face to face drop-ins and information stalls at the MIU, WIC, Children’s A&E and GP hubs 
 Consultation information at GP practices and in hospital outpatient clinic waiting rooms 

Public  Posters / leaflets / consultation information 
 Social media 
 Media releases 
 Web page 
 Involve Me – email and invitation to event at The Circle 
 Introduction to Community Development in Health graduates – face to face meetings 
 Citizens Reference Group – email and invitation to event at The Circle 
 CCG Annual Public Meeting – information stall  
 Healthwatch – consultation information in September, public meeting in October & November 
 Chilypep Young Commissioners – face to face meeting in October 
 5 public events  - 2 in West locality, 1 in each of other 3 localities (in community venues) 
 2 x Facebook Live Q&As  
 1 x Twitter Chat  

SCC Overview & 
Scrutiny 

 Attend meetings 
 Share plans 
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Health & Wellbeing 
Board 

 Briefing / presentations 

Councillors & MPs  Letter with link to online consultation survey 
 Invitation to meet to discuss constituent concerns 
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Groups highlighted in 
the EIA with 
protected 
characteristics 

 Posters / leaflets / consultation information 
 Carers - The Carers Centre - The Carers Café & Darnall Carers Clinic, Sheffield Young Carers, Sheffield Parent 

Carer Forum, Weston Park Cancer Support Centre – Carers course, Mencap and Gateway Sharing Caring Project – 
Drop ins, Focus groups and newsletters 

 Disability - Disability Sheffield, Disabled Student Support Team – Sheffield Hallam University, Sheffield Centre for 
Independent Living, Wicker Mobility Shop / Eden Mobility / Clark and Partners, Disability and Dyslexia Support 
Service – Drop ins and focus groups 

 Race - Darnall Wellbeing / Shipshape / Burngreave Messenger / SADACCA / Gleadless Valley Community Forum /  
- In community languages and drop-ins at pre-planned community events 

 Age - Sheffield Age UK / Sheffield 50+, Helena Nursing Team, Ryegate, Schools, Salvation Army lunch clubs – 
Focus groups 

 Other relevant groups: 
- People who are homeless/rough sleepers (face to face meetings at Cathedral Archer Project & Devonshire 
Green / Dr Elizabeth Allsopp);  
- Students (information and social media with Sheffield University, Sheffield Hallam University, Sheffield College, 
Stall in GP surgeries tailored to student needs);  
- Drug and alcohol dependency (posters, leaflets and consultation information with Drink Wise, Age Well 
Fitzwilliam Centre); 
- Asylum seekers / refugees / sofa surfers (face to face meetings with interpreters at Refugee Council and 
Mulberry Clinic); 
- City Centre workers (train station leafleting (beginning and end of working day), Fargate (lunchtime)); 
- Hearing loss / deaf community (face to face meetings and newsletter information with Sheffield Deaf Centre / 
Sheffield Club For the Hard Of Hearing),  
- Sight impairment / blind community (face to face meetings with Sheffield RNIB / Blind Vetrans / Sheffield 
Visually Impaired Walking Group / Talking News); 
- Geographic communities (drop in sessions at SOAR / Manor and Castle Development Trust / Lowedges 

Local Area 
Partnerships 

 Letter with link to online consultation survey 
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Patient Reps 
(PRG/PPG) 

 Patient Participation Group Sheffield Network – Event at The Circle 12/10/17 
 Briefing / presentations 

GPs & Practice Staff  Briefing / presentations 
 Posters / leaflets / consultation information 
 Email updates to practice managers via Bulletin 
 Ongoing operational meetings & dedicated peer to peer session 
 Existing communication channels 

STHT & SCH  Work with clinicians to deliver messages to patients/public 
 Briefing / presentations 
 Posters / leaflets / consultation information 
 Syndicated copy for newsletters/online 

Existing Providers – 
SCC, SH&SCT, 
SYHA 

 Letter with link to online consultation survey 
 Syndicated copy for newsletters/online 
 Briefings 
 Media updates  
 Letter to CEOs 

LPC, LDC, LOC  Letter with link to online consultation survey 
 Email updates 

LMC  Letter with link to online consultation survey 
 Email updates 

PCS  Letter with link to online consultation survey 
 Email updates 

SY&B Urgent & 
Emergency Care 
Network 

 Letter with link to online consultation survey 
 Briefing / Presentation 
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Media  Briefing at start of consultation 
 Media releases 
 Video content 

NHS 111  Email updates 

Urgent Care Working 
Group 

 Email updates 

Third sector 
organisations 

 Letter with link to online consultation 
 Leaflets / posters / consultation information 

PALS  Email updates 

Chamber of 
Commerce 

 Email updates 

CCG staff/Board 
/Executive 

 Briefings / Bulletins / Intranet 
 Email updates 

Healthwatch  Briefing 
 Provide materials as required 

NHS England  Email updates 
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