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1. INTRODUCTION

The moral justification for a publicly funded healthcare system is that it is fair. If it fails to be fair, it fails fundamentally … the reforms that we are putting in place will not work without fair access to services. There cannot be choice without fairness.

The duty to promote gender equality, to be implemented in April 2007
, is a key new lever for health care organisations.  It will be central to taking forward their core business.  The duty will help:

· PCTs to make local target setting, commissioning plans and monitoring/evaluation more robust and effective - based on information, consultation and monitoring mechanisms taking into account the different views, needs, experiences, health behaviour, health outcomes and access to services of women and men 

· commissioners and providers to design and deliver fair, accessible services which deliver real choice to both male and female patients and are responsive to their preferences and needs   

· all healthcare organisations to 

· improve their performance against the national health care standards, and to provide to inspectorates demonstrable evidence of that improvement

· effectively take forward key workforce improvement programmes.
The Code of Practice on the duty is a statutory document admissible in court, and should be used as the primary source of information on the legal obligations of the duty.  This health sector guidance is complementary to the Code, and is being produced by the EOC to provide additional practical suggestions on implementation.  The purpose of this document is to help those responsible for implementation within healthcare organisations understand how the duty will be of practical help to health planners and providers as they seek to achieve their overall goals in relation to service design and provision, planning and commissioning.  The guidance is intended to be of use to equality leads, policy staff, commissioners and planners.

Those responsible for governance within these organisations are accountable for implementation of the gender duty.  In addition to the information set out in this document, reference should also be made to the NHS Operating Framework 2007/8
 and Equality and Human Rights – A Guide for NHS Boards.
 

The guidance briefly summarises how the gender duty relates to key health and health care objectives, such as the National Standards, and gives some examples and illustrations from the health sector about how it may work in practice.  This includes lessons identified by health sector organisations taking part in a 2005 project to pilot the gender duty (the organisations included 2 PCTs, a Mental Health Trust, a teaching hospital, an inspectorate and a Health Board).
  Separate health guidance has been developed for the NHS in Scotland which is available from EOC Scotland at http://www.eoc.org.uk/Default.aspx?page=19027
2. WHAT IS THE GENDER DUTY?

The general duty

The gender equality ‘general duty’ requires public authorities
 to have due regard to the need to 

· eliminate unlawful sexual discrimination and harassment

· and, in relation to employment and vocational training (including further and higher education), eliminate discrimination and harassment against transsexual individuals
 

· promote equality of opportunity between men and women.

The general duty applies to central government departments and agencies; inspection and regulatory authorities; strategic health authorities; specialist health trusts; acute trusts; foundation trusts; primary care trusts; acute, mental health, community, care and ambulance trusts; local health boards.  

The general duty will also apply to charities, voluntary and private sector organisations which are carrying out public functions on behalf of the NHS, such as GPs providing medical services under a contract to a PCT
.   

The code of practice (Appendix A) provides more information on how to determine if a private or voluntary sector organisation is carrying out public functions on behalf of a public authority.

Where a charity, voluntary sector or private sector organisation is providing a public service or services under contract to the NHS – for example, services related to NHS capital development and estates procurement, or services such as cleaning, catering or portering – the legal obligation for the duty remains with the contracting authority, which will have to take steps to ensure the contractor meets appropriate and relevant equality standards in the work.  Guidance on the gender duty and its implications for the drafting and management of contracts with external suppliers is being produced by the EOC.  Basic legal steps the meet the duty in procurement are set out in the Code of Practice.  

As a contractual or direct legal obligation, the general duty will therefore affect the planning and delivery of all publicly funded healthcare in England and Wales.  

More information on the gender duty and its legal obligations can be found in the Code of Practice.   

The specific duties

There is also a set of ‘specific duties’, steps designed to meet the general duty.   The list of health organisations required to address the specific duties is set out as an appendix to this document.    The specific duties apply to English NHS provider trusts (acute, mental health and ambulance sectors), including foundation trusts; primary care trusts, in their commissioning role and in relation to directly managed provider services; strategic health authorities; health and social care partnership trusts; a number of special health authorities; professional bodies such as the General Medical Council, and national regulatory/standard setting bodies such as the Healthcare Commission, the Audit Commission and the Department of Health.  The specific duties and list of bodies covered in Wales have yet to be agreed.

The specific duties for England include:

· Gathering information on how their work affects women and men

· Consulting employees, service users, trade unions and other stakeholders e.g. LINk networks, local partners and education providers

· Assessing the different impact of policies and practices on both sexes, relating to all relevant functions including employment, service delivery, commissioning and procurement

· Considering objectives to address the causes of the gender pay gap

· Identifying priorities and setting key gender equality objectives - in either a gender equality scheme, or as part of a broader equality scheme 

· Planning and taking action to achieve these objectives

· Monitoring and reporting annually on progress, and reviewing the objectives every three years.
  This report 
 will need to set out the actions that they have taken and intend to take to meet the gender duty.  
More information on each of these duties and their exact legal requirements – e.g. how to carry out gender impact assessments - is contained in the EOC’s Code of Practice and supporting guidance.   

In identifying gender equality goals and action planning to achieve them, it is important that organisations have in mind that the purpose of the specific duties is to bring about change.  It is important to identify and make plans to achieve clear and tangible outcomes, rather than focusing only on the processes of the duties - such as the production of an equality scheme and undertaking impact assessments.  These processes, while important, are a means to an end, i.e. the identification and achievement of gender equality goals capable of bringing about tangible change in people’s lives.  They are not an end in themselves.  Further, these gender equality goals should not be ‘plucked out of nowhere’ – they should be evidence-based. They should be identified through analysis of statistical and qualitative data, and internal and external consultation.  The duty does not prescribe which objectives should be selected, but the duty requires action which is proportionate to the relevance to gender equality – in practice this means that major issues cannot be ignored.   

Some examples of potential desired outcomes in the health sector might include (this is by no means an exhaustive list):

· narrowing of avoidable or preventable health inequalities between women and men 

· narrowing of unjustifiable differentials in access to and/or experience of healthcare services 

· local priorities clearly linked to information about the different needs and experiences of men and women (including the interface of gender with other factors e.g. ethnicity, faith and age)

· women increasingly represented at senior clinical and managerial levels

· family-friendly policies operational in the organisation, taking into account the caring responsibilities and career aspirations of both women and men 

· male, female and transgendered staff experiencing a fair and rewarding workplace in which they want to stay, confident in their ability to challenge harassment, including sexual harassment, or discriminatory practices.

In addition to developing and implementing the scheme and its objectives, public bodies have an ongoing obligation to assess the impact of all new policies and practices, and to conduct impact assessments on existing policies and practices.  This also requires robust information and evidence, as well as building gender equality considerations into the organisation's thinking and policy-making processes.  The process of impact assessment and of implementing the scheme should feed into each other.   

Accountability, monitoring and enforcement

The general duty is a legal requirement enforceable in the courts.  The EOC and, after October 2007, the new Commission for Equality and Human Rights, will have formal powers of enforcement which they will use if they have evidence that public authorities are not taking the action required by the general and specific duties.  Enforcement can be by judicial review or compliance notices.  More detail on this is contained in the EOC Code of Practice.

The Healthcare Commission is itself a listed public body under the duty, and therefore has to pay due regard to the duty in all of its functions.  This means in practice that it will have to integrate the duty into its inspection processes.  The Commission intends to ensure that the duty is built into regulatory practice and that assessment and clinical audit processes monitor how well each healthcare provider meets the duty.  

Those responsible for governance within Trusts will, in addition to having a key role in championing the new duty, wish to satisfy themselves that their organisation has made adequate arrangements to meet the requirements of the duty.  For example they may wish to reassure themselves that the senior management of the organisation is

· identifying and involving key partners in relation to gender equality goals, for example within the statutory, voluntary, community and independent sectors 

· making the best use of existing data/products of feedback/consultation mechanisms 

· building up staff capacity and skills, for example through awareness raising activities and training

· ensuring that those with specific responsibilities for implementation/key functions (such as planning, commissioning and consultation/involvement) understand what is expected of them and are adequately supported to achieve this. 

The National Mental Health Partnership is an organisation of 58 NHS mental health provider Trusts. To prepare for the introduction of the gender duty, a working group chaired by a Trust Chief Executive has been established to identify what action member Trusts need to take forward.  A benchmarking tool has been developed, to analyse member Trusts’ progress in implementing the national women’s mental health strategy, and in planning for the gender duty.  The results of the analysis will be fed back to member Trusts at a seminar in spring 2007, to enable them to identify good practice and areas for further development.

WHY GENDER MATTERS IN THE HEALTH SECTOR

Gender equality has tended to be a fairly low profile issue within health and healthcare provision.  This may sometimes even be the case for staff with specific responsibilities relating to equality and diversity.  Awareness raising about gender and why it matters in relation to health and health care is therefore likely to be an important first step.  This section sets out some of the key issues relating to gender and its impact on the health sector.

Services
Gender is key to understanding health issues and to the delivery of effective healthcare services and health promotion activities.  Understanding this will be important for all working in health and healthcare organisations, including clinicians. For example, while cancers and circulatory diseases are the major killers for both men and women, biological differences mean that they have different risk factors.

Gender is a major determinant of health for two primary reasons:

· Gender influences patterns of health-related behaviour 

· for example, men in all age groups are more likely than women to consume the recommended number of units of alcohol per week, and are more likely to be obese

· while women have significantly better diets on average than men in the same social group, but are less likely to participate in physical exercise on a regular basis.  

· Gender also influences the experiences of women and men as users of health care services

· for example, women are more likely than men to report practical problems in accessing services

· while men may find it more difficult to admit weakness, or to accept that they may be ill and hence may delay longer before seeking medical advice.


Services therefore need to have a widespread understanding of:

· the differences between women and men as users/potential users of healthcare services

· how these lead to different

· pathways into services

· service needs

· choices to achieve well being or patient/user satisfaction.   

Activities to formulate gender equality objectives - such as gathering and using information on gender, evidence derived from consultation/feedback with both men and women, and gender impact assessments – will help organisations ensure that their planning process and service delivery is fully informed by information about the sometimes differing needs, experiences, health outcomes, views, and access to services of women and men.   A gender focus will also be highly relevant for commissioners and planners as they gather and use information to identify access and service gaps. 

Employment
Gender is a key factor in terms of employment within the health sector.   A major challenge facing the NHS as an employer is gender stereotyping, leading in some disciplines to occupational segregation, glass ceilings and unequal pay.   Employment in the sector is highly segregated.  Women make up over three quarters of the health care workforce but are concentrated in four occupational categories (nursing, AHP, administrative and clerical and ancillary work), while men are significantly under-represented in the nursing profession.  Women make up just over 1/3 of medical staff, and remain under-represented in senior clinical and management grades where they constitute around ¼ of consultants.  45% of workers are employed on a part-time basis – again the majority are women.  Seventy six per cent of NHS staff have dependent children and 37% elderly or disabled dependent relatives
.  
Taking action to address the segregation of men and women into different jobs, increasing the availability of flexible and part-time working, especially at senior levels, taking account of staff’s caring responsibilities and tackling discrimination where is occurs will help the NHS to maximise the potential of all its staff.  
3. THE GENDER DUTY AND CORE BUSINESS

This section explains in more detail how the gender duty relates to health and healthcare core business and policy frameworks, giving examples of key issues relating to gender.

Implementing the specific duties will help Trusts ensure that their planning and monitoring mechanisms, services, information and engagement strategies are designed around the needs and preferences of both women and men.  They will thereby help health care organisations commission and provide services which are accessible, responsive and fair to all, rather than only to some, in their local population.  This is line with the aims of key national policies and programmes such as Building on the Best: Equity, Responsiveness and Choice; Towards a Patient Led NHS; Your Health, Your Care, Your Say
, and national frameworks regarding local target setting and commissioning.

The duty will also help Trusts design effective workforce strategies and policies, for example by ensuring that they attract and then retain good staff by catering for men and women’s caring responsibilities, and designing equitable and fair payment and reward systems.  This is in line with the aims of key national programmes such as Agenda for Change and Improving Working Lives.

Gender duty and service provision
Local planning and commissioning

Primary Care Trusts (PCTs) are now required to set and deliver against local targets, subject to assessment by the Healthcare Commission.  New frameworks are in place to improve the commissioning of services.  

The specific duties - in particular activities such as collecting and analysing local information on gender, consultation with both male and female service users, gender impact assessment and tracking progress against key objectives - will help PCTs develop more robust and effective local targets, commissioning plans and contracts, and monitoring processes.  The gender duty will both help PCTs and their partners to undertake planning and commissioning more effectively, and to provide evidence to local people and to regulators that they have done so.

The Department of Health has formulated a framework of principles within which PCTs should develop local plans and targets
, the Planning Framework.  This states that in developing local plans PCTs should ensure they:

· Are in line with population needs

· Address local service gaps

· Deliver equity

· Are evidence-based.

It also states that: 

PCTs should demonstrate that, as well as using epidemiological data and general survey data to identify the differing needs of their populations, they have listened to the views of patients and the public and in particular have taken account of the results of patient and user surveys. … [i]n order to set local priorities, PCTs and their partners will need to consider gaps in existing service provision … [and] as the choice programme progresses … analyse the impact of improving choice, tracking the experience of their patients to identify where local services are not meeting patient aspirations.  PCTs and their partner organisations should demonstrate that they have taken account of different needs and inequalities within the local population, in respect of area, socio-economic group, ethnicity, gender, disability, age, faith, and sexual orientation, on the basis of a systematic programme of health equity audit and equality impact assessment. … By using evidence on inequalities to inform decisions on investment, service planning, commissioning and delivery, health equity audits should help organisations address inequalities in access to services and in health outcomes.

DH published in March 2007 a consultation document on the proposed new framework for commissioning local health and social car services, Commissioning for Health and Well Being.
 This document aims to produce a commissioning framework with a strong focus on the promotion of health and well being, and the prevention of ill-health; the provision of personalised services; and the reduction of health inequalities by focusing on key outcomes for adults and for children.

The gender duty is also outcome focussed, requiring organisations to identify objectives to achieve key gender equality outcomes.  Rather than being seen as a marginal activity, the development of gender outcomes should form part of PCTs' mainstream process to identify desired outcomes and develop related targets. 

The gender duty should prove helpful to this process.  Activities to identify gender outcomes and objectives – such as gathering and using information on outcomes and access to services, and gender impact assessments – will help provide PCTs with a more robust basis for their commissioning decisions.  One that is informed about the sometimes differing needs, experiences, health outcomes, views and access to services of women and men.

Mental health services show how information analysed by gender and other key variables can help commissioners target their resources more effectively by identifying risk groups and service and information gaps.  Analysis of suicide rates showed that suicide prevention strategies needed to take particular account of the needs of young men (suicide is the commonest cause of death among men under 35, with a higher rate in unskilled men).  Strategies within prisons (where suicide rates are several times higher than in the general population) need to take into account the higher rate among female prisoners.  A national research mapping exercise against the Mental Health NSF Standards showed that more focused research was needed on women’s service needs.

Department of Health, NSF for Mental Health – 5 Years On, 2004.

Commissioning for Health and Well Being identifies eight steps to effective commissioning.  Step One is putting people at the centre of commissioning, for example through mechanisms to encourage public involvement in shaping services.  The gender duty will help PCTs and partners achieve a people-centred commissioning process as it will help ensure that the views of both men and women are elicited and taken into account.

Step Two to effective commissioning is understanding the needs of populations and individuals.  A key building block for this will be the proposed new statutory duty for Primary Care Trusts and local authorities to undertake a Joint Strategic Needs Assessment (JSNA).  The purpose of the JSNA is to enable partners to identify the desired future health and well being outcomes for their local population.     Good quality information - for example analyses of data relating to demography, current known health status and met needs, patient/public views and inequalities of outcomes/access to services – will be vital for the JSNA process to be effective.  It will be important that this information is analysed by gender as well as other important factors such as geography, age and ethnicity.  

The information generated by local authorities and PCTs through implementation of the gender duty – for example gender monitoring of access to services and of health outcomes - will help PCTs and local authorities develop the evidence base they need for the JSNA.   

The Camelon Centre for Men’s Health is Scotland’s first primary care nurse led service offering a range of services aimed entirely at improving the health of men. When dealing with men suffering from stress and depression they use a word descriptor tool so that they can indicate how they are feeling, as they are unlikely to want to talk about their emotions.  A quarter (25%) of men described themselves as feeling stressed or anxious and over a quarter of those (27%) had high blood pressure.  A stress management programme was then put in place and those who described themselves as depressed were then assessed to establish if they were a suicide risk.  This identified 9 men who required treatment.

Men’s Health Report 2003. NHS Forth Valley, Scotland.

National standards

Health care organisations are also required to meet national standards set by the Department of Health, with their performance against these standards annually assessed and reported upon publicly.

The gender duty can help Trusts as they seek to improve their performance against the national standards.  Its requirements will also help them to be in a better position to provide demonstrable evidence of this improvement in the assessment process.  

While the gender duty will be relevant to most if not all of Trusts’ functions, it will be particularly helpful to Trusts in relation to improving performance, and evidencing that improvement, against the following core and developmental standards:

Governance

Core standard C7: Health care organisations … challenge discrimination, promote equality and respect human rights.

· Implementation of the requirements of the specific duties will in itself help Trusts provide concrete evidence that they are challenging discrimination and promoting equality. 

· Those responsible for governance within Trusts will need to satisfy themselves that their organisation has made adequate arrangements to meet the requirements of the duty, which is a legal requirement enforceable in the courts.  

· They themselves will have a key role in championing the new duty within their organisations and satisfying themselves that those with specific responsibilities for implementation (e.g. those involved in key functions such as planning, commissioning and consultation/involvement) understand what is expected of them and are adequately supported to achieve this
. It is likely that steps will need to be taken to build staff capacity and skills (for example, re gathering and using information about gender, undertaking consultation/involvement and impact assessments).  

in terms of gathering and analysing evidence, we don’t have the capacity … this is part of a wider analytical capacity problem…

we’ve got the evidence we need; we just need the capacity to use it.

Health sector organisations, quoted in Dr Clare Collins and Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005.
Implementing the gender duty does not need to be resource intensive and it will be less burdensome the more it is mainstreamed into core business functions.  Those responsible for governance will as a first step need to satisfy themselves that Trusts are making the best use of existing data and feedback/consultation mechanisms.  

Categories for data analysis in relation to commissioning and provision of services might include:

· Prevalence of harassment including sexual harassment of users/patients/visitors to healthcare premises.  This might include analysing qualitative information such as complaints or results of patient and public involvement activities 

· Analysis of local patterns of health and health-related behaviour. This might include disaggregating levels/rates of

· Life expectancy 

· Mortality

· Morbidity 

· Limiting long term illness

· Mental health

· Sexual health

· Reproductive health

· Smoking

· Alcohol consumption

· Substance misuse

· BMI, obesity

· Dietary behaviour

· Physical activity

· Infant feeding.

· Differentials in service outcomes, access to and satisfaction with services.  This might include analysing:

· Results of 

· local patient surveys 

· patient and public involvement activities 

· mechanisms tracking the impact of choice 

· Hospital admissions

· Use of GP services

· Uptake of screening services e.g. cervical and breast screening

· Mental health inpatient data

· ECT treatments

· Abortion, family planning and contraception data 

· Any failure to use services/exercise choice where people might be expected so to do. 

· Referral rates

· Prescribing policies

· Waiting times

· Mortality rates.

Most of the evidence we are using is pre-existing internal data – collected but previously not being disaggregated or used. Our learning point has been that we need to collect and store data in a way that’s accessible, e.g. cross analyse gender and ethnicity together, not just separately.

I have had all the questions in the local Patients’ Survey broken down by gender – it wasn’t before and this didn’t cost me any more which surprised me. Basically the information was there but it was not being disaggregated by gender and age.

We have a strongly evidence-based approach to our race equality scheme – a firm foundation for this work. … We used our RES evidence base and applied a gender focus, e.g. population profile, workforce profile, public health indices, patient surveys, staff surveys.

Health sector organisations quoted in Dr Clare Collins and Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005.

Those responsible will need to ensure that data are collected, stored and analysed in a way which is capable of cross-analysing gender with other key variables, for example age, ethnicity and disability.  This will also be beneficial as it will provide Trusts with more nuanced and useful information for planning and evaluation.

The EMPIRIC survey found low rates of psychosis among Bangladeshi women, but high rates for Pakistani women and Irish men.  The 1999 Health Survey for England found that Bangladeshi men and Pakistani and Bangladeshi women were much less likely to participate in vigorous physical activity than other groups.  Mortality directly associated with diabetes amongst those born in the Caribbean is significantly higher than in the general population.  However, when this is broken down by gender, this shows among men a rate 3.5 times the national rate, but among women this rises to 6 times the national rate.  

London Health Observatory, Ethnic Disparities in Health and Healthcare, 2004.
Gender equality has tended to be a fairly low profile issue within health and healthcare provision and those responsible for governance will need to satisfy themselves that this is being adequately addressed, both internally among staff and externally, for example among those whom the organisation involves/consults.  Awareness raising/focussed training about gender and its impact on health and health care is likely to be an important first step (sometimes this may be the case even for staff with specific responsibilities relating to equality and diversity).

One health sector organisation involved in the gender public sector duty pilot project held an internal awareness raising event for representatives of each department involved in the process. Attendees were presented with information on gender mainstreaming and gender inequality.  They were then invited to look at a case study of an individual entering an A & E department with a black eye.  Attendees were asked to think about the implications of the individual’s gender on their assessment; the response to the individual; service delivery; planning; and local and national policy.  The organisation’s project team felt that the session, although only introductory, made a significant difference to the level of involvement of those involved and the level of understanding internally of gender issues.  They felt that a separate session for each department would be a helpful future step.

Dr Clare Collins & Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005.

Some important gender equality issues cannot be dealt with by one service or sector alone.  Those responsible for governance will need to satisfy themselves that their arrangements for implementing the duty take adequate account of the need to identify and involve key partners.

The Victims of Violence and Abuse Prevention Programme (VVAPP) is adopting a whole system approach which involves health and mental health services along with other organisations across the statutory, voluntary and community and independent sectors.  The experience of violence is a key driver of mental illness in women.  Women are three times more likely than men to suffer from depression or anxiety.  A key part of the picture for treating women with mental health problems is the commissioning of women-only services, particularly for victims of violence or sexual abuse. Domestic violence accounts for a quarter of all violent crime and 2 women each week are killed by a partner or former partner.  Women experiencing domestic violence are twice as likely as other women using health services (whether that is GP surgeries, in-patient hospital wards, or A & E) to experience high levels of depression. Women living in refuges show the highest rates of depression, in some studies as high as 80%.  They are also more likely to self-harm and likely to display trauma symptoms. In women exposed to domestic violence, Post- traumatic Stress Disorder (PTSD) has been identified at levels of between 31% and 84% depending upon the setting for the research study.    

Domestic Violence and Mental health, School of Health & Social Studies, Warwick University, 2003

Mainstreaming Gender and Women’s Mental Health, DH 2003.
Patient focus

Core standard C13: Health care organisations have systems in place to ensure that staff treat patients, their relatives and carers with dignity and respect.
· Specific duties such as consultation and impact assessment will help Trusts identify and cater for the sometimes different ways, particularly within some cultures and/or generations, in which female and male patients, relatives and carers define being treated with dignity and respect.

Core standard C14: Health care organisations have systems in place to ensure that patients, their relatives and carers have suitable and accessible information about, and clear access to, procedures to register formal complaints and feedback on the quality of services.

Core standard C16: Health care organisations make information available to patients and the public on their services, provide patients with suitable and accessible information on the care and treatment they receive and, where appropriate, inform patients on what to expect during treatment, care and after-care.

Developmental standard D9: Patients, service users and, where appropriate carers receive timely and suitable information, when they need and want it, on treatment, care, services, prevention and health promotion and are:

(a) encouraged to express their preferences; and

(b) supported to make choices and shared decisions about their own health care.

· Consultation and impact assessment will help Trusts identify and cater for the sometimes different ways in which men and women access information

For example, those wishing to ensure information and services reach men may need to consider alternatives to existing primary care networks, which evidence suggests men are less likely to access then women.  They might for example seek to work through workplaces, pubs and shops popular with men.

· They will also help Trusts identify and cater for any differential support needs in relation to 

· understanding information, e.g. as a basis of informed choice (a key theme of Our Health, Our Care, Our Say)

· the process of expressing preferences/making choices and decisions. For example particular language/literacy support may be needed for women from some cultures and/or generations, e.g. older women from South Asian communities.

Developmental standard D8: Health care organisations continuously improve the patient experience, based on the feedback of patients, carers and relatives.

· The gender duty’s requirements regarding the gathering and use of information, and impact assessment, will help Trusts ensure that their feedback mechanisms are designed in a way which 

· enables them to ascertain the views of both men and women,

· identify any gender differentials (along with other key variables such as ethnicity, disability and age).

The project has enabled us to identify a lot of problems and gaps … we don’t manipulate the data from our local Patients’ Survey in any useful way … a rich amount of data that’s not being used … [data] has not been collected in a way which means we can identify differential experience by manipulating and analysing the data.  We didn’t know what questions we wanted to ask of it when we collected it. … [in future] rather than just recording demographics we will be looking more closely at variations [in patient experience].

In our recording of the types of issues raised by service users, our categories are gender blind – we will therefore look at the categories again.

Health sector organisations, quoted in Dr Clare Collins and Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005.

Accessible and responsive care

Core standard C17: The views of patients, their carers and others are sought and taken into account in designing, planning, delivering and improving healthcare services.

Developmental standard D11a: Healthcare organisations plan and deliver health care which reflects the views and health needs of the population served.

· The specific duties include a requirement to consult with women and men service users.  This will help Trusts ensure that they are designing their engagement and consultation mechanisms in a way which ensures that the views of both male and female patients/carers are sought and taken into account.  

For example, this may involve taking into account 

· the different places and/or times in which women and men may be willing and/or able to take part in consultations

· any particular gender issues in relation to communication support (for example, women from certain minority ethnic or faith groups).  

Core standard C18: Health care organisations enable all members of the population to access services equally and offer choice in access to services and treatment equitably.

Developmental standard D11 b and c: Health care organisations plan and deliver health care which: maximises patient choice; ensures access (including equality of access) to services through a range of providers and routes of access.

· There is evidence to suggest that women and men currently do not access some services equitably, for example that:

· men under-use primary care services 

· women with chest pain are less often referred to full evaluation and diagnostic procedures such as coronary arteriography.

· The specific duties on information, impact assessment and consultation provide a robust process by which services can take an evidence-based approach to identifying any gender access gaps.  They will also help Trusts to address these gaps by re-designing existing services and/or commissioning new services, appropriate to the sometimes different needs/preferences of men and women. 

To achieve equitable access and effective treatment and disease prevention strategies, commissioners and providers need to take into account important gender differences.  

Heart disease is often seen as a male disease, including by women themselves, who tend to see breast cancer as their most pressing health worry.  Yet heart disease is a greater risk.  Women are more likely than men to die from the cerebrovascular disease associated with old age, while male deaths are higher in ischaemic heart disease and men typically develop heart disease 10 years earlier than women.  Hormonal change and hormone therapies adversely affect women’s risks of CHD, and the effect of smoking on their risk levels is greater.  Women are three times more likely to suffer from depression than men (depressed patients report significantly more episodes of angina, and more intense anginal pain).  Anatomic gender differences lead to: an increase in ischaemia among women during exertion or stress, potentially leading to angina episodes; men having greater risk of hypertension and diabetes (both increasing CHD risks); and women with diabetes losing their innate protection against CHD.  Men and women also experience different symptoms – for example men report more chest pain, while women report more neck and back pain, and have significantly more nausea or vomiting than men.  Unless clinicians are aware of this the symptoms of women risk going unrecognised.

Dr Alan White and Dr Lesley Lockyer, 1st UK Gender and Health Summit Report.

Care environment and amenities

Core standard C20a and b: Health care services are provided in environments which promote effective care and optimise health outcomes by being: a safe and secure environment which protects patients, staff [and] visitors…and [is] supportive of patient privacy and confidentiality.

· Specific duties such as impact assessment and consulting with women and men service users can help organisations identify and cater for 

· the particular safety needs of women patients, staff and visitors on healthcare premises

· the sometimes different ways in which male and female patients from different generations and/or cultures define privacy.

All NHS Trusts have been required to comply with DH guidance on single sex accommodation in mental health units.  This aimed to improve the safety and privacy of female patients through women-only bathing and toilet facilities and day areas.  

Department of Health, Safety, privacy and dignity in mental health units, 2000

Public health

Core standard C23: Health care organisations have systematic and managed disease prevention and health promotion programmes … with particular regard to reducing obesity through action on nutrition and exercise, smoking, substance misuse and sexually transmitted infections.

· Specific duties such as collecting and using information in relation to gender and other key variables, impact assessment, consultation with both women and men, and monitoring progress will be essential tools for Trusts to meet public health targets.  

· Those commissioning and providing disease prevention and health promotion programmes will need to take into account the effect of gender and other factors on disease patterns, lifestyle, views about health and uptake of health promotion information and activities.  For example, there is evidence to suggest
 that 

· males and females can think about health in different ways – e.g. young women’s views about health are often related to appearance

· men are more likely than women to drink more than the recommended daily amount, though the proportion of women so doing has been increasing – and the difference between men and women is much smaller among younger age groups

· while men appear more likely than men to use drugs, women are less likely to access drug services

· while men are more likely than women to be overweight or obese, women are less likely to engage in any form of physical activity. 
Female lung cancer mortality is rising while male rates in more developed countries have been steady or falling for some time.   The key gendered risk factor for lung cancer is smoking.  While there has been an overall decline in smoking, there has been an increase in smoking among young women.  If they are successfully to address this, public health activities need to take account of important differences between male and female smokers - for example, the age at which they begin smoking, the number of cigarettes smoked, and the reasons for smoking (avoiding weight gain and alleviating stress and depression are significant factors for women).  Research suggests that nicotine replacement therapy is less effective for women – for example, women have a slower rate of nicotine clearance and may suffer more from withdrawal symptoms.  The timing of cessation is also important – women of childbearing age are more likely to succeed if they give up during or shortly after their period.

Dr Sarah Payne, First UK Gender and Health Summit Report.

To meet sexual health targets public health activities will need to reach both males and females who are sexually active.  For example this will be necessary for services to be effective in reducing infection and re-infection rates of Chlamydia where the number of young people diagnosed as infected has more than doubled over the last decade.  However males constitute only one-fifth of those screened under the National Chlamydia Screening Programme.  A Men’s Health Forum pilot with Telford and Wrekin PCT aimed to identify effective ways of reaching and targeting young men for testing.  80% of those participating in the pilot were male.   Key success factors identified in achieving this high rate included providing the test for free, enabling men to access the test at work and overcoming the ‘embarrassment factor’.  

Men’s Health Forum, Men and Chlamydia: Putting Men to the Test.

Guidance on effective delivery of teenage pregnancy strategies highlights the importance of reaching young boys as well as young girls.  Boys are significantly more likely to access advice if the service is within 1km of where they live, and they are more likely to respond to school-based services than girls.

Every Child Matters: Teenage Pregnancy Next Steps DfES, 2006.

Gender equality and employment

National Standards, Core standard C8

Health care organisations support their staff through … organisational and personal development programmes which recognise the contribution and value of staff, and address, where appropriate, under-representation of minority groups.

Developmental standard D5

Health care organisations work together and with social care organisations to meet the changing health needs of their population by having an appropriately constituted workforce with appropriate skill mix across the community.

The NHS faces some key workforce challenges:

· Employment in health is highly segregated.  Women make up over three-quarters of the health care workforce but are concentrated in four occupational categories:
· Nursing

· Allied health professions

· Administrative and clerical work

· Ancillary work.

· Despite the pre-dominance of women within the health sector over 70% of health service chief executives are male
 
· Medicine is becoming an increasingly feminised profession: women now make up 60% of medical school students and 75% of GPs under 30
 - but higher-paid hospital medicine (such as gynaecology and surgery) remains dominated by men. Women constitute around ¼ of consultants.  
· 4 out of 5 women working part-time do so below their potential – owing to the lack of available, high-quality part time opportunities.
 An EOC study found that 30% of nurses returning to work part-time after maternity leave suffered occupational downgrading and that the prevailing view was that part-time work was not compatible with nurse management.

· 45% of NHS workers are employed on a part-time basis, the majority of these being women.  Seventy six per cent of NHS staff have dependent children and 37% elderly or disabled dependent relatives
.  
Meeting the requirements of the gender duty in relation to employment will help health care organisations implement national programmes such as Agenda for Change and Improving Working Lives, as well as the above national standards.  Activities such as gathering and using information on gender (including transgender) and on equal pay, consultation with stakeholders such as staff and Trade Unions, and gender impact assessments, will provide key information for organisations.  

· They will help them identify the varying concerns and needs of women, men and transsexual individuals within their workforce, and design programmes taking these into account.  

· In some organisations and roles, minority groups are likely to include male and transsexual staff – for example, men are significantly under-represented in the nursing profession.  Implementing the gender duty will help Trusts develop strategies to improve their representation in the workforce, as well as addressing the under-representation of women in management and governance roles.  

· The requirements of the gender duty and of other equality duties will help Trusts identify strategies to recruit and retain staff from across the community, including for example women from under-represented minority ethnic/faith groups.   

More detail on implementing the gender duty in relation to employment is available in the EOC's general guidance on employment, and in additional guidance on employment issues for transsexual people.   

The health sector has already taken considerable action in addressing gender inequalities in its employment practices - Agenda for Change was designed to deliver equal pay for work of equal value.  It also began the work of addressing the undervaluing of women's work within the NHS and provides a better framework for training and career development of health service staff.  Agenda for Change sought to maximise the potential of each individual employee by developing an effective and efficient structure for pay and progression.  Delivering a high quality, patient-led health service will need a high quality workforce – promoting equality between men and women will help the health sector to maximise the potential of all its employees. 

EOC research
 suggests that the most effective forms of flexible working will be family friendly - in ways that recognize the new complexities of family life for both women and men – and career friendly, in ways that recognize women’s work and career aspirations.

The Whittington Hospital was named in October 2006 by ‘The Times’ as one of the top 50 employers ‘Where Women Want to Work’ (it was the only employer from the health sector in the list).  It was assessed on 10 categories: inspiring leaders; training and development; work-life balance; networking opportunities; rewards and recognition; employee satisfaction; workforce diversity; innovative recruitment; external reputation; and accountability.

Kings College Hospital significantly reduced absenteeism and increased recruitment by introducing 'Kingsflex', a flexible working scheme that includes flexible rostering, widespread part-time working, personalised annual leave and enhanced parental and carer leave.  

Five Boroughs NHS Trust has increased the number of men working part-time from 2 to 61. It looked at the interests of different groups, such as new fathers, flexible workers and non-resident dads (including custody and guardianship issues).  The Trust is determined to promote childcare responsibilities to male colleagues, seeing this as a key factor in achieving gender equality.  It has a member of staff dedicated to supporting staff on these issues.  Everything has to be evidence-based – monitoring data has shown improved recruitment and retention of employees, improved staff morale and improved service delivery to patients and their relatives.  Since April 2003, there have been 21 applications for paternity leave and the Worklife Balance Manager supports fathers in addressing custody and guardianship matters.
Possible categories for data collection and analysis to enable the identification of priority gender equality goals might include:

· Analysis of workforce gender profile (including analysis for part-time staff and those with caring responsibilities, and, where relevant, analysis of workforce profile of external organizations providing services under contract).  This could include examining: 

· recruitment

· promotion

· distribution of women and men in the workforce by seniority and types of work

· requests for and take-up of flexible working

· access to and take up of training opportunities

· appraisals

· grievance and disciplinary procedures

· reasons for leaving 

· redundancy

· employment rates after training.
· Identifying barriers to staff progression, e.g. examining return rates of women on maternity leave and whether they are returning to jobs at the same level of responsibility and pay.

· Identifying the extent and causes of any gender pay gap for full-time and part-time staff, including the impact of occupational segregation, discrimination and caring responsibilities.

· Gender balance in key decision-making areas, including public appointments.

· Prevalence of harassment, including sexual harassment, of staff including transgendered staff, e.g. number of complaints and outcomes of complaints.
4. RESOURCES/FURTHER INFORMATION 

EOC:

E Breitenbach Gender statistics: an evaluation EOC 2006.

Dr Clare Collins and Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005.

Angela Coyle Women and flexible working in the NHS Angela Coyle EOC 2003

Doyal et al, Promoting Gender Equality in Health 2003. 

Britain's hidden brain drain EOC Sept 2005 

Sex and Power who runs Britain, EOC 2006 

Further advice and information and guidance on the gender duty can be found at: www.eoc.org.uk/genderduty
Department for Health:

The following documents are all available on the Department of Health website, 

The NHS in England: the operating Framework fir 2007/08

National Standards, Local Action: Health and Social Care Standards and Planning Framework, 2005/06 – 2007/08, DH.

Mainstreaming Gender and Women’s Mental Health, DH 2003.

Opinion Leader Research, Your Health, Your Care, Your Say: Research Report prepared for Department of Health: Appendix – detailed feedback from seldom heard groups, January 2006.

www.dh.gov.uk 

These documents can be found within the Equality and Human Rights Section of the website:

Equality and Human Rights in the NHS – A guide for NHS Boards

10 steps to your SES: a guide to developing a Single Equality Scheme
Department of Health Single Equality Scheme 2006-09

http://www.dh.gov.uk/PolicyAndGuidance/EqualityAndHumanRights/fs/en
NHS Employers:

NHS Employers is responsible for workforce and employment issues, working on behalf of NHS organisations in England.  Their website contains a step-by-step guide to producing a Gender Equality Scheme and a checklist to help health authorities to prepare. 

http://www.nhsemployers.org/excellence/excellence-403.cfm
Healthcare Commission:

The Healthcare Commission is the independent inspection body for both the NHS and independent healthcare.  The Healthcare Commission also conduct national surveys of NHS patients and staff.

http://www.healthcarecommission.org.uk/homepage.cfm
Men's Health Forum: 

The Men’s Health Forum is an independent body working to improve male health and well being in England and Wales.  There are equivalent organisations in Scotland (www.mhfs.org.uk and Ireland www.mhfi.org ).

Information on their website includes:

1st UK Gender and Health Summit Report. 

Men’s Health Forum, Men and Chlamydia: Putting Men to the Test. 

Men’s Health Report 2003. NHS Forth Valley, Scotland.

http://www.menshealthforum.org.uk/
Other research:

London Health Observatory, Ethnic Disparities in Health and Healthcare, 2004. 

Domestic Violence and Mental health, School of Health & Social Studies, Warwick University, 2003

Useful websites:

www.emhf.org 

European men’s health forum

www.fathersdirect.com
Fathers Direct is the UK's national information centre on fatherhood and the leading organisation in the UK promoting support for the child-father relationship.

 
http://www.unece.org/stats/gender/welcome1.htm
UNECE (United Nations Economic Commission for Europe) gender statistics website

http://www.gendertrust.org.uk
Gender Trust offers information and support to transsexuals, as well as management guidelines for the employment of transsexuals.

http://www.pfc.org.uk/
Press for Change is a political and educational organisation campaigning for respect and equality for all transgender people.
Appendix A: Health Organisations subject to the specific duties 

The Biotechnology & Biological Sciences Research Council 

The Commission for Healthcare Audit and Inspection 

The Commission for Social Care Inspection 

Council for Healthcare Regulatory Excellence 

The Council for the Central Laboratory of the Research Councils 

The General Chiropractic Council 

The General Dental Council 

The General Medical Council 

The General Optical Council 

The General Osteopathic Council 

The General Social Care Council 

A Health Authority established under section 8 of the National Health Service Act 1977
 

The Health Protection Agency 

The Health and Safety Commission 

The Health and Safety Executive 

The Human Fertilisation and Embryology Authority 

The Medical Research Council 

A National Health Service trust in England established under section 5 of the National Health Service and Community Care Act 1990
 

A National Health Service foundation trust established by the Health and Community Care (Community Health and Standards) Act 2003
 

The Nursing and Midwifery Council 

The Postgraduate Medical Education and Training Board 

A primary care trust established under section 16A of the National Health Service Act 1977







Some key facts about gender and health:





Average male life expectancy is about five years lower than average female life expectancy





Women are 2-3 times more likely to suffer from anxiety or depression but men are three times more likely to die from suicide





Under the age of 45 men visit their GP half as often as women





Chlamydia infection is equally prevalent in both sexes but only 17% of those screened opportunitsitically under the national screening programme are men





Men typically develop heart disease 10 years earlier than women





Man to women infection with HIV is more than twice as efficient as women to man infection





Women are around 2.7 times more likely than men to develop an auto immune disease such as diabetes





The gap between women's and men's smoking rates is changing with more young girls taking up the habit than boys 





Boys are significantly more likely to access sexual health advice if the service is within 1 mile of where they live and are more likely to respond to school based services than girls.























� Lord Warner, speech to Equal Access, Equal Need Conference, March 2006; DH website.


� The general duty comes into force on 6 April 2007; gender equality schemes need to be in place by 30 April.


� http://www.dh.gov.uk/assetRoot/04/14/11/95/04141195.pdf 


� http://www.dh.gov.uk/assetRoot/04/14/13/71/04141371.pdf


� Dr Clare Collins and Shared Intelligence, Gender Public Sector Duty Pilot Project, EOC 2005; EOC website.





� This includes central government departments and agencies; inspection and regulatory authorities; strategic health authorities; primary care trusts; acute, mental health, community, care and ambulance trusts; foundation trusts; and independent contractors, including GPs, in repsect of their NHS functions and independent treatment centres.


� This covers not only those who have undergone gender reassignment in the past but also those who intend to undergo/are undergoing gender reassignment.


� Note: the gender duty does not apply to services provided by GPs on a private basis e.g. any private patients


� The organisation should consider how best to align this timetable with that for other strategic documents e.g. business and corporate plans, as well as other equality documents such as race equality and disability equality schemes (if the organisation does not bring these together into a singe equality scheme). 


� This must be published not later than one year after publication of the first gender equality scheme.  It does not need to be stand alone – it can be incorporated into another corporate document. We recommend that it should include statistical or qualitative evidence to show improvement against goals.


� National Survey of NHS Staff 2005, Healthcare Commission 2006


� DH website.


� National Standards, Local Action: Health and Social Care Standards and Planning Framework, 2005/06 – 2007/08, pp11-12; DH website.


� DH website


� More information can be found in Equality and Human Rights in the NHS – A guide for Boards http://www.dh.gov.uk/assetRoot/04/14/13/71/04141371.pdf


� See Opinion Leader Research, Your Health, Your Care, Your Say: Research Report prepared for Department of Health: Appendix – detailed feedback from seldom heard groups, p2; January 2006, DH website;.Doyal et al, Promoting Gender Equality in Health 2003.


� Sex and Power who runs Britain, EOC 2006


� Women and flexible working in the NHS Angela Coyle EOC 2003


� Britain's hidden brain drain EOC Sept 2005


� Women and flexible working in the NHS Angela Coyle EOC 2003


� National Survey of NHS Staff 2005, Healthcare Commission 2006


� Coyle, 2003.


� 1977 c. 49.





� 1990 c.19


� 2003 c.43


� 1977 c.49
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