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1. Introduction
The Centre for Public Health, LJMU, has been requested to deliver an Equality Impact Assessment to inform
the development of a Comprehensive Cancer Centre. This report has been commissioned by The
Clatterbridge Cancer Centre.

Context
An exercise is currently underway to develop the reconfiguration of specialist non-surgical oncology services
within the Merseyside and Cheshire Cancer Network (MCCN). This work follows a feasibility study,
undertaken in 2008, which reviewed the organisation of cancer services across the region. This study
concluded that benefits could be gained for patients and their families by reconfiguring and expanding the
services provided by The Clatterbridge Cancer Centre NHS Foundation Trust (Baker Cannon Report, 2008).
The proposed plans are summarised in table 1 on page 16.
In 2013, a report was published by Hennessey, McHale and Perkins which explored the equality
considerations in the development of the new Cancer Centre. This report was undertaken during the preconsultation phase of the reconfiguration, and explored the burden of disease (cancer) across the
Merseyside and Cheshire area, and literature and data on groups who share characteristics that are
protected by the Equality Act 2010. This Act was developed to combine over 116 separate pieces of
legislation into one, and provides Britain with a discrimination law which promotes a fair and equal society,
and protects individuals from unfair treatment (Equality and Human Rights Commission, 2014).
In designing the reconfiguration of services, the NHS must demonstrate consideration of equality within
service development. This current report provides an updated Equality Impact Assessment, and builds upon
the report published by Hennessey et al (2013). In order to ensure consistency, this assessment has followed
a similar framework as the previous report. The context about the development of the new Cancer Centre
and the rationale for undertaking the Equality Impact Audit can be found in the Hennessey et al (2013)
report.

Elements for inclusion in the 2014 Equality Impact Assessment (EIA)
The summary of the Hennessey et al (2013) EIA recommended that a further EIA be repeated once the
models of care for specific cancer conditions had been determined. This would enable identification of
whether individual cancer types are more likely to be disproportionately affected by the service changes.
These plans are currently still in development; however the general principles are confirmed. This EIA has
focused on expanding two key areas:
Expanding the review of the literature to include exploration of health service use across protected
characteristics
The 2013 literature review provided details of cancer incidence and risk across key groups, using the NCEI
report as a basis (NCEI 2010). This information has been expanded upon to include reference to local and
national evidence regarding issues such as uptake of prevention services (such as uptake of screening,
presentation at GP etc.) and behavioural/lifestyle factors. It is acknowledged that responsibility for many of
these issues fall outside the scope of The Clatterbridge Cancer Centre and are relevant to issues pertaining to
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public health and health promotion programmes. However, in order to expand upon the Hennessey et al
(2013) EIA, some of these factors have been explored.
Exploring the available data pertaining to treatment profiles
The current EIA has explored data pertaining predominantly to three specific groups: chemotherapy, outpatients and radiotherapy. These data have been analysed with reference to the proposed locations of these
services (as outlined in the ‘Transforming Cancer Care Summary Consultation Document [2014])’ and the
potential impact upon groups with protected characteristics.
In order to access the relevant data, the research team met with analysts at The Clatterbridge Cancer Centre
to explore accessibility to data, and confirm the scope of the analysis to include within this updated EIA.
Aggregated anonymised data were emailed via a secure encrypted method from analysts at The
Clatterbridge Cancer Centre to the LJMU research team.
Although socioeconomic status and deprivation are not protected characteristics included the Equality Act,
those who live in deprived areas or are low on the socioeconomic scale experience severe health inequalities
(The Marmot Review, 2010). We have therefore included deprivation within this EIA as it is important to
ensure any changes in service do not further increase these health inequalities.

The Equality Act
The Equality Act 2010 was introduced to simplify and bring together the different pieces of legislation
concerning the elimination of discrimination, promoting fairness and the advancement of opportunity for all.
The Act identifies the following nine protected characteristics:
 age
 being or becoming a transsexual person
 being married or in a civil partnership
 being pregnant or having a child
 disability
 race including colour, nationality, ethnic or national origin
 religion, belief or lack of religion/belief
 sex
 sexual orientation
The act protects people from discrimination in these situations:
 at work
 in education
 as a consumer
 when using public services
 when buying or renting property
 as a member or guest of a private club or association
The act also protects people from discrimination if:
 they’re associated with someone who has a protected characteristic, e.g. a family member or friend
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they have complained about discrimination or supported someone else’s claim

The Equality Duty
The equality duty, under the Act, came into force in April 2011. It is the duty on public bodies to ensure they
consider the needs of all individuals in shaping their policy, delivering services and in relation to their own
employees (Government Equalities Office 2011). The Equality Duty has three aims; it requires public bodies
to have due regard to the need to:
 eliminate unlawful discrimination, harassment, victimisation and any other conduct prohibited by
the Act;
 advance equality of opportunity between people who share a protected characteristic and people
who do not share it; and
 foster good relations between people who share a protected characteristic and people who do not
share it.
Currently, public bodies are not required by law to make formal assessments of impact of their policies
through an Equality Impact Assessment (EIA). However an EIA is a good way to assess the impact their
proposed policies had on equality and demonstrate that they have paid ‘due regard’ to equality obligations.
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2. Review of the Literature
This literature review aims to provide an overview of cancer and the nine protected characteristics regarding
burden of disease, risk factors and lifestyle factors, and screening and healthcare seeking behaviour. This
review builds on the evidence provided in the report by Centre for Public Health, Equality Considerations in
the Development of a Comprehensive Cancer Centre, published in March 2013 (Hennessy et al 2013).
Although some issues relating to lifestyle factors, screening and healthcare seeking behaviour may fall
outside of the scope of The Clatterbridge Cancer Centre, these have been explored here, in order to further
the inform the previous literature review undertaken by Hennessey et al (2013).
Evidence on burden of disease is limited by data availability and whether healthcare systems collect
information on protected characteristics. Much progress has been made in recent years on the recording of
some of these protected characteristics during routine demographic information gathering when registering
with a new service. For example monitoring of ethnic origin is now widespread; however some
characteristics are only just starting to be routinely collected by services (i.e. sexual orientation) and some
protected characteristics are rarely routinely collected (i.e. gender reassignment).
Data on burden of disease (including incidence and mortality, survival and prevalence, stage of diagnosis,
screening, treatment, and patient experience) are not available for many of the protected characteristic
groups therefore it is not possible to determine for certain how the epidemiology of cancer differs between
groups within each protected characteristic. Whilst there is more information available now than ever
before, there are a number of gaps in the evidence base which need addressing. It is still the case that there
is more information available for some protected characteristics than for others. In particular, there is less
information available on religion and belief, disability, and pregnancy than on ethnicity, age, gender and
socio-economic deprivation. This is due, in part, to the difficulties in recording information through routine
NHS data collection on these service areas (National Cancer Action Team 2010).
Although there is increasing evidence available about the relationship between cancer and people from
groups with protected characteristics, there is still more to understand about the exact nature of the
relationship. As well as genetics, cancer is also associated with behavioural, lifestyle and screening uptake.
Some of these behavioural characteristics may link directly to the characteristics of a protected group. For
example, the sexual behaviour of men who have sex with men has possible links with increased anal cancer
incidence in this population (Chin-Hong 2005). However many of the lifestyle and behavioural differences
between groups may be more nuanced in association. Many protected groups experience high levels of
socio-economic deprivation; for example all ethnic minority groups in England are more likely to live in
deprived neighbourhoods than the White British majority (Jivraj & Khan 2013). Deprived communities have
lower levels of health literacy generally and are more likely to demonstrate lifestyle behaviours such as
smoking, harmful alcohol consumption, low levels of exercise and poor diet that increase the risk of cancer
(The Marmot Review 2010). Unpicking and deciphering the impact of individual factors on cancer is very
difficult.
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Protected characteristics and cancer
a. Age
Cancer is predominantly a disease of the elderly and incidence increases with age for most conditions. The
majority of people living with cancer are diagnosed and treated over the age of 65 and more than 50% of
cancer deaths occur in the over 75s (NHS England, 2013).
There are wide differences between sexes and across age groups. Figure 1.1 shows overall crude rates of
cancer registrations (C00–C97 excluding non-melanoma skin cancers) in 2011 (ONS 2013b). These data show
that incidence increases with age, with few diagnoses in those less than 30 years of age. Crude incidence is
higher in females in the 25-55 age group, much of this difference is due to the high incidence of breast
cancer among women in these age groups.
4,000.0
3,500.0
3,000.0

Males

Rate per 100,000

Females
2,500.0
2,000.0
1,500.0
1,000.0
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Figure 1.1: All malignant neoplasms: incidence rates by sex and age group, England, 2011 (ONS 2013b)
Treatment choices may differ for older adults, with older patients choosing not to have treatment due to
side effects, comorbidities, frailties and stage of disease. In 2013 NHS England produced a comprehensive
report into the use of systemic anti-cancer drug therapy (commonly known as chemotherapy) for breast,
colorectal and lung cancer in England in the context of age (NHS England 2013). This revealed the proportion
of patients given chemotherapy declines rapidly from the age of 65 for breast, colorectal and lung cancer,
when compared with the overall age profile of people with those cancers. “Some of this may be explained by
alternative treatment options, patient choice or expectation, or because of clinicians’ assessment that the
harms of such treatment outweigh the benefits. However, it may also be that the clinical decision about
whether or not to give chemotherapy is sometimes being determined by chronological age rather than
performance status of the patient.” (NHS England 2013; page 10). This report also showed clear variation in
the age profile of chemotherapy patients at different hospitals. This report concludes that “It does not seem
plausible that differences in referral patterns or the age profile of populations served by hospitals could alone
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explain the variation. The reason for this variation requires further exploration. It seems likely that some
variation at least will be caused by the use of age as a proxy for clinical factors, rather than differences in
patient health status or preference. In addition, patterns of age distribution do not appear to be the same for
different cancer types within the same hospital, suggesting that the approaches of different clinical teams
may be a factor.” (NHS England 2013; page 10).
Some evidence suggests that mortality rates for cancer in the UK in people over 70 are higher than in other
countries and the gap in mortality rates between the UK and other countries and between old and young in
the UK is widening (Moller 2011).
Whilst it is clear that co-morbidity and frailty contribute to the higher mortality for older people, there is
some evidence that service accessibility may also have an effect. Although the links with age are well
established from a biological perspective, care must be taken to ensure that access to appropriate treatment
is not compromised by ageist attitude. Older people also face cancer inequalities in terms of their
experience of care. The Cancer Patient Experience Survey 2011/2012 (DH 2012) reported that older people
are less likely than younger people to be:
• given the name of a clinical nurse specialist
• provided with understandable and written information about possible side effects of treatment
• directed to sources of financial help and benefits
• directed to sources of support and self-help groups
Box 1: Equality Act and Age
Age discrimination in cancer care is now against the law. In October 2012 the provisions within the
Equality Act (2010) which prohibit age discrimination were extended to the field of goods and services.
This means that public sector organisations, including cancer services, are required to eliminate unequal
treatment on the grounds of age.
The act applies to “direct” or “indirect” discrimination against a person because of age. Ageism occurs
when an assumption is made about an individual based on age. Direct age discrimination is the action
that is taken as a result of that assumption. Making an assumption that someone will not tolerate a
treatment on the basis of age alone, and subsequently not offering that treatment, is an act of direct age
discrimination. Service provision that disadvantages those with needs commonly associated with ageing
may constitute indirect age discrimination.
This legislation does not prevent age being taken into account in decision making, where it can
objectively justified. Healthcare providers need to ensure their design and delivery of services can be
objectively justified to the satisfaction of a court if challenged.
(Department of Health (2012) Cancer Services Coming of Age: Learning from the Improving Cancer
Treatment Assessment and Support for Older People Project)
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b. Disability
From the point of diagnosis, a person with a cancer condition is automatically treated as disabled under the
terms of the Equality Act and its Regulations. Therefore it is important to recognise that there is a distinction
to be made between those who have been diagnosed with cancer and those who have additional
impairments that are recognised under the Act.
Under the Equality Act 2010 a disability is a physical or mental impairment that has a ‘substantial’ and ‘longterm’ negative effect on a person’s ability to do normal daily activities. Due to the extremely diverse nature
of disabilities it is not possible to obtain national cancer morbidity or mortality statistics for people with
disabilities. However, there are some small scale studies which have found associations between certain
conditions and cancer. For example, people with a diagnosis of schizophrenia have a large (threefold)
increase in the risk of colorectal cancer and an increased risk of breast cancer but a reduced risk of
respiratory cancer (Tran et al 2009).
Overall, the cancer mortality in the UK among people with learning disabilities is currently lower than the
general population, partly due to the decreased life expectancy of people with learning disabilities (Emerson
& Baines 2010). However incidence of cancers varies by type of cancer and disability; children with Down’s
Syndrome are at particularly high risk of leukaemia compared to the general population, although the risk of
solid tumours, including breast cancer, is lower in people with learning disabilities (Emerson & Baines 2010).
There is some evidence of increased risk factors for cancer among people with learning disabilities; including
high prevalence of helicobacter pylori (linked to stomach cancer, gastric ulcers and lymphoma; Emerson &
Baines 2010). Uptake of health promotion and screening behaviour is lower in people with learning
disabilities; for example women with learning disabilities are less likely to attend for cervical screening.
Many of the factors that prevent women with learning disabilities from accessing cervical screening (access
to a GP, assumptions made by healthcare professionals, perceived difficulties obtaining consent, attitudes of
carers, the beliefs and experiences of women themselves, lack of accessible information, and physical
difficulties) can be overcome by healthcare professionals adhering to good practice guidelines (Watts 2008).
Evidence is mixed about the links between mental health conditions and cancer, with some studies reporting
increased risk and some no association between severe mental illness and cancer mortality. A recent study
using the Thames cancer registry data found no significant difference in how advanced the cancer was at
diagnosis for people with a history of mental illness, compared to those without. However, they did find that
people with mental health problems had worse survival after cancer diagnosis, suggesting that the problems
arise during their care, rather than being due to late screening or diagnosis (Chang 2014).
Cancer rates may be linked to behavioural and lifestyle factors; for example smoking is around twice as
common among people with mental ill-health, and more so in those with more severe disease. There is
some evidence of common genetic determinants of specific mental health conditions (particularly
depression and schizophrenia) and smoking and some people with mental health conditions may use
nicotine to ameliorate symptoms such as depression or anxiety (Royal College of Physicians 2013).
Patients with long-standing conditions (particularly learning disabilities or mental health conditions) report
experience of poorer overall care. This remained even when controlling for clinical factors such as tumour
group and duration of treatment and trust-level factors, indicating that there are real differences in
experiences among patients with disabilities (Bone 2014).
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c. Gender reassignment
Research is limited on cancer morbidity and mortality amongst transgender people. As gender reassignment
data are not routinely collected, incidence rates amongst this population are not available. There is a general
dearth of research on the health of the trans population in the UK.
‘Trans’ is used an umbrella term and can include people who undergo surgical and hormonal treatment as
well as those who choose not to access any medical interventions. Trans people are likely, like lesbian, gay
and bisexual (LGB) people, to have behavioural risk factors which may increase their risk of developing
cancer. LGBT people are more likely to smoke (Cancer Research UK 2008) which increases the risk of lung
cancer and other diseases, such as cervical cancer in women, and it accelerates the onset of AIDS among
people living with HIV.
For those undergoing surgical procedures there may be reduced cancer risk due to procedures such as
mastectomy or hysterectomy. Literature is sparse about the health risks associated with long term hormone
therapy; however there have been only a few cases of hormone-related cancer in transsexuals, though this
may be due to underreporting. The probability of hormone-related cancers increase with the duration of
exposure to hormones and the aging of the population of transsexuals (Mueller & Gooren 2008).
Reduced use of screening may also have an impact on cancer morbidity and mortality; trans men (those who
transition from female to male; FTM) are unlikely to attend for breast or cervical screening and trans women
(male to female; MTF) are less likely to attend for prostate screening (DH 2007). Trans women still need
screening for prostate cancer even if they have had gender reassignment surgery and many trans men will
still need breast or cervical cancer screening, depending on what surgery they have undergone. Some of this
low screening uptake may be due to patients not understanding the importance of screening or feeling
uncomfortable attending for screening. However some issues around invitations for screening may be due to
GP computer systems which may be unable to generate screening invite letters due to recording of gender.
This issue may be exacerbated by reluctance to use healthcare services; many trans people report a negative
experience of healthcare services (Whittle et al 2008) and within cancer services LGBT patients and carers
report persistent insensitivities regarding their domestic and family life (Brap 2011). Presumptions and
discrimination (both past experience and fear of future discrimination) discourages many trans people from
accessing care. Physical examinations and screening tests should be offered to patients on the basis of the
organs present rather than their perceived gender (DH 2007).

d. Marriage and civil partnership
Literature on cancer has identified conflicting evidence on the relationship between marital status and
cancer that is variable across cancer sites and populations (Aizer et al 2013). A recent large scale US study
(using surveillance data on over one million people treated for ten different types of cancer) found that,
after adjusting for known confounders, unmarried patients are at significantly higher risk of presentation
with metastatic cancer, under treatment, and death resulting from their cancer than married patients. The
authors conclude social support has a potentially significant impact on cancer detection, treatment and
survival (Aizer et al 2013). However this study was conducted in the US where same sex
marriage/partnerships are not available in most states so only focused on opposite sex married couples. This
study also only included married people not those living in domestic partnerships.

9|

However, in an earlier systematic review of research, marital status or living with a partner was found to be
unrelated to presentation patterns for breast, gynaecological, lung, upper gastrointestinal and urological
cancers (Macleod 2009).
Evidence suggests that divorce elevates risk of cervical and lung cancer, due to the increased risk of smoking
among female divorcees (Kvikstad et al 1994) but lowers the risk of prostate cancer for male divorcees.
Marriage/civil partnership and cancer is not a one-way relationship as serious illness can lead to marital
dissatisfaction, divorce and other life changing decisions (Bhatti et al 2011).

e. Pregnancy
Due to changing hormone levels and the physical changes in a woman’s body diagnosis of cancer during
pregnancy or postpartum can be difficult. Delaying treatments can have an impact on survival rates. Some
cancers, such as cervical cancer, are more likely to be identified because of the tests that are done as part of
a prenatal schedule (e.g. smear test) though breast cancer may not be identified due to mammography false
positives (Woo et al 2003). Breast cancer is one of the most commonly diagnosed cancers in pregnancy and
the frequency is increasing as more women delay pregnancy until older ages. Pregnancy has an impact on
the type of treatment available and radiotherapy is usually postponed until after birth (Doger et al 2011).
Overall breast cancer risk is decreased in women who have had children and breastfeeding is a protective
factor for breast cancer; lactation protects against both premenopausal and postmenopausal breast cancer
(World Cancer Research Fund 2007). Although breast cancer risk decreases with having children there is a
small increased temporary risk of developing breast cancer after giving birth.
Differentiated thyroid cancer (DTC) is the second most common cancer in pregnancy but little research has
been done in this area, evidence is mixed about survival rates and there are not many studies on which
clinicians can base treatment decisions in pregnant patients (Alves et al 2011).
A recent large study in Australia on over 700,000 pregnant women found that pregnancy-associated cancers
have increased, and this increase is only partially explained by increasing maternal age. Pregnant women
have more interaction with health services and this increases the possibility for diagnosis, but may also
influence tumour growth (Lee et al 2012).

f. Race
Under the Equality Act 2010 Race includes colour, nationality and ethnic or national origins. The relationship
between cancer and race is a particularly complex one and differences in morbidity and mortality may be a
result of a mixture of lifestyle, deprivation, service uptake and genetic factors.
The National Cancer Intelligence Network report Cancer Incidence and Survival By Major Ethnic Group,
England, 2002 – 2006 (2009) provides a comprehensive picture of cancer in difference ethnic groups.
However due to the complex nature of cancer the epidemiology varies by group and type of cancer. Some of
the key findings include:
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Males and females in the Asian, Chinese and Mixed ethnic groups all had a significantly lower risk of
getting cancer than Whites when the “all malignancies combined” group was examined
Overall there was no evidence that Black males had differing risks compared with White males








Overall people from BME ethnic groups were at a significantly lower risk of getting cancer than the
White ethnic group
Asian women have lower survival rates from breast cancer
Asian males and females were at significantly lower risk of getting any of the four major cancers
(breast, prostate, lung and colorectal)
Black males of all ages were significantly more likely to have a diagnosis of prostate cancer than
White males
Black males and females were at significantly lower risk of getting three of the four major cancers
(breast, lung and colorectal)
Black women aged 15-64 years had significantly poorer survival from breast cancer than White
women.

As seen from the findings above the picture is very complex. Some of the incidence and survival rates vary by
age group and show the complex nature of examining cancer by race. It is also difficult to extract the effects
of ethnicity from deprivation and other lifestyle factors. Data from the 2011 census show people from BME
groups are more likely to live in deprived areas with Bangladeshi, Pakistani, Other Black, African and
Caribbean individuals more likely to live in an LSOA in the 10% most deprived on the Index of Multiple
Deprivation (Jivraj & Khan 2013). The Census also shows that the unemployment rate of BME groups is
almost twice that of the White British population. This difference is most evident between Black ethnic
groups compared with the White British majority. Due to the link between socioeconomic status and health
(Marmot Review 2010) it is often difficult to separate the impact of deprivation and opportunities where
they live from ethnicity.
As well as genetics, differences in incidence and survival will also be affected by screening and health seeking
behaviour. Screening uptake and awareness differs by ethnic groups. Uptake of the relatively new colorectal
cancer screening programme is lower in ethnically diverse areas (Von Wagner et al 2011). For cervical
cancer screening, ethnicity is the most important predictor of screening uptake (Moser et al 2009) and
awareness and screening is higher in White populations than in ethnic minority groups (Robb et al 2010).
Evidence of uptake and awareness of breast screening amongst ethnic groups is mixed (Moser et al 2009;
Robb et al 2010). Barriers to screening services have been linked to poor knowledge, underlying health and
cultural beliefs, attitudes, language and unhelpful attitudes of health professionals (Thomas et al 2005). NonWhite ethnic origin is a risk factor for longer delay in presenting with breast and urological cancers; however
non-White patients have a shorter time to presentation for stomach cancer (MacLeod 2009). There is no
association between ethnicity and time to presentation for gynaecological cancers (Macleod 2009) and
ethnic minority patients are as likely as White patients to access general primary care services (Nazroo et al
2009).
Experience of care also differs by ethnic group with ethnic minorities, especially Asian and specifically
Chinese patients, reporting a less positive experience of cancer care than White patients. It is unclear how
much of this is due to cultural differences in expectations of care or willingness to criticise (Bone 2014).
Within cancer services BME patients report that their cultural needs are routinely unmet and BME patients
and carers report persistent problems accessing the language or interpretation services they need (Brap
2011; Elkan et al 2006). However ethnic minority patients are as likely as White patients to use GP services
(Nazroo et al 2009).
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Equality legalisation around race also relates to new migrant communicates such as Eastern European
migrants. Recent research with this population in Warrington (Madden et al 2014) revealed distrust in their
GP and general dissatisfaction with UK health services. Much of this was due to cultural differences in
expectations of doctors and design and ethos of health service. Their dissatisfaction discouraged them from
attending health services, especially primary care.

g. Religion
In 2010, a report was published which focused on reducing inequalities in cancer (National Cancer Equality
Initiative). This report highlighted the lack of existing evidence relating to relationships between religion and
cancer. However, as explained in the 2013 MCCN EIA, there are often close links between religion and issues
experienced by a range of equality groups.
The role of religion and spirituality in coping with serious illness has received increasing focus in the
literature. There is a growing body of literature which explores the role of religion and spirituality in health,
and there is some evidence to suggest that spirituality is a key element in coping with cancer and developing
resilience (Koenig King & Carson 2012).
We know there are a variety of lifestyle related behaviours which can increase the risk of cancer, or worsen
the prognosis. There has been some evidence to suggest that people who are religious or spiritual may have
a decreased risk of cancer, and an improved cancer prognosis, which may be related to issues such as
exposure to tobacco and alcohol, and lower levels of stress, depression, anxiety and pessimism (Koenig et al
2012). Some researchers have explored how religious and spiritual factors might be associated with cancer,
including healthier behaviour choices, diet, sexual behaviour and psychological and social influences
(Seybold 2007, in Koenig et al 2012). Koenig et al (2012) highlight that, for some religious groups, behaviours
such as smoking, drinking alcohol and other behaviours are forbidden, therefore cancer risk will be lower
amongst these population. For example, the authors highlight studies which have shown links between
attendance at church and abstention from tobacco. The authors of this text also highlight research which
explored the risk of cancer in Christian communities. Here, cancers associated with smoking, alcohol, diet,
physical activity and reproductive factors were important factors correlated with religion. The authors of this
text conclude that religion and spirituality are associated with lower smoking rates, lower alcohol
consumption, healthier eating and safer sexual practices. The authors also conclude that social and
psychological factors, including ability to cope with stress, and high levels of resilience, can impact on cancer
and its prognosis (Koenig et al 2012).
As well as exploring the relationships between cancer and related risk-taking behaviours, we know that
people often focus on their religious beliefs to help them to cope with cancer and its side effects (Whitford,
Olver & Peterson, 2008). There has been some research undertaken which has acknowledged that patients
and their families dealing with serious illness may have specific religious and spiritual needs (Astrow, Wexler
Texeira et al 2007). This research explored cancer patients in the US, who felt it was importance for health
professionals to enquire about religious beliefs and spiritual needs; findings revealed that patients perceived
lower satisfaction and quality of care if their spiritual needs were not being met (Astrow et al 2007).

h. Sex
The links between gender and cancer incidence are well researched (NCEI 2010a). In general men are at
significantly greater risk than women from nearly all of the common cancers that occur in both sexes (with
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the exception of breast cancer; NCEI 2010b). Women have a longer life expectancy but even after adjusting
for this, men are diagnosed with more cancers and have a higher mortality from cancer. There are more
women living with cancer and surviving cancer but survival rates, and differences between the sexes, differ
by individual cancer types. Overall the types of cancer that affect women mean one-year survival is
significantly better in women (NCEI 2010a).
Evidence identifies that there is a difference in cancer incidence and outcomes between men and women;
however due to the relatively even distribution of men and women across socioeconomic, racial, religious
and other protected characteristic groups the primary concerns relate to lifestyle factors and equality of
access to services.
Lifestyle factors strongly influence cancer morbidity (Martin-Moreno et al 2008). Men are more likely to
smoke than women and the male smoking rate has remained steady over the last five years whilst it is
decreasing in women (ONS 2013d). However lung cancer rates for men are decreasing whereas they are
increasing for women (ONS 2013c; figure 1.2).

Figure 1.2: smoking behaviour and lung cancer incidence by sex (ONS 2013f)
UK men have higher alcohol intake than women (ONS 2013e) and alcohol is a risk factor for cancer. Males
are more likely to be diagnosed with a cancer that is linked to alcohol including mouth and upper throat,
voice box, food pipe, bowel and liver cancer (Alcohol Alliance UK 2013).
Traditionally it has been assumed that men are reluctant to seek medical care and will seek advice on
symptoms later than women. However, a systematic review of the research literature found although men
delay presenting with symptoms of bladder and other urological cancers, overall there is little evidence to
suggest men delay presenting with symptoms of the majority of cancers (MacLeod et al 2009). However
men are less likely than women to take up screening; for example although being at higher risk of colorectal
cancer men are less likely to take part in the UK national screening programme (Mansouri et al 2013).
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i. Sexual orientation
Accurate measures of the size of the LGBT population in the UK are not available. The UK census does not
ask this information and most statutory services do not routinely collect these data. Therefore cancer
prevalence data by orientation are not available.
Behavioural and lifestyle factors could place lesbians and bisexual women at increased risk of cervical and
ovarian cancer due to factors such as lower use of oral contraception and lower pregnancy rates. This means
women miss out on the natural protection attained from periods of increased oestrogen (Douglas Scott et al
2004). Screening behaviour could increase cancer rates as lesbian and bisexual women over the age of 25
are over three times more likely than women in general to never have had a cervical smear test (Stonewall
2008). Reasons for not screening include women believing they are not at risk and many being told by a
health worker they were not at risk. The human papillomavirus (HPV, which is a major cause of cervical
cancer) is found in women who have only had sex with other women suggesting it can be passed between
women. Discussion with a health professional about cervical screening often forces women to ‘come out’
and women feel this is not the most comfortable or supportive circumstance in which to do this (Stonewall
2008). Recent research by the Lesbian and Gay Foundation (LGF) in Manchester led to the development of a
cervical screening campaigned aimed directly as lesbian and bisexual women and a training resource for
healthcare providers (www.lgf.org.uk/screening).
Lesbian and bisexual women may also be at higher risk of developing breast cancer due to higher risk factors
such as increased body mass, high alcohol intake and nulliparity compared with heterosexual women
(Roberts 2006). Accurate data on rates of breast cancer in lesbian and bisexual women compared to
heterosexual women are not available but lesbian and bisexual women are less likely to access regular
mammograms (Kerker et al 2007, Roberts 2006).
Men who have sex with men have high rates of anal cancer, possibly reflecting ongoing exposure to HPV
(Chin-Hong 2005). Despite this there is little awareness of the risk and low intention to screen amongst both
HIV positive and HIV-negative men who have sex with men (D’Souza 2008). Lifestyle factors and behaviour
that differs from other men may cause associated cancer risk or protection in men who have sex with men
that may affect morbidity and mortality. The main potentially avoidable risk factor for anal cancer is human
HPV infection (linked to an estimated 90% of anal cancer cases in the UK; Cancer Research 2014). HIV is also
linked to increased risk of anal cancer. The University of Manchester and LGF are currently conducting a
research project called the ANALOGY Study looking at anal cancer screening for men who have sex with men.
HIV infection rates are high in men who have sex with men and HIV has been shown to increase the risk of
cancer. Men who have sex with men (MSM) are also at risk of hepatitis B and C which are associated with
liver cancers (PHE 2014). Increased risk of liver and lung cancer in men who have sex with men could also be
due to higher levels of alcohol consumption and of smoking. Higher levels of some cancers (liver, lung and
testicular) could be associated with the tendency of men who have sex with men not to respond to
preventative health messages or campaigns rather than lifestyle factors (Almark et al 2010; Hunt & Minksy
2006).
Lifestyle factors such as increased tobacco use, higher alcohol intake, increased drug use and unsafe sex
(King & Nazareth 2006; King et al 2008; Hagger-Johnson 2013; PHE 2014) could also mean an increased risk
of cancer.
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3. Impact of proposed service changes on protected groups
The models of care and plans for proposals are summarised in table 1 overleaf (The Clatterbridge Cancer
Centre, 2014). The main changes are that inpatient beds, Teenage & Young Adult Unit and some complex
outpatient care would move from the Wirral site to Liverpool. All other services would continue to be
provided at Wirral and Aintree sites, with additional services in Liverpool city centre.
For the majority of adult patients the most noticeable change will be the addition of new services in central
Liverpool, including chemotherapy, radiotherapy and outpatient appointments. For a minority of patients
who require inpatient care or radiotherapy for complex cases these will move to the central Liverpool site
and no longer continue at the Wirral site.
The current EIA has explored data pertaining predominantly to three specific patient groups: chemotherapy,
radiotherapy, and out-patients. The current treatment profile for The Clatterbridge Cancer Centre shows
that in 2013/14 6,209 patients attended for chemotherapy1 and 6,186 attended for or radiotherapy2. In total
27,542 patients attended outpatient appointments3.
Aggregated data were provided on all attendees seen in 2013/14 broken down by type of
treatment/appointment; chemotherapy, radiotherapy and outpatient. Individual patient level data were not
provided, instead frequency tables of patients by age, sex and ethnicity were provided. No information was
available on religion, sexual orientation, religion, marriage/civil partnership status, pregnancy or gender
reassignment. Full postcodes of all attendees were also provided but were not linked to any other
demographic characteristics. Information about deprivation of patients has been drawn from the patient
postcode.
Please note numbers of patients attending for each treatment type cannot be summed as patients may be
seen for more than one type of appointment, therefore may be double or triple counted.

1

Patients who have attended a Chemotherapy appointment or have had Chemotherapy as an Inpatient in 13/14 (this
includes Hormone therapy and Biphosphonates)
2
Patients who have attended a Radiotherapy appointment in 13/14 (excluding Cyclotron)
3
Patients who have attended any of the following appointment types in 13/14 - Allied Health Professional, Dentist,
Consultation, Nurse and Outpatient Procedure.
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Table 1: Current and proposed services provided by The Clatterbridge Cancer Centre (Clatterbridge Cancer
Centre, 2014)

Gender
In all treatment groups there were more females than males with the highest proportion of females
attending for chemotherapy (chemotherapy 56% female; radiotherapy 52%; outpatients 52% figure 1).
Higher numbers of females accessing the service is likely to reflect the age profile of patients as females have
a longer life expectancy than males (ONS 2013a). This may also be influenced by screening behaviour and
use of primary care that leads to identifying patients (see Section 2: Review of the Literature). The proposed
changes in service may affect more females than males but, generally, as there will be services available at
more sites, these changes are unlikely to have different or unequal impacts on either gender.
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Figure 1: Gender of patients by treatment type, 2013/14

Age
In 2013/14 no patients aged under-17 received chemotherapy. However 22 patients aged under-17 received
radiotherapy and 93 under-17s were seen for outpatient appointments. There were two outpatients over
the age of 100 (101 and 106 years) and two radiotherapy patients over 100 (again 101 and 106 years; it is
not possible to establish if these were the same patients). Despite no children receiving chemotherapy
overall the chemotherapy patients were younger (mean=63 years, median=64 years) than the other two
groups (radiotherapy mean=66, median=67; outpatients mean=65, median=66; figure 2).
Figure 3 shows the number of adults attending for chemotherapy and radiotherapy by age; the graph shows
that of the adults (aged over 16) radiotherapy patients tended to be older and chemotherapy patients are
younger. The oldest patient receiving chemotherapy was 94 whereas the oldest patient receiving
radiotherapy was 106.
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Figure 2: Age of patients by treatment type, 2013/14
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Figure 3: Age of adult patients (over 16) by treatment type (chemotherapy and radiotherapy), 2013/14.
Currently, radiotherapy patients attend the Aintree or Wirral Clatterbridge site. If the new centre is built in
central Liverpool patients will be able to access radiotherapy at all three sites. When reconfiguring services it
is important to recognise that radiotherapy patients have a wider age distribution and those accessing
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radiotherapy and other outpatient services could be from older age groups (over 90) as well as younger
groups (under 17). The access needs of these two groups will differ (see Section 2: Review of the Literature).
Although the populations of Wirral and Cheshire West are older (see ONS 2012b below), the Wirral
Clatterbridge site will continue to see patients for outpatient and radiotherapy appointments, and so older
patients are unlikely to be disproportionately affected by the proposed changes. Older patients will be
particularly positively affected by the proposed changes as the addition of radiotherapy services in central
Liverpool will mean many older patients in Liverpool will not have to travel as far to access radiotherapy.
Teenage and Young Adult Services
The proposed changes recommend moving the Teenage and Young Adult Unit from the Wirral site to the
new central Liverpool centre; this unit provides care for people aged 16-24. This move has the potential to
impact positively upon those attending the service, in terms of access and transport. The population of
Liverpool is younger (mean age=37.7 years, median=35 years) than Wirral (mean age= 41.4, median=42),
Cheshire West & Chester (mean age=41.3, median 42) and the North West (mean age=39.5, median 39). A
higher proportion of the population of Liverpool (17%) are aged 16-24 years than Wirral (11%), Cheshire
West & Chester (11%) and the North West (12%). In absolute numbers there are 10,000 more young people
aged 16-24 living in Liverpool than there are living in Wirral and Cheshire West & Chester combined (ONS
2012b).
Therefore it is appropriate to assume higher numbers of cancers will de diagnosed in teenagers and young
adults in Liverpool compared to Wirral and Cheshire West & Chester and some other areas of the North
West. By moving the Teenage & Young Adult Unit to the new central Liverpool site it is likely the new
services will be closer to the majority of young people who would need to access these services. These
services would also be closer and easier to reach for young people living in Sefton, Knowsley and St Helens.
However, young people from Wirral, Cheshire West & Chester and East Cheshire would need to travel
further.
Moving the Teenage and Young Adult Unit to central Liverpool, adjacent to the main Liverpool hospital and
university buildings, could also enable closer links and easier access to research and clinical trials being
conducted within the Royal Liverpool University Hospital.

Ethnicity
Liverpool is the most ethnically diverse area in Merseyside and Cheshire with 15% of the population
identifying as an ethnicity that is not White British. Liverpool has large numbers of people who identify as
White Other as well as large African, Chinese, White Irish and Arab communities. In both Wirral and
Cheshire West & Chester 95% of the population are White British (ONS 2012). Overall 41% of the non-White
British population of Merseyside and Cheshire reside in Liverpool. In absolute numbers there are twice as
many people from BME groups residing in Liverpool than there are in Wirral and Cheshire West & Chester
combined (ONS 2012).
Currently all patients, including those from BME groups, travel to Wirral for inpatient and radiotherapy care.
Due to the higher numbers of BME individuals living in Liverpool, this group may be disproportionately
disadvantaged in terms of distance travelled. Additional radiotherapy and outpatient services in central
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Liverpool will benefit BME communities by making access and transport easier for a large proportion of the
BME community in Merseyside and Cheshire.
A review of qualitative studies of the views and experiences of cancer service users from minority ethnic
groups (Elkan et al 2007) found many negative experiences and barriers to access of cancer services.
However, location was not identified as an important factor and it is likely this is of equal importance to BME
patients as it for White British patients.
For patients attending in 2013-14 ethnicity was recorded for 88% of chemotherapy patients, 79% of
radiotherapy patients and 77% of outpatients (figure 4). Due to the small numbers of patients in some
ethnicity categories the groups have been combined into the broader categories used by ONS (figure 5). Of
those whose ethnicity was recorded (n = 5,324 chemotherapy, 4909 radiotherapy, 21,203 outpatients) the
majority were White (98.2% chemotherapy patients, 98.6% radiotherapy patients and 98.6% outpatients).
This proportion of White residents is higher than the North West average where 90% of the population are
White (ONS 2012). However in the UK, non-White populations are younger than White population (ONS
2005), and as Clatterbridge patients tend to be from older age groups (figure 2), this may explain some of
the difference. Additionally, as discussed in section 2, uptake of screening can be lower in some BME groups
so this will impact on the numbers accessing treatment.
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Figure 4 proportion of patients for whom ethnicity was recorded, by treatment type, 2013/14
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Figure 5 combined ethnicity categories (patients for whom ethnicity was recorded), by treatment type.

Table 2 Ethnicity of FTE staff at The Clatterbridge Cancer Centre 4
Ethnic group
White

FTE

%

754.8

88.2

10.0

1.2

-

-

14.6

1.7

White & Black Caribbean

-

-

White & Black African

-

-

White & Asian

2.9

0.3

Any other mixed background

1.0

0.1

13.4

1.6

Pakistani

6.0

0.7

Bangladeshi

1.0

0.1

Chinese

6.0

0.7

Any other Asian background

4.5

0.5

African

1.0

0.1

Caribbean

-

-

Any other Black/African/Caribbean/Black British

-

-

Arab

-

-

2.0

0.2

38.4

4.5

British
Irish
Gypsy or Irish Traveller
Any other White background

Mixed/Multiple ethnic
groups

Asian/Asian British

Black/African/
Caribbean/Black British

Other ethnic group

Indian

Any other ethnic group
Unknown
Grand total
4

855.5

Data as of November 2014. Shown as full time equivalent (FTE) rather than absolute number of personnel. Data provided by The
Clatterbridge Cancer Centre.
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Figure 6: Patients from Black and ethnic minority groups by treatment type, 2013/14.
Of the patients who were not White British (therefore were from a BME group), the largest proportion in all
three treatment groups was ‘White other’ (chemotherapy 42%; radiotherapy 41%; outpatients 36% of BME
patients; figure 6). ‘White Irish’ was the second most frequent BME group seen for outpatient appointments
(17%) and radiotherapy (17%); however for those accessing chemotherapy the second highest proportion of
BME patients were Black African (21%).
The workforce at The Clatterbridge Cancer Centre is predominantly White British (88% of FTE staff; table 2)
and 3.6% of the FTE staff are Asian. There are very few Black members of staff which does not reflect the
patient group (figure 6). A new centre in Liverpool could potentially attract a more diverse workforce as it
would be based in a more multicultural and diverse area.
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4. Geographical distribution
Postcodes were provided for all patients attending for chemotherapy, radiotherapy and outpatient
appointments (some patients will have attended more than one type of appointment so some double or
triple counting of patients is expected).
Due to the small numbers of patients resident in local authorities (LA) outside of the North West figures 7 - 9
show only North West residents. For all treatment types the majority of patients were resident in Liverpool
(chemotherapy 19%, radiotherapy 20%, and outpatient 19%) and the next most frequent LAs of residence
for all treatment types were Wirral, Sefton and Cheshire West & Chester. Merseyside and Cheshire residents
made up the majority of the attendees for all treatment types (of those who were resident in the North
West; chemotherapy 93.9%, radiotherapy 93.8%, and outpatient 93.2%). Significant numbers of patients also
attended from West Lancashire and from Wigan; for all treatment types more patients were resident in
these two LAs than in Cheshire East (figures 7-9).
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Figure 7: Patients attending for chemotherapy appointment, all North West local authorities. 2013/14
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Figure 9: Patients attending for outpatient appointment, all North West local authorities. 2013/14
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To understand the geographical spread of patients attending The Clatterbridge Cancer Centre in 2013/14 all
postcodes were mapped to lower super output area (LSOAs are smaller geographical areas and have a
minimum size of 1,000 residents, with an average of around 1,500 residents) and middle super output areas
(MSOAs are formed from groupings of LSOAs with a minimum of 5,000 residents and an average of around
7,200 residents). The maps below display the distribution of patients across Merseyside and Cheshire and
surrounding areas, each shaded area representing the number of patients from that MSOA. Some patients
were seen from across the UK; however, due to the small numbers of patients in other regions, the maps
have been restricted to the local authorities bordering Merseyside and Cheshire.

Map 1: Distribution of patients attending outpatient appointments (Cheshire & Merseyside and surrounding
area)
The highest concentration of patients seen for outpatient appointments at The Clatterbridge Cancer Centre
were from south and west Wirral, some parts of Cheshire West & Chester (Frodsham), Sefton (including
Formby and Southport), Knowsley, Warrington (Penketh and Lymm), St Helens (Thatto Heath) and some
parts of Liverpool (including Allerton, Woolton, West Derby and Hunts Cross). Many of these are more
affluent areas with higher life expectancy. A minority of patients were resident in North Wales, Lancashire
and Cumbria. Some patients had travelled a long distance to attend Clatterbridge; the patients travelling the
furthest were from Shepway, North Dorset, Northumberland and Suffolk (map 1). Very similar patterns of
distribution across the region were seen for patients attending for chemotherapy (map 2) and radiotherapy
(map 3) revealing that type of treatment does not seem to be influenced by where patients live.
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Map 2: Distribution of patients attending chemotherapy appointments (Cheshire & Merseyside and
surrounding area)

Map 3: Distribution of patients attending radiotherapy appointments (Cheshire & Merseyside and
surrounding area)
26 |

Access to radiotherapy
Outpatient and chemotherapy services are currently available at a variety of local hospitals across the region
as well as the Aintree and Wirral sites (see table 1). As can be seen in figure 7, figure 9, map 1 and map 2,
patients attend these services from across the Merseyside and Cheshire region. However, currently
radiotherapy is only available at Wirral and Aintree sites. Patients also attend for radiotherapy from across
Merseyside and Cheshire meaning many patients have to travel for services. The highest numbers of
radiotherapy patients reside within Liverpool local authority (figure 8) and they currently travel to either
Aintree or Wirral for treatment. Currently radiotherapy for all complex cases is provided in the Wirral site
and radiotherapy treatment for common cancers is provided at Aintree. Therefore any complex cases from
Liverpool, Sefton, Knowsley and St Helens have to travel to Wirral for treatment.
Aintree hospital is on the border of Liverpool and Sefton local authorities and the Clatterbridge Wirral site is
on a peninsula. These two sites may be difficult for many patients from other areas of Merseyside and
Cheshire to attend as, for many, there may not be direct public transport routes to these two hospitals.
Adding additional radiotherapy services in a central Liverpool location would mean many patients not having
to travel as far to access services. If all complex radiotherapy cases were treated in Liverpool rather than
Wirral, patients from Liverpool, Sefton, Knowsley and St Helens would not have to travel as far. However, for
patients from Wirral, Cheshire West & Chester and Cheshire East any patients needing radiotherapy for
complex cancers would need to travel further.
Map 3 shows the number of patients attending for radiotherapy from each LSOA (LSOAs are roughly equal
sizes so these could be interpreted as very crude rates). However these maps do not take into account the
demography of the local population, for example there are not many patients attending for radiotherapy
from central Liverpool LSOAs (slighter shading in central Liverpool). However we do not know if this is
because they are not accessing services or, more likely, this is a young population who are less likely to be
diagnosed with cancer and therefore less likely to need radiotherapy services. Without in-depth analysis
linking cancer registration data with radiotherapy patient information we are unable to determine if
individuals with cancer in some areas are less likely to have radiotherapy than others.

Patients and deprivation
To investigate levels of deprivation in patients who attended in 2013/14, all patients were allocated a decile
of deprivation, based on their postcode of residence.
To do this the Indices of Multiple Deprivation (IMD) score for each Lower Super Output Area (LSOA) in
England was retrieved. The IMD 2010 is “the collective name for a group of 10 indices which all measure
different aspects of deprivation. The most widely used of these is the Index of Multiple Deprivation which is a
combination of a number of the other indices to give an overall score for the relative level of multiple
deprivation experienced in every neighbourhood in England” (Department for Communities & Local
Government 2011; page 1). All LSOAs in England were then divided into ten deciles based on IMD score with
each decile containing equal numbers of LSOAs. Each patient was then allocated a decile of deprivation
based on their postcode, from the 10% most deprived to the 10% least deprived.
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Figure 10: Distribution of patients for all three treatment types by decile of deprivation
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Figure 10 shows the percentage of patients attending for chemotherapy, radiotherapy and outpatient
appointments by English decile of deprivation. For all three treatment types the highest proportion of
patients lived in the 10% most deprived areas of England (19% of outpatients, 21% of radiotherapy and 21%
chemotherapy patients). However it is important to acknowledge that a disproportionate number of LSOAs
in Merseyside and Cheshire are deprived compared to the English average therefore more of the local
population will be from this 10% most deprived area.
The very similar distributions (shown by the close lines for the three treatment types on figure 10) show that
there was very little difference in the deprivation levels of the patients attending for three types of
treatment. This graph highlights the three patient groups do not differ in terms of deprivation. The
proposed changes are unlikely to have a negative impact on any particular deprivation group and all
treatment types appear to be accessed equally. The additional services in central Liverpool have the
potential to positively impact on those from more deprived areas as they will have to travel a shorter
distance to access services.

Implications for workforce
Opening a new service in Liverpool city centre may impact on the distance some staff have to travel for work;
however this will depend on where staff reside and the accessibility and availability of transport. This EIA did
not find evidence to suggest workforce would be disadvantaged by the proposed move. It is not within the
scope of this EIA to fully investigate the impact of the proposed changes on the workforce and staff who
already work at The Clatterbridge Cancer Centre; a separate piece of work could be undertaken to explore
the potential impact of proposed changes on staff and volunteers at The Clatterbridge Cancer Centre.
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5. Summary and Recommendations
This EIA highlighted that the largest proportion of patients attending chemotherapy, radiotherapy and outpatient services resided in Liverpool, followed by Wirral and Sefton; this is to be expected given that the
2013 EIA highlighted that the burden of disease falls heaviest in Liverpool. This report builds upon the
conclusions presented in the 2013 EIA, in that the reconfiguration of services will not disadvantage any one
particular group with characteristics protected by the Equality Act, and that the proposed reconfiguration of
services will demonstrate best value and treatment outcomes for most patients in Merseyside and Cheshire.
From a review of literature perspective, many of the issues highlighted relating to equality are related to
wider personal, social and economic demographic factors related to health inequalities. In terms of
providing recommendations from this EIA, a number of observations are relevant:

Age
This EIA has highlighted that cancer patients receiving chemotherapy, radiotherapy and attending outpatient appointments are more likely to be older. This provides issues for consideration in terms of
accessibility of services, and the factor of transport was addressed in the 2013 EIA; here, the findings
concluded that the proposed reconfiguration would not disadvantage any particular group protected by the
Equality Act in terms of transport or distance.
Moving the Teenage and Young People Unit to Liverpool is likely to benefit more young people than it will
disadvantage, as there are more young people in Liverpool, compared to Wirral and Cheshire West &
Cheshire.

Ethnicity
The proposed changes are likely to have a positive impact on Black and minority ethnic groups in the region.
Liverpool has the highest proportion of BME people in the population and the proposed new centre in
Liverpool would make access and transport easier for large numbers of people from the BME community.

Service satisfaction
This EIA has highlighted that there are particular populations who have specific needs which affect the
quality and satisfaction of service received. It is important for services to take into account sensitivities
highlighted by LGBT groups (in terms of presumption and discrimination) and people with religious and/or
spiritual beliefs (in terms of ensuring these are enquired about and supported throughout engagement with
the NHS).
Research has shown that people from some ethnic groups may have cultural differences in their
expectations of doctors and the design and ethos of health services. Although current treatment profile data
show that the majority of patients receiving chemotherapy, radiotherapy and out-patient services are White,
this still remains an importance issue for consideration.
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Data monitoring
In order to understand more about equality, and how and where services are accessed, it is important to
capture information on all nine protected characteristics. This would provide further evidence of whether
there were particular groups with protected characteristics who were or were not accessing services.
All new patients registering should complete an equality monitoring form that includes questions on the
nine protected characteristics. Use the national guidance available to develop questions to capture
information on sensitive topics such as sexual orientation (available from Lesbian & Gay Foundation) and
gender reassignment (available from the Equality Rights Commission). Data should be regularly analysed to
examine the accessibility of services to those with protected characteristics.

Understanding specific cancer conditions
This EIA has not explored care pathways for specific types of cancer because the models of care are yet to be
determined. Similar to the Hennessey et al (2013) EIA, this report recommends that an assessment is
undertaken once the models of care have been developed; this will enable exploration of whether any
specific individual cancer types may be disproportionately affected by the service changes.
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