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1. Introduction
Over the past year Medway CCG has built on previous work undertaken to reduce
health inequality across Medway over many years, working hard to avoid any forms of
discrimination in commissioning healthcare services or as an employer.
However, we appreciate that our community is becoming increasingly diverse and our
understanding of equality and diversity and how it impacts our community and staff
needs to be reviewed and monitored regularly. In addition, there is a changing
legislative and regulatory framework that we need to operate within, which requires a
more proactive and systematic approach to how we deliver equitable outcomes for
everyone in Medway.
This annual report outlines our commitment to carrying out our work in a way that
promotes equality and fulfils NHS Constitution values, rights and pledges, particularly:
Value - The NHS provides a comprehensive service, available to all
irrespective of gender, race, disability, age, sexual orientation, religion, belief,
gender reassignment, pregnancy and maternity or marital or civil partnership
status;
Right - You have the right not to be unlawfully discriminated against in the
provision of NHS services including on grounds of gender, race, disability, age,
sexual orientation, religion, belief, gender reassignment, pregnancy and
maternity or marital or civil partnership status.
The Equality Act 2010 replaced previous anti-discrimination laws with a single Act. It
simplified the law, removing inconsistencies and making it easier for people to
understand and comply with. It also strengthened the law in important ways, to help
tackle discrimination and inequality.
The public sector Equality Duty (section 149 of the Act) came into force on 5 April
2011. The Equality Duty applies to public bodies and others carrying out public
functions. It supports good decision-making by ensuring public bodies consider how
different people will be affected by their activities, helping them to deliver policies and
services which are efficient and effective; accessible to all; and which meet different
people’s needs. The Equality Duty is supported by specific duties, set out in
regulations which came into force on 10 September 2011.
In line with the Equality Duty of the Equality Act, as a public sector body, Clinical
Commissioning Groups are required to:•Publish information to show their compliance with the Equality Duty, at least
annually; and
• Set and publish equality objectives, at least every four years.
The information will be published having due regard to the need to:
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• Eliminate unlawful discrimination, harassment and 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.
The duties contained within the Equality Act cover the following protected
characteristics:

The specific duties require public bodies to publish relevant, proportionate information
demonstrating their compliance with the Equality Duty; and to set themselves specific,
measurable equality objectives.
Publishing relevant equality information will make public bodies transparent about
their decision-making processes, and accountable to their service users, carers and
staff. It will give the public the information they need to hold public bodies to account
for their performance on equality.

2. Governance
Milestones and evidence of delivery will be identified for each objective. We will
engage with community members to review community perspectives on our progress.
We will provide evidence of progress against these objectives in our annual Equality
Report. The Equality Report will be published on our website.
The Company Secretary is the Equality and Diversity lead for Medway CCG.
Additionally Medway CCG has established an Equality and Diversity Working Group
(EDWG), chaired by the Company Secretary, and including representatives from
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Quality and Safety, Contracting and Performance Support Service, Commissioning,
Engagement, the Health Inequalities lead from the Public Health team at Medway
Council and the Governing Body Lay Member for Patient and Public Involvement. The
purpose of the EDWG Group is to progress the CCG’s performance against objectives,
and consider what further actions may be required.

3. EDS2 Outcomes and Objectives
Throughout 2014 the CCG made good progress in implementing EDS2 which was
revised and reissued by NHS England in November 2013. Implementation of this
involved collecting evidence to support an assessment against each of the EDS
outcomes and stakeholder engagement with the local community to grade the
outcomes accordingly.
By introducing EDS2 it was the intention that the CCG would demonstrate compliance
in meeting the requirements as imposed by the Equality Act 2010 and able to deliver
positive outcomes for patients, communities and staff, in line with the requirements of
the Health and Social Care Act 2012.
Central to the EDS are its objectives and outcomes. NHS organisations analyse their
equality performance against 18 outcomes, grouped under the following four
objectives:
EDS Objectives
1. Better health outcomes
2. Improved patient access and
experience
3. A representative and supported
workforce
4. Inclusive leadership

The key aspect of the EDS is that the CCG does not internally measure compliance, but
supports the public to assess and grade its performance.
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4. EDS Grading
Outcomes should be assessed jointly between the CCG and in engagement with local
partners, interests and community groups. The outcome of grading exercise informs
the CGG of its equality performance.
In 2014 Medway CCG agreed one of four grades for each outcome. The guidance states
that where organisations and local interests cannot agree on particular grades, the
view of local interests must prevail.
In implementing EDS2 in 2014 Medway CCG worked with Healthwatch Medway,
Medway Council, BME communities, Public Health and Groups which fall within
protected characteristics and other disadvantaged groups as part of the grading
processs.
Engagement sessions included a standard set of questions to ensure consistency.
Typically groups were asked for views on:
 The strengths of the CCG specific to the objective/outcome
 Current weakness that the CCG needs to address in order to improve
performance
 If there is a lack or gap that the CCG needs to consider
 Whether there are any forthcoming opportunities
 What the challenges are that the CCG needs to consider.
Feedback was captured and used as evidence to help formulate future actions and
objectives.
The grades are:
 Excelling
 Achieving
 Developing
 Undeveloped
The EDS cycle is:
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5. Equality Objectives
As a result of the engagement with both stakeholders and staff in 2014, the following
objectives were agreed.
Feedback and communication with GPs
Medway CCG continuously seeks the feedback of patients via GPs (noting any
themes reported by those in the 9 protected characteristic groups). This will be
done through existing Communications methods such as GP monthly meetings
and the weekly GP Bulletin, but also by using new methods such as seeking
feedback via our Clinical Leads.
Provider Compliance Checklist
Medway CCG has developed a provider compliance checklist to seek assurance
from providers about their compliance with equality legislation and the public
sector equality duty. Smaller providers (such as those accredited through Any
Qualified Provider or GP practices) are not exempt from the CCG’s compliance
checklist but the CCG intends to develop resources to assist smaller providers in
demonstrating their compliance. From a practical contractual point of view this
would mean putting any areas of the checklist not complied with in the Service
Development Plan area of the contract, with agreed timescales for resolution.
The CCG intends to develop and supply templates for Equality and Diversity
Objectives and Analysis to simplify the process for small organisations.
The table below shows the progress the CCG has made towards these objectives in
2015.
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EDS2 objectives and outcomes for 2015
Objective

Outcome

Better health
outcomes

1.1 Services are commissioned,
procured, designed and delivered to
meet the health needs of local
communities
1.2 Individual people’s health needs are
assessed and met in appropriate and
effective ways
1.3 Transitions from one service to
another, for people on care pathways,
are made smoothly with everyone wellinformed
1.4 When people use NHS services their
safety is prioritised and they are free
from mistakes, mistreatment and abuse
1.5 Screening, vaccination and other
health promotion services reach and
benefit all local communities
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Stakeholder
Grading of
the CCG’s
performance
in 2014
Developing

Developing

Actions taken in 2015 by the CCG

Further equality and diversity
training offered and undertaken by
staff; this training was practical,
rather than theoretical in focus, and
covered real life scenarios
encountered by commissioning
staff.

Developing

Developing

Developing

The CCG has focussed on providers
and seeking assurance on how they
meet their equality obligations in
service delivery. The CCG
introduced a provider compliance
checklist for all providers including
smaller providers. The CCG
developed resources to enable
providers to meet the requirements
so that the requirements did not
become a barrier to smaller
providers bidding for services as
equality and diversity requirements
are built into service specifications.

Objective

Outcome

Stakeholder
Grading of
the CCG’s
performance
in 2014

Actions taken in 2015 by the CCG

These resources included:
 A template equality policy;
 An equality analysis template
with Medway source data;
 A Guide “Helping smaller
providers fulfil the public
sector equality duty”;
 A template equality
monitoring form.

Improved
patient access
and
experience
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2.1 People, carers and communities can
readily access hospital, community
health or primary care services and
should not be denied access on
unreasonable grounds
2.2 People are informed and supported
to be as involved as they wish to be in
decisions about their care
2.3 People report positive experiences of
the NHS
2.4 People’s complaints about services
are handled respectfully and efficiently

Developing

Developing

Achieving
Achieving

During the year the CCG obtained
and reviewed providers compliance
checklists. The checklists were
issued to both large and small
providers.

Objective

Outcome

A
representative
and supported
workforce

3.1 Fair NHS recruitment and selection
processes lead to a more representative
workforce at all levels
3.2 The NHS is committed to equal pay
for work of equal value and expects
employers to use equal pay audits to
help fulfil their legal obligations
3.3 Training and development
opportunities are taken up and
positively evaluated by all staff
3.4 When at work, staff are free from
abuse, harassment, bullying and
violence from any source
3.5 Flexible working options are
available to all staff consistent with the
needs of the service and the way people
lead their lives
3.6 Staff report positive experiences of
their membership of the workforce

Stakeholder
Grading of
the CCG’s
performance
in 2014
Achieving

Undeveloped

Achieving

Excelling

Excelling

Achieving

Actions taken in 2015 by the CCG

The CCG rolled out a mandatory
programme of recruitment and
interviewing training for all line
managers to ensure that fair and
equitable recruitment practice is
followed as per CCG policies.
Recruitment resource toolkit has
been developed and rolled out to
staff to ensure that process is robust
and fair. All interviews require staff
member from outside function.
Equal pay audit was undertaken by
independent auditors; no issues of
inequality identified.
CCG has implemented the
Workforce Race Equality Standard;
the baseline data did not evidence
any areas of inequality in the CCG
workforce.
The CPS Team have embedded the
requirements with providers by
adding to work logs for each
contract and raising the WRES
requirements with each provider as
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Objective

Outcome

Stakeholder
Grading of
the CCG’s
performance
in 2014

Actions taken in 2015 by the CCG

appropriate at contract meetings
(which are quarterly for the majority
of providers).
The Quality Team picked up WRES
requirements with providers as part
of their workforce monitoring. The
new metrics extended the data
required so providers were required
to work to the new metrics from 1
April 2015.
In July Providers were required to
publish their baseline data at 1 April
2015, including the identification of
any essential shortcomings.
WRES reports were received from
the following providers:
Medway Foundation Trust
Medway Community Healthcare
South East Coast Ambulance Service
Spire Healthcare (Spire Alexandra
Hospital)
Care UK (Will Adams Centre)
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Objective

Outcome

Stakeholder
Grading of
the CCG’s
performance
in 2014

Actions taken in 2015 by the CCG

A return was received from Kent and
Medway NHS and Social Care
Partnership Trust but it was not in
the required format with the right
information.
In April 2016 all NHS providers have
to produce an Annual Report to
Commissioners setting out their own
assessment of the challenge and
risks they face in closing the gaps
between White and BME staff,
alongside their plans to close
whatever
gap
between
the
treatment and experience the data
reveals.

Inclusive
leadership
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4.1 Boards and senior leaders routinely
demonstrate their commitment to
promoting equality within and beyond
their organisations

Developing

The executive lead for HR has
promoted equality in a number of
ways including:
Strengthening recruitment and
interviewing processes;
Implementing WRES in the CCG

Objective

Outcome

Stakeholder
Grading of
the CCG’s
performance
in 2014

Actions taken in 2015 by the CCG

(currently it is only mandatory for
providers);
Developing and implementing
bespoke training covering equality
issues encountered by staff.
4.2 Papers that come before the Board
and other major Committees identify
equality-related impacts including risks,
and say how these risks are to be
managed
4.3 Middle managers and other line
managers support their staff to work in
culturally competent ways within a work
environment free from discrimination
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Developing

Achieving

6. Engagement
Medway CCG will ensure that it engages with local people across all protected groups.
Their views will be sought and support the CCG in shaping future Equality Objectives
and associated Action Plans.
Our focus is to commission services that are fair and accessible for the local population
of Medway, while recognising the need to challenge and reduce health inequalities.
We are committed to ensuring that everyone in Medway can access the care they
need and that everyone is treated with dignity and respect.
We do this initially through our commissioning process; i.e. how we make decisions
about what services are available.
To help us meet the needs for health and healthcare of everyone in Medway, including
those who are from seldom-heard groups, we will:


Reach out into different communities in innovative ways recommended
by those communities;



Target communications so that messages spread, not just to known
networks, but reach people wherever they are



Ensure communications are relevant and appropriate for our target
audiences



Gain a better understanding of the cultural needs of people in Medway
and any barriers that exist to achieving better health; and



Carry out equality impact assessments which look at the impact on
different communities of our policies and commissioning decisions, so
that we can take corrective action where necessary.

Engagement activity is detailed in Appendix 1.
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7. Patient Experience
Patient experience is different for every person, but by gathering feedback from those that
use CCG commissioned services in a consistent and on-going way, Medway CCG is able to
identify where changes may be needed to improve healthcare services in Medway.
Providers use a range of methods for different people, and this includes comment cards,
patient surveys, on-line feedback and telephone surveys.
Medway CCG also elicits direct feedback through a range of methods that suit different
people, including making our information available in different languages and formats,
surveys, on-line feedback, telephone interviews and public meetings. It is working to better
utilise provider feedback gained from direct contact with patients.
Medway CCG increasingly makes use of its Social Media channels, directly engaging
with patients and public through sites such as Twitter. Patient Opinion is another
powerful route to collect patient experience data about all CCG commissioned
providers and all feedback is reviewed, recorded and responded to, to ensure a
feedback culture is established.
Working in partnership with stakeholders, such as Healthwatch Medway and SEAP,
Third Sector organisations such as the Red Cross and Age Concern, and community
support groups such as the Parents and Carers Forum, Medway CCG is able to listen to
local communities or their representatives about experiences of healthcare services
and engage these groups directly in its work. This has allowed Medway CCG to listen
to seldom heard voices. This year, Medway CCG has engaged directly with seldom
heard communities on a number of projects by working in partnership to forge strong
links within these groups.
As part of our Urgent Care Redesign Project, Medway CCG worked with Rethink
Sahayak, an orgnaisation that provides support to women who have a mental health
diagnosis from the South East Asian community to gather their feedback as to the
discrimination they face in accessing services and how these could be overcome as
part of this work.
As part of our stroke review we sought feedback from BME communities as to what
people would expect from Stroke Services, as evidence shows that women from South
Asian, Black African and Black Caribbean groups are at increased risk of having a
stroke.
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This work has and continues to inform our commissioning decisions.

8. Workforce
We are also committed to achieving equality and diversity within our workforce. We
strive to reflect the local population in our workforce and are committed to ensuring
we are recognised as an employer who welcomes and promotes diversity and that we
have a work culture where staff feel safe and where their contribution is valued.
A diverse and culturally aware workforce is better placed to understand and respond to the
needs of everyone in our community. We want to ensure that equality and human rights are
woven into the way we work and the way we treat our staff.
This section of our annual report looks into the make-up of our workforce by protected
characteristics, as defined in the Equality Act (2010). It uses data taken from our Electronic
Staff Records (ESR) and identifies possible trends for consideration.
As a public authority with fewer than 150 employees the CCG is exempt from the
requirement to publish information relating to people who share a protected
characteristic who are employees. Despite this exemption, the CCG has collected
monitoring data from all its employees.
Due to the small numbers involved (data values less than 5) it is not possible to publish
more disaggregated data for all protected characteristics as this could result in
breaches of the Data Protection Act 1998 through the identification of individuals.
As a commissioning organisation, 86.6% of the CCG’s staff are administrative and clerical,
with Medical and Dental and Additional Scientific & Technical roles making up the remaining
13.4%.
The workforce is fairly representative of the growing ethnic diversity in the local community,
religious beliefs, sexual orientation and our aging population.
The main area of discrepancy is in gender. Our workforce reflects a national trend, whereby
women are more attracted to public sector employment.
It should be noted in that statistical variation in a small workforce makes it difficult to
distinguish between normal variation and any issues in the workforce trends by protected
group.
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Our Local Community & CCG Workforce Summary

Equality
Group

Age

Disability

Ethnicity

Gender
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Local
Population

Largest band:
40-49
With 30-39 next
highest, followed
by 50-59
Limiting Long
Term Illness
(LLTI) 2011
Census
16.4%
*See note
White 89.6%
BME 10.4%

50.4%
Female
49.6% Male

CCG Workforce as at
26 Nov 2014

Largest band:
50-59
With 40-49 next
highest
4.71% have
declared that
they have a
disability

White 75.3%
18.8% are from
other ethnic
groups
(including
minority white
ethnicities)
70.60% Female
29.41% Male

Comparison
2014

Fairly
Representative

No Clear Picture

Fairly
Representative

Not Representative

CCG
Workforce as
at 28 Oct
2015
Largest band:
40-49
With 30-39
next highest
9.33% have
declared that they
have a disability

White 73.33%
24% are from
other ethnic
groups
(including
minority
white
ethnicities)
64% Female
36% Male

Comparison
2015

Representative

No Clear Picture

Fairly
Representative

Fairly Representative

Equality
Group

Local
Population

Gender
reassignment

No local data

Pregnancy /
Maternity

No local data

Marriage /
Civil
partnerships
Religion or
Belief

Sexual
Orientation

17 | P a g e

46.1%
Married

CCG Workforce as at
26 Nov 2014

No staff data

1.176% on
maternity or
adoption leave

Comparison
2014

No Clear Picture

No Clear Picture

58.8% Married
Fairly
Representative

57.8%
Christian
29.9% No
Religion

28.24% Christian
21.18% Atheist

No local data.
Estimated to
be 5-7% LGB
nationally

1.18% LBG
low levels of data
(37.65% undefined)

Fairly
Representative

No Clear
Picture

CCG
Workforce as
at 28 Oct
2015
No staff data

Comparison
2015

1.33% on
maternity or
adoption
leave

No Clear Picture

66.67%
Married/Civil
partnerships
45.33%
Christian
13.33%
Atheist
0% LBG
(32% chose
not to
disclose)

No Clear Picture

Fairly
Representative

Fairly
Representative
No Clear Picture

The workforce is fairly representative of the growing ethnic diversity in the local community,
religious beliefs, sexual orientation and our aging population (see overview table above).
This report uses data taken from Medway CCGs Electronic Staff Records (ESR). As at 28
October 2015, Medway CCG employed 75 staff, of whom: 70.67% work full-time and
29.33% work part-time.
The CCG employs one individual under the age of 20 on a Bank contract; 13.3% of staff are
in their 20s; 26.7% are in their 30s; 30.7% in their 40s; 24% in their 50s; and 4% of staff are
in their 60s.


64% of staff are female, compared to just 36% male employees



73.33% of staff are White British; 24% come from other ethnic groups (including
minority white ethnicities) and 2.67% have not recorded their ethnicity.



9.33% declared that they have a disability and 82.67% declared no disability; while
8% did not wish to declare.



65.33% have now disclosed their religion; 45.33% are Christian; 13.33% have
disclosed Atheism; 1.33% Hinduism; 1.33% Islamic; and 4% follow an ‘other’ religion.



66.67% of staff are married, 1.33% are divorced; 22.66% of employees are single;
and 9.34% unknown.



68% are heterosexual and 32% have chosen not to disclose their sexual orientation.

Governing Body:
The Governing Body is made up of 11 members:




Gender % Female: 45.5%
Gender % Male: 54.5%
Ethnicity % not White British or White English: 27.27%

Senior Management Structure
The CCG is divided into five functions






Governing Body
Corporate Services
Commissioning
Finance
Contract and Performance Support

18 | P a g e

Monitoring Data
The CCG maintains comprehensive equality and diversity monitoring data relating to
its workforce. Data is held securely by Human Resources in employee personal files
and on the Electronic Staff Record (ESR) and is used for the purpose of equality
monitoring.
The CCG monitors equality data for all applicants from application to appointment.
The on-line application form used by NHS Jobs addresses all of the protected
characteristics covered by the Equality Act, including marriage and civil partnership,
with the exception of pregnancy and maternity.
Recruiting managers are not made aware of applicants’ age, sex, race, religion, marital
status or sexual orientation. This information used only for monitoring purposes and
managers complete shortlisting based on the strength of the application in relation to
the person specification.
The CCG’s Recruitment and Selection Policy helps ensure that all recruitment and
selection activity is undertaken based on the principles of equality of opportunity,
objectivity and fairness.
Although the CCG’s monitoring systems collect data across all the ‘protected
characteristics’, the small number of individuals that fall within some of these
categories means that statistical analysis can be problematic.
Ensuring Equality and Celebrating Diversity
CCG Policies and Strategies
The CCG will continually review its policy framework to ensure that it is meeting its
legal obligations and providing a supportive workplace environment for staff.
Key policies relating to equality, diversity and human rights for staff include:
 Equality and Diversity Policy
 Disciplinary Policy
 Capability Policy
 Grievance Policy
 Recruitment and Selection Policy
 Maternity Policy
 Recruitment Policy
 Retirement Policy
 Sickness Absence
 Managing Attendance
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Zero Tolerance

The CCG also has Flexible Working and Special Leave policies in place which are applied
equally to all staff.
All workforce-related policies are contained within the Staff Handbook which is
accessible internally on SharePoint. All staff have access to SharePoint.
Employment policies are reviewed and agreed prior to implementation by the CCG
Staff Forum and subsequently approved by the Governing Body.
Induction
Medway Clinical Commissioning Group has a comprehensive local induction
programme for its staff. In order to help new employees navigate through their early
weeks with the CCG all new starters are are provided with an Induction Handbook. The
handbook gives staff a brief introduction to the CCG and its values – describing the way
the CCG works and what it aims to achieve. Additionally, the handbook summarises a
number of key policies and procedures including equality and diversity. This induction
also covers Information Governance, Health and Safety and Fire Safety training.
Additionally, all new staff are required to complete mandatory Equality and Diversity
training which is delivered via e-learning or face to face training.
It is the line manager’s responsibility to organise a structured induction phase and to ensure
the local induction checklist within the induction handbook is completed and signed off.
Training & Development
A training and development programme has been in place since 2013 for all staff to
access; the training incorporates communication skills, leadership, motivation,
problem solving, facilitation, interviewing skills and time management. As the majority
of staff have now completed these modules, the training offer for staff in 2016 will be
different.
Staff involved in recruitment and selection processes must attend the Values Based
Interviewing Skills training to ensure they undertake the process with consistency and
fairness. Line Managers have also been provided with a comprehensive Recruitment
Guide to assist them through the process.
As stated above, equality and diversity training is provided for all new employees.
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Workforce Race Equality Standard (WRES)
The Workforce Race Equality Standard (WRES) seeks to tackle one particular aspect of
equality – the consistently less favourable treatment of the BME workforce - in respect
of their treatment and experience. It draws on new research about both the scale and
persistence of such disadvantage and the evidence of the close links between
discrimination against staff and patient care.
The Standard has been developed to improve workforce race equality across the NHS.
It will help to improve the opportunities, experiences and working environment for
BME staff, and in doing so, help lead towards improvements in the quality of care and
satisfaction for all patients.
WRES is made up of a small number of indicators that are already collected and in
most cases published. However, the step change required in implementing WRES is in
requiring organisations not simply to collect the data, but to analyse and act on it.
Medway CCG must give due regard to using the indicators contained in the Workforce
Race Equality Standard to help improve workplace experiences, and representation at
all levels within their workforce, for Black and Minority Ethnic staff; and assurance,
through the provision of evidence, that their Providers are implementing the NHS
Workforce Race Equality Standard.
In order to comply with WRES, the CCG published its 1 April 2015 baseline data
including any shortcomings and recommendations on 1 July 2015.
Headlines
The baseline data has highlighted that for many of the indicators BME staff are
receiving no less favourable treatment than White staff:
1. There is a higher percentage of BME staff in Bands 8-9 and VSM
2. BME staff are 1.15 times more likely to be appointed from shortlisting than White
staff
3. No formal disciplinary cases since the CCG was created
4. White staff 1.45 times more likely to access training or CPD than BME staff
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CCG Staff Survey Results
5. No evidence that BME staff are experiencing higher levels of harassment, bullying
or abuse from patients than White staff
6. No evidence that BME staff are experiencing higher levels of harassment, bullying
or abuse from colleagues in the last 12 months than White staff
7. No significant difference in the percentage of BME and White staff who believe the
CCG provides equal opportunities for career progression or promotion.
8. No evidence to suggest that BME staff are experiencing higher levels of
discrimination than White colleagues.
Board Representation
9. The CCG Governing Body (Board) is representative of the population they serve.
The full baseline WRES report is available on our website:
http://www.medwayccg.nhs.uk/app/uploads/2015/07/WRES-Baseline-data-2015.pdf
Indicator 1: Percentage of BME staff in Bands 8-9 and VSM (including executive Board
members and senior medical staff) compared with the percentage of BME staff in the
overall workforce
As at 1 April 2015, the 97.22% of CCG staff have disclosed their ethnicity which is positive.
The evidence indicates that there is no disparity between BME staff in band 8-9 and VSM
compared with the percentage of BME staff in the overall workforce. In fact, there was a
higher percentage of BME staff in band 8-9 and VSM compared with the percentage of BME
staff in the overall workforce.
When scrutinising each pay band below Band 8 and Band 8-9 there does not appear to
be disproportionate barriers to BME staff progression within each pay band. However,
it must be noted that there were no BME staff in bands 8D or 9 but there were
proportionally more BME staff on VSM pay compared to the overall BME workforce.
Note: VSM data includes Governing Body members some of whom are on separate pay
arrangements (not VSM).
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Band
VSM
9
8d
8c
8b
8a
7
6
5
4

BME
4
0
0
1
2
3
3
1
0
1

Total for
payscale
12
2
1
6
3
14
13
10
3
8

%
BME
33.33
0.00
0.00
16.67
66.67
21.43
23.08
10.00
0.00
12.50

Recommendations: Continue to monitor ethnicity by band paying particular attention
to BME staff progression within each pay band.
Indicator 2. Relative likelihood of BME staff being appointed from shortlisting compared
to that of White staff being recruited from shortlisting across all posts
Evidence suggests there is a positive difference for this indicator as BME candidates
were 1.15 times more likely to be appointed from shortlisting than White candidates.
However, data is limited as the CCG’s NHS Jobs account was only created at the end of
October 2014.
Recommendations: HR Team to analyse one year’s data from NHS Jobs (i.e. after
October 2015) in order.
Indicator 3. Relative likelihood of BME staff entering the formal disciplinary process,
compared to that of White staff entering the formal disciplinary process, as measured by
entry into a formal disciplinary investigation
The CCG was created on 1 April 2013 and there have been no cases of formal
disciplinary proceedings. As such, there is no data to report on for this indicator.
Recommendations: to ensure there is a robust monitoring system in place to record
any future formal disciplinary cases.
Indicator 4. Relative likelihood of BME staff accessing non mandatory training and CPD
compared to white staff
For the purposes of the baseline data, non-mandatory training is defined as ‘any
training or CPD that is not a requirement of the post’. The majority of the data was
gathered from the CCG’s new e-appraisal system which records staff training and CPD,
cross referenced to the 2014/15 training calendar and Professional Study sponsorship
records. It must be noted that due to the reliance on staff recording their own training
onto the system the data may not be fully accurate.
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Based on the training records from 1 April 14 to 1 April 15, the relative likelihood
of White staff accessing non-mandatory training and CPD compared to BME staff is
1.45 times greater.

Whilst the data shows that White staff are more likely to access non-mandatory
training than BME staff, all CCG staff have equal access to non-mandatory training.
Additionally, with regards to access to professional study sponsorship, the CCG has a
formal process in place to ensure equality of opportunity. It is also important to note
that a small number of staff choose not to disclose their ethnicity which could impact
upon the accuracy of the data produced.
Recommendation: 1) ensure there are adequate systems in place to accurately
record training (mandatory and non-mandatory); 2) continue to ensure equality of
access to non-mandatory training addressing issues as necessary; 3) continue to
promote non-mandatory training opportunities to all staff through different means
of internal communication.
Indicator 5. Percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in the last 12 months.
The data for this indicator was taken from the CCG Staff Survey results.
7% of staff surveyed stated that they had experienced harassment, bullying or abuse
from patients, relatives or the public within the last 12 months. 58 staff answered this
question, 86% were 'White' and 14% were BME. 0% of BME staff experienced
harassment, bullying or abuse from patients, relatives or the public. As such, there is
no evidence that BME staff are experiencing higher levels of harassment, bullying or
abuse from patients, relatives or the public than 'White' staff.
Recommendations: continue to monitor through annual staff survey data.
Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from
staff in the last 12 months.
The data for this indicator was taken from the CCG Staff Survey results.
7% of staff surveyed said they had experienced harassment, bullying or abuse from
staff in the last 12 months. 57 staff answered this question, 86% were 'White', 14%
were BME.
This question was broken down into two parts: harassment, bullying or abuse from
Manager and harassment, bullying or abuse from Colleagues.
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No BME staff stated that they had experienced harassment, bullying or abuse from
a manager;



One BME staff member said that they had experienced harassment, bullying or
abuse from colleagues, compared to three White staff.

It is important to note that there were very low levels of staff that reported bullying
and harassment (white: 3, BME: 1) which has skewed the data. Additionally, this
question does not specifically ask if the harassment, bullying or abuse was experienced
whilst working for the CCG.
Recommendations: 1) continue to promote a culture of zero tolerance to
harassment, bullying or abuse through various internal communication methods 2)
ensure all staff have completed mandatory Equality & Diversity training.
Indicator 7. Percentage believing the CCG provides equal opportunities for career
progression or promotion.
There is no significant difference in the views of BME staff and White Staff. 50% of
BME staff stated that they believed the CCG provides opportunities for career
progression or promotion against 58% of White staff. As such, there is no evidence to
indicate a disparity between BME and White staff. However, if you scrutinise the data
further 12.5% of BME staff do not think the CCG provides equal opportunities for
career progression or promotion whereas only 2% of White staff think so. However, it
is important to note that 37.5% of BME staff and 40% of White staff stated they ‘didn’t
know’ which will impact upon data accuracy.
Recommendations: No immediate action required but the CCG will continue to
monitor this indicator.
Indicator 8: In the last 12 months have you personally experienced discrimination at
work from any of the following? a) manager/team leader or b) colleagues?
None of the BME staff surveyed have personally experienced discrimination from a
manager/team leader or colleague. As such, there is no evidence to suggest that BME
staff are experiencing higher levels of discrimination than White colleagues.
Recommendations: Monitor and benchmark against other CCGs. Compare results
against the next staff survey in order to identify any emerging issues.
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Indicator 9: Boards are expected to be broadly representative of the population they
serve.
As at 1 April 2015, 10% of the CCG Governing Body (Board) were BME. According to
the 2011 Census data for Medway, the local population is 10.36% BME. It is clear
therefore that the Governing Body is representative of the local population.
Recommendations: No immediate action required but the CCG will continue to
monitor this indicator.
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1 April 2015 Baseline Data

1

2

3

4

NHS Workforce Race Equality Standard Indicators
Workforce Metrics
Medway
Commentary
CCG
Percentage of BME staff in Bands 8-9 and VSM 26.32%/20.
Positive difference – there is a higher percentage of
(including executive Board members and senior
83%
BME staff in Bands 8-9 and VSM.
medical staff) compared with the percentage of
*Data
No immediate action required but the CCG will
BME staff in the overall workforce
source: ESR
continue to monitor this indicator.
Relative likelihood of BME staff being appointed
from shortlisting compared to that of White staff
being recruited from shortlisting across all posts

BME staff
are 1.15
times more
likely to be
appointed
from
shortlisting
*Data
source: NHS
Jobs (Oct 14
– Apr 15)
Relative likelihood of BME staff entering the N/A
formal disciplinary process, compared to that of
White staff entering the formal disciplinary
process, as measured by entry into a formal
disciplinary investigation
Note. This indicator will be based on data
from a two year rolling average of the
current year and the previous year.
Relative likelihood of BME staff accessing non
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White staff

Positive difference
Action: continue to monitor.
Please note: the CCG bought HR services in-house in
Oct/Nov 2014 and a new NHS jobs account was
created. The data for this indicator is based upon the
new NHS jobs account.

There have been no cases of staff entering the formal
disciplinary process since the CCG was created on 1
April 2013.
Action: ensure there is a robust monitoring system in
place to record any future formal disciplinary cases.

Please note: The majority of the CCG workforce are

5

6

mandatory training and CPD compared to white
staff

1.45 times
more likely
to access

Staff Survey Findings
Percentage of staff experiencing
harassment, bullying or abuse from patients,
relatives or the public in the last 12 months.

BME/White
0%/6.89%

Percentage of staff experiencing
harassment, bullying or abuse from staff in
the last 12 months.
*The CCG staff survey question was in two
parts:
 Managers

Manager:
0%/8.16%
Colleagues:
12.5%/6.12
%
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Colleagues

‘White’ which is representative of the local
demographic (Census 2011 data).
Of the staff that accessed non mandatory training and
CPD 82.75% were White, 15.51% BME and 1.72% not
stated.
All staff have equal access to non-mandatory training.
Such training is usually 1 day management modules,
conferences, formal courses or e-learning.
Action 1: further exploration required
Action 2: to ensure there are adequate systems in
place to accurately record staff access to nonmandatory training.
Commentary
No issues identified.
0% of BME staff surveyed confirmed that they had
experienced harassment, bullying or abuse from
patients, relatives or the public. As such, there is no
evidence that BME staff are experiencing higher levels
of harassment, bullying or abuse from patients,
relatives or the public than 'White' staff.
Action: continue to monitor.
No BME staff stated that they had experienced
harassment, bullying or abuse from a manager.
Whilst the evidence suggests that BME staff are more
likely to experience harassment, bullying or abuse
from colleagues than White staff, it is important to
note that there were very low levels of staff that
reported bullying and harassment (white: 3, BME: 1)
which has skewed the data.
Action: to continue to promote a culture of zero

tolerance to harassment, bullying or abuse through
various internal communication methods. Ensure all
staff have completed mandatory Equality & Diversity
training.
7

8

Percentage believing the CCG provides equal
opportunities for career progression or
promotion.
In the last 12 months have you personally
experienced discrimination at work from
any of the following?
 manager/team leader or


colleagues?

Boards
Does the Board meet the requirement on
Board membership in 9?
9

Boards are expected to be broadly
representative of the population they serve.

50%/58%

No significant difference
No immediate action required but the CCG will
continue to monitor this indicator.

Manager/Te
am Leader:
0%/4%
Colleagues:
0%/4.16%

No evidence to suggest that BME staff are
experiencing higher levels of discrimination than
White colleagues.
Action: continue to monitor.

BME
Board/Med
way
population
10%/10.36%

Commentary

No significant difference.
According to Census 2011 data for Medway, the local
population is 10.36% BME. As such, the Governing
Body is representative of the local population.
No immediate action required but the CCG will
continue to monitor this indicator.

The baseline data was signed off by Governing Body on 24 June 2015. *Baseline data in table above published on CCG website on 1 July
2015.
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Data Quality
A data quality exercise was undertaken in early 2015 in order to ensure that full and
accurate staff records were held on ESR. As a result of this exercise, diversity and
equality records have greatly improved.
The CCG HR Manager routinely monitors ESR data quality.
Conclusions and Recommendations
The workforce is fairly representative of the growing ethnic diversity in the local
community, age, marriage and civil partnerships.
Whilst it is difficult to fully assess how representative the CCG is in terms of disability
due a lack of local data from the Medway community, the CCG data does compare to
other local and National NHS organisations.
Data on religion was fairly representative of the local community but there was no
clear picture regarding sexual orientation.
In terms of gender, the workforce make-up reflects a national trend, whereby women are
more attracted to the health profession and the public sector in general as is indicated by
the disparity between the CCG and local community gender data.
Update on recommendations from 2014 Equality and Diversity annual report
The CCG has successfully completed the recommendations outlined in the 2014 annual
report as highlighted below:


Conduct a thorough data quality analysis of the Equality and Diversity data held
on ESR in order to identify gaps and any associated risks. Data quality was
analysed and an exercise was undertaken to fill data gaps where possible.
CCG equality and diversity data has greatly improved.



If appropriate, conduct a data collection of equality and diversity data from
staff, informing them of the reason for the data collection. Update ESR records
accordingly. Data collection exercise took place. To facilitate this, staff were
invited to complete an equality and diversity data form. As a result, the
quality of the CCG’s equality and diversity data has improved vastly.



Continue to improve the recording of data relating to staff with regard to
disability, sexual orientation and religion/belief. The CCG records 100% of staff
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data regarding disability, sexual orientation and religion/belief. The CCG
utilises the interface between NHS Jobs and ESR which enable automatic
transfer of data. This ensures that the equality and diversity data for new
employees is fully recorded and up-to-date.


Ensure that all new starters complete the necessary equality and diversity
monitoring information as part of the recruitment process and the data is
transferred to ESR. Actioned, as above.



Conduct a review of formally agreed flexible working requests to ensure ESR is
fully populated and representative of the various flexible working
arrangements within the CCG i.e. compressed hours, home working. A review
was undertaken and ESR records updated.



Conduct an equal pay audit. An equal pay audit was conducted in March
2015. Key findings:
o The CCG is required to have due regard to the need to eliminate
unlawful discrimination (Equality Act 2010, Public Sector Equality Duty
2011).
o Comparisons of staff undertaking equal work found no evidence that
confirmed variations in pay were attributable to any form of
discriminatory pay practice.
o The CCG recognises the role of equality and diversity in terms of
aspired values, processes and behaviours. Commitment is confirmed
in the overarching statement on the CCG website.
No risks or action points were indentified and as such the CCG was issued
with an ‘substantial assurance’ rating.
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Appendix 1

Engagement Activity

Activity and purpose of
engagement

Method and rationale

Urgent Care Redesign
Project: To support the
CCG with the urgent care
redesign and ensure
patients and wider
stakeholders are involved
in the efforts to improve
urgent care access and
Medway Hospital’s A&E.

A monthly Patient Reference
Group met on a monthly basis
between January and July 2015
to consult with Patient and
Third Sector representatives
on the redesign of Urgent Care
Services and, (where
appropriate) supporting
Primary Care services.
Engagement with Rethink
Sahayak (provides support to
the South East Asian
community) and the Medway
Mental Health Action Group as
the Equality Assessment for
this project and the survey
undertaken in 2014/15 showed
that those who have a mental
health diagnosis had
particularly discriminatory
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How did this project target
any of the protected
characteristic groups
A range of engagement
methods were used during
these meetings to recreate
the patient experience of
accessing current Urgent
Care Services and to design
a future urgent care
system.

Two listening events were
held in which group
members were asked to
describe their experiences
in accessing Urgent Care
Services and to guide
Commissioners as to what
services need to be in
place to provide an
equitable service to those
in a mental health crisis.

Outcome

All views were collated by
the programme team and
used to inform the
proposed Urgent Care
Service for Medway.

experiences when accessing
urgent care.

Care Navigator Pilot: Care
Navigators are a nonclinical role based in the
community whose
responsibility it is to
signpost elderly and highrisk patients with
disabilities to the health
and social care service
that best suit their needs
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Focus Group held with a
number of Third Sector
Organisations such as Age
Concern and The Red Cross to
explore the role that they
could play in supporting a new
model of care and to also
explore the needs that the
groups that they support (such
as the elderly) would need in
any new model.
Building upon the survey
undertaken in the last
financial year, a pilot service
was designed to reflecting
patient feedback.
The CCG is now at the stage
of monitoring this service
and a Patient Champion will
be a representative on the
monitoring group.

Trusted representatives of
the Protected Characteristic
Groups were able to inform
Commissioners as to how
the new service could
support their group’s
members and overcome any
hurdles they may face.

The Patient Champion will
be expected to give
consideration to all
protected characteristic
groups when representing
those who should be
accessing the service.

The provider of this
service will be more
accountable to those
who access the service.

Stroke Review: This is a
Kent and Medway-wide
project that will shape
new Stroke services that
provide better, speedier
care within the first 72
hours following a stroke.

Co-ordinated collection of
patient experience
information (both in hard
copy, electronically and
face-to-face) is underway
(July 2015- December 2015).

In July 2015 we publicised
and held an open-to-all
listening event in Medway
to capture the experiences
of stroke survivors and
their carers and family
members following a
stroke. At this listening
event the Case For Change
was agreed.
To close the engagement
cycle around these events,
the CCG published a report
of our findings, “Listening
To You”, with the aim of
informing anyone with an
interest in the project of
our proposed next steps in
the project.
Following these listening
events, a Gap Analysis was
undertaken of the
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Insights’ gathered from
patients will inform
potential models of care
to be tested with
representatives of the
Kent and Medway
Population at a set of
deliberative events and
later, at public
consultation.

protected characteristic
groups we had failed to
engage with (Black &
Minority Ethnic and
Lesbian, Bisexual, Gay,
Transgender and
Questioning groups). To
address those we have
commissioned local CVS
orgnisations to undertake
focus groups on behalf of
the review and also
attended the Medway
Ethnic Minority Forum to
carry out similar focus
groups.
A patient survey has been
undertaken to capture the
views of a wider group of
views from stroke
survivors or those who
have cared for someone
following a stroke the
outcomes of which will be
combined with our current
data.
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Appendix 2
Medway Geography and Demography
Medway is geographically located in Kent, in South East England. Politically, Medway
Council is now a unitary authority and independent from Kent County Council,
although it maintains close ties and enjoys a cooperative relationship.

Approximately 70% of the members of the 2006 Citizens’ Panel agreed that their
neighbourhood is a place where people can get on well with one another. In 2007, the
OFSTED TellUs2 survey of young people reported that 68% of Medway respondents
answered “fairly good” or “good” to the question “What do you think of your place as
a place to live in?”
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Traditionally known as “the Medway Towns”, the area of Medway comprises the
towns of Strood, Rochester, Chatham, Gillingham and Rainham, as well as a number of
rural areas, including the Hoo Peninsula.
Medway is currently divided into 22 administrative wards:
1 Chatham Central

12 Rainham South

2 Cuxton and Halling

13 River

3 Gillingham North

14 Rochester East

4 Gillingham South

15 Rochester South and Horsted

5 Hempstead and Wigmore

16 Rochester West

6 Lordswood and Capstone

17 Strood North

7 Luton and Wayfield

18 Strood Rural

8 Peninsula

19 Strood South

9 Princes Park

20 Twydall

10 Rainham Central

21 Walderslade

11 Rainham North

22 Watling

Medway is also part of the Thames Gateway area and undergoing a programme of
significant regeneration and growth. The population is currently estimated at 263,900
with a projected growth rate of 6.7% by 20181, although this figure does not take
account of the likely impact of the Thames Gateway regeneration or the growth of
universities.
The regeneration programme is currently focused on brownfield sites along the
waterfront, the redevelopment of Chatham as Medway’s city centre, development in
Grain, Kingsnorth and Chattenden, as well as improvements to existing town centres.
The regeneration is expected to bring housing, jobs and investment in transport and
community facilities.
1

Medway JSNA (2013)
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This increase in population will present a number of challenges and opportunities for
all public services across Medway and specifically create an increasingly diverse
community and health profile.
Even though Medway has a slightly younger population than the national average,
projections from 2011 to 2021 suggest that the number of people 65 years of age or
over will increase by 28% to 47,700 and the number of people over 85 years will grow
by 30% to 5,700. In contrast, the under-five age group is expected to grow by only
11%.
The table shows the current age distribution, based on Office for National
Statistics (ONS) figures 2011.

All Persons - All Ages
Men - All Ages
Women - All Ages
All Persons - Aged 0-15
All Persons - Aged 16-24
All Persons - Aged 25-49
Men Aged 45-64,
Women Aged 50-59
Men Aged 65+, Women
Aged 60+

Medway
263,925
130,825
(49.57%)
133,100
(50.43%)
20.10%
12.50%
35.10%

South East
8,634,750
4,239,298
(49.10%)
4,395,452
(50.90%)
18.90%
11.40%
33.90%

England
53,012,456
26,069,148
(49.18%)
26,943,308
(50.82%)
18.70%
12%
34.80%

15.10%

15.40%

15%

17.20%

20.40%

19.50%

In terms of gender, the population is very evenly divided and demonstrates standard
variation in life expectancy. Life expectancy figures (2008-2010) for both men and
women in Medway are slightly lower than the averages for the South East and for
England2.
Average Life Expectancy
Medway
South East
England

Women
81.7
83.5
82.6

Men
77.6
79.7
78.6

2 Life expectancy at birth and at age 65 by local areas in the United Kingdom, 2008-10
(ONS)
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A similar difference can be seen in the figures for additional average life expectancy i.e.
the number of years remaining at the age of 65.
Average Additional Life
Expectancy (at 65)
Medway
South East
England

Women

Men

20.0
21.4
20.8

17.2
18.9
18.2

Disability
ONS figures for 2007-09 put the disability free life expectancy for men in Medway at
age 16 at 49.8 years. This is lower than the average for the South East, at 51.5, but
slightly higher than the English average of 49.1. For women, the disability free life
expectancy at 16 is 48.5 years. Again, this is lower than the average for the South East,
at 52.3, and the English average of 50.1 years.
The proportion of people who identified themselves as having a long-term health
problem or disability in the 2011 census was 16.4%. This higher than the regional
figure of 15.7% and lower than the national figure of 17.6%.
ONS figures from August 2012 showed a total of 4,670 people claiming incapacity
benefits in Medway. This included 730 claims for severe disablement allowance. Just
over half (55%) of all claimants were men and the majority were of working age. Only
18% of claimants were aged over 60.
As shown in the table below, we can see that the medical pattern of claims is broadly
in line with regional and national figures.
Medical Reason for
ClaimingDisorders
Mental
Diseases of the Nervous
System
Diseases of the
Respiratory or
Circulatory System
Musculoskeletal
Diseases
Injury or Poisoning
Other
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Medway
42%

South East
43%

England
45%

9%

8%

9%

7%

6%

5%

17%

16%

14%

6%
20%

4%
22%

4%
22%

Ethnicity
The population of Medway is predominantly white, with the Indian community currently
representing the largest minority group. Data from the Kent and Medway Public Health
Observatory 2010 shows that the percentage of the BME population is higher in those
of working age compared to 0 to 15 and those who have retired. There is also some
variation amongst the wards of Medway.
The 2011 Census provides the following distribution of ethnic groups in Medway’s
population.
Medway
Count
All Usual Residents
White;
English/Welsh/Scottish/Northern
Irish/British
White; Irish

263,925

White; Gypsy or Irish Traveller

%

South
East
Count

England
%

8,634,750

Count

%

53,012,456

225,654

85.5

7,358,998

85.2

42,279,236

1,946

0.7

73,571

0.9

517,001

1

510

0.2

14,542

0.2

54,895

0.1

White; Other White
Mixed/Multiple Ethnic Groups;
White and Black Caribbean
Mixed/Multiple Ethnic Groups;
White and Black African
Mixed/Multiple Ethnic Groups;
White and Asian
Mixed/Multiple Ethnic Groups;
Other Mixed
Asian/Asian British; Indian

8,469

3.2

380,709

4.4

2,430,010

4.6

1,730

0.7

45,980

0.5

415,616

0.8

735

0.3

22,825

0.3

161,550

0.3

1,546

0.6

58,764

0.7

332,708

0.6

1,165

0.4

40,195

0.5

283,005

0.5

7,132

2.7

152,132

1.8

1,395,702

2.6

Asian/Asian British; Pakistani

1,516

0.6

99,246

1.1

1,112,282

2.1

Asian/Asian British; Bangladeshi

1,304

0.5

27,951

0.3

436,514

0.8

Asian/Asian British; Chinese

1,065

0.4

53,061

0.6

379,503

0.7

Asian/Asian British; Other Asian
Black/African/Caribbean/Black
British; African
Black/African/Caribbean/Black
British; Caribbean
Black/African/Caribbean/Black
British; Other Black
Other Ethnic Group; Arab
Other Ethnic Group; Any Other
Ethnic Group

2,598

1

119,652

1.4

819,402

1.5

4,742

1.8

87,345

1

977,741

1.8

1,428

0.5

34,225

0.4

591,016

1.1

493

0.2

14,443

0.2

277,857

0.5

517

0.2

19,363

0.2

220,985

0.4

1,375

0.5

31,748

0.4

327,433

0.6

40 | P a g e

Ward name

White %

Asian
%

Mixed
%

Black
%

Other
%

Chatham Central
Cuxton and
Halling
Gillingham North
Gillingham South
Hempstead and
Wigmore
Lordswood and
Capstone
Luton and
Wayfield
Peninsula
Princes Park
Rainham Central
Rainham North
Rainham South
River
Rochester East
Rochester South
and Horsted
Rochester West
Strood North
Strood Rural
Strood South
Twydall
Walderslade
Watling

79.9

11.0

2.8

4.9

1.3

96.5

1.3

1.1

0.5

0.6

84.0
80.9

6.6
11.1

2.8
2.6

5.3
3.9

1.3
1.6

91.1

6.4

1.3

0.6

0.5

95.3

1.7

1.3

1.4

0.3

87.5

4.0

2.6

4.9

1.1

96.8
92.5
94.4
94.2
95.2
81.5
87.9

1.4
2.4
3.0
2.3
2.4
9.7
6.8

0.8
1.8
1.3
1.8
1.1
2.9
2.3

0.8
3.1
0.8
1.0
0.9
4.5
1.9

0.1
0.2
0.4
0.7
0.4
1.4
1.1

87.0

8.9

1.9

1.7

0.5

88.5
88.9
94.0
91.9
94.5
93.5
89.2

4.3
6.9
3.2
2.4
2.7
2.3
6.4

3.2
1.8
1.2
2.0
1.8
1.6
2.0

3.0
2.0
1.3
3.2
0.8
2.5
1.9

1.0
0.4
0.3
0.5
0.2
0.2
0.6

Religion or Belief
According to the 2011 Census, the pattern of religion or belief within Medway’s
population is broadly similar to the regional and national figures, with the majority
identifying as Christian and those of no religion comprising the second largest group.
However, as can be seen below, there are significantly fewer Jewish and Muslim
people in the South East than there are in England and an even lower proportion in
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Medway. Conversely, the proportion of Sikhs in Medway is significantly higher than the
national figure and more than twice the average for the South East.
Medwa
y

Christian

%

57.8

South
East
8,634,
750
59.8

Buddhist

%

0.4

0.5

0.5

Hindu

%

1

1.1

1.5

Jewish

%

0.1

0.2

0.5

Muslim

%

2

2.3

5

Sikh

%

1.5

0.6

0.8

Other Religion

%

0.5

0.5

0.4

No Religion

%

29.9

27.7

24.7

Religion Not Stated

%

6.8

7.4

7.2

263,925

All Usual Residents

Englan
d
53,012
,456
59.4

Sexual Orientation
There is currently no data held on sexual orientation for the population of Medway.
Government estimates for the national population are that 5-7% are lesbian, gay or
bisexual. This estimate is supported by Stonewall.

Gender Identity
NHS data suggests that 1 in 4,000 people in the UK are currently accessing medical
help for gender dysphoria (the feeling of being trapped in a body of the wrong sex).
There is no specific data for the population of Medway. The Department of Health
estimates that the number of transsexual people (those who have undergone, are
about to undergo or are currently undergoing gender reassignment treatment) in the
UK is 1 in every 11,500. However, many organisations working with transpeople
believe this to be an under-estimation.
Socio-Economic Status - Deprivation
Overall Medway is not a deprived area, but at ward level we have some of the most
affluent and some of the most deprived areas in the country. This does have an impact
on people’s quality of life. In particular, the average health and life expectancy of
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people in the more deprived areas is not as good as the average for Medway as a
whole.
Of the 22 wards in Medway, three (Gillingham North, Chatham Central and Luton and
Wayfield) are in the 20% most deprived in England and a further two (Rainham Central
and Hempstead and Wigmore) are in the 20% least deprived. Furthermore, relative
differences of deprivation can be found within small areas. For example, in River ward
35% of people live within neighbourhoods assessed to be in the 20% most deprived
neighbourhoods in England and 28% live within the 20% least deprived.
Just over a quarter (26%) of Medway’s workforce commute out of the area. Almost
half the jobs in Medway are within the public or retail sectors. Within the other
sectors Medway has a relatively low percentage of higher paid jobs. Consequently, the
average income in Medway is 10% less than the national average.
As expected, those areas with high levels of deprivation typically suffer on most
domains of deprivation: income, employment, health, education, crime and living
environment. The only domain that is an exception to this rule is the barriers to
housing and services domain; this partly relates to the distance to services and so rural
communities perform poorly on this measure.
Children are marginally more likely to live in deprived neighbourhoods, whereas older
people are more likely to live within the least deprived neighbourhoods.
The rate of homelessness in Medway in 2011/12 was 1.62 per 1,000 households. The
South East region was 1.53 and England was 2.31 per 1,000 households. (Source:
Communities & Local Government and Medway statutory returns).
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Health inequalities – Challenges
The life expectancy of a population is linked to deprivation and in Medway deprivation
drives a significant loss of life years resulting from coronary heart disease and lung
cancer. This is consistent with the link between deprivation and the lifestyle risk
factors such as smoking, poor diet and obesity.
Compared to the average for the rest of England, the population of Medway is:






Younger;
More likely to smoke;
More likely to be overweight;
Less likely to eat five helpings of fruit and vegetables; and
Likely to die younger.

People in the most deprived parts of Medway suffer more ill-health and live on
average 7.4 years less than people in the least deprived areas (Life Expectancy by
Deprivation Quintile 2004-2008, APHO). The major causes of death in Medway are
heart disease, stroke, cancer, and respiratory disease (Source: Joint Strategic Needs
Assessment 2012).
Smoking is a major concern in Medway. The latest available data suggests that the
percentage of adults aged 18 years and over currently smoking is 23.6% which is
significantly higher than the South East and England averages (Integrated Household
Survey April 2011 – March 2012).
The latest modelled estimate of obesity amongst people aged 16 years and over is 30%
which is also significantly higher than the South East and England averages (Health
Surveys, NatCen 2006-08).
Alcohol consumption and drug misuse amongst adults is typical of other localities. The
key findings from the National Alcohol Health Needs Assessment Research Project
(ANARP) showed that 26% of men and women (aged 16–64) had an alcohol use
disorder. In England, 23% of the adult population are classified as hazardous or
harmful drinkers. The annual number of alcohol related deaths more than doubled in
the UK between 1991 and 2005 from 4,144 to 8,386 (ONS, 2006). Death rates are more
than twice as high for men than women. In years 6, 8 and 10, 10.3 per cent of young
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people reported either frequent misuse of drugs/volatile substances or alcohol or both
(Medway Children and Young People’s Plan 2009-2011).
The teenage pregnancy rate in Medway has remained stubbornly high. There were 206
under 18 conceptions in 2011 which translates into a rate of 38.8 per 1,000 females
aged 15-17 (ONS Conception statistics). The rates in England and South East region are
30.7 and 26.1 respectively.
The lifestyle information presented here suggests a relatively high risk of ill health,
particularly in relation to cardiovascular disease and cancer. This risk will be most
evident in the more deprived areas and will, therefore, contribute to health
inequalities.
As well as delivering core, universal services, healthcare organisations share a
commitment to addressing issues of health inequality.
As we described earlier, deprivation is a factor that impacts equal health outcomes and
the key tool used to assess priorities and prioritise allocation of resources is the health
impact assessment. However, there is also evidence to suggest that across the
community there are additional factors relating to people with protected
characteristics that further impact on the way they access health services, their
experience while using services and, ultimately, on their health.
For example we know that there are significant variations in stroke risk factors,
incidence and morbidity for different equalities groups:







More men than women experience a stroke, though women are twice as likely to
die from a stroke than men;
African Caribbean and South Asian people (in particular men) in Britain have much
higher rates of stroke than the general population;
Three quarters of those affected by stroke are over 65 but it can happen to people
of any age;
Stroke has a greater disability impact than other chronic diseases and there are
high rates of recurrent strokes, therefore many of those accessing a stroke unit
(and benefiting from it) will be physically disabled;
The incidence of stroke increases with decreasing socio-economic conditions; and
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Risk of stroke is linked to smoking, obesity, diet, exercise and alcohol consumption
– all of which, we know, vary by equality group.3
 1 in 5 men and 1 in 7 women die of CHD;
 Some black and minority ethnic (BAME) groups living in the UK have a
much higher death rate from CHD than average, including South Asian
men and women and Eastern European men;
 Deaths from CHD are strongly associated with levels of deprivation; and
 The likelihood of dying from CHD increases dramatically with age: 68%
of those dying of CHD in 2007 were aged over 75.4

3

From The Stroke Association (2006) Stroke Statistics at:
http://www.stroke.org.uk/information/our_publications/factsheets/factsheets_and.ht
m
4
Source: British Heart Foundation Statistics web site at:
http://www.heartstats.org/homepage.asp
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