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Equality Analysis 
 

Borough Wigan 

Service Name Nutrition and Dietetic Service (inclusive of paediatrics 
and adult pathways for Nutritional Support and Diabetes) 

Equality Analysis Number (provided by 
the E&D Team) 

ALW91.01.2016 

Directorate Specialist Services 

Service Lead Responsible for completion 
of Equality Analysis 

Name 
Job Title  

Tel Number 
 Email Address 

Elizabeth Piggott  
Clinical Manager 
07775 227 849 
Elizabeth.piggott@bridgewater.nhs.uk  

Review Date December 2018 

 
What is the aim of the service 
and the intended health 
improvements to patients? 
 
 
 

The dietetic service within the Wigan Borough delivers care to adults, young 
people and children across the clinical pathways of Nutritional Support and 
Long-term conditions.   

Each of the clinical pathways encompasses adult and paediatric caseloads 
and is defined within the two clinical pathways.  Each of these pathways have 
distinct care groups as follows: 

 Nutritional Support: 

o Home Enteral Feeding – the service provides support to all enteral fed 
patients with the caseload including approx. 170 adults and 75 children 
including neonatal babies.  The aim of the intervention is to provide 
appropriate nutrition and hydration through an artificial feeding route. 

o Oral Nutrition Support – the service provides assessment and treatment to 
adults and children who have had deterioration in their nutritional status i.e. 
significant weight loss, faltering growth.  This will include support to care 
settings, schools, home visits and clinic sessions.   

o Paediatric Food Allergies – the service provides assessment and guidance to 
children diagnosed with a food allergy or intolerance.  This can include those 
children with non-IgE mediated cow’s milk protein allergy with 
recommendation for appropriate formula, weaning advice at 6 months and 
reintroduction.  Education is also provided to children who have IgE 
mediated allergies who may have long-term or multiple allergies.  

 Long-term conditions: 

o Adult Diabetes – the service provides assessment, education and advice to 
adults with type 1, type 2 and gestational diabetes.  This is supported by 
individual appointments, individual education sessions and joint 
assessments with diabetes specialist nurses.  Regular and intensive support 
is provided to individuals with type 1 diabetes who are being taught the 
principles of carbohydrate counting and correction dosing including those on 
pump therapy.  Further dietary education is provided to individual with type 2 
diabetes following the DESMOND education programmes at diagnosis.  
Support within the multidisciplinary antenatal team provides ideal opportunity 
to educate and advise women with gestational diabetes.  

o Paediatric Diabetes – the service is an integrated part of the multidisciplinary 
paediatric diabetes service delivering care to approx. 140 children and young 
people.  The service provides the required dietetic elements for each child in 
the Wigan Borough to receive regular dietary education through intensive 
carbohydrate awareness, regular support for those with poor control in 
addition to all children receiving a minimum of 1 dietetic appointment per 
year.   All children would transition to the adult diabetes pathway at age 
19yrs.  

o Paediatric Cystic Fibrosis – the service provides the specialist dietetic 
support to the Spoke service from the Alder Hey Hub service for 28 children 
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with cystic fibrosis in Wigan.  This is weekly multidisciplinary clinic provides 
dietetic review of growth, nutritional development, pancreatic enzyme 
management and supplementary feeding.  All children transition to the adult 
service at Wythenshawe Hospital NHS FT. 

o Paediatric Coeliac Disease – dietetic support is provided to the approx. 70 
children and families within Wigan who are diagnosed with coeliac disease.  
These children are provided with an annual dietetic assessment and support 
at key nutritional development ages to prevent long-term complications 
developing.  All children transition to the adult service provided by WWL 
NHSFT around the age of 18yrs. 

Within both clinical pathways there is a strong focus and dedication to 
multidisciplinary working with both community and acute services.   

 

Which, if any, third sector, (charity and voluntary 
sector), groups does the service work with? 

None 

Does the service carry out any patient 
engagement or work with any patient groups? For 
example Patient Partners 

No patient groups are active within the service 

 

How do patients access the 
service? e.g. GP referral, self-
referral 

GP or health care professional referral.  At this time the service does not 
accept self-referrals  

How long do patients tend to 
stay with the service? 

The service provides support until the nutritional concern has been resolved 
or can be self-managed.  This could be a short term intervention of 6-
12months or from referral in childhood to transition into adult pathways which 
would continue with the community service for nutritional support and those 
with diabetes.  

Are patient records paper 
based or computerised, if 
computerised which system is 
used? 

Currently the only element of the service to use SystmOne EPR is Nutritional 
Support for adult patients.  The rest of the service uses paper based records 
however referral demographics and activity is recorded through SystmOne 

Which of the 9 equality strands 
does your service record?  
 

 

 Age 

 Disability 

 Gender Reassignment 

 Marriage/Civil Partnership 

 Pregnancy/Maternity 

 Race 

 Religion/Belief 

 Sex (Gender) 

 Sexual Orientation 

Yes 

 X 

 X 

 X 

 X 

 X 

 X 

 X 

 X 

 X 

No 

At what point are patients 
discharged? 

At the end of treatment or in line with the patient access policy. 

What is the discharge 
process? 

At the end of treatment the discharge summary is provided to the patient, GP 
practice and relevant health care professionals.  This report summaries the 
dietetic assessment and intervention provided through the referral period  

What is the process following 
a Did Not Attend? 

At initial DNA the patient would be discharged from the service with 
communication of this process sent to the patient, GP Practice and relevant 
health care professionals.   
 
An exception to the DNA policy would be based on clinical need and 
safeguarding.  Those individuals who require annual dietetic review would 
continue to be contacted on an annual basis to recommend a further dietetic 
assessment.  The outcome of the annual appointment, including none 
attendance or failed to opt-in is communicated to all relevant health care 
professionals.  

How does the service ensure 
a DNA was not because the 
patient had difficulties 
contacting the service or 
accessing the service 
location?  

Where possible the appointment is booked with the patient or guardian 
therefore access to the location can be discussed.  The appointment letter 
provides details of the DNA policy explaining non-attendance will result in 
discharge unless adequate notice is provided.   
 
For those patients who contact the administration staff discuss the reason 
and provide this detail to the service clinical pathway leads who review the 
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circumstances and clinical needs of the individual, and if appropriate provide 
a further appointment or home visit as required.   
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Equality Analysis 
 
 

The next section asks more specific questions based on CQC outcome alignment to the Equality Act 2010 and the Human Rights Act 1998. The questions 
asked relate to barriers potentially facing patients from the nine protected characteristic groups and also those who are carers, from lower socio economic 
communities and those with chaotic lifestyles (such as the homeless, sex workers or drug users) – all associated with health inequalities and poor health 
outcomes. The CQC identified barriers are Access, Assistance and Attitude; the questions have broken this down into access to the initial appointment, 
assistance within and following the appointment and attitude relating to staff training in the different health issues, needs and aspirations of the different 
groups within our community. 
 

Would there be any reason, other than clinical 
need, for the service to refuse to see a patient? 
 

The patient must be registered with a Wigan CCG GP Practice therefore if they were receiving care from a 
consultant with the acute service they may not be able to access the dietetic support from the team however this 
would be discussed as part of the MDT arrangements within the clinical pathways. 

Do you make patients aware of other clinic 
venues, options for home visits or 
flexible/extended appointment times? 
 

Yes – this is provided verbally when the patient opt-in to the service or in the preferred format. 

How would the service identify if a patient should 
be offered a pre-appointment familiarisation visit 
to the clinic?  
This could be important for patients with a 
learning disability or autistic spectrum disorder. 

Access to the location is discussed at the time of booking the appointment with the administration. This would 
include successful strategies to support access which may include a pre-appointment familiarisation visit. 

Is there an appointment reminder procedure 
within the service, for example text messaging? 
 

Text message reminder is sent to all patients with a pre-arranged clinic or home visit appointments.  If no mobile 
phone number is available for the patient this reminder is sent in writing to their address. 
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Does the service know if a 
patient requires assistance 
for any of the following…? 
 

At referral or at the 
appointment?  
yes/no 

Post appointment (for 
example for follow up 
information provided or 
future contacts)? 
yes/no 

Do the staff understand why 
these adjustments may be 
needed and how to ensure 
they are provided? 
yes/no 

Any comments? 

Translation or interpretation 
for other languages 

Yes Yes  Yes  

Dietetic information is provided 
verbally by the interpreter and as 
appropriate in preferred format, 
language and appropriate literacy 
level 

Communication support for 
Deaf, deafened or hard of 
hearing 

Yes Yes  Yes  

Communication support for 
blind or visual impaired 

Yes Yes  Yes  

Communication support for 
difficulties with speech 

Yes Yes  Yes  

Easy read for learning 
disabilities, lower literacy, the 
elderly 

Yes Yes  Yes  

Contrast of text on paper for 
learning difficulties 

Yes Yes  Yes  

Large print Yes Yes  Yes  

Learning Disability Health 
Passport or Care Passport 

Yes Yes  Yes  All written information provided 
would be included within the care 
passport 

Telephone contact or text 
messaging 

Yes Yes  Yes   

Religious observances Yes Yes  Yes   

Requests for same sex 
clinician 

Yes Yes  Yes  No direct contact treatment is 
provided by the service however 
where clinically possible this would 
be accommodated 

Quiet areas Yes Yes  Yes   

Longer appointment times Yes Yes  Yes   

Appointments at particular 
times, for example early or 
late when quiet 

Yes Yes  Yes   

Mental health illness Yes Yes  Yes   
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If a patient is unable to use the telephone are 
there other ways for them to contact the service? 

On all correspondence the address, telephone, fax, text phone and service email address is provided to allow for 
the patient to select the most suitable and convenient mode of communication.  These are provided to patients as 
an alternative to using the telephone.  

How does the service ensure that all patients can 
access the reception and waiting area? 

The access and location of the clinic reception is discussed with the patient at the time of booking the 
appointment with instructions provided with the appointment confirmation correspondence.  

How does the service ensure patients who may 
experience difficulties can access the treatment 
room?  

Any identified access difficulties will be highlighted to the dietitian in advance of the appointment therefore 
supporting the service to adapt to the patients’ needs i.e. requesting a room which is downstairs or closer to the 
entrance or is of adequate size for the wheelchair etc.  

Are bathroom facilities available for adult patients 
who may need help from a carer? 

The service completes an annual audit of all clinic locations to ensure that suitable facilities are available at the 
premises used. 

Has the service experienced patients missing an 
appointment following arrival at a venue, for 
example because of the patient calling system 
excluding deaf or hard of hearing? 

No 

What does the service do to ensure patients 
understand the information given to them in the 
appointment? 

The service discusses the dietetic advice verbally with the patient and utilises appropriate written communication 
to ensure this is understood.  Advice and support can be tailored to the individual dependent on their 
requirements and preferences. 

What does the service do to ensure carers 
understand the information given to them? For 
example information about pain relief or medicine 
administration. 

Carers are invited to the appointment with the consent of the patient.  All dietary intervention is agreed with the 
patient with the support required by the carers identified.  Liaison and support is then provided to the carers to 
ensure the dietetic intervention is understood. 

Does the service offer appointments to, and see 
homeless patients or those in temporary 
accommodation? 

All patients who are referred by GP or health care professionals will be provided with dietetic intervention if they 
meet the services referral criteria.  

Would one of the service’s patients transition to 
another service? 

Patients are likely to transition when they enter adult services to an external dietetic service (i.e. WWL NHSFT 
Gastro Dietitian for those children with coeliac disease or Wythenshawe CF Dietetic Team for those children with 
cystic fibrosis).   

Does information regarding necessary 
adjustments for access and care get passed to 
the relevant agency when a patient transitions 
between services? 

Discharge planning and liaison is supported across all the clinical pathways. This discharge summary includes 
assessment, dietetic intervention and delivery of care inclusive of the access and setting the service has been 
provided through (i.e. clinic or home visit)  
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Would staff in the service be interested in 
receiving training or accessing advice in the 
following areas: 

Autistic Spectrum Disorders  

Mental health awareness X 

Sensory impairments  

Learning disabilities  

Learning difficulties e.g. dyslexia, dyspraxia X 

Lesbian, gay, bisexual health  

Gender reassignment awareness  

Religious and cultural awareness X 

Asylum seeker/refugee awareness X 
 
 

 
E&D signed off: Ruth Besford Date: 03.02.2016 

 ruth.besford@bridgewater.nhs.uk   01744 457389 
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Equality Report 
 
EqA 
Completion 
Date 

Potential barriers 
identified 

Protected Characteristic Group 
Affected 

Other Groups 
Affected 

Actions Lead Due 
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03.02.2016 No issues identified              

               

               

               

 
Training 
Requested 

Autistic 
Spectrum 
Disorders 

Mental 
Health 
Awareness 

Sensory 
Impairments 

Learning 
Disabilities 

Learning 
Difficulties 
(e.g. dyslexia, 
dyspraxia) 

Lesbian, gay 
and bisexual 
health 

Gender 
reassignment 
awareness 

Religious and 
cultural 
awareness 

Asylum 
seeker/refugee 
awareness 

          

 

 
Report Sign Off Service Lead 

 
 

E&D Lead 

Name: Elizabeth Piggott Date: 27
th
 January 2016 

Name: Ruth Besford Date: 03.02.2016 

 
Action Plan Review Date n/a 

 

 
 


