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Guidance  
We have a legal duty to make sure that our policies, services and functions do what they are intended to do in a way that does not discriminate, and promotes equality and 
inclusion. The Covid-19 mass vaccination programme has been identified as having potential impacts on a range of people with protected characteristics and groups who 
experience health inequalities. 
 

Protected characteristics:  
The Equality Act 2010 defines nine protected characteristics: Age, Disability, Sex, Race, Gender Reassignment, Sexual Orientation, Religion and Belief, Pregnancy and 
Maternity, Marriage and Civil Partnership. 
 

Public Sector Equality Duty (PSED)  
Under the Equality Act 2010, the PSED requires that when exercising its functions the  public body has 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 characteristics and those who do not; 
• Foster good relations between people who share a protected characteristic and those who do not. 
 

Health Inequalities  
Public Health England defines health inequalities as unfair and avoidable differences in health between different groups in a society.  Health inequalities are caused by a 
complex mix of environmental and social factors which lead to variation in the conditions in which we are born, grow, work and live.  These conditions affect the way 
people look after their own health and use services throughout their life 
 
Completing an Equality and Health Inequalities Impact Assessment (EHIA) will assess the potential impact of a policy, practice or programme of work on groups with a 
protected characteristic or those at risk of inequalities and provide evidence of compliance with the legal duties stated above.  It will also enable mitigating actions to 
be considered and put in place. 
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Step 1: Initial Screening 
 
Brief summary of the work being undertaken 

The Covid-19 vaccine programme has been developed by NHS England with criteria for priority set by the Joint Committee on Vaccination and Immunisation: The JCVI has advised the 
prioritisation for the COVID-19 vaccination programme based on the prevention of mortality and the maintenance of health and social care systems. As the risk of mortality from COVID-
19 increases with age, prioritisation is primarily based on age:  
 

1 Residents in a care home for older adults and their carers  

2 All those 80 years of age and over 
Frontline health and social care workers  

3 All those 75 years of age and over  

4 All those 70 years of age and over  
Clinically extremely vulnerable individuals. This advice on vaccination does not include pregnant women and those under the age of 16 years.  

5 All those 65 years of age and over  

6 All individuals aged 16 years to 64 years with underlying health conditions which put them at higher risk of disease and mortality  

7 All those 60 years of age and over  

8 All those 55 years of age and over  

9 All those 50 years of age and over  

10 All those aged 40 to 49 years 

11 All those aged 30 to 39 years 

12 All those aged 18 to 29 years 

13 All those aged 16 to 18 years 

14 CEV aged 12 to 15 years 

  
And then on to Phase 3 and beyond.  
 
Based on available data, the numbers of residents of the four council areas within the scope of the vaccine programme are estimated in the table below:  
  

North East Essex Suffolk 

Estimated number with long term health conditions 65,743 130,853 

Aged 65 and over 80,142 152,217 

Aged 50 and over 150,364 293,396 

Aged 50 and over plus those aged 18 and over with long term health conditions 216,107 423,979 

  
 
 
 



 3 

JCVI advises that implementation of the COVID-19 vaccine programme should aim to achieve high vaccine uptake. An age-based programme will likely result in faster delivery and better 
uptake in those at the highest risk. Implementation should also involve flexibility in vaccine deployment at a local level with due attention to mitigating health inequalities, such as might 
occur in relation to access to healthcare and ethnicity. This guidance informs mitigations throughout this impact assessment. 
 
Vaccines will be delivered to priority groups through a range of methods. People who are able to leave their homes safely will receive their vaccine at a hospital, GP practice or pharmacy, 
dedicated vaccination centre or other vaccination site. Care home residents and people who are housebound will receive the vaccine in the place where they reside. It will be crucial for 
people to understand what the vaccine does and does not do, so that they can make an informed choice about whether to have it, and for different people and communities the 
information that is important to them may vary. People also need to know their eligibility and arrangements for the vaccine, and what to expect, and people with additional needs for 
care and support will need reassurance on this aspect of the process. Different communities or people with lived experiences will likely encounter different motivations and underlying 
reasons for potential hesitancy in getting the vaccine, by working with these individuals and understanding their perspective we will be better placed to understand how best to support 
them in getting a vaccine. Vaccine experience and improving the quality of experience will be crucial in maintaining participation in the vaccine programme, increase likelihood of people 
returning for the second vaccination and maintain confidence in our approach. Coproduction with communities, listening to feedback on experience and learning from insight will 
contribute to the continued improvement and maintenance of a good quality experience for everyone. As the programme progresses, we are committing to working with our 
communities to anticipate need, manage expectation and coproduce a delivery plan with them to reflect the differing needs and nuances of the different cohorts being vaccinated.  
 
We have carried out this impact assessment within the context of the learning from the Suffolk and North East Essex ICS’s System Learning Review March-September 2020 which 
reflected on the impact on inequalities during the earlier stages of the Covid-19 pandemic. Key findings included: 
• Some groups of people, including men, older people, those from BAME backgrounds and people with obesity, have higher risks of serious illness and death from Covid-19. 
• Food poverty compromised people’s ability to keep well and fight infection.  
• The most marginalised in society, including asylum seekers, homeless people and sex workers, found it harder to access services, information and support. 
• Many people worry about going to healthcare settings for fear of infection, and bringing infection into their homes.  
• People have experienced more isolation and anxiety, and less access to their networks of wellbeing support. 
The review highlighted that as we build back, we need to: 
• Plan for the few, not just the many. 
• Listen to groups and communities to understand their needs and make sure we achieve better services than before.  
• Co-produce services that meet people’s needs in design, delivery and monitoring of services. We must value their input, and show how they have made a difference.  
The full System Learning Review report and Executive Summary report can be found here. 

 
Is there potential for this work to have an effect or impact on patients, staff 
and/or members of the public? 

Yes. People living with long term conditions, people from BAME backgrounds and marginalised groups and 
communities are disproportionately vulnerable to serious illness and mortality. Therefore, reliable 
information on the vaccine’s risks and benefits is vital to making an informed decision, and there must be 
equality of access to the vaccine. For staff in health and care, the Covid-19 pandemic has impacted their 
health and wellbeing significantly, and whilst there are obvious benefits to being vaccinated, there may be 
concerns about the timing of vaccines and the impact on team resources if colleagues suffer side effects. 
This is further compounded by the ruling that all staff must be vaccinated by the end of October and how 
this will impact on the workforce, and if this is disproportionately felt within some communities.  
Younger people (under 30) are disproportionately hesitant or resistant to getting vaccinated, putting 
themselves at risk of contracting the virus.  
Pregnant women or those planning to get pregnant have been disproportionately hesitant or resistant to 
getting vaccinated.  

https://www.sneeics.org.uk/thinking-differently/system-learning-from-covid19/
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What are the key outcomes/benefits from the implementation of this 
work? 

Staff and the public should be encouraged to have the vaccine to reduce their risk of becoming infected, 
the risk of infecting others, reducing the impact of the disease, and reducing the risk of hospitalisation 
should they become infected. This will help enable life to return to closer to normal for individuals and the 
population as a whole, and will help create the conditions to rebuild society and the economy. 

If you have identified any negative impacts, are there reasons why these 
are valid, legal and/or justifiable? 

People must have the basic right to make an informed decision on whether or not to have the vaccine; 
some will decide not to receive the vaccine on the basis of fear, due to valid concerns about their own 
health, or for religious or cultural reasons. If a large number of the population decides not to have the 
vaccine it may compromise the intended benefits. Therefore, the right information and support is 
essential to enable people to make an informed decision. 

If you have identified no negative impacts, then please explain how you 
reached that decision (please provide reference to evidence) 

NA 

Does the work contribute to the NHS Equality Delivery System (EDS2) 
Goals: 
• Goal 1 – Better health outcomes 
• Goal 2 – Improved patient access and experience 
• Goal 3 – Representative and supported workforce 
• Goal 4 – Inclusive leadership 

Yes to all four Goals. 

Is there a need for additional consultation? 
(e.g. external organisations, service users, voluntary sector groups or 
carers) 

This assessment is being co-produced with statutory and voluntary sector groups who represent people 
with protected characteristics and those in deprived and marginalised communities. It is a continuing 
process and therefore this document will be reviewed regularly and as new issues emerge during the 
vaccine programme.  

Is there any way any positive impacts could be built upon or improved to 
benefit all groups? 

Encouraging as many people as possible to receive the vaccine (provided this is safe for them) will reduce 
the impact of Covid-19 for the whole population.  
We anticipate that many of the mitigations identified for one group or community may well also benefits 
other groups and communities, and we will continue to identify where we can extend best practice to 
support all our vulnerable people.  
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Step 2: Full Equality and Health Inequalities Impact Assessment 
 

Groups/issues to 
consider  

What is the potential positive or adverse 
impact on inequalities? 

Recommendations/actions to mitigate or enhance impacts 

Race, Ethnic Origins, 
Nationality 
Consider and detail 
impact and evidence 
on all ethnic groups 
including travelling 
communities. 

Positive: BAME communities are 
disproportionately likely to experience serious 
illness or mortality. The reasons are complex 
and still not fully understood, but relate to 
complex factors including structural racism, 
prevalence of long term conditions, 
deprivation, occupations where risk of infection 
is increased, and living in multi-generational 
households. Vaccination will help reduce these 
risks to BAME households.  
Negative: BAME people may decide not to 
receive the vaccine based on misinformation. 
They may not have the right information in 
their own languages on accessing the vaccine, 
or have the right adjustments in place to 
ensure that the vaccine is accessible.  

• Information available in leaflets and online in at least 10 different languages – local public health will 
be able to advise on any other relevant communities. If information is not available in the person’s 
primary language. Alternatives should be offered as some people may be able to read a second 
language. 

• Targeted communications that specifically address the issue of mistrust of national messaging, 
including films created by clinicians who also represent BAME communities. 

• Social media campaign to promote images of BAME people having the vaccine, together with their 
motivations, to demonstrate some of the positive benefits. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provide sufficient areas for privacy and dignity, chaperone and choice of gender for who administers 
the vaccine, for people who request it. 

• Collect data to monitor uptake by different communities. Staff, patients and the public should also be 
encouraged to share anecdotal feedback with managers for escalation to enable review of strategies. 

• Have staff and volunteers on hand who can answer any questions about the vaccine including 
information on ingredients. Provide suitable privacy for staff to explain and give information to a 
patient who has difficulty communicating.  

• Provide patient flow signage on site to ensure access and understanding of vaccination process. 

• Encourage identification and recruitment of staff and volunteers to vaccine centres who can speak 
other languages, particularly for coproduced clinics. 

• When arranging appointments or giving the vaccine, staff and volunteers should not use a patient’s 
child as a translator. Children should not be asked to be involved in adult issues, and may not translate 
accurately if they do not understand the conversation. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Use outreach and other resources to deliver clinics to communities where uptake is very low and 
where the existing vaccine services do not meet their specific needs. This includes using bilingual staff 
and volunteers, translated forms and information materials, in venues that are closer to the 
communities. The design of the clinics should be led by those communities to ensure maximum 
uptake and benefit to these communities.  Clinics may be in primary care, community sites, outreach 
of mobile provision. Consider combining these clinics to offer other health check services and health 
prevention information to clinic provision. 
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Sex 
Consider and detail 
impact and evidence 
on males, females and 
other gender 
identities. 

Positive: Men have been more susceptible to 
serious illness and mortality from Covid-19, and 
the vaccine will enable them to remain free of 
infection.  
Negative: Men may not realise their increased 
risks and so not make an informed decision on 
being vaccinated.  
Data shows that men are far less likely to be 
vaccinated (any vaccine) and therefore their 
take up is likely to be lower than women based 
on previous vaccination programmes.  
Women of child bearing age have increased 
concerns over the impact of the vaccine on 
fertility, unborn babies and breastfeeding.  
Some women will find disrobing in front of men 
culturally insensitive and may put them off 
becoming vaccinated.  

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Provide information and support from clinical consultant specialists in response to concerns about the 
impact of the vaccine on women’s health.  

• Provide screens or private spaces for people to disrobe in private and with dignity where possible.  

Age  
Consider and detail 
impact and evidence 
across all age groups. 

Positive: The JCVI has prioritised people by age, 
with older people being vaccinated first. This 
will help prevent frail older people experiencing 
serious illness and mortality.  
Negative: Older people may be concerned that 
the vaccine’s side effects will make them 
unwell and be reluctant to take up the offer. 
Those with Power of Attorney for older people 
may decide they should not receive the vaccine 
due to misinformation. Older people may 
experience barriers with booking and attending 
an appointment due to digital exclusion. 
Younger people may see themselves as being 
less important to receive the vaccine, and may 
not take up the offer, leading to continuing 
risks that they may become infected or infect 
others. 
Young people may need longer to process the 
information before giving consent. 
Changes to the JCVI guidance in which those 
aged under 40 cannot be given the Oxford-
AstraZeneca may give rise to worries about 
safety of the vaccine for those over 40 

• Fact sheets/leaflets, and available on site, to ensure informed consent. These should explain the 
purpose of the vaccine, importance of having it, continuing need to stay safe and avoid infecting 
others afterwards. Jargon should be avoided.  

• Provide multiple routes to book immunisation appointment to remove barriers such as IT access.   

• Provide information of community transport schemes for vaccine attendance. 

• Provide for people’s additional needs including using texts which people can enlarge on their phones 
or listen to, be mindful that screen readers cannot read tables easily. Use radio for comms for people 
with visual impairment. 

• Information shared should explain the theory/rationale for the information, decision or action so that 
people can make an informed choice. 

• Information on sources of information for queries eg helpline - NB (1) many older and disabled people 
will rely on the advice of their family and friends, so comms need to target them as well (2) people 
should be encouraged not to overload GP or NHS111 with queries. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• A route for reliable and updated FAQs produced by lead providers to be shared through social media, 
press, local groups and the trusted communicator network. 

• Provide patient flow signage on site to ensure access and understanding of vaccination process. 

• A need for Comms in media formats that young people will access that may not be the traditional 
routes (social media, short videos such as on TikTok, Instagram) use other young people for peer-
to-peer messaging  

• Reiterate reasons for why young people should have the vaccine and need to stay safe 

• Provide in easy access settings, walk-ins as well as appointments 
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Although parental consent is not required for 
16-17 yr olds, some parents may be against the 
idea of their child having the vaccine 

• Ensure sites have the necessary vaccine and protocols in place to be able to vaccinate those both 
under 40 and over 40 in accordance with JCVI guidelines 

• Delivered Comms to young people and their parents to ensure transparency and help allay 
parental fears 

• Ensure privacy for 16-17 

• Work with trusted settings such as schools & colleges for teenage cohort (16-19) 

• Child safeguarding policies and arrangements are in place. 

• Work with partners in the Voluntary and community sector to identify young volunteers and have 
them act as ambassadors for the vaccine.  

• Work with young people to coproduce messages and communication strategies.  

• Consider Phase 3 and potential co-administration of flu jab? 
*See disabilities section for further mitigations  

Sexual Orientation 
Consider and detail 
impact and evidence 
on people of different 
sexual orientations. 

Positive: People of all sexual orientations can 
benefit from the vaccine programme, keeping 
them free of infection and of infecting others.  
Negative: Those LGBTQI+ people who have had 
negative experiences of health and care 
services due to discrimination may be reluctant 
to engage with this health service.  

• Provide sufficient areas for privacy and dignity. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.  

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Work with LBGTQI+ community groups, organisations and Pride events to promote the vaccine.  

People who are 
Married/Civil 
Partnership 
Consider and detail 
impact and evidence 
on patients/employees 
who are married or in 
a civil partnership. 

Positive: People of all marital/partnership 
statuses can benefit from the vaccine 
programme, keeping them free of infection and 
of infecting others.  
Negative: It is not anticipated that marital 
status will impact significantly on the vaccine 
programme. For some communities the 
agreement of a spouse is an important part of 
for their decision-making process and it is 
therefore important that both spouses have full 
information about the vaccine and 
arrangements for privacy and dignity.  

• Provide sufficient areas for privacy and dignity. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 
 
 

 

People who are 
pregnant, or are 
planning pregnancy 

Positive: Parents can benefit from the vaccine 
programme, keeping them free of infection and 
of infecting others. Pregnant women may 
receive the vaccine, with decisions made on an 
individual basis. 
Negative: Parents, pregnant women or those 
planning families may be concerned whether 
the vaccine impacts on fertility. There may be a 

RCOG statements (www.rcog.org.uk):  
“The benefits and risks of COVID-19 vaccination in pregnancy should be discussed on an individualised 
basis. This should include a discussion around the lack of safety data for these specific vaccinations for 
pregnant or breastfeeding women, and an acknowledgement that there is no known risk associated with 
giving other non-live vaccines to pregnant women.”  
“There is no biologically plausible mechanism by which current vaccines would cause any impact on 
women's fertility.  Evidence has not been presented that women who have been vaccinated have gone on 
to have fertility problems.” 
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need for additional childcare arrangements 
during the vaccination 
 (see also Gender) 

“Vaccination should be offered to pregnant women at the same time as the rest of the population, based 
on age and clinical risk. Pregnant women should be offered the Pfizer-BioNTech or Moderna vaccines 
unless they have already had one dose of the Oxford-AstraZeneca vaccine, in which case they should 
complete the course with Oxford-AstraZeneca.” 
 
• Provide information on the vaccine safety and any potential risks, specifically for them and their unborn.  
• NHS guidance regarding the safety of the vaccine should be shared through maternity networks to 
ensure those planning pregnancy are aware of the risks. 
• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and ICS 
websites, and the trusted communicator network. 
• Ongoing PHE Covid-19 safety communications to raise awareness of public health messages. 

• Work is underway with both Trusts to identify and vaccinate pregnant people as they are attending 

appointments.  

• Hold clinical lead webinar for people who are pregnant responding to concerns and providing more 

information and facts.  

People who are 
Transgender/who 
have had gender 
reassignment 
treatments 
Consider and detail 
impact and evidence 
on transgender people. 

Positive: People who are transgender can 
benefit from the vaccine programme, keeping 
them free of infection and of infecting others.  
Negative: Those transgender people who have 
had negative experiences of health and care 
services due to discrimination may be reluctant 
to engage with this health service. 

• Provide sufficient areas for privacy and dignity. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS web sites, and the trusted communicator network. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

Religion, Belief or 
Culture 
Consider and detail 
impact and evidence 
on people of different 
religions, beliefs and 
on people of no 
religion. 

Positive: People of all religions and beliefs, and 
none can benefit from the vaccine programme, 
keeping them free of infection and of infecting 
others. 
Negative: People may have information&/or 
mis-information on the ingredients or the 
process for creating the vaccine which may be 
at odds with their religious or cultural beliefs, 
so it will be vital to ensure they have accurate 
information on which to base their informed 
decisions for themselves and their families. 
Religious leaders and volunteers providing 
pastoral support in their place of worship and 
within the community, may be at greater risk of 
contracting Covid-19 due to increased contact 
with people. 

• Information available in at least the 10 different languages – local public health will be able to advise 
on any other relevant communities.  

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provide patient flow signage on site to ensure access and understanding of vaccination process.  

• Provide sufficient areas for privacy and dignity where possible, dignity, chaperone and choice of 
gender for who administers the vaccine, for people who request it and associated comms to inform 
people of what to expect/how to prepare for their vaccination appointment. 

• Have staff and volunteers on hand who can answer any questions about the vaccine including 
information on ingredients. Provide suitable privacy for staff to explain and give information to a 
patient who has difficulty communicating.  

• Encourage identification and recruitment of staff and volunteers to vaccine centres who can speak 
other languages. 
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Religious leaders may not wish to be seen as 
ambassadors to be promoting vaccination 
which could in turn discourage uptake 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Offer flexibility in provision of appointments during periods of religious observance e.g. Ramadan, 
Passover. 

• Work with community leaders to develop coproduced clinics to better meet the needs for people from 
particular cultures and religious communities.  

*See also section above on race, ethnic origins and nationality. 

Disability - Mental, 
Neurological or 
Physical health 
conditions 
Consider and detail 
impact and evidence 
on disability (this 
includes physical, 
sensory, learning, long-
term conditions and 
mental health). 

Positive: People with disabilities or long term 
health conditions can benefit from the vaccine 
programme, keeping them free of infection and 
of infecting others. 
Negative: People with disabilities need the right 
information to make an informed decision, 
accessible in the right format including audio or 
video for those unable to read, easy read, 
translations into other languages including BSL, 
and large print. For those with limited 
communication or understanding. Personal 
support may be needed for people with 
learning disabilities to practice the process to 
ensure they understand what to expect and 
agree to it. People may be worried about 
interactions with their medication or side 
effects or allergic reactions, so accurate 
information is needed so people or their 
representatives can make informed decisions. 
For those lacking mental capacity, best 
interests decisions are needed. Vaccine sites 
must be accessible for those with limited 
mobility, both for those who are wheelchair 
reliant and people who cannot stand for long 
periods; and for people with sensory 
impairments. Facilities should be available for 
refreshments and accessible toilets, both for 
people with disabilities and their carers.  

• Engage with Essex & Suffolk Learning Disability Partnerships to support GP surgeries in reaching those 
who do not respond to vaccine invitations to provide tailored solutions 

• Fact sheets/leaflets sent, and available on site, to ensure informed consent. These should explain the 
purpose of the vaccine, importance of having it, continuing need to stay safe and avoid infecting 
others afterwards. Jargon should be avoided.  

• Provide for people’s additional needs including using texts which people can enlarge on their phones 
or listen to, be mindful that screen readers cannot read tables easily, Use radio for comms for people 
with visual impairment. 

• Develop and disseminate ‘reasonable adjustments’ toolkit for use with people with learning 
disabilities, autism, dementia and other impaired communication or understanding. 

• Where possible offer end of day appointments for people who would benefit from fewer people being 
present at the vaccination site.  

• Information shared should explain the theory/rationale for the information, decision or action so that 
people can make an informed choice. 

• Information on sources of information for queries eg helpline – NB (1) many older and disabled people 
will rely on the advice of their family and friends, so comms need to target them too (2) people should 
be encouraged not to overload GP or NHS111 with queries. 

• Make information available in easy read, large print, at least the 10 different languages – local public 
health can advise on relevant communities.  

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network.  

• Monitor uptake by different communities – if this is not able to be recorded on the database or 
retrieved from GP records, staff should share anecdotal feedback with managers for escalation and 
review of comms. 

• Ensure all involved professionals have comms and forms to complete Mental Capacity Act 
assessments. Make every effort to obtain consent, consult person with Power of Attorney for health 
and welfare. Have process in place where a relative/attorney refuses the vaccine but it is considered in 
the person’s best interests to have the vaccine.  

• Make and record Best Interests decision. Record if a person resists or appears to be having a 
vaccination against their wishes, and the reasons for continuing in giving the vaccine. 
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• Provide a description of the vaccine process for people with learning disabilities or autism so they can 
practice beforehand, increasing their confidence, reducing anxiety and supporting their informed 
consent. 

• Ensure that individuals have multiple routes to be contacted and/or book an appointment, and that 
carers can be contacted if the person does not understand or hear what is being asked when booking. 

• Encourage vaccination site staff and volunteers to utilise free sensory awareness training.  

• Support those with hearing impairments by utilising the Live Transcribe app and have a member of 
staff/volunteer available with a face visor to support lipreading. 

• On arrival people who are confused, have dementia or are sensory impaired are given time to adjust 
and offered support. 

• Provide patient flow signage on site to ensure access and understanding of vaccination process. 

• Ensure people with guide dogs are supported so people know not to approach the dog while working. 

• Give people clear information on where the venue is, how to travel there and parking, what happens, 
how long they will be there, how many other people will be on site and whether they will need to 
queue, care support available eg someone to help them to the toilet, welcoming guide dogs. 

• Provide advice at booking on available community transport or other sources of help to access the 
venue. 

• Reassure that a carer can accompany the person if needed. 

• Advance information needs to be available in a range of formats and languages. 

• Have funding systems agreed for those people who need a carer or supporter provided specifically for 
the vaccination visit. 

• Provide sufficient areas for privacy and dignity. 

• Provide sufficient seating throughout the centre for people with limited stamina and their carers, in 
particular if queues form.  

• Be alert to people using wheelchairs or walking aids to ensure they have enough space to manoeuvre. 

• Be alert that people with visual impairment need support to socially distance and sufficient space to 
use canes or support guide dogs. Consider fast tracking this group.  

• Provide disabled toilet facilities with room for a carer.  

• Provide drinks for people who need them, as well as for guide dogs.  

• Provide additional support via volunteers or staff to help people with limited understanding of what is 
happening, and their carers, to inform and reassure. Space may also be needed for those experiencing 
anxiety or needle phobia. Ideally fast track this group. 

• Have staff and volunteers on hand who can answer any questions about the vaccine. Provide suitable 
privacy for staff to explain and give information to a patient who is hard of hearing, or has difficulty 
communicating or understanding. Ideally have volunteer or staff who can speak range of languages or 
BSL. Enable people to text or write questions if they are hearing impaired. If possible, provide staff and 
volunteers with access to clear face masks. 

• Provide clear and reliable information on side effects to take home.  
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• Provide clear information on who to contact for mild or severe side effects, and urgency.  

• Provide details of helplines and websites. 

• Continually update on side effects as we learn more. 

• For people having the vaccine at home, ensure safety and security is in place so that they know who is 
attending, their ID is shown, they can enter using keysafe etc. 

• Use Sunflower lanyards to identify people with hidden disabilities and offer support.  

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Ensure people who cannot wear face coverings for health reasons are still able to receive the vaccine. 

• Arrange clinics for people with learning disabilities and/or autism and their carers where uptake is low 
and where the existing vaccine services do not meet their specific needs, with appropriate time and 
space for the cared-for person’s needs. The design of the clinics should be led by people with learning 
disabilities and/or autism and their carers to ensure maximum uptake and benefit to them. Clinics may 
be in primary care, community sites, outreach of mobile provision. Consider combining these clinics to 
offer other health check services and health prevention information to clinic provision. 

• Include adjustments to meet the needs of disabled patients and carers in vaccine site assurance 
audits. 

• Ensure support is available from statutory and/or VCSE organisations to encourage and support 
uptake of the vaccine by people with Severe Mental Illness. 

• Work in partnership with long term condition services and support organisations.  

Deprived communities, 
welfare benefits, 
unemployed/low-
income, fuel poverty 

Positive: People who are in deprived 
communities and marginalised groups are more 
susceptible to infection, serious illness and 
mortality, so the vaccine will help to keep them 
safer and well.  
Negative: people with limited income may be 
unable to afford the cost of travel to 
vaccination sites, or be reluctant to seek 
healthcare in the event of serious side effects 
due to cost and limitations in accessibility of 
health services. People may not be able to 
afford time off work should they experience 
side effects from the vaccine.  
People may work unsociable hours or in a role 
which means they can not attend a vaccination 
clinic.  

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

• Information should be available free, via freephone numbers wherever possible. 

• Advice on sources of free or low cost community transport locally, and links to volunteer networks, 
made available to people at time of booking the appointment.  

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Work with employers on how best to support their employees to become vaccinated.  

• Provide walkin clinics at a range of venues and times.  

• Work with employers to vaccinate their workforce in situ.  

• Use data to pin point communities with high deprivation and low up take to provide additional 
communication and information to encourage vaccine uptake.  

• Provide clinics at weekends and in the evenings 

• Held events aligned to reducing holiday hunger.  
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• Work in collaboration with social prescribing services.  

Carers, including 
unpaid carers and paid 
carers 

Positive: The vaccine will enable people who 
are carers to continue in their role, preventing 
them from acquiring Covid-19 or transmitting it 
to the person they care for.  
Negative: Family carers may be reluctant or 
unable in practice to leave the person they care 
for to attend a vaccination site. Paid carers may 
find it difficult to leave their work to attend a 
vaccination site due to their work patterns. 

• A network of ‘Trusted Communicators’ within communities including carers VCSE groups to ensure 
that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

• Within people’s own homes, provision of vaccine if permissible to the primary carer at the same time 
as the person being vaccinated. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Flexibility in appointments and how vaccine is given (eg in the car) for parents of children with 
disabilities. 

• Enable provision of vaccination for whole families of people or children with disabilities where there 
are several main family carers responsible for the cared-for person. This includes carers of those living 
in supported accommodation.  

*See also above sections on disability and older people. 

Households who are 
self-isolating 
 

  NB Current guidance states that people who are self-isolating should not receive the vaccine. If they 
already have a planned vaccination appointment they should have a Covid test and rebook their 
appointment as soon as possible.  

People living in 
overcrowded 
conditions 

Positive: The vaccine will enable people who 
are in households with very frail or vulnerable 
members to live in their homes more safely, 
preventing them from acquiring Covid-19 or 
transmitting it to the person they care for.  
Negative: Whilst the frail or vulnerable 
household member may be eligible for a 
vaccine at an early stage, the other members 
may have to wait until they are eligible. 
Guidance has been updated so anyone over 16 
living in the same household as someone who 
is CEV can have the vaccination, which should 
help to relieve accompanying stresses 
 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

• Ongoing PHE Covid-19 safety communications to raise awareness of public health messages. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 
 

Social isolation Positive: The vaccine should help give socially 
isolated people greater confidence to socialise 
and connect with others outside their homes 
and reduce their feelings of isolation.  
Negative: Fears about infection may remain 
until the programme is complete, so people 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 
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who are socially isolated need to have ways to 
continue to connect with others, and to 
evaluate their own risks.  

• Comms and information about how to contact social prescribers at any time, outside of the vaccine 
centre setting, and about any local support or befriending offers available. Using the COMF money to 
fund community and voluntary sector organisations to reduce social isolation aimed at increased 
vaccine take up. Paticu;ar emphasis on CEV people to help them reintegrate into communities.  

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

People experiencing 
domestic violence and 
abuse 

Positive: As with the wider population, the 
vaccine will support everyone to keep safe and 
free from infection. 
Negative: Victims of abuse may be unable to 
leave their home to attend a vaccine centre, so 
safe ways to access and receive the vaccine 
must be found.  

• A network of ‘Trusted Communicators’ within communities including domestic abuse organisations to 
ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

• Provide sufficient areas for privacy and dignity, supporting the patient to remain on site if they are 
injured or unwell, and call 999 if necessary. 

• Safeguarding process in place if domestic abuse is disclosed. 

• Provide simple briefing to vaccine site team managers on equality issues, actions to be taken and 
potential sources of support. 

• Consideration given to gender of the person doing the screening and administering the vaccine 

• Work with VSCE partners to deliver private clinic for people experiencing domestic violence and abuse 

Vulnerable migrants 
including, asylum 
seekers, refugees and 
undocumented 
migrants 

Positive: People who are vulnerable and in 
marginalised groups are more susceptible to 
infection, serious illness and mortality, so the 
vaccine will help to keep them safer and well. 
The vaccine is easier to book if a person has an 
NHS number which is obtained via registration 
with a GP, so encouraging people to register 
enables them to access other health support. 
Negative: People in these groups may not 
understand that they are eligible to receive the 
vaccine, they may not have access to the right 
information to make an informed decision, and 
they may not have the right documentation or 
a GP so they can make an appointment to 
receive the vaccine. They may also not know 
how to seek help with any serious side effects 
following the vaccination.   

• Utilising existing trusted relationships with VCSE organisations, and wider settings such as schools and 
places of worship to share accurate information about the vaccine. 

• Arrange clinics and/or outreach provision for marginalised and vulnerable groups where the existing 
vaccine services do not meet their specific needs. The design of the clinics/outreach service should be 
co-produced with marginalised and vulnerable groups to ensure maximum uptake and benefit to 
them. Clinics may be in primary care, community sites, outreach of mobile provision. Consider 
combining these clinics to offer other health check services and health prevention information to clinic 
provision. 

• Targeted communications that specifically address the issue of mistrust of national messaging. 

• A network of ‘Trusted Communicators’ within communities including VCSE groups supporting 
migrant/refugees to ensure that national guidance is being shared.   

• Provide clear communications and FAQs to address concerns/resistance in obtaining an NHS number 
or no recourse to public funds (NRPF). 

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Make information available in easy read, large print, at least the 10 different languages – local public 
health can advise on relevant communities.  

• Outreach provision of vaccine using the same model as for flu vaccines. 

• Held specific webinars and online information sessions aim specifically at migrants and refugees.  



 14 

Vulnerable women 

facing exploitation 

(street prostitution) 

Positive: People who are vulnerable and in 
marginalised groups are more susceptible to 
infection, serious illness and mortality, so the 
vaccine will help to keep them safer and well.  
Negative: People in these groups may have a 
reluctance to engaging with health care 
services. They face additional challenges to 
adhering to social distancing and Covid safety 
measures.  People in these groups may not 
understand that they are eligible to receive the 
vaccine, they may not have access to the right 
information to make an informed decision, and 
they may not have the right documentation or 
a GP so they can make an appointment to 
receive the vaccine. They may also not know 
how to seek help with any serious side effects 
following the vaccination.   

• Recognise that a different approach to engagement is required utilising existing trusted relationships 
through the outreach teams and VCSE groups to ensure that national guidance is being shared and 
misinformation is tackled.   

• Comms materials that support frontline staff engaging women to provide accurate information to 
promote the vaccine and address concerns raised. 

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Arrange clinics and/or outreach provision for marginalised and vulnerable groups where the existing 
vaccine services do not meet their specific needs. The design of the clinics/outreach service should be 
co-produced with marginalised and vulnerable groups to ensure maximum uptake and benefit to 
them. Clinics may be in primary care, community sites, outreach of mobile provision. Consider 
combining these clinics to offer other health check services and health prevention information to clinic 
provision. 

 
 

Modern slavery victims Positive: People who are vulnerable and in 
marginalised groups are more susceptible to 
infection, serious illness and mortality, so the 
vaccine will help to keep them safer and well.  
Negative: People in these groups may not 
understand that they are eligible to receive the 
vaccine, they may not have access to the right 
information to make an informed decision, and 
they may not have the right documentation or 
a GP so they can make an appointment to 
receive the vaccine. They may also not know 
how to seek help with any serious side effects 
following the vaccination.   

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Make information available in easy read, large print, at least the 10 different languages – local public 
health can advise on relevant communities.  

 

Homelessness  Positive: People who are vulnerable and in 
marginalised groups are more susceptible to 
infection, serious illness and mortality, so the 
vaccine will help to keep them safer and well.  
The vaccine is easier to book if a person has an 
NHS number which is obtained via registration 
with a GP, so encouraging people to register 
enables them to access other health support. 
Negative: People in these groups will 
experience additional challenges to adhere to 
social distancing and Covid safety measures.  

• Arrange clinics and/or outreach provision for marginalised and vulnerable groups where the existing 
vaccine services do not meet their specific needs. The design of the clinics/outreach service should be 
co-produced with marginalised and vulnerable groups to ensure maximum uptake and benefit to 
them. Clinics may be in primary care, community sites, outreach of mobile provision. Consider 
combining these clinics to offer other health check services and health prevention information to clinic 
provision. 

• Recognise that a different approach to engagement is required utilising existing trusted relationships 
through health outreach services and VCSE groups to ensure that national guidance is being shared 
and misinformation is tackled.   

• Comms materials that support frontline staff engaging people to provide accurate information to 
promote the vaccine and address concerns raised. 
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They may not understand that they are eligible 
to receive the vaccine, they may not have 
access to the right information to make an 
informed decision, and they may not have the 
right documentation or a GP so they can make 
an appointment to receive the vaccine. They 
may also not know how to seek help with any 
serious side effects following the vaccination.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Revisiting previous access point and support agencies to ensure newly homeless people are offered a 
vaccination.  

• Work in collaboration with local government and other partners to develop and accurate 
understanding of the number people in SNEE who are homeless 

Substance/Alcohol 
misuse  

Positive: People who are vulnerable and in 
marginalised groups are more susceptible to 
infection, serious illness and mortality, so the 
vaccine will help to keep them safer and well.  
Negative: People in these groups may not 
understand that they are eligible to receive the 
vaccine, they may not have access to the right 
information to make an informed decision, and 
they may not have the right documentation or 
a GP so they can make an appointment to 
receive the vaccine. They may also not know 
how to seek help with any serious side effects 
following the vaccination.   

• Recognise that a different approach to engagement is required utilising existing trusted relationships 
through the Health Outreach Service and other VCSE groups to ensure that national guidance is being 
shared and misinformation is tackled.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

• Arrange clinics and/or outreach provision for marginalised and vulnerable groups where the existing 
vaccine services do not meet their specific needs. The design of the clinics/outreach service should be 
co-produced with marginalised and vulnerable groups to ensure maximum uptake and benefit to 
them. Clinics may be in primary care, community sites, outreach of mobile provision. Consider 
combining these clinics to offer other health check services and health prevention information to clinic 
provision. 

People in prison, 
people being released 
from prison and 
families 

Positive: People in prison or being released 
who have health problems may be more 
susceptible to infection, serious illness and 
mortality, so the vaccine will help to keep them 
safer and well.  The vaccine is easier to book if 
a person has an NHS number which is obtained 
via registration with a GP, so encouraging 
people to register enables them to access other 
health support. 
Negative: Many ex-offenders will face other 
barriers such as insecure housing; sofa surfing 
and NFA (no fixed abode), alongside health 
conditions and learning disabilities.  People in 
these groups may not understand that they are 
eligible to receive the vaccine or have access to 
the right information to make an informed 
decision. Those recently released may not have 
the right documentation or a GP so they can 
make an appointment to receive the vaccine. 
They may also not know how to seek help with 

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Provision of postcard for everyone who has a vaccine, to include contact details for local and national 
sources of support. 

*see also relevant sections above on long term health conditions, homelessness, sex workers, people who 
misuse drug and alcohol, and social isolation for those with complex needs.  
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any serious side effects following the 
vaccination.   

Rurality 
 

Positive: People living in rural areas can benefit 
from the vaccine programme, keeping them 
free of infection and of infecting others. 
Negative: People in rural areas experience 
barriers to accessing services largely due to 
transport issues either limiting when how they 
reach locations if they are reliant on public 
transport. People in rural areas may not have 
access to the publicity/advertising information 
often available in more urban areas. 

• A network of ‘Trusted Communicators’ within communities e.g. faith groups, VCSE groups, 
Healthwatch to ensure that national guidance is being shared.   

• Reliable and updated FAQs to be shared through social media, press, local groups, lead provider and 
ICS websites, and the trusted communicator network. 

• Advice on sources of free or low cost community transport locally, and links to volunteer networks, 
made available to people at time of booking the appointment.  

• Ensure that everyone has access to a vaccine centre within reasonable travelling distance. 

• Vaccination bus model enables clinics to be held in rural and hard to reach locations.  

Digital exclusion Positive: People who are digitally excluded 
often face other barriers in staying well due to 
poverty, and difficulties in communication or 
understanding. Having the Covid vaccine will 
help to keep these people and families well. 
Negative: Digital exclusion limits people’s 
access to information on the vaccine so that 
they can make an informed decision, and 
narrows their options for booking 
appointments to receive the vaccine.  

• Provide information on the vaccine in a range of formats for those without access (or reliable access) 
to the internet. This may include posting leaflets to targeted groups.  

• Provide multiple routes to book immunisation appointment to remove digital barriers. Telephone 
booking should be freephone wherever possible. 

•  

Occupations in health 
and care, VCSE and 
private sector 

Positive: Frontline staff in health and care have 
been prioritised within the vaccine programme. 
Negative: Health and care workers without an 
NHS number may not be able to access booking 
systems to arrange a vaccination. Those in 
other critical areas such as public transport, 
food security, police and fire services etc. may 
not receive the vaccine for some time 
dependent on their age priority and must be 
aware of the need to continue infection control 
measures. It may be necessary to review local 
priorities for eligibility to receive the vaccine. In 
some manufacturing environments employees 
are unable to safely distance from colleagues. 
Some occupations eg fishing industry, face 
specific challenges in accessing clinics during 
opening hours. 

• Ongoing PHE Covid-19 safety communications to raise awareness of public health messages. 

• Monitor uptake of the vaccine among workers who do not have an NHS number.  

• Outreach clinics to manufacturing companies, including mobile provision where appropriate. Consider 
combining these clinics to offer other health check services and health prevention information to clinic 
provision.  

• Provide mobile clinics on site to employers where shift patterns make it difficult to access in regular 
vaccine centre opening hours 

• Provide clinics are various times as early or late clinics may suit people better 

• Engagement with employers to support their staff to have the vaccine 

• Following the change in legislation/guidance that people who work within Health and social care must 
be vaccinated, work with employers and unions to support remaining unvaccinated staff to be double 
vaccinated by 11 November.  

•  

• Update August 2021 following review 
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The following actions have been removed from the Actions and 
Mitigations following a review. It was agreed that the pace of change, the 
programme delivery mechanisms and national directives meant that 
some actions initially suggested were either inappropriate, undeliverable 
or no longer required.  
For the purposes of audit the removed actions have been collected here.  

• If there is a significant local community with English as a second language, provide signage in their 
primary language. 

• Ensure people have the choice to specify the gender they prefer eg she/her, he/him, they/them. 

• Fact sheets/leaflets sent in advance 

• provide communicator guides for people who are deafblind, and confirm with RNIB that information is 
accessible for those with visual impairment 

• Arrange clinics for people with dementia or frailties and their carers where uptake is low and where 
the existing vaccine services do not meet their specific needs., with appropriate time and space for the 
cared-for person’s needs. The design of the clinics should be led by people with dementia and frailties 
and their carers to ensure maximum uptake and benefit to them. Clinics may be in primary care, 
community sites, outreach of mobile provision. Consider combining these clinics to offer other health 
check services and health prevention information to clinic provision. 

• Social media campaign to promote images of people with disabilities including older people having the 
vaccine, together with their motivations, to demonstrate some of the positive benefits. 

• Send reminders in the most appropriate way for people with memory loss (including via their carer). 

• Give people with very limited mobility or stamina, or high vulnerability, the choice to be vaccinated at 
a centre or at home when roving system in place. 

• Give people with visual impairment choice to attend a venue where they or their guide dog already 
know the route. 

• Provide accessibility information in advance at the time of booking, including disabled parking, ramps, 
seating areas, hearing loops for people with hearing impairment, signage that meets Disability 
Discrimination Act requirements, toilet facilities, arrangements for privacy and dignity, whether drinks 
(or at least water) are available.  

• At point of booking appointment, checklist to establish if individual has any additional care or 
communication needs and a way to share this with the vaccination centre.  

• Consider distance between parking area and centre for those with limited mobility and stamina, and 
provide wheelchairs (with cleaning afterwards) if the distance is excessively long. 

• If a person needs support with the toilet and has no carer present, provide support. 

• Encourage people who are vulnerable and live alone to have someone stay with them or keep regular 
contact with family/friends who can alert services if any problems. It may be necessary to liaise with 
next of kin, with informed consent as appropriate, depending on assessment of any significant 
potential risk.  

• Link with prisons to ensure that accurate information in accessible formats, including appropriate easy 
read, relating to the vaccine and Covid safety is shared prior to release. 

• Appointment booking teams actively contact people who are have challenges in communication or 
understanding, or their family carer representatives, to invite them in to receive the vaccine. 
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Step 3: Equality and Human Rights 
 
Public Sector Equality Duty  
By sharing all relevant information on the vaccine, and making vaccinations accessible, the Covid-19 vaccination programme mitigation measures will aim to eliminate 
unlawful discrimination of any groups with protected characteristics.  
The programme has no specific aims to advance equality of opportunity between people who share a protected characteristic and those who do not, or to foster good 
relations between people who share a protected characteristic and those who do not. 
 
Duties to reduce inequalities  
By sharing all relevant information on the vaccine, and making vaccinations accessible, the Covid-19 vaccination programme mitigation measures will reduce inequalities 
between patients with respect to their ability to access health services, and with respect to the outcomes achieved for them by the provision of health services. 
 
Human rights 
The FREDA principles (fairness, respect, equality, dignity and autonomy) are a way in which to understand human rights and is a core element of the NHS Constitution. 
You should consider and evidence how your proposal impacts on these principles and so respects human rights.  For example the principle of Autonomy informs the right to 
respect for private and family life and so could be about involving people in decisions made about their treatment and care.   
Note: as the Equality principle is evidenced in previous steps it is not included below. 
 

Principle Evidence of impact  
Fairness The sharing of all relevant information on the vaccine will enable people to make an informed decision on the vaccine, which will be respected. 
Respect People’s value systems will be respected. Those without mental capacity to decide on the vaccine will have their previous expressed wishes and value systems taken 

into account in best interest decisions. 
Equality The programme mitigations will aim to eliminate inequalities for those with protected characteristics and others experiencing health inequalities. See above regarding 

the Public Sector Equality Duty. 

Dignity Training of staff will include ensuring all patients are treated with dignity and privacy. Sites will provide facilities for privacy and dignity. 
Autonomy In accordance with the Mental Capacity Act 2005 there is a presumption of capacity. Where there is doubt regarding impairment a mental capacity assessment will be 

completed in accordance with the Act and a best interest decision taken where necessary. Staff have received guidance on this.  
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Step 4: Engagement and involvement  
 

How have you involved users, carers and 
community groups in developing this 
proposal? 

Yes.  This includes Healthwatch organisations across both systems, Suffolk and North East Essex ICS VCSE Strategy Group,  Public Health 
across both systems, Healthwatch Essex Sensory Impairment Forum, Healthwatch Suffolk BME & Diversity Group, Essex Partnership 
University NHS Foundation Trust, BAME Network, Hidden Disabilities, Health Outreach Service, Suffolk Collaborative Communities Board, 
Clinical Commissioning Groups across MSE & SNEE, East of England Local Government Association, Suffolk Refugee Support, Suffolk 
County Council, Essex County Council, Access Community Trust, Sodexo, Red Cross, Ipswich Borough Council, African Families Living in the 
UK, Essex Council of Mosques, The Bangladeshi Women’s Association, Essex Homelessness & Rough Sleeping TCG, Essex Learning 
Disabilities Partnership, Essex Cares, Alzheimer’s UK, The Aspirations Project, Essex Travellers Outreach team. 
• We continue to consult VCSE and statutory groups who represent people with protected characteristics, and those from marginalised 

and deprived communities.  
We continue to consult Healthwatch organisations in Suffolk and North East Essex to obtain patient views. 

Details of any specific discussions or 
consultations you have carried out to 
develop this proposal: 

See above 
 
 

How have you used this information to 
inform the proposal? 

Feedback is being incorporated into this assessment on a continuing basis.  
 
 

Have you involved any other partner 
agencies? 

We have consulted Healthwatch in Suffolk and Essex, regarding the content of the information postcard for all patients. 
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Step 5: Action plan and monitoring arrangements 
 

Action required to remove or 
minimise identified impacts 

Lead(s) Timescale  Resource implications Any other comments 

Provision of information on the 
vaccine purpose, risks and benefits, 
administration and side effects. 

Comms workstream. 
Public Health. 

Ongoing  NHS has primary responsibility for information on the 
vaccine. Local services have responsibility for targeting 
messages to needs of local populations. 

Provision for informed consent to 
receive the vaccine. 

Primary Care Networks (for 
vaccines in community). 
Hospitals (for vaccines on 
site). 
EPUT (for vaccines in 
community sites). 
Workforce workstream. 
Vaccine Quality Governance 
Group 

Ongoing Care homes are arranging 
consent/best interest decisions 
for residents without capacity.  
Training of staff and volunteers. 

Vaccinators are assessing capacity at time of vaccination. 
National guidance is available for vaccinators on assessing 
capacity.  
Legal guidance at https://1f2ca7mxjow42e65q49871m1-
wpengine.netdna-ssl.com/wp-
content/uploads/2020/12/Mental-Capacity-Guidance-
Note-COVID-19-vaccination-and-capacity-v2.pdf  

Provision of information on the 
arrangements for booking and 
receiving a vaccine. 

Comms workstream. 
Booking services. 
Weekly Load balancing 
meeting 

Ongoing Booking via more routes/sites 
and roving model in place 

Walk-ins and pop-ups 

Arrangements for access to a vaccine 
site. 

Estates workstream 
Workforce workstream. 
Weekly load balancing 
meeting  

Ongoing until 
all sites 
established. 

Training of staff and volunteers.  

Arrangements for vaccination in own 
home or care home. 

Workforce workstream. 
Vaccine Quality Governance 
Group 

Ongoing Bus model and pop-up model in 
place 

 

Using data to monitor uptake of the 
vaccine by groups with protected 
characteristics and marginalised 
communities. 

Public Health. Ongoing  Extracting data from primary 
care and vaccine records. 

Data may be limited where rates of recording of data such 
as disability or ethnicity is low. 

Arranging and delivering bespoke 
clinics for groups and communities 
where uptake is low. 

ICS, CCGs, Alliances and all 
workstreams. 

Ongoing Resources needed for roving 
model. 

 

Social media and poster campaign to 
encourage vaccine uptake. 

ICS, comms workstream. Ongoing  Campaign highlights local people who have had the vaccine 
to encourage others. Promotion will via social media, in 
places where people go such as supermarkets and 
pharmacies, It will also be available to employers to 
promote staff vaccines in their workplaces. 

 

https://1f2ca7mxjow42e65q49871m1-wpengine.netdna-ssl.com/wp-content/uploads/2020/12/Mental-Capacity-Guidance-Note-COVID-19-vaccination-and-capacity-v2.pdf
https://1f2ca7mxjow42e65q49871m1-wpengine.netdna-ssl.com/wp-content/uploads/2020/12/Mental-Capacity-Guidance-Note-COVID-19-vaccination-and-capacity-v2.pdf
https://1f2ca7mxjow42e65q49871m1-wpengine.netdna-ssl.com/wp-content/uploads/2020/12/Mental-Capacity-Guidance-Note-COVID-19-vaccination-and-capacity-v2.pdf
https://1f2ca7mxjow42e65q49871m1-wpengine.netdna-ssl.com/wp-content/uploads/2020/12/Mental-Capacity-Guidance-Note-COVID-19-vaccination-and-capacity-v2.pdf
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Arrangements for monitoring  
 

How equality and diversity issues will be monitored to ensure 
that the proposal/service does not result in a disproportionate 
impact on any protected group. 

• The Covid-19 Vaccine Programme Board has overall accountability for monitoring of the impact on health 
inequalities. 

• The lead provider, Essex Partnership University NHS Foundation Trust, is responsible for the delivery of the vaccine 
in community vaccination sites. 

• Primary Care Networks are responsible for the delivery of the vaccine in primary care settings.  

• Community pharmacies are responsible for delivery in community pharmacy settings 
• NHS hospital trusts are responsible for the delivery of the vaccine in their hospitals.  

• Data on uptake of the vaccine will be collated on a regular basis to identify any cohorts where uptake is low, so 
mitigations can be put in place at an early stage. 

• Patient experience and insight is collected and evaluated regularly to identify any trends, specific issues or quality 
issues relating to experience.  

• The programme will be evaluated, arrangements to be confirmed. 

• Weekly Equality Group to review arrangements in each Alliance.  

Reporting arrangements for updates on the monitoring. • Regular monitoring will be through vaccine programme meetings currently taking place 3 times pw, to receive 
feedback on the programme, identify new issues and mitigations.  

• Feedback will be encouraged from teams delivering the vaccine to be escalated to these regular meetings. 
• Feedback will also be obtained regularly from Healthwatch organisations and escalated to the vaccine programme 

meetings and if required to the Vaccine Programme Board. 
Responsibility for oversight of mitigations and revision of 
action plan 

• Workstreams will report to the Programme Board and escalate issues as required.  
• Oversight will be through the Vaccine Programme Board 
• Progress will be reported regularly to ICS/Partnership Boards.  

 
 

Signature of senior responsible officer  
 

 
 
Name:                                                                                              Date:  
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Appendix 1       
Broadening access to tackle health inequalities 

 
 

Why we need to tackle health inequalities 
 

Covid-19 has highlighted and widened long-standing health inequalities within our communities. Certain groups have higher rates of infection, and higher rates of serious disease, 
morbidity and mortality, including in particular ethnic minorities1 and people with learning disabilities2 of all ages. Tackling these inequalities is crucial to mitigating the impact of the 
pandemic. 
 

s149 of the Equality Act 2010 describes the Public Sector Equality Duty3 to have due regard to the need to eliminate discrimination and to advance equality of opportunity between 
persons who share a relevant protected characteristic and persons who do not share it. It specifies that the duty includes the need to: a)  remove or minimise disadvantages suffered 
by persons who share a relevant protected characteristic that are connected to that characteristic; b)  take steps to meet the needs of persons who share a relevant protected 
characteristic that are different from the needs of persons who do not share it; and c)  encourage persons who share a relevant protected characteristic to participate in public life or 
in any other activity in which participation by such persons is disproportionately low.  
 

The NHS’s EDS24 includes the following standards:  
• Services are commissioned, procured, designed and delivered to meet the health needs of local communities. Screening, vaccination and other health promotion services reach 

and benefit all local communities.  
• People, carers and communities can readily access hospital, community health or primary care services and should not be denied access on unreasonable grounds. 
 

Suffolk and North East Essex ICS’ and its partners perform public functions. Compliance with the Equality Act is therefore required of us all. It is both our ethical and our legal duty to 
invest time and resources differentially to tackle the disadvantages that people with protected characteristics face, including characteristics related to age, ethnicity and disability.  
 

Why we should take a flexible approach 
 

The Joint Committee on Vaccination and Immunisation’s guidance on the vaccine programme states: 
“Implementation should… involve flexibility in vaccine deployment at a local level with due attention to… mitigating health inequalities such as might occur in relation to healthcare 
and ethnicity”. 
 

Taking a local approach enables us to respond to the specific needs of our populations. Population Health Management approaches and analysis of data on vaccine uptake among 
different groups allows us to monitor how far the needs of local people are being met. Co-production with local VCSE and faith groups enables us to find the right solutions to mitigate 
low uptake in the geographies and in the communities identified.  
 

How broadening access can help tackle inequalities and support health protection  
 

We have begun to co-produce partnership clinics in community vaccination centres, primary care and a mobile unit. Appointments are offered to groups and communities where 
take-up of the vaccine is low and is likely to continue to be low without proactive intervention. They provide the following features and benefits:  
• Offering the vaccine to all adults in specific communities with protected characteristics e.g. BAME and people with sensory or learning disabilities, promotes equity and responds 

to long-standing systemic health inequalities. 

 
1https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/892376/COVID_stakeholder_engagement_synthesis_beyond_the_data.pdf  
2 https://www.cqc.org.uk/news/stories/cqc-publishes-data-deaths-people-learning-disability  
3 https://www.equalityhumanrights.com/en/publication-download/essential-guide-public-sector-equality-duty 
4 https://www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/892376/COVID_stakeholder_engagement_synthesis_beyond_the_data.pdf
https://www.cqc.org.uk/news/stories/cqc-publishes-data-deaths-people-learning-disability
https://www.equalityhumanrights.com/en/publication-download/essential-guide-public-sector-equality-duty
https://www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf
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• Targeting these communities reduces the disproportionate impact of Covid-19 that they are experiencing. 
• Enabling all adults in these communities to be vaccinated enables members to become role models, encouraging others to take up their offer of the vaccine and improving the 

rate of uptake.  
• Enabling whole families of adults in these communities to be vaccinated encourages those most at risk and most hesitant to come forward, with the support they need from staff, 

volunteers and family throughout the process.  
• Co-produced adjustments to clinic environments and the process facilitates culturally competent practice that provides a positive experience for people. 
 

Broadening access is crucial not only to protecting the health of our local people, but it also fulfils our legal duties to reduce disadvantage. It provides a culturally sensitive person-
centred service to our most vulnerable populations, and the opportunity to build trust among communities that have traditionally been seldom heard. It is therefore vital that we 
continue to build on the best practice we have developed, to keep our communities safe and prevent further mortality.  

 


