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FOI Ref: 6159
Category(ies): Trust - IT 
Subject: Sepsis Alerts
Date Received: 15/12/2021

	[bookmark: _Hlk66456130]Your request:

	Our response:


	a)     Does your Trust use an electronic health/patient record? YES/NO 
 
If YES 
b)    Who is the provider of the electronic health/patient record?  
eg EPIC and Cerner 
If you use more than one system in the hospital could you provide details of the system used for adult inpatients and adult emergency departments.
 
c) When was the electronic health/patient record introduced?


d)     Does your Trust use a digital sepsis alert[1]? YES/NO 
 
If YES 
e)    Please give details on the hospital departments in which the alert is active. 
 
f)    Please provide details of the algorithm[2] and/or thresholds[3] in use in the digital sepsis alert.  
           
If different algorithms and/or thresholds are in use in different hospital      departments please provide this information. 
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We have a sepsis screening tool which flags to the end user the sepsis risk.
All relevant departments use this. 





As per our trust policy.
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1. 


1. INTRODUCTION



Sepsis is a clinical syndrome characterised by systemic inflammation due to infection. There is a continuum of severity ranging from sepsis to septic shock. Sepsis is an important cause of death in people of all ages. Both a UK Parliamentary and Health Service Ombudsman enquiry (2013) and a UK National Confidential Enquiry into Patient Outcome and Death (NCEPOD 2015) highlighted sepsis as being a leading cause of avoidable death that kills more people than breast, bowel and prostate cancer combined. Improvement in outcomes of patients suffering from severe sepsis and septic shock can be attributed to timely early management, namely:

· Prompt assessment and senior review; 

· Initial goal directed resuscitation (Sepsis 6);

· Rapid source search and control.



2. EVIDENCE



See reference in paragraph 7.2.



3. PURPOSE



3.1 Clinical areas

To support all health care providers in the early recognition, prompt response and timely management of all patients with suspected or confirmed sepsis, supported by best evidence and national directives.



3.2 Clinical areas, where separate guidelines exist and must be consulted, include: 

· Paediatrics (use Appendix 2 as guidance)

· Special Care Baby Unit (SCBU) 

· Obstetric and maternity patients (use Appendix 4 as guidance)

· Haematology patients 



3.3 Patient groups

All adults and children suspected of having sepsis; except those deemed not for active therapy by a senior doctor.



3.4 Exclusions

New-born babies with risk factors for infection (follow related guideline from the intranet), children with febrile neutropenia, pregnant/obstetric patients or within 12 weeks of delivery. Those deemed not for active treatment as above.






4. SCOPE

This guideline is applicable to The Rotherham Hospital NHS Foundation Trust sites excluding areas mentioned earlier, please refer to appropriate policy documents.



5. GUIDANCE

This guideline covers the recognition, diagnosis and early management of sepsis for adults and children utilising The UK Sepsis Trust’s ’Sepsis Screening & Action Tool’ available as an electronic document in Meditech and is based upon NICE guideline NG51 Sepsis: recognition, diagnosis and early management.



5.1 Identification of Suspected Sepsis

‘’Sepsis is not always easy to diagnose. When it is at an advanced stage with multiple abnormal physiological parameters it is relatively straightforward. However, by this stage it is associated with a very high mortality, so wherever possible healthcare professionals must aim to suspect sepsis at an early stage and initiate treatment promptly’’ (NHSE,2017). 

Sepsis must be considered in patients with signs or symptoms that indicate a possible infection and that have raised early warning score (NEWS2 /PEWS /MEOWS). Take into account that people with sepsis may have non-specific, non-localised presentations e.g. feeling generally unwell.

Particular attention must be paid to concerns expressed by the person or their family/carers e.g. regarding behavioural change. Assess people who might have sepsis with extra care if they cannot give a good history (for example, people with English as a second language or people with communication problems). 

The interaction between the infective organism and the body’s immune response can cause sepsis in any patient in any age group; however, some people are more at risk from sepsis than others. 



		Table 1. Groups at a Higher Risk of Developing Sepsis (NICE NG51)

· Very young (under 1 year) and older people (over 75 years) or the very frail

· People with impaired immune systems because of illness or drugs (e.g. diabetes, chemotherapy, long term steroid, immunosuppressant drugs

· History of surgery or invasive procedure in last 6 weeks

· People with any breach of skin integrity (e.g. cellulitis, pressure sores, wound burns, ulcers)

· Intravenous drug users

· Women who have given birth, had termination of pregnancy or miscarriage in last 6 weeks

· People with indwelling lines or catheters



		





The Sepsis Screening Tool available in Meditech has been designed for use on Paediatric and Adult patients. The exceptions to this are babies in SCBU and Obstetric patients. The electronic tool adapts the screening questions based on the age of the patient.

Adult patients who are triggering on NEWS 2, i.e. a score of 5 or more or who score a 3 in any one parameter, or are causing clinical concern must be assessed using the electronic Sepsis Screening Tool.

Paediatric patients who are triggering on PEWS or causing clinical or parental concern must also be assessed using the electronic tool. 

MEOWs should be used for Obstetric patients or patients who are within 12 weeks of delivery. 

If the patient is deemed to be at risk of sepsis and requires treatment, the age appropriate treatment pathway must be selected and completed.

Meditech has adult, paediatric and maternity sepsis tools to use.

Patients with suspected sepsis be assessed by: 

1.	An ABCDE approach which optimises the outcomes for patients with sepsis.

2.	Asking about frequency of urination in past 18 hours as a marker of potential high risk sepsis and acute kidney injury.

3.	A brief but adequate history and examination to help identify source.



5.2 Risk of Severe Illness or Death from Sepsis

NICE has identified risks of severe illness or death from sepsis. The Trust sepsis screening tools will mirror the NICE guideline and identify patients with High Risk Criteria who require urgent treatment.



		Risk Stratification for Patients with Suspected Sepsis



		Table 1

		Risk Stratification Tool for Adults, Children and Young People over 12 years old



		Table 2

		Risk Stratification Tool for Children aged 5-11 years



		Table 3

		Risk Stratification Tool for Children under 5 years







5.3 Managing and Treating Suspected Sepsis

Patients with Suspected Sepsis who meet High Risk Criteria. 

Patients with High Risk Criteria must have immediate review by a clinical decision maker (doctor or ANP). In children and young people this must be a registrar or above.

High risk sepsis is a medical emergency. The ‘Sepsis Six Pathway’ must be completed within 1 hour of High Risk Criteria being met. 

Make a treatment escalation plan and decide on CPR status, inform ST3+ (use SBAR)



5.4 The Sepsis Six Treatment Bundle in Adults



5.4.1 Give oxygen to achieve oxygen saturations >94% or 88-92% for known COPD with previous/current CO2 retention. 



5.4.2 Take venous blood test for: 

Blood cultures (preferably taken before but must not delay antibiotic administration).

Full blood count, C-reactive protein, Urea and Electrolytes, Liver Function Tests (LFTs), Clotting screen.

1 EDTA (red top), 1 serum (brown top) and 1 citrate (green top) - these should be marked clearly as urgent.



5.4.3 Serum Lactate. Can be taken as urgent venous or arterial blood gas sample 



5.4.4 Give intravenous antimicrobial at the maximum dose without delay, directed at the likely source (follow Antimicrobial Guide for the Treatment of Sepsis).



5.4.5 Intravenous fluid resuscitation. Consider giving intravenous crystalloid bolus to all patients. In patients with lactate > 2mmols or hypotension give 500mls crystalloid bolus without delay (may be repeated up to 30ml/kg if clinically indicated). Please use appropriate amount for different paediatric age group (follow paediatric sepsis tool in Meditech).



5.4.6 Commence strict fluid balance chart. Consider catheterisation if patient has signs of shock.



5.4.7 In HIGH RISK sepsis there must be urgent ST3+ and consideration for Critical Care review.

Consider that the patient is discussed with the Consultant responsible for the patient at that time. Outside of normal ward operating hours this will be the on-call Consultant (in the UECC call ST4 & above). Consider referral to Critical Care if patient fails to respond to appropriate treatment within 1 hour. (Refer to Guidelines at Appendix 5)



5.5 The Sepsis Six Treatment Bundle in Children and Young People

(Follow Guideline for Paediatric Sepsis, Appendix 2)



5.6 Patients with Suspected Sepsis who do not meet the High Risk Criteria

Patients with suspected sepsis and meeting moderate or low risk criteria must   be escalated according to their NEWS2 /PEWS /MEOWS scores and assessed by a clinical decision maker using their own judgement. 



5.7 Clinical Monitoring

Is not dependent on complex equipment, but it requires the presence of trained nursing staff to implement the established monitoring plan. Clear documentation aids the assessment of subtle changes in the patient's clinical state. Patients must have observations recorded as per the NEWS2 /PEWS /MEOWS scoring system and care escalated as per Trust’s escalation policy. 

Clinical review must include consideration of appropriate antimicrobial treatment based on the likely source of infection and the need for intravenous fluid administration. 



5.8 Finding the Source of Infection

Carry out an adequate clinical history & examination to look for potential sources of infection, including sources that might need surgical drainage, as part of the initial assessment. Ensure microbiological samples are taken. 

· Urine analysis 

· Chest X-ray 

· Breaks in the skin (ulcers, wounds, pressure sores) must be swabbed 

· Sputum sample if productive cough 

· Consider lumbar puncture if indicated and no contraindications 



5.9 Source Control is Critical to The Management of Infection:

Consider involving adult or paediatric surgical and obstetric/ gynaecological teams early. Consider need for further imaging and discussion with interventional radiology colleagues where appropriate. Pus-filled cavities (abscess, empyema), necrotic tissue, infected tissue or gross tissue contamination (open wounds, peritonitis) cannot be treated by antibiotics alone and must be treated surgically, or by radiological drainage at the earliest opportunity. Where infected devices (e.g. urinary catheters, intra-vascular devices) are thought to be the infective source, they must be removed if at all possible. 



5.10 Antimicrobial Treatment in People with Suspected Sepsis

· The balance between using antimicrobials appropriately and reducing use where they are not indicated is difficult. There are concerns about possible harm to people if treatment is not given, however there is also an international agreement about the need to raise awareness of the increase in antimicrobial resistance associated with unjudicial antimicrobials use. 

· Antimicrobial stewardship requires a system-wide approach with individuals and organisations promoting and monitoring the judicious use of antimicrobials; by doing this it is hoped that the future effectiveness of antimicrobials can be preserved (NICE NG15). 

· For patients with suspected sepsis where there is no confirmed source of infection use Empirical broad-spectrum antimicrobials according to the Trust’s antimicrobial Policy.

· For patients with suspected sepsis where the source of infection is clear use antimicrobials as per Trust Antimicrobial prescribing policy.

· The Trust’s Antimicrobial Policy can be reached via the Protocol button at the bottom of the electronic screening tool. A page will load displaying the links to the different policies. Clicking on the appropriate link will take the user into the policy.

· Ensure microbiological sampling results are reviewed and antimicrobial prescriptions changed accordingly. Follow the recommendations in the NICE guideline (NG15) ‘Antimicrobial stewardship: systems and processes for effective antimicrobial medicine use’.

· The following NICE guidelines must be referred to when considering antimicrobial prescribing. 

· NICE CG74: Surgical Site Infections: prevention & treatment 

· NICE CG151 Neutropenic sepsis: prevention & management in people with cancer 



6. DEFINITIONS AND ABBREVIATIONS



6.1 Definitions

ABCDE approach - Airway, Breathing, Circulation, Disability and Exposure

Sepsis: This is defined as “life-threatening organ dysfunction caused by dysregulated host response to an infection” (NICE – NG51). 

Severe Sepsis: Sepsis and at least one or more organ dysfunction

Septic Shock: This is a persisting hypotension requiring vasopressors to maintain a mean arterial pressure (MAP) of 65 mmHg or more despite administration of an adequate volume for resuscitation. 

ST3+ - Specialty Trainee Year 3 or above

ST4 - Specialty Trainee Year 4

Staff - All employees of the Trust including those managed by a third party on behalf of the Trust

Trust - The Rotherham Hospital NHS Foundation Trust



6.2 Abbreviations

ANP 			Advanced Nurse Practitioner 

CCOT	 		Critical Care Outreach Team 

COPD 		Chronic Obstructive Pulmonary Disease 

CPR			Cardiopulmonary resuscitation

EDTA			Ethylene Diamine Tetraacetic Acid

HCSW 		Health Care Support Worker 

IV 			Intravenous 

MEOWS 		Modified Early Obstetric Warning Score

NEWS2 		National Early Warning Score Version 2

NICE			The National Institute for Health and Care Excellence

PEWS 		Paediatric Early Warning Score 

RN 			Registered Nurse (either adult or paediatric) 

SBAR			Situation, Background, Assessment, Recommendation

SCBU			Special Care Baby Unit

SS, DP & SG		The Safe & Sound, Deteriorating Patient & Sepsis Group

UECC			Urgent Emergency Care Centre



7. RELATED DOCUMENTS AND GUIDANCE



7.1 Roles and Responsibilities



		Roles

		Responsibilities



		Service Directors and Heads of Nursing

		The responsibility for ensuring that the guideline is applied within clinical areas belongs jointly to the divisional Clinical Directors and Heads of Nursing. They are responsible for ensuring that clinical teams have the required knowledge, skills and equipment to enable them consistently to provide safe, harm free care.



		The Safe & Sound, Deteriorating Patient & Sepsis Group

		The group will meet monthly in accordance with defined Terms of Reference and will be responsible for: Developing, reviewing and monitoring the application of the clinical guideline; Monitoring and reviewing relevant audit results, analysing incident trends and identifying specific areas that require additional training or targeted improvement action;

Evaluating the effectiveness of sepsis improvement measures within the Trust; Sharing learning related to sepsis throughout the Trust.



		Sepsis Lead Nurse and Medical Lead

		The Trust will review the appointment of a Sepsis Lead Nurse to work alongside a Medical Lead, who are responsible for:

Providing regular feedback on sepsis related issues to the Medical Director and Clinical Governance Committee; 

Identifying, sharing and implementing evidence based best practice for sepsis prevention and treatment;

Promoting and developing good professional practice in sepsis prevention and treatment throughout the Trust; 

Providing expert advice and support in sepsis prevention and treatment for fellow professionals; 

Developing audit of sepsis practice; 

Developing and facilitating the Trust’s sepsis training requirements.



		Governance Leads

		All governance leads including ward leaders are responsible for: 

· Collecting data for the sepsis audit and submitting an action plan to the S&S DP and SG if agreed compliance levels are not reached;

· Submitting the data and action plans to local speciality clinical governance meetings for discussion and action. 



		Medical Staff

		All medical staff must complete Sepsis screening tool and initiate sepsis six policy as soon as they recognise ‘Red Flag Sepsis’ or presume sepsis. 



		Nursing Staff

		The role of the nursing staff is to highlight and escalate early signs of sepsis with the relevant nursing and medical staff and complete nursing section of the sepsis tool.







7.2 References



1.	UK National Confidential Enquiry into Patient Outcome and Death (NCEPOD, 2015) https://www.ncepod.org.uk/2015sepsis.html

2.	NICE guideline NG51 Sepsis: Recognition, Diagnosis and Early Management. July 2016 (https://www.nice.org.uk/guidance/ng51/chapter/Context)

3.	NICE guideline NG15 Antimicrobial Stewardship: systems and processes for effective antimicrobial medicine use. August 2015
https:/www.nice.org.uk/guidance/ng15

4.	Royal College of Physicians (2017). National Early Warning Score 2 (NEWS2). www.rcplondon.ac.uk

5.	THE UK SEPSIS TRUST toolkit (2016)
www.sepsistrust.org

6 	Sepsis guidance implementation advice for adults, NHSE (2017)
https://www.england.nhs.uk/
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Sepsis Screening tool in Meditech
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Guideline for Paediatric Sepsis including Sepsis Screening & Action Tool
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National Early Warning Score (NEWS2) & Escalation policy
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		Escalation Policy



		NEWS2 Score and Frequency of Monitoring

		Clinical Response

		Escalation Policy



		0

Minimum 12 hourly* 

		·  *If ‘Patient At Risk’ (see definition) increase frequency of vital signs to 4 hourly.

		



		Total 1-4 

Minimum 4-6 hourly

		· Patient to be assessed by registered nurse.

· Inform Nurse in Charge.

		· Increase frequency of vital signs. * 



		3 in a single parameter 

Minimum 1 hourly 

		· Inform Nurse in Charge.

· Registered nurse to inform patient’s own team.

		· Own Team to consider if escalation of care necessary. *

· Document escalation plan.



		Total 5-6

Minimum 1 hourly



Review within 30 minutes



Urgent Response Threshold 

		· Immediately inform Nurse in Charge.



· Patient’s own team to review within 30 minutes.



· Out of hours request H@N review (Telephone 8420).

· Complete sepsis screening tool.

· Commence fluid balance monitoring.

		· Contact Critical Care Outreach (Telephone 7157). *



· Consider if escalation of care necessary. *



· Document escalation plan. 



		Total 7 or more

Minimum ½ hourly



Patient MUST be reviewed within 10 minutes.



Emergency Response Threshold



For immediate review /failure to respond:

Call ‘CODE RED’ 2222 

		· Immediately inform Nurse in Charge.



· Patient’s own team ST3+ (Registrar) to review within 10 minutes.



· If immediate assistance is required or no response in 10 minutes:

CODE RED 2222 &

request patient’s own team

ST3+ (Registrar).



· Out of hours request H@N review (Telephone 8420).

· Complete sepsis screening tool.

· Hourly fluid balance.

· Consultant review as soon as possible, where physical review not possible e.g. out of hours inform consultant and consultant review within 12 hours.

		· Consider senior (ST 3+) referral to Critical Care team (Bleep 722).



· Consider contacting Critical Care Outreach (Telephone 7157).



Review and document escalation plan including ceilings of care if appropriate.



If patient’s condition does not improve after 2 hours the responsible consultant must be contacted to review and or discuss the management plan.



		If you have any concerns about the patient even if the NEWS2 is low always seek medical assistance.



		* Unless the patient is “end of life” and ceilings of care must be documented
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Guideline for the Early Recognition of Severely Ill Pregnant Women (use section 5.2 & appendix 1&2)
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Guideline: In HIGH RISK sepsis there must be urgent ST3+ and consideration for Critical Care review

People with suspected sepsis in acute hospital settings who receive intravenous antibiotics or fluid bolus are seen by a consultant if their condition fails to respond within one hour of initial treatment.

Action:

The Consultant responsible for the patient should physically review the patient and liaise with the critical care team/consultant if escalation is required. Where such escalation is not suitable, then appropriate ceilings of care and a DNA CPR (following discussion with the patient and or  NOK) must be documented in the patient's notes.

For Medical patients

· 0800-1800, duty AMU consultant for the admitting patients.

· Between 1800-0800, by the on-call medical consultant for both in-patients and newly admitted patients.

· During regular working hours (weekdays), for admitted medical ward in-patients, the responsibility lies with the attending/designated medical consultant for that particular patient.

For all other Specialities

· It will be the on-call consultant for that speciality during the day and night for the newly admitted patients.

· During regular working hours (weekdays), for admitted ward in-patients, the responsibility lies with the attending/designated speciality consultant for that particular patient.

For UECC patients

· For referred patients still in UECC, the overall responsibility for the patient passes to the relevant speciality to which the patient has been referred 30 minutes after referral.
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING






8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS



This document was developed in consultation with:

The Safe &Sound, Deteriorating Patient & Sepsis Working Group (SS, DP & SG)



9. APPROVAL OF THE DOCUMENT

This document was approved by: The Safe &Sound, Deteriorating Patient & Sepsis Working Group (SS, DP & SG and Patient Safety Group)



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.



12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years by the Safe &Sound, Deteriorating Patient & Sepsis Working Group (SS, DP & SG) unless such changes occur as to require an earlier review. 



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		Document Ratification Group via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform Document Ratification Group if a revision and which document it replaces and where it must be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the document ratification group)

		Document Ratification Group

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals

Staff with a role/responsibility within the document

Heads of Departments / Matrons

		Author

		Meeting/Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments /Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN



		What 

		How 

		Associated action 

		Lead

		Timeframe



		Nursing and Medical Staff to be made aware of the guideline.

		By email

		None

		Ward Manager,

Consultant lead for Sepsis

		In one month of ratification.







15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Compliance with guideline

		Audit

		Sepsis lead for the respective department

		6-12 monthly

		Clinical Effectiveness

and 

SS, DP & SG

		Clinical Effectiveness

and 

SS, DP & SG







15.2 Standards/Key Performance Indicators (KPIs)



N/A
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Clinical Guideline for the Recognition, Diagnosis and Early Management of Sepsis

		Date/Period of Document:

		3 years from 01/11/2020



		Lead Officer:

		Dr Ahmed Arefin

		Job title:

		Consultant Physician, Acute Medicine/GIM



		

		

		

		

		



		|_|  Function

		|X|   Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other:_____________________



		Describe the overall purpose / intended outcomes of the above:  To support all health care providers in the early recognition, prompt response and timely management of all patients with suspected or confirmed sepsis, supported by best evidence and national directives.



		You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment



		

		Yes

		No

		



		1

		Age

		

		X

		



		2

		Disability

		

		X

		



		3

		Gender reassignment

		

		X

		



		4

		Marriage and civil partnership

		

		X

		



		5

		Pregnancy and maternity

		

		X

		



		6

		Race

		

		X

		



		7

		Religion and belief

		

		X

		



		8

		Sex

		

		X

		



		9

		Sexual Orientation

		

		X

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_|  Yes   |X|   No

· Will any group be excluded because of the policy? |_|  Yes   |X|   No

· Will the policy have a negative impact on community relations? |_|  Yes   |X|   No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment







		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		

		X

		



		2

		Advance the equality of opportunity of different groups

		

		X

		



		3

		Foster good relationships between different groups

		

		X

		







		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive 

		

		Negative



		HIGH |_|

		MEDIUM |_|

		LOW |_|

		NEUTRAL |X|

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: 12/04/2020 

		Is a full equality impact assessment required?

		|_| Yes

		|X|   No



		Date EIA approved by Equality and Diversity Steering Group:

		Submitted

		20 Nov 20
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