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Executive Summary

Executive Summary

This document reports the outcome of an Equality Impact
Assessment (EQIA) by the Northern Ireland Medical and Dental
Training Agency (NIMDTA) on the ‘Appointment of Staff to Act on
Behalf of the Agency (Specialty Advisers, Training Programme
Directors, Tutors, Course Organisers)’.

The EQIA was carried out with reference to the Equality
Commission’s ‘Practical Guidance on Equality Impact Assessment’
(Equality Commission 2001a).

This document will be made available on request in formats such
as Braille, audiocassette, large print, and disc and in minority
languages to meet the needs of those not fluent in English.

Contact Details:

Northern Ireland Medical and Dental
Training Agency

Contact Person Margot Roberts
Address 5 Annadale Avenue

Belfast
BT7 3JH

Telephone Number 028 9049 2731
Fax Number 028 9064 2279
E-Mail margot.roberts@nimdta.gov.uk
Website Address www.nimdta.com
Textphone 028 9064 4173

The Organisation

The Northern Ireland Medical and Dental Training Agency
(NIMDTA) was established in 1970 and re-constituted in 1994. It is
responsible for funding, managing and supporting postgraduate
medical and dental education within the Northern Ireland Deanery.

The Policy

The aim of the policy is to ensure that the Agency fulfils its
functions effectively by drawing on the expertise of a range of
further medical and dental professionals, as is the practice in other
UK Deaneries. The policy relates to the processes of appointing
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such professionals to act on behalf of the Agency in a variety of
positions.

Principally, the types of positions involved are: Specialty Advisers,
Training Programme Directors, Clinical Tutors, GP Course
Organisers, GP Tutors, Hospital Dentistry Advisers, Community
Dental Advisers, and Advisers in General Dental Practice.

The terms and conditions of positions differ substantially between
specialties. There are two main causes of variation: (1) the size
and nature of specialties determining differences in the volume of
work involved in a position and (2) historical reasons in the way
different specialties and their relationship to the Agency has
evolved. Terms and conditions vary mainly with respect to
remuneration practices and the duration of contract.

There is also variation in the arrangements for appointing staff to
act on behalf of the Agency from one specialty to another. Two
main methods can be distinguished: open competition and
nomination.

Given that the Specialty Training Committees play a key role in the
selection of staff to act on behalf of the Agency when it comes to
positions in the hospital specialties, it is their membership and
constitution which needs to be considered as well.

The constitution of the Committees, while varying in detail, has
common elements across the different specialties. Membership is
principally based on representation of key stakeholders. In addition
to the Specialty Adviser, representation would normally include
trainees and the NIMDTA. The third group of stakeholders – the
consultants – are represented either on a hospital, HPSS board or
sub-specialty basis.

The method by which trainee and consultant representatives
become members is arguably of key importance. Here again, the
arrangements for gaining membership to Committees differ
between specialties.

Screening

The policy had been screened for equality implications as required
by Section 75 and Schedule 9 and of the Northern Ireland Act
1998. Equality Commission guidance states that the purpose of
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screening is to identify those policies which are likely to have a
significant impact on equality of opportunity so that greatest
resources can be devoted to assessing these.

A series of screening consultation meetings – with representatives
of voluntary organisations – carried out during 2001, identified the
potential for differential impact arising from the operation of the
policy.

Taking account of comments received during consultation it was
decided to undertake an Equality Impact Assessment on the
policy. The outcome of the screening exercise was reported to the
Equality Commission in July 2001.

Data Collection and Consultation

Firstly, the Agency conducted a quantitative survey of all staff
acting on its behalf and all members of Specialty Training
Committees as the pool from which most individuals are
appointed. The survey collected data on age, gender, religion,
dependants, marital status, ethnicity, and disability.

Secondly, a questionnaire was sent to all consultants, GDPs and
GPs providing them with the opportunity to express their views and
suggestions on equality of opportunity regarding positions and
Committee membership. Participants were asked to share their
views on inequalities, potential barriers and ways of addressing
these with regards to all nine Section 75 groups.

Thirdly, the NIMDTA approached the British Medical Association
and the British Dental Association for one-to-one interviews.

The consultation period lasted for 12 weeks from 19 December
2003 to 12 March 2004. Given the Agency’s experience of
conducting consultation on previous EQIAs, in which relatively
small numbers of medical and dental practitioners had expressed
their interest in attending focus groups, it was decided that
consultation meetings would be unlikely to solicit a large response
and thus would not constitute the best use of resources.

Accordingly, the chosen methods focused on (1) soliciting written
responses and (2) engaging with professional organisations.
Letters were sent out to all consultants, GPs and GDPs in
Northern Ireland, providing them with a summary of the report as
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criteria, all of which are fundamental to ensure equality of
opportunity. The permanent nature of positions further fuels
perceptions of a ‘closed shop’, i.e. of an exclusive network.

Action Points

Taking on board the outcome of the research, the Agency commits
itself to undertaking the following actions:

(1) The Agency will seek to widen the application of its
existing appointment procedures and practices to ensure an
open, transparent and consistent appointment process
across all positions and specialties, taking account of the
particular circumstances of smaller specialties. The Agency
will make those exceptional circumstances public.

(2) The Agency will recruit on a fixed-term basis where it is
considered to be appropriate (in the case of the recent
recruitment of a Chief Executive, for example, this was not
considered appropriate).

(3) The Agency will ensure that documentation is available
for all positions regarding:
a) job descriptions
b) personnel specifications
c) terms and conditions (including the number of sessions).
This will be undertaken in consultation with the Royal
Colleges, the BMA and the BDA. Particular emphasis will be
given to examining the equality impacts of any of these, in
particular in relation to the groups currently under-
represented. The Agency commits itself to applying new
guidance on ‘The 5 C’s of Information Provision’ in all their
applications.

(4) In putting together interview panels, the Agency will
encourage individuals from under-represented groups to
become involved.

(5) The Agency will draft a communication strategy, i.e. a
policy on the dissemination of information, outlining
procedures for advertising positions (e.g. through HPSS-
wide job trawls) and disseminating written information on
positions (i.e. job descriptions, personnel specifications,
terms and conditions) to all existing and new doctors.
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(6) The Agency will seek to produce a Code of Practice for
the appointment of medical and dental practitioners to
become members of Specialty Training Committees.

(7) The Agency will encourage Committees to explore the
viability of introducing the use of videoconferencing facilities
and rotating the venue of meetings. Agency will provide
Committees with advice and guidance on range of locations
and venues available, esp. outside of Belfast. Agency will
encourage Committees varying meeting times and
considering availability of childcare wherever possible.

(8) Equality data on seven of the nine groups will be
collected at the application stage in order to allow for
ongoing monitoring in compliance with provisions under the
Data Protection Act.

(9) Summary monitoring data will be published on an annual
basis to provide greater transparency as to applicants and
appointees.

(10) The Agency will include a statement in future
advertisements that NIMDTA is an equal opportunities
employer (spelling out all nine groups) and that applications
from the under-represented groups will be particularly
welcome.

(11) The Agency will seek to further develop its engagement
with organisations representing the interests of Section 75
groups, in particular with regards to exploring potential
barriers and ways of addressing them.

(12) The Agency will introduce both equality awareness
training and induction training for those working on its
behalf; it will also distribute information materials on equality
to staff.

(13) The Agency will continue to lobby the DHSSPS for
supporting the collection of quantitative monitoring data on
all GPs, GDPs and hospital consultants.
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Monitoring

Within the course of the third quarter of 2004-2005, a delivery plan
will be drawn up to implement specific action points emanating
from the assessment. The delivery of specific action points in this
Equality Impact Assessment will be monitored on an ongoing basis
and the organisation’s Annual Review of Progress will contain a
report on the EQIA implementation.

The organisation will seek to put in place arrangements for
quantitative monitoring in relation to the categories of age, gender,
religion, ethnicity, marital status, dependants, and disability on an
annual basis.

The organisation does not have any quantitative monitoring
arrangements in place in relation to the categories of political
opinion and sexual orientation. Options for qualitative monitoring
with regard to these categories will likewise be explored, pending
also the publication of further advice by the Equality Commission.

The Agency commits itself to revising the policy if monitoring
shows adverse impacts.
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the payroll of the Agency. Thirty-five members of staff are based at
Agency Headquarters.

1.2 Equality Impact Assessments

Section 75 of the Northern Ireland Act 1998 has placed the
following statutory requirements on each public authority.

1. A public authority shall in carrying out its functions relating to

Northern Ireland have due regard to the need to promote

equality of opportunity –

(a) Between persons of different religious belief, political

opinion, racial groups, age, marital status or sexual

orientation;

(b) Between men and women generally;

(c) Between persons with a disability and persons without;

and

(d) Between persons with dependants and persons

without.

2. Without prejudice to its obligations under subsection (1), a

public authority shall in carrying out its functions relating to

Northern Ireland have regard to the desirability of promoting

good relations between persons of different religious belief,

political opinion or racial group.

A key practical element of the statutory equality duties is that
public bodies should assess the impact of their policies and
procedures on the promotion of equality of opportunity and good
relations. This is practically carried out by initially assessing the
equality implications of a policy or procedure, called screening.
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significant impact on equality of opportunity so that greatest
resources can be devoted to these.

A series of screening consultation meetings – with representatives
of voluntary organisations – carried out during 2001, identified the
potential for differential impact arising from the operation of the
policy.

Taking account of comments received during consultation it was
decided to undertake an Equality Impact Assessment on the
policy. The outcome of the screening exercise was reported to the
Equality Commission in July 2001.



Data Collection and Consultation

2 DATA COLLECTION AND CONSULTATION

2.1 Data Collection

An audit was undertaken to identify available data and means of
filling existing data gaps. In determining the most appropriate data
collection methods, the experience gained from past EQIAs was
taken into consideration. In sum, data collection relied on three
main methods:

(1) a quantitative survey

All staff acting on behalf of the Agency and all members of
Specialty Training Committees – as the main pool from which they
are currently recruited – received a tick-box questionnaire to
survey their gender, age, marital status, dependants, religion,
ethnicity, and disability (see Appendix 2).

The categories of sexual orientation and politics were not surveyed
quantitatively due to their sensitivity. Recent attempts to gather
monitoring data on politics in the context of promoting good
relations within the organisation had shown a strong reluctance on
the side of respondents to reveal their political affiliation. This
renders any quantitative measuring of the category highly
inaccurate, leading the Agency to conclude that any quantitative
results would not be reliable nor in fact meaningful.

With regards to sexual orientation, concerns around sensitivity and
confidentiality are just as important, as acknowledged by the
Equality Commission (2001a, p.13). The Agency participated in the
consultation exercise on ‘Monitoring for Section 75’ undertaken by
the Equality Commission during 2002, and awaits the outcome of
this consultation. At present, the Agency would be concerned that
posing a question on sexual orientation in a quantitative
questionnaire would likewise not produce reliable nor meaningful
results.

Hence, the Agency decided to employ qualitative methods to
explore issues around sexual orientation and political affiliation
(see below).

Overall, 78.5% (91 out of 116) of staff acting on behalf of the
Agency returned their questionnaires, which constitutes an
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3 KEY FINDINGS

The EQIA sought to collect data relating to the impact of the policy
across all the nine equality target groups. In the first section,
perceptions of inequalities in relation to the nine categories are
reported and a description of the quantitative sample given
alongside comparator data (please refer to Appendix 4 for the
respective tables). Principally, two comparators were employed:

(1) total GP, GDP and Hospital Consultant populations
(DHSSPS data and CSA data for 2001) – available only for
the categories of age and gender

(2) the wider Northern Irish population in the age bracket
between 25 and 64 years (calculated on the basis of Census
2001 data) – in relation to all other categories.

In the second part, perceptions of practitioners and the BMA
representative regarding further inequalities are reported.
Subsequently, perceptions of barriers are recounted. Finally,
suggestions raised by participants of the research are
summarised.

3.1 Assessing the Impacts of the Policy on Section 75
Groups

Gender

A number of respondents pointed to perceived disadvantages for
women in accessing positions. The quantitative analysis in fact
reveals that nearly 76% of post holders and 72% of Committee
members are men, which suggests a highly uneven gender profile.
A comparison with the figure for the entire population of medical
and dental practitioners in Northern Ireland (69%) shows that men
are over-represented amongst post holders but only slightly so
amongst Committee members.

The gender imbalance is particularly stark within the Hospital
Specialties where over 82% of Agency positions are filled by men.
Although the comparator data reveals that this largely reflects the
make up of the entire population of consultants, men are still over-
represented by 4%. Overall, imbalances vary substantially
between specialties.
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Strong imbalances exist in relation to GDPs where nearly 78% of
post holders are men, which strongly exceeds their share amongst
all GDPs (61%). In contrast, the male proportion amongst
Committee members is broadly in line with the GDP population.

The situation is remarkably different in relation to GPs. For one,
the share of males is lower amongst holders of GP posts (61.5%)
than the other two departments and, secondly, females are
somewhat over-represented in positions in comparison to their
share of the entire GP population (by 5.5%).

Age

The analysis reveals an uneven age structure amongst post
holders, skewed in particular towards 40-49 year olds who make
up 52.4% of the sample; only 13.1% were under the age of 40.

The imbalance is somewhat smaller amongst post holders of the
GP department where under-40-year-olds make up 20%.

A comparison with the entire population of medical and dental
practitioners shows that under-40-year-olds are noticeably under-
represented (by 21.5%). By comparison, the 40-49 age group is
strongly over-represented amongst post holders (52.4% compared
to 38.4%) as are 55-59 year olds (22.6% vs. 9.7%).

The under-representation of younger age groups is particularly
high in relation to posts in the Dentistry department (by nearly
50%!) and the hospital specialties (by 14.2%).

Similar patterns emerge with regards to Committee membership
as a whole. Here, however, the variation between the three
departments regarding the share of under-40-year-olds is
considerable (ranging from 10.5% in the hospital specialties to
33.4% in Dentistry). The higher share of young practitioners within
Dentistry Committees can be ascribed to arrangements being in
place by which newly registered GDPs (those under 5 years of
registration) are defined as a separate stakeholder. Thus a certain
number of places on Committees are ring-fenced for them.

These findings thus endorse concerns raised by participants of the
survey regarding a perceived disadvantage on the basis of age. It
was thought that a perceived lack of experience of younger
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doctors worked to their disadvantage regarding access to
positions.

Religious Belief

The survey revealed that a substantially higher share of post
holders are Protestant (61.8%) than Catholic (31.5%), with 6.7% of
respondents describing their religious affiliation as ‘neither’. The
share of the latter is remarkably smaller than in the 2001 Census
where it made up 14.5%.

While, in the absence of available data, it is impossible to
determine whether this mirrors imbalances within the entire
population of medical and dental practitioners in Northern Ireland,
data from the 2001 Census suggest that Protestants are over-
represented by some 11.5%.

Similar circumstances apply to the Committees where Protestants
are over-represented by about 10%.

While the religious/ community composition of post holders in the
Hospital and the GP departments are fairly similar (36% Catholics
and 64% Protestants), the imbalance is substantially greater in
relation to GDP positions, where 87.5% are Protestants.

With regards to Committee membership the size of the imbalance
does not vary substantially between the three departments.

The findings from the analysis of quantitative data thus seems to
endorse a perception, raised by a number of respondents, of
inequalities of access to positions and Committee membership for
Catholics.

Ethnicity

A number of respondents perceived medical and dental
practitioners from black and minority ethnic groups to experience
inequalities of access. The quantitative data reveals that very little
diversity exists in relation to the ethnic origin of post holders; only
1.1% belong to black and minority ethnic groups. In the absence of
comparator data for the population of medical and dental
practitioners as a whole, it is impossible to determine whether this
indicates adverse impacts of the policy or reflects a lack of ethnic
diversity amongst the respective professionals in Northern Ireland.
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The 2001 Census indicated that 0.81% of the population in
Northern Ireland belong to a black and minority ethnic group,
although some organisations – such as the Multi-Cultural
Resource Centre (MCRC) – have disputed this assessment
estimating that the proportion of the population is 1.5%.

More importantly, the Census reveals that people from black and
minority ethnic groups make up 2.75% of highly qualified people in
Northern Ireland (those with level 5 qualifications). It is thus
reasonable to assume that the overall share of black and minority
ethnic doctors is higher than 1.1%.

Particular concerns emerge in relation to GP and GDP positions
where all respondents indicated that their ethnicity is ‘white’; none
belong to any black and minority ethnic group.

Interestingly, a somewhat different picture emerges in relation to
Committees where about 4.2% of members belong to black and
minority ethnic groups. This applies to the hospital specialties in
particular. In contrast, again all members of Dentistry Committees
are white.

Marital Status

Married people strongly dominate the make up of post holders and
committee members (89%). The comparison with Census data
shows that they are strongly over-represented (by 15.3%). It is
single people who are under-represented in particular (by 17.3%
regarding Agency positions and by 15% regarding Committee
members).

The imbalance is marked amongst post holders in the GP
department all of whom are married.

It may however be argued that this is likely to be a direct outcome
of the skewed age structure in that single people are more likely to
belong to younger age brackets which in turn are under-
represented amongst post holders.

Disability

The survey data shows a certain degree of participation by medical
and dental practitioners with a disability in the part-time Agency
posts (2.2%) as well as in the Committees (2.8%).
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Data from the 2001 Census indicates that 20.6% of people in the
respective age group have a limiting long-term illness. Even if the
comparator data is narrowed down to highly qualified people of
working age (those with a degree) the share of persons with a
disability is still significant (5%) (Equality Commission 2001b). This
suggests that medical and dental practitioners with a disability are
under-represented amongst post holders and Committee
members.

Differences can be noted between the figures for the three
departments: the proportion varies between 3.8% (GPs), 1.8%
(Hospital Specialties) and 0% (GDPs). The variation is more
pronounced in relation to Committee membership, ranging from
7.7% amongst GP to again 0% in Dentistry Committees.

A note of caution should be taken, however, in any interpretation of
these figures. The survey asked individuals to indicate whether
they consider themselves to meet the definition as set out in the
Disability Discrimination Act. Respondents, however, may be
reluctant to either reveal a disability or reject the wording of the
definition. Thus, the survey figures may under-record the actual
incidence of disability amongst post holders and Committee
members.

The qualitative survey revealed that a number of respondents have
concerns over barriers which people with a disability may face in
relation to accessing positions.

Dependants

At present, about 17% of all post holders (and 18.5% of Committee
members) take on a carer role for disabled and/or elderly
dependants. The lack of comparator data for the entire population
of medical and dental practitioners does not allow any definite
conclusions to be drawn as to adverse impacts of the policy.
However, it seems reasonable to assume that their share is not
dissimilar to the Census figures, with which the Agency data is
precisely in line (both in relation to post holders and Committee
members).

Interestingly, while figures for post holders in the GP department
and the Hospital Specialties are largely in line with the overall
figure, a substantially greater share of post holders in Dentistry
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4.2 Action Points

Taking on board the outcome of the research, the Agency commits
itself to undertaking the following actions:

(1) The Agency will seek to widen the application of its
existing appointment procedures and practices to ensure an
open, transparent and consistent appointment process
across all positions and specialties, taking account of the
particular circumstances of smaller specialties. The Agency
will make those exceptional circumstances public.

(2) The Agency will recruit on a fixed-term basis where it is
considered to be appropriate (in the case of the recent
recruitment of a Chief Executive, for example, this was not
considered appropriate).

(3) The Agency will ensure that documentation is available
for all positions regarding:
a) job descriptions
b) personnel specifications
c) terms and conditions (including the number of sessions).
This will be undertaken in consultation with the Royal
Colleges, the BMA and the BDA. Particular emphasis will be
given to examining the equality impacts of any of these, in
particular in relation to the groups currently under-
represented. The Agency commits itself to applying new
guidance on ‘The 5 C’s of Information Provision’ in all their
applications.

(4) In putting together interview panels, the Agency will
encourage individuals from under-represented groups to
become involved.

(5) The Agency will draft a communication strategy, i.e. a
policy on the dissemination of information, outlining
procedures for advertising positions (e.g. through HPSS-
wide job trawls) and disseminating written information on
positions (i.e. job descriptions, personnel specifications,
terms and conditions) to all existing and new doctors.

(6) The Agency will seek to produce a Code of Practice for
the appointment of medical and dental practitioners to
become members of Specialty Training Committees.
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(7) The Agency will encourage Committees to explore the
viability of introducing the use of videoconferencing facilities
and rotating the venue of meetings. Agency will provide
Committees with advice and guidance on range of locations
and venues available, esp. outside of Belfast. Agency will
encourage Committees varying meeting times and
considering availability of childcare wherever possible.

(8) Equality data on seven of the nine groups will be
collected at the application stage in order to allow for
ongoing monitoring in compliance with provisions under the
Data Protection Act.

(9) Summary monitoring data will be published on an annual
basis to provide greater transparency as to applicants and
appointees.

(10) The Agency will include a statement in future
advertisements that NIMDTA is an equal opportunities
employer (spelling out all nine groups) and that applications
from the under-represented groups will be particularly
welcome.

(11) The Agency will seek to further develop its engagement
with organisations representing the interests of Section 75
groups, in particular with regards to exploring potential
barriers and ways of addressing them.

(12) The Agency will introduce both equality awareness
training and induction training for those working on its
behalf; it will also distribute information materials on equality
to staff.

(13) The Agency will continue to lobby the DHSSPS for
supporting the collection of quantitative monitoring data on
all GPs, GDPs and hospital consultants.

4.3 Monitoring

Within the course of the third quarter of 2004/2005, a delivery plan
will be drawn up to implement specific action points emanating
from the assessment. The delivery will be monitored on an
ongoing basis and the organisation’s Annual Review of Progress
will contain a report on the EQIA implementation.
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The organisation will seek to put in place arrangements for
quantitative monitoring in relation to the categories of age, gender,
religion, ethnicity, marital status, dependants, and disability on an
annual basis.

The organisation does not have any quantitative monitoring
arrangements in place in relation to the categories of political
opinion and sexual orientation. Options for qualitative monitoring
with regard to these categories will be explored, pending also the
publication of further advice by the Equality Commission.

The Agency commits itself to revising the policy if monitoring
shows adverse impacts.
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Ethnicity

Please tick the appropriate box to indicate your ethnic origin and specify your
nationality:

White

Irish Traveller

Chinese

Indian

Pakistani

Bangladeshi

Black-African

Black-Caribbean

Mixed ethnic group

Any other ethnic group (please describe)__________________________

Nationality (please describe)____________________________________

Disability

In accordance with the Disability Discrimination Act 1995, a disability is defined as "a
physical or mental impairment that has substantial and long term adverse effect on
your ability to carry out normal day to day activities". Do you consider yourself to
have a disability?

Yes No

If Yes please specify the nature of your disability and, if applicable, provide details of
your specific requirements so that we can make any necessary reasonable
adjustments or adaptations that will improve your access to our services, make
reasonable adjustments to working arrangements and/or ensure that you enjoy
equal participation in working with us.

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
_______________________________________________________

Any other comments

Would you like to comment on any of the above questions?
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Appendix 3: The Qualitative Questionnaire

Dear Colleague,

Re: Equality Impact Assessment on Appointment of Staff to Act on
Behalf of the Agency (Specialty Advisers, Training Programme

Directors, Tutors and Course Organisers)

The Northern Ireland Medical and Dental Training Agency (NIMDTA) is a
public body under the terms of Section 75 and Schedule 9 of the Northern
Ireland Act 1998. We are required to promote equality of opportunity and good
relations in carrying out our functions.

One of the key undertakings in our Equality Scheme was that we should carry
out 'equality impact assessments'. These assessments look at the impact of
our work on different groups of people and are meant to ensure that our
policies promote equality of opportunity between:

a) persons of different religious belief, political opinion, racial group,
age, marital status or sexual orientation

b) men and women generally

c) persons with a disability and persons without

d) persons with dependants and persons without.

A key policy which has been identified for assessment during 2003/2004 is
the appointment of staff to act on behalf of the Agency (Specialty Advisers,
Training Programme Directors, Tutors and Course Organisers).

In order to find out more about the perceptions of GPs, GDPs and
Consultants as the key stakeholders of this policy, we have designed a brief
questionnaire. It asks you to share your views, experiences and suggestions
in relation to current procedures and practices.

We would be grateful if you could spend some 10 minutes to consider the
following questions and return the attached sheets to us by 6 October 2003.

We look forward to learning more about your views.

Yours sincerely,
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Equality of Opportunity Questionnaire
on

Appointment of Staff to Act on Behalf of the Agency
(Specialty Advisers, Training Programme Directors,

Tutors and Course Organisers)

In the first place, are you aware of the current arrangements
for appointment to Specialty Training Committees and have
you ever considered seeking appointment to a committee?

What do you think are currently the main barriers to becoming
a member of a committee?

Are there any groups (in terms of age, gender, religion,
political affiliation, racial group, marital status, dependent
status, disability or sexual orientation) who you think might
find it particularly difficult to gain membership of a committee
at the moment? If so, why?
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Do you perceive any other inequalities to be at work regarding
access to committee membership, beyond the groups listed
above? If so, how important are they in comparison?

Turning now to Agency positions, are you aware of the
current arrangements for appointment to any of these
positions (Specialty Advisers, Training Programme Directors,
Tutors and Course Organisers) and have you ever considered
seeking appointment to any of them?

What do you think are currently the main barriers to
accessing these positions?

Are there any groups (in terms of age, gender, religion,
political affiliation, racial group, marital status, dependent
status, disability or sexual orientation) who you think might
have particular difficulties accessing these positions at the
moment? If so, why?



44

Do you perceive any other inequalities to be at work regarding
access to these positions, beyond the groups listed above? If
so, how important are they in comparison?

What do you think the Agency could do to promote greater
fairness in relation to access to these positions and
membership of committees?

Would you personally consider applying for any of these
positions if they were publicly advertised?

Advisor Yes No

Programme Director Yes No

Clinical Tutor Yes No

Course Organiser Yes No

Finally, are you …

…a GP a GDP a Consultant

Please indicate your specialty:
A&E Anaesthetics
Laboratory Medicine Medical Specialties
Clinical Oncology O&G
Occupational Medicine Ophthalmology
Orthopaedic Surgery Otolaryngology
Paediatrics Psychiatry
Public Health Medicine Radiology
Surgical Specialties Dentistry
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Appendix 4: Tables Summarising Collected Section 75 Data

Table 1: Gender

female male
Census population (2001) 49.6 50.4
Committees total 28.2 71.8
positions total 24.2 75.8
Hospital Specialties - positions 17.9 82.1
GPs – positions 38.5 61.5
GDPs – positions 22.2 77.8
Hospital Specialties – Committees 25.8 74.2
GPs – Committees 33.3 66.7
GDPs – Committees 34.6 65.4
Consultant population (2001) 22 78
GP population (2001) 33 67
GDP population (2001) 39 61
Consultant+GP+GDP total (2001) 31 69
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Table 2: Age

age band
C+GP+GDP

in %
consultants

in % GPs in %
GDPs in

%
positions

in %

Hospital
positions

in %

GP
positions

in %

GDP
positions

in % STC in %
Hospital

committees
GP

committees
GDP

committees
Census in
% of 25-64

25-29 4.6 0 0.5 17.5 0 0 0 0 1.1 0 3.1 6.7 13.46

30-34 9.8 3.0 8.7 21.5 1.2 0 4 0 0.6 0 3.1 0 14.96

35-39 20.2 21.0 17.7 23.4 11.9 9.8 16 12.5 12.2 10.5 12.5 26.7 15.21

40-44 19.7 22.0 20.7 14.3 25 25.5 32 0 20.6 21.1 28.1 0 13.77

45-49 18.7 21.0 21.7 10 27.4 29.4 20 37.5 27.8 30.1 18.8 26.7 12.02

50-54 13.5 16.0 16.8 4.9 8.3 7.8 8 12.5 15 15 12.5 20 11.55

55-59 9.7 12.0 10.2 6.4 22.6 23.5 16 37.5 17.8 18.8 12.5 20 10.41

60-64 3.7 5.0 3.8 1.9 3.6 3.9 4 0 4.4 4.5 6.3 0 8.63
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Table 3: Religion

Catholic Protestant Other religion,
no religion or
religion not
stated

Census population
(2001)

38.7
[45.26]

46.8
[54.74]

14.5

Committees total 31.5
[35.88]

56.3
[64.12]

12.2

positions total 31.5
[33.76]

61.8
[66.24]

6.7

Hospital Specialties –
positions

33.3
[35.96]

59.3
[64.04]

7.4

GPs – positions 34.6
[36]

61.5
[64]

3.8

GDPs – positions 11.1
[12.49]

77.8
[87.51]

11.1

Hospital Specialties –
Committees

31.1
[36.5]

54.1
[63.5]

14.9

GPs – Committees 30.8
[32.46]

64.1
[67.54]

5.1

GDPs – Committees 34.6
[37.49]

57.7
[62.51]

7.7

N.B.: The figures in brackets correspond to percentages of the total of those who indicated
that their religious background is either Catholic or Protestant.

Table 4: Ethnicity

white black and
minority
ethnic

Census population (2001) 99.19 0.81
Committees total 95.77 4.23
positions total 98.9 1.1
Hospital Specialties - positions 98.2 1.8
GPs – positions 100 0
GDPs – positions 100 0
Hospital Specialties – Committees 94.6 5.4
GPs – Committees 97.4 2.6
GDPs – Committees 100 0



48

Table 5: Marital Status

single married separated divorced widowed
Census
population
(2001)

22.8 63.7 5.3 5.7 2.5

Committee
total

7.9 88.4 1.9 1.4 0.5

positions
total

5.5 89 1.1 3.3 1.1

Hospital
Specialties -
positions

8.9 85.7 1.8 1.8 1.8

GPs –
positions

0 100 0 0 0

GDPs –
positions

0 77.8 0 22.2 0

Hospital
Specialties –
Committees

7.9 88.1 2.6 0.7 0.7

GPs –
Committees

2.6 97.4 0 0 0

GDPs –
Committees

15.4 76.9 0 7.7 0

Table 6: Disability

with limiting long-
term illness

Census population (2001) 20.64
Committee total 2.8
positions total 2.2
Hospital Specialties – positions 1.8
GPs – positions 3.8
GDPs – positions 0
Hospital Specialties – Committees 2.0
GPs – Committees 7.7
GDPs – Committees 0
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Table 7: Carers of disabled and/or elderly dependants

carers
Census population (2001) 17.1
Committees total 19.6
positions total 16.9
Hospital Specialties - positions 16.4
GPs – positions 15.4
GDPs – positions 25.0
Hospital Specialties – Committees 17.7
GPs – Committees 18.9
GDPs – Committees 35

Table 8: Carers of children

w/ dependent
children

Census population (2001) 49.3
Committees total 68.7
positions total 68.1
Hospital Specialties - positions 67.9
GPs – positions 73.1
GDPs – positions 55.6
Hospital Specialties – Committees 68.2
GPs – Committees 74.4
GDPs – Committees 62.5

NB: The 2001 Census data is based on all adults in households rather than the entire
population.
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Appendix 5: Consultation Pro-Forma

Do you have any comment on individual findings and their
assessment by the organisation?

Are there any further equality issues in relation to the policy which
the report does not address?

Do you think that the action proposed by the organisation is
appropriate for addressing the issues?

Do you have any further suggestions how the organisation may
address the issues identified in the findings?

Would you like to make any further comments?
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Appendix 6: List of Consultees

Organisation
Action Cancer

Action for Dysphasic Adults

Action Mental Health

Action MS

Afro-Asian Residents' Group
Age Concern

The HIV Support Centre
Alliance Party of Northern Ireland
Alzheimers Disease Society
Ark Housing
Armagh and Dungannon HSS Trust

Armagh Travellers Support Group
Arthritis Care

Arts Council NI

ASBAH

ASBAH

Association of Chief Officers of Voluntary Associations (ACOVO)

Association Of Independent Advice Centre NI
Baha'i Community

Banbridge Youth Arts & Information Centre

Baptist Church of Ireland
Barnardos
Belfast Brook Advisory Centre
Belfast Carers Centre
Belfast Chinese Christian Church

Belfast City Hospital Health and Social Services Trust

Belfast Hebrew Congregation
Belfast Institute of Further and Higher Education
Belfast Islamic Centre

Belfast Regeneration Office

Belfast Travellers' Education & Dev. Group
Belfast Travellers Support Group

BIH Housing Association
British Deaf Association (NI)

British Dental Association NI

British Diabetic Association
British Medical Association
British Association of Social Workers (NI Office)

Bryson House

Carafriend
Carer's Northern Ireland
Carrickfergus Borough Council

Castlereagh Borough Council

Catholic Boy Scouts Foundation NI
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CAUSE

Causeway HSS Trust
Centre for Voluntary Action Studies

Challenge
Chest, Heart and Stroke Organisation

Child Poverty Action Group
Childcare Northern Ireland
Childline NI

Children's Law Centre NI
Chinese Chamber of Commerce (NI)

Chinese Health Project

Chinese Welfare Association (NI)

Choice Housing Association
Church of Ireland

Coalition on Sexual Orientation

Coleraine Borough Council

Colin Glen Trust
Committee on the Administration of Justice

Community Development and Health Network
Community Practitioners & Health Visitors Association
Community Relations Council
Community Relations Training and Learning Consortium

Community Work Education and Training Network
Confederation of Community Groups
Contact A Family

Cookstown District Council

Council for Ethnic Equality

Council for the Homeless
Craigavon and Banbridge Community HSS Trust
Craigavon Area Hospital Group HSS Trust
Craigavon Asian Women's & Children's Association ( AL-NUR)

Craigavon Borough Council

Craigavon Travellers' Support Committee

Craigavon Vietnamese Group

Crossroads
CRUSE

Cystic Fibrosis Trust
Democratic Unionist Party

Department of Culture, Arts and Leisure
Department of Health, Social Services and Public Safety
Derry City Council
Derry Travellers' Support Group

Derry Well Woman

Disability Action

Division of Clinical Psychology

Down & Connor Family Ministry
Down District Council
Down Lisburn HSS Trust


