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1 Executive Summary 
 
A ‘Safe Haven’ is a term used to explain either a secure physical location or the agreed set 
of administration arrangements that are in place within an organisation to ensure that patient 
or staff personal data is communicated safely and securely. It is a safeguard for personal 
data, which enters or leaves the organisation whether this is by email, post or other means. 
 
This Policy sets out the Trust arrangements to effectively manage Personal Confidential 
Data (PCD) coming into the organisation ensuring it is received, stored and communicated 
securely. 
 
Implementation of this policy and procedure facilitates compliance with the legal 
requirements placed upon the organisation, especially those concerning the processing and 
sharing of sensitive information.  
 
Other organisations as well as internal departments need to be confident that information 
can be sent to a location within the Trust where the confidentiality and security of the 
information is maintained to the same standards. 

2 Introduction 
 
All NHS organisations are required to have in place a Safe Haven procedure to maintain 
privacy and confidentiality of any personal information held.  
 
This Policy and procedure details how the Trust will meet its legal obligations and NHS 
requirements concerning confidentiality, information security standards and operates such 
procedures ensuring that confidential information sent to or from the Trust is handled in such 
a way as to minimise the risk of inappropriate access or disclosure.   
 
For the purposes of this policy, where Personal or Special Categories of Data are described 
this will include data that is owed a duty of confidentiality under the Common Law. 

3 Definitions 
 
For a full list of definitions including Personal Data, Special Categories of Personal Data and 
Personal Confidential Data please refer to the Trust’s Information Governance Framework.  

3.1 General Data Protection Regulations and Data Protection Act 2018 

The General Data Protection Regulations (GDPR) and The Data Protection Act 2018 (DPA 
2018)  sets out the provision for the regulation of the processing of information relating to 
individuals, including the obtaining, holding, using or disclosing of such information. Under 
this legislation the Trust is required to register with the Information Commissioner as a Data 
Controller. 

 Data Protection Act sets out the provision for the regulation of the processing of information 
relating to individuals, including the obtaining, holding, using or disclosing of such 
information.  

http://www.legislation.gov.uk/ukpga/1998/29/contents
http://www.legislation.gov.uk/ukpga/1998/29/contents
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Everyone responsible for using data has to follow the data protection principles. The six 
principles defined within DPA 2018 are: 

 First principle - Processing of personal data for any of the law enforcement purposes 
must be lawful and fair. 

 Second principle – The law enforcement purpose for which personal data is collected 
on any occasion must be specified, explicit and legitimate, and personal data so 
collected must not be processed in a manner that it is incompatible with the purpose 
for which it was collected. 

 Third principle – Personal data processed for any of the law enforcement purposes 
must be adequate, relevant and not excessive in relation to the purpose for which it is 
processed. 

 Fourth principle – Personal data processed for any of the law enforcement purposes 
must be accurate and, where necessary, kept up to date, and every reasonable step 
must be taken to ensure that personal data that is inaccurate , having regard to the 
law enforcement purpose for which it is processed, is erased or rectified without 
delay.  

 Fifth principle – Personal data processed for any of the law enforcement purposes 
must be kept for no longer than is necessary for the purpose for which it is 
processed. 

 Sixth principle - Personal data processed for any of the law enforcement purposes 
must be so processed in a manner that ensures appropriate security of the personal 
data , using appropriate technical or organisational measures (and, in this principle, 
“appropriate security” includes protection against unauthorised or unlawful 
processing and against accidental loss, destruction or damage).  

4 Scope 
 
This Policy applies to all staff, including agency, locum, bank and volunteers and sub-
contractors who transmit confidential information as part of their role. 

5 Purpose 
 
The purpose of this Policy is to provide clarity for staff in relation to the correct process or 
processes to be followed in order to transmit or receive confidential information safely and 
securely. 
 
This Policy and Procedure sets out what staff are required to do in order to transmit 
confidential information via the following means:- 
 

 Electronic Mail (email) 

 Telephone calls 

 Paper documentation 

 Electronic records & communications 

 Verbal transmission of information 
 

Staff must not send information via Fax machine. If you are unable to send information via 
secure email or post and believe you need to use a Fax machine please speak to the 
Information Governance Department.  
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6 Roles and Responsibilities 
 
Responsibility for compliance with Data Protection and Caldicott Principles is delegated to 
various roles across the Trust as set out below:- 

6.1 Chief Executive  
 
The Chief Executive is the Accountable Officer and ultimately accountable for the safe and 
secure transmission of confidential information, however, a number of specific 
responsibilities have been delegated to the Trust Caldicott Guardian (as set out in the 
Statutory and Formal Roles). 

6.2 Caldicott Guardian (CG) 
 
The Caldicott Guardian has responsibility for protecting the confidentiality of patient and 
service user information and enabling appropriate information sharing.  
The CG has a particular responsibility under the Caldicott Recommendations 1997, 2013 
and 2016 and subsequent Caldicott publications for reflecting patients’ interest regarding the 
use of PCD and for ensuring PCD is only shared appropriately and securely throughout the 
Trust.  The CG acts as the conscience of the Trust in matters regarding data confidentiality 
and sharing. They work as part of a broader IG function across the Trust and support 
effective decision making regarding appropriate data sharing. The Caldicott Guardian is 
responsible for ensuring that the Trust has in place a robust Safe Haven Policy and 
Procedure and that there is adherence across the breadth of the Trust. 
 
The Caldicott Guardian role at the Trust has been assigned to the Medical Director. 

6.3 Senior Information Risk Owner (SIRO) 
 
The SIRO has overall responsibility for the Trust’s Information Governance Framework.  The 
SIRO will lead and implement Information risk assessment activities and advise the Board 
on the effectiveness of information governance and associated information risks across the 
Trust. 
 
The SIRO must understand the strategic business goals of the Trust and how other 
organisation’s business goals may be impacted by information risks, and how those risks 
may be managed.   
 
The SIRO will provide written advice to the Accountable Officer regarding the information 
risk elements of their Annual Governance Statement. 
 
The SIRO role at the Trust has been assigned to the Director of Governance and Risk IM&T. 

6.4 Information Asset Owners (IAO) 
 
Information Asset Owners are senior members of staff (Clinical Directors of the Care Groups 
or Deputy/Assistant Directors or Heads of Service for Corporate Services)   
 
IAOs are directly accountable to the SIRO and must provide assurance that information risk 
is being managed effectively in relation to their areas of responsibility.  Therefore IAOs are 
regarded as information risk leads across their areas of responsibility. IAOs may be 
assigned ownership of several assets within the organisation dependant on their role.  The 
register of IAOs is held and maintained by the Information Governance department. 
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The Trust IAOs have very specific responsibilities in relation to the transmission of 
confidential information as set out below:- 
 
They must be involved in any decision making process regarding whether it is appropriate to 
transmit confidential information, this will necessitate the completion of a Data Protection 
Impact Assessment  and will also need the IAO to consider the Information Governance 
credentials of any potential information recipient. 
 
Once the decision has been taken that the transmission of confidential information is lawful 
and appropriate, they must ensure that robust arrangements to enable the secure and safe 
transfer of this information. This may include a requirement to have in place a Data Sharing 
Agreement or Data Processing Agreement, which takes into account and mitigates where 
appropriate any risks associated with the sharing of the information. Please refer to the 
Trusts Data Sharing Procedure for further details.  
 
It is also imperative at this point that the transmission of data is captured on the IAOs Data 
Flow Map. 
 
Information Asset Owners are also responsible for ensuring that all sub-contractors are 
aware of what is required from them in relation to confidential information, and that this is 
specified in any contractual or partnership arrangements. 
 

6.5 Information Governance Lead Officer (IGLO)/Data Protection Officer (DPO) 
 
The Information Governance Lead Officer/DPO has responsibility for advising staff on 
relevant legislation, policies, procedures and guidance for information security across the 
Trust, reporting to the Caldicott Guardian, SIRO and the Information Governance Sub 
Commitee, on confidentiality issues. 
 
They will actively support the IAO’s to discharge their duties effectively. 
 

6.6 Information Asset Administrators (IAAs) 
 
IAAs assist the IAOs in delivering information risk assurance and have day to day 
responsibilities for management of information risks affecting specific information assets. 
IAAs are operational members of staff who understand and are familiar with information risks 
in their area or department, e.g. Security Managers, Records Managers, Data Protection 
Officers, and Internal Audit.  IAAs will implement the Trust’s Information Governance Policy, 
and risk assessment process for those information assets they support. They will provide 
assurance reports to the relevant IAO as required. The register of IAAs is held and 
maintained by the Information Governance department 

6.7 All staff  
 
All staff have a responsibility for following policies, guidance and standard operating 
procedures to ensure compliance with safe and secure processing of data in line with 
statutory and legislative requirements. All staff have a legal duty of confidence to keep 
confidential data private and secure and not to divulge information accidentally.  Staff may 
be held personally liable for a breach of confidence and must not: 
 
• Talk about confidential matters in public places or where they can be overheard. 
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• Leave any assets containing personal, commercially confidential or special 
categories of personal data lying around unattended, this includes telephone messages, 
computer printouts, faxes and other documents, or  
• Leave a computer logged on to a system where information can be accessed or 
viewed by another person without authority to view that information 
 
Staff must not use someone else’s password to gain access to data. Action of this kind will 
be viewed as a serious breach of confidentiality under the Computer Misuse Act 1990 and in 
breach of Trust policies.  

7 Policy detail/Course of Action 
 
To ensure that data is shared appropriately, care must be taken to check that a clear basis in 
law is established that permits or obligates the sharing and appropriate authorisation to do 
so is in place.  The completion of a DPIA is a statutory requirement when considering new 
processing including the sharing of Special Categories of personal data as defined in the 
GDPR. 
 
It is important to consider how much data is required and ensure that the minimal amount 
necessary is disclosed. 
 
Data can be disclosed when effectively anonymised/pseudonymised in line with legislative 
requirements and the ICO Anonymisation Code of Practice.    
 
When the information is required by law or under a court order in situations such as the 
detection and prevention of serious crime, staff must discuss the matter with the Data 
Protection Officer, who will provide advice and guidance and inform and obtain approval of 
the Caldicott Guardian/DPO for the disclosure. 
 
Data can be disclosed in identifiable form 

 with the individual’s explicit consent, or, 

 under the appropriate legal basis under the GDPR, or, 

 with support from NHS England which will apply for the necessary approval from the 
appropriate authority. 

 
In potential safeguarding situations where it is decided that information should be shared 
according to the various duties placed on NHS organisations to protect vulnerable people, 
staff should contact their line manager and if necessary, discuss with the Data Protection 
Officer, who will provide advice and guidance.  It may also be necessary in some case to 
obtain the approval of the Caldicott Guardian to the disclosure. 
 
When necessary and agreed as part of the DPIA process, a Data Sharing, Data Processing 
or Transfer of Service Agreement must be completed before any data is transferred.  The 
various agreements will set out any conditions for use and identify the secure method of 
transfer.  For further information on Data Sharing Agreements refer to the Trusts Data 
Sharing Procedure or speak to the Information Governance Team.  
 
Care must be taken when transferring data to ensure that the method used is encrypted 
where necessary and is always secure.  Staff must ensure that appropriate standards and 
safeguards are in place in respect of telephony enquiries, e-mails, and post.  
 
Emails containing any personal, commercially confidential or special categories of personal 
data must be sent using an NHS.net account. Therefore, staff emailing from @nhs.net 
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accounts to another @nhs.net account, can be confident that the content of the message is 
encrypted and secure. 
 
In circumstances where the receiving organisation does not hold a NHS.net account, the 
Encryption Guide for NHSmail must be followed to ensure all personal, commercially 
confidential or special categories of personal data sent outside of NHSmail is protected. 
The service dictates you must use [secure] in square brackets in the subject line of your 
email.  An encrypted email sent from an NHSmail address (ending @nhs.net) will contain a 
link to access the encrypted message.  
 
Staff must ensure the NHSmail platform operates in accordance to the published guidance, 
policies and procedures to ensure appropriate and secure usage NHS mail guidance. 
 
If information is required to be sent to a member of the public, using their non-secure email 
address, it is the responsibility of the member of staff to ensure that the member of public is 
provided with a clear explanation of the risks of using unsecure email addresses and 
consent should be obtained and recorded. 
 
The following section of this Policy and Procedure sets out the Trust Safe Haven 
arrangements. 
 
It is vital the staff choose the most appropriate method of communication based on factors 
such as:- 
• the sensitivity of the information 
• the urgency of the need to share information 
• the operating procedures of the receiving organisation 
• the reason for sending the information 
 

7.1 Electronic mail (email) – NHS.Net  
 

Emails containing any confidential or commercially confidential information must only be sent 
using an NHS.net account. Therefore, if you’re emailing from your @nhs.net account to 
another @nhs.net account, then you can be confident that the content of your message is 
encrypted and secure. 

The table below is a summary of email addresses that are known/not known to be secure.  
Emails to secure addresses are encrypted in transit and the receiving organisation has 
committed to protect the data upon receipt. If you are in any doubt as to the security of the 
mail address you are using then please contact the IT department.  

Recipient email address ends  Secure  Additional actions required  

nhs.net Yes Secure – no additional action required  

secure.nhs.uk Yes Secure – no additional action required  

nhs.uk (does not end 
secure.nhs.uk) 

Unknown Use [secure] in the subject line 

gov.uk Yes Secure – no additional action required 

Cjsm.net Yes Secure – no additional action required 

pnn.police.uk Yes Secure – no additional action required 

mod.uk Yes Secure – no additional action required 

parliament.uk Yes Secure – no additional action required 

Any other email address Unknown Use [secure] in the subject line 

 
Guidance for sending emails to non-secure domains. 
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When sending emails containing confidential information or data outside of NHSmail [secure] 
must be used in the subject line of the email (the word secure must be in square brackets as 
in screenshot below), [secure] is not case sensitive. The Encryption Guide for NHSmail must 
be followed (link to guidance below):  
https://s3-eu-west-1.amazonaws.com/comms-mat/Training-
Materials/Guidance/encryptionguide.pdf 
 
The NHSmail Accessing Encrypted Emails Guide must be followed to ensure the recipient 
follows the registration process and sets up with an account with the NHSmail encryption 
provider. The Guide also provides advice on replying and forwarding encrypted emails. 
 
The NHSmail portal (https://portal.nhs.net/), NHSmail Support Site will provide information 
and guidance on sending and receiving emails outside the NHSmail service – please refer to 
the Sharing Sensitive Information Guidance. 
 
All users of the NHSmail platform must operate in accordance with the following published 
guidance, policies and procedures:   

 NHSmail Acceptable Use Policy (AUP) 

 Information Management Polices 

 Sharing Sensitive Information Guidance  

 Encryption Guide for NHSmail 

 Accessing Encrypted Emails Guide 

 Encryption Guide for Senders 
 
In addition, users must: 

 Check what is being ‘forwarded’ or sent using the ‘reply all’ option, in case the 
information is not intended for further sharing 

 Ensure that any attachments do not include information that should not be shared 
such as hidden tabs of Patient names or identifiers 

 Ensure the correct recipient is selected from the address book 

 Remember that any email that contains information about an identifiable individual 
could be disclosed under the right of access (see the Trust’s Individual Rights Policy) 

 Ensure that emails and folders are managed effectively  

 Ensure that information is only sent to those who need it, and not widely shared ‘just 
in case’  

 Think very carefully about using the ‘Bcc’ option - it is appropriate for protecting the 
anonymity of recipients but not in every situation. 

 

7.2 Access to Information Assets 
Information Asset Owners are responsible for ensuring that only appropriate individuals have 
access to individual information assets for which they have responsibility (as per their 
Information Asset Register).  This includes Trust employees and on occasion individuals 
from other organisations. 
 
Information Asset Owners must always consider the following prior to enabling access to an 
information asset:- 
 

 What is the rationale for access? 

 What is the legal basis for access? 

 What are the risks associated with access? 

 What are the risks associated with declining access? 

 What information needs to be shared and how can this be achieved safely without 
access to the information asset? 

https://s3-eu-west-1.amazonaws.com/comms-mat/Training-Materials/Guidance/encryptionguide.pdf
https://s3-eu-west-1.amazonaws.com/comms-mat/Training-Materials/Guidance/encryptionguide.pdf
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Decision making needs to be risk based.  Advice can be sought from the Caldicott Guardian 
and DPO where required.  

7.3 Post (sending and receiving confidential information) 
The Trust prohibits the transmission of unencrypted digital confidential data via post, unless 
this has been authorised by the relevant Information Asset Owner or Caldicott Guardian as 
appropriate. 
 
Where internal departments wish to transmit confidential information including patient or staff 
records, consideration must be given to whether scanning and emailing is appropriate. 
Where this is not appropriate due to the size of the record, or the timescales allowed, 
consideration must be given to hand delivery.   
 
Only under extreme circumstances where neither of the above is feasible, are staff permitted 
to transmit confidential information via the Trust internal postal courier arrangements.  
Where this is the case the following steps must be taken:-  
 

 A record must be made within the department of the information being transmitted, 
including the date sent, and the date subsequently received by the receiving 
department.   

 Where the confidential information is not received by the other department within 3 
working days this must be reported as an Information Governance Incident. 

 
Transmission of confidential information to an external recipient is only permitted when all 
other means of conveying information have been ruled out, and then only when the following 
steps have been taken:-  
 

1. confirm the name, department and address of the recipient 
2. ensure that the information is placed in a sealed robust envelope (for both internal and 

external post) 
3. ensure that the name and address of the recipient is clearly marked on the envelope 
4. mark the envelope “Private and Confidential for Addressee only” 
5. if using a courier bag ensure that the courier bag is addressed to a named recipient, 
6. if the courier bag contains information for multiple addressees ensure that all 

information contained within the courier bag is in sealed addressed envelopes 
7. when appropriate send the information via special delivery 
8. Incoming mail must be sent to the named addressee when the envelope states “Private 

and Confidential for Addressee only”.  Where the addressee is not intended to be in 
Owner or named deputy. 

9. Post must be opened away from public areas and filed secure on receipt 

7.4 Telephone calls or verbal transmission of confidential data 
The Trust recognises that requests for the transmission of confidential information via the 
telephone or verbally bring a high degree of risk in that the conversation may be overheard, 
or misinterpreted; therefore it is imperative the this method of transmitting confidential 
information is only used as a last resort, when all other options have been exhausted. 
 
In particular staff must:- 
 

1. Ensure that telephone messages or face to face discussions only occur when it is 
safe to do so, i.e. when the area is clear and the chance of being overheard is 
minimised 
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2. Ensure that all telephone messages are conveyed to the appropriate recipient in line 
with the above arrangements, i.e. where confidential information is to be provided do 
not transfer this onto a message pad and leave it on a staff member’s desk  

3. When a third party requests confidential information their name, job title, department 
and organisation must be confirmed, along with the reason for the information being 
requested.  The person asked to provide the information must consider if this is a 
justifiable reason for sharing information, and seek support from a line manager or 
IAO if unsure 

4. Where appropriate, a contact number should be taken from the person making the 
request, and/or sight of some form of identification should be requested in order to 
verify the legitimacy of the request, the caller and where appropriate the organisation 

5. Check with their line manager or the relevant Information Asset Owner where 
appropriate as to whether the information can be provided.  If there is doubt, the 
requester must be advised that they will be called back later  

6. Ensure that information is only provided directly to the person who has requested it.  
Staff must not leave a message, and must always ensure that their telephone 
call/conversation takes place in a confidential setting 

7. Not provide more information than is necessary 
8. Ensure that they record the name and details of the person requesting or providing 

the information in the appropriate record.  The date, time and type of information 
being disclosed / provided must also be provided, as well as the staff member’s 
name and role. 
 

7.5 Remote/Mobile Working 
Staff may need to work from another location or work remotely. This means that these staff 
may need to carry Trust data and assets with them which could be or contain personal, 
commercially confidential or special categories of personal data e.g. on an encrypted laptop, 
encrypted USB stick or as paper documents. 

 
When taking paper documents that contain confidential information outside of the normal 
office environment, approval should be obtained from the relevant line manager and a risk 
assessment completed where there is the potential for data loss to occur. 

 
When working away from Trust locations, staff must ensure that their working practices 
comply with Trust policies and procedures.  Any removable media must be encrypted as per 
the NHS Encryption Guidance Standards. 

 
Staff must not leave personal, commercially confidential or special categories of personal 
data unattended at any time and ensure that it is kept in a secure lockable place when 
working remotely. 

 
Staff must minimise the amount of personal, commercially confidential or special categories 
of personal data that is taken away from Trust premises. 

 
When in transit staff must ensure that any personal, commercially confidential or special 
categories of personal data is transported in a lockable container and secure manner, is kept 
out of sight whilst being transported (i.e. in the boot of a car) and removed to a more secure 
location on arrival at their destination. Equipment and assets must not be left in a car.    

     
Staff are responsible for ensuring that any data or assets taken home are kept secure and 
confidential. This means that other members of their family and/or their friends/colleagues 
must not be able to see the content or have any access to the data. 
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Staff must not forward any personal, commercially confidential or special categories of 
personal data via email to their home email account or store the data on a privately owned 
computer, storage device or other technology such as a cloud storage solution that is not 
provided by the Trust.  

8 Consultation 
 
This Policy and Protocol has been circulated to the Information Governance Sub Committee 
(IGSC) for comment prior to seeking formal ratification and approval. 

9 Training 
 
The Trust has in place an Information Governance Training Needs Analysis, which is 
reviewed annually and aligns with staff training profiles.  This sets out specific training that 
staff are required to undertake, which is role dependant.  As a minimum all staff will be 
required to undertaken Data Security Awareness training. 

10 Monitoring Compliance and Effectiveness 
 
Information Asset Owners are responsible for ensuring compliance with this Policy and 
Procedure across their areas of responsibility, and as such will be required to report annually 
on compliance, this will be reviewed by the Information Governance Sub Committee.   

References and associated documents Trust Documents: 

 

 Information Governance Policy including the management of risks 

 Individual Rights Policy and Standard Operating Procedure 

 Data Sharing Procedure 
 

For the purpose of this Policy other relevant legislation and appropriate guidance may be 
referenced.  The legislation listed below also refers to issues of security of personal 
confidential data: 

• General Data Protection Regulations 2016 

• Data Protection Act 2018 

• Access to Health Records 1990   

• Access to Medical Reports Act 1988  

• Human Rights Act 1998  

• Freedom of Information Act 2000  

• Regulation of Investigatory Powers Act 2000  

• Crime and Disorder Act 1998  

• Computer Misuse Act 1990  

• Criminal Justice and Immigration Act 2008  

• Health and Social Care Act 2012 

• Health and Social Care (Safety and Quality) Act 2015 

• The Privacy and Electronic Communications (EC Directive) Regulations 2003 
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The following are the main publications referring to security and or confidentiality of personal 
confidential data: 

• Confidentiality: NHS Code of Practice   

• CQC Code of Practice on Confidential Personal Information 

• NHS Digital: A Guide to Confidentiality in Health and Social Care 

• NHS England Confidentiality Policy 

• Records Management Code of Practice for Health and Social Care Information 
Security: NHS Code of Practice  

• Employee Code of Practice (Information Commissioner)  

• Caldicott Report 1997 and 2013 

• Caldicott 3- Review of Data Security, Consent and Opt-Outs 

11 Appendices 
 
Appendix A Financial and Resourcing Impact Assessment on Policy Implementation 
Appendix B Equality Impact Assessment (EIA) Screening Tool 
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Appendix A 
 

Financial and Resourcing Impact Assessment on Policy Implementation 
 

NB this form must be completed where the introduction of this policy will have either a 
positive or negative impact on resources.  Therefore this form should not be completed 
where the resources are already deployed and the introduction of this policy will have no 
further resourcing impact. 

 

Document 
title 

Safe Haven Policy and Procedure 

 

Totals WTE Recurring  
£ 

Non-
Recurring £ 

Manpower Costs      

Training Staff     

Equipment & Provision of resources     

 
 
Summary of Impact: This Policy will have no impact on resources as these responsibilities 
already exist 
 
Risk Management Issues:   

 
Benefits / Savings to the organisation:  Equality Impact Assessment 
 
 Has this been appropriately carried out?    YES/NO  
 Are there any reported equality issues?    YES/NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary 
 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure 
you have thought through the impact on staffing, training and equipment carefully and that 
ALL aspects are covered. 

Manpower WTE Recurring £ Non-Recurring £ 

Operational running costs    

     

Totals:     

 

Staff Training Impact Recurring £ Non-Recurring £ 
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Totals:     

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    

Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   

Equipment maintenance   

Marketing – booklets/posters/handouts, etc.   

   

Totals:     

 

 Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Appendix B 

 

Equality Impact Assessment (EIA) Screening Tool 

 
 
1. To be completed and attached to all procedural/policy documents created within 

individual services. 
 
2. Does the document have, or have the potential to deliver differential outcomes or affect 

in an adverse way any of the groups listed below?  
 
If no confirm underneath in relevant section the data and/or research which provides 
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, 
Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and 
determine if full EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men N/A N/A  

Women N/A N/A  

Race 

Asian or Asian 
British People 

N/A N/A  

Black or Black 
British People 

N/A N/A  

Chinese 
people  

N/A N/A  

People of 
Mixed Race 

N/A N/A  

White people 
(including Irish 
people) 

N/A N/A  

Document Title: Safe Haven Policy and Procedure 

Purpose of document 
To set out the Trust arrangements for the transmission of confidential 
information 

Target Audience All staff 

Person or Committee undertaken 
the Equality Impact Assessment 

Information Governance Lead Officer and Data Protection Officer   
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People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 
Issues 

N/A N/A  

Sexual 
Orientat
ion 

Transgender N/A N/A  

Lesbian, Gay 
men and 
bisexual 

N/A N/A  

Age 

Children  
 

N/A N/A  

Older People 
(60+) 

N/A N/A  

Younger 
People (17 to 
25 yrs.) 

N/A N/A  

Faith Group N/A N/A  

Pregnancy & Maternity N/A N/A  

Equal Opportunities 
and/or improved 
relations 

N/A N/A  

 
Notes: 
 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, 
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and 
collectively when considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. 
Consideration should be given to the specific communities within the broad categories such 
as Bangladeshi people and the needs of other communities that do not appear as separate 
categories in the Census, for example, Polish.  
 
3. Level of Impact  
 
If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then 
please complete a thorough assessment after completing the rest of this form. 
 
3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how 
below: 

 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 
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3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 

 

Date Initial Screening completed  

 


