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Introduction 
 
The Care Quality Commission (CQC) is undertaking a review of how well the 
health and social care pathway is working for people who have had a stroke 
and their carers. This stroke pathway review will include an assessment of 
local services and a national report. It is expected that the main findings will 
be published in September 2010. 
 
This equality impact assessment (EIA) describes equality, diversity and 
human rights (EDHR) aspects of stroke care, and considers how the review 
should be undertaken in a way that promotes EDHR. It focuses in particular 
on the potential for discriminatory or negative consequences for six groups of 
people, according to their “equality characteristics”: race, disability1, gender, 
age, religion and belief, and sexual orientation.   
 
However, it is important to understand that focusing on these six equality 
characteristics in this EIA does not mean that they are the only EDHR issues 
that the review will take into consideration. We intend that the review will take 
a human rights approach, which should mean equality issues take a 
prominent role throughout.  Where relevant the review will consider other 
aspects of inequality, such as income, social class, refugee status, rurality, 
and those within the criminal justice system.  
 
The overall objective of the stroke pathway review is to improve services for 
people who have had a stroke or Transient Ischemic Attack (TIA2) and their 
carers.  One of the ways in which it will do this is by identifying and focusing 
attention for improvement on those services which are weakest.  This should 
lead to a reduction in variation in the standard of care between people in the 
worst and the best areas. 
 
This EIA document refers to a number of sources of evidence, but does not 
describe any new analysis by the stroke pathway review team.  It draws in 
particular on the Department of Health (DH) EIA for the National Stroke 
Strategy. 
 
The next four sections consider aspects of the stroke pathway in which there 
may be differences for patients in the six equality characteristic groups.  This 
document then considers the potential impact of the stroke pathway review on 
inequalities. The final main section of this EIA notes actions that we propose 
                                                 
1 For the EIA we focus on pre-existing disability, rather than disability caused by the stroke.  
The review itself will consider the often disabling effects of stroke. 

2 Sometimes called a mini-stroke – a stroke where the symptoms persist for less than 24 
hours 
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to take in the way we conduct the review to try to reduce inequalities. 
Appendices describe the duties on the CQC to promote equality, and discuss 
inequalities associated with socio-economic deprivation. 
 
 
Prevalence and incidence of stroke 
 
In this section, the term “prevalence of stroke” means the proportion of people 
who have ever had a stroke, and “incidence of stroke” means the proportion 
of people who have had a stroke in a 12 month period.  Both these 
proportions are usually expressed as a percentage of the relevant population.  
High prevalence generally corresponds to high incidence, with the percentage 
prevalence figure commonly being about four or five times the incidence 
figure. 
 
Prevalence (and incidence) of stroke is known to be different for groups of 
people according to some, but not all, of the six equality characteristics.  The 
equality characteristics for which CQC is not aware of any evidence of 
difference in prevalence for stroke are disability (pre-existing), religion and 
belief (except to the extent that this is related to race), and sexual orientation.  
That does not mean that there is no difference in stroke prevalence according 
to these characteristics, it just means that the stroke review team are not 
currently aware of any evidence that there is a difference. 
 
There is a very substantial difference in the prevalence of stroke according to 
age.  Health Survey for England 2006: Latest Trends (ONS and IC, 2008) 
reports that prevalence of stroke rises according to age from 0.1% amongst 
16 to 34 year olds3 to 11.6% for over 75 year olds.  
 
Stroke prevalence also varies according to gender. The rate for men over 75 
is 13.1%, which is substantially higher than for women over 75 (10.7%). 
Because there are more older women in England than there are older men, 
there is less difference in the overall stroke prevalence rates (for all adult 
ages) which are 2.4% for men and 2.2% for women. 
 
Health Survey for England 2004: The health of minority ethnic groups (ONS 
and IC, 2006) describes variation in prevalence of stroke amongst different 
ethnic groups.  For men the standardised risk ratios were highest for 
Bangladeshi and Irish men, and lowest for Black Africans.  For women the 
standardised risk ratios were highest for Pakistanis and Bangladeshis, and 
lowest for Chinese.  However due to the limited sample size most of these 
differences were not statistically significant.  Reducing Brain Damage: Faster 
access to better stroke care (National Audit Office, 2005) reports that 
incidence rates of first ever stroke adjusted for age and sex have been found 
to be twice as high in black people compared with white people. 
 

                                                 
3 Stroke does occur in children, but is rare and data is not available from the survey.  
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People’s needs when they have had a stroke 
 
People’s needs change from emergency care in the first few hours after 
having a stroke, through acute care and then community rehabilitation and 
beyond. The stroke pathway review will concentrate on care from 24 hours 
after the stroke onwards. The severity of a stroke and the way it impacts on 
people varies widely between each individual.  For example after they leave 
hospital some people who have had a stroke may need speech therapy, 
others may need mobility aids and to move into residential care.  A stroke 
often means that the partner or other family member also has new needs as a 
carer of the stroke survivor.  People’s needs, both stroke survivors and their 
carers, are different according to their individual circumstances and 
preferences. 
 
Most strokes occur amongst people who are older than normal retirement 
age. They are more likely to live alone than younger people, which means 
they tend to need more support if they return home to live after a stroke. They 
are also more likely than younger people to have other pre-existing health 
issues which may compound their needs when recovering from a stroke. 
 
But a substantial proportion of people who have had a stroke will be of 
working age, and will wish to return to work.  This may affect the type of 
rehabilitation they require, and if they have acquired impairment from their 
stroke they may need to retrain to a different job, or have adaptations made to 
their working environment. If the partner of a stroke survivor is of working age 
this may affect their ability to take on additional caring responsibilities.  Note 
that additional needs may also arise where work is unpaid, for example 
people who have a stroke who are parents of younger children. The small 
number of children who have a stroke clearly have specific needs associated 
with their age. 
 
People who are disabled and then have a stroke are likely to have additional 
needs that need to be recognised in the care that they receive for the stroke.  
For example, a blind person who becomes unable to talk due to a stroke 
would have a greater challenge than a sighted person, who is more likely to 
be able to use alternative modes of communication such as writing.   
 
The DH EIA for the National Stroke Strategy notes that the needs of people 
who have had a stroke can be different for different communities.  Examples 
include information about rehabilitation and action to reduce the risk of further 
stroke being provided in different languages, and the need to provide food 
that is culturally appropriate in health and social care settings where meals 
are provided. It notes that certain groups such as some Asian women may 
require rehabilitation therapies to be delivered in a way that takes account of 
their religious or cultural beliefs.  Services should be aware that there may be 
cultural differences, but consider each person as an individual rather than 
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assume that everyone within a cultural group has the same needs and 
preferences4. 
 
Family attitudes towards caring for a relative who has had a stroke vary 
between ethnic groups.  In some communities family members tend to be 
more willing to take on the role of carer, which may mean someone can go 
home from hospital sooner, and/or avoid having to go into a nursing home.  
However it is important to consider each individual case, and not make 
assumptions. 
 
Attitudes to, and experience of caring, also tend to be different for men and 
women.  For example some men may need more support and encouragement 
to care for a partner who has previously taken on these roles. 
 
Some research has also shown that lesbian, gay and bisexual older people 
are less likely to have children or contact with other members of their families, 
so they are more likely to need social care services rather than rely on 
informal support (Knocker, S (2006) The whole of me. London: Age Concern 
England). 
 
 
People’s care experience when they have had a stroke 
 
There appears to be limited evidence of differences in the care that people in 
the six equality characteristic groups receive when they have had a stroke.   
The DH EIA for the National Stroke Strategy noted that there is some 
international evidence to suggest that factors such as lack of translational 
facilities and cultural misunderstandings can lead to disparities in the 
management of stroke between ethnic groups.  It also notes that Black and 
Minority Ethnic (BME) communities have lower uptake of Direct Payments, 
which can in some circumstances be an effective way of delivering support to 
stroke survivors and their carers. 
 
It can be difficult to diagnose stroke in people who have certain pre-existing 
conditions.  Some clinicians may fail to realise if a person with a learning 
disability has had a stroke. This is known as diagnostic overshadowing. 
 
A study5 of patient records of 12,000 stroke survivors in England concluded 
that older patients were substantially less likely to receive lipid lowering drugs, 
even though such drugs were no less effective at older ages.  
 
Although not specifically about people who have had a stroke, a series of 
bulletins6 reported many lesbian gay and bisexual people, BME people, and 

                                                 
4 See Equality and Diversity Matters 2: Providing appropriate services for black and minority 
ethnic people (Commission for Social Care Inspection, August 2008). 
5 Sociodemographic variations in the contribution of secondary drug prevention to stroke 
survival at middle and older ages: cohort study (BMJ 2009;338:b1279). 
6 Putting People First – equality and diversity matters, Commission for Social Care Inspection, 
March 2008 to February 2009 
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disabled people saying they had faced discrimination whilst using care 
services.  
 
A small number of people who have had a stroke receive intensive 
rehabilitation support from the NHS.  Because provision of such services is 
very limited, there is a danger that it may only be available to those younger 
survivors who are most persuasive and able to articulate what they need. 
 
 
People’s outcomes when they have had a stroke 
 
There are different ways in which the outcome of stroke can be measured.  
The most explicit outcome measure is whether the person dies or not, either 
when they have their stroke or in the following weeks, from its effect. 
Historically a lot of focus has been put on the mortality measure of outcome.  
But there are also other important outcome measures which are more difficult 
to quantify, such as the level and type of impairment arising from the stroke, 
how happy people are, and whether they are able to participate in society in 
the same way as before they had a stroke. 
 
Older people that have a stroke are more likely die from it than younger 
people.  Although for those aged over 75 a higher proportion of men than 
women have had a stroke, the proportion of over 75 year old women dying 
from stroke is higher than amongst over 75 year old men7.  Hence someone’s 
outcome in terms of mortality when they have a stroke depends to some 
extent on both their age and gender.   
 
There is some evidence of differences in stroke mortality outcomes for 
different ethnic groups.  For example, a study reported in the British Medical 
Journal in 20058 found that black patients in a south London population with 
first ever stroke are more likely to survive than white patients. 
 

                                                 
7 Based on data from British Heart Foundation statistics website and Health Survey for 
England 2006.  The CQC stroke review will analyse stroke outcomes data in more detail. 
8 Survival differences after stroke in a multiethnic population: follow-up study with the south 
London stroke register (BMJ  2005;331:431) 
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Summary of differences for patients and their carers in the six equality 
characteristic groups for four aspects of the stroke care pathway 
 
 race disability* gender age religion 

& belief 
sexual 
orient-
ation 

Incidence Y ? Y Y - - 
Needs Y Y ? Y Y ? 
Experiences ? ? ? Y ? ? 
Outcomes Y ? Y Y - - 
* pre-existing disability 
 
Key: 
 Y known to be evidence of inequalities 
 - no direct evidence of inequalities 
 ? no direct evidence of inequalities, but seems quite possible 
 
 
 
Impact of the stroke review on people according to their equality 
characteristics 
 
The review could potentially have both some positive impacts on equality and 
some negative impacts.  
 
The process of undertaking the stroke pathway review is expected to have 
little direct impact on patients or carers during the review.  We would hope 
that by including equality issues within the review’s performance framework, 
commissioners of stroke care (PCTs and local authorities) will start to focus 
attention on these before the review has even finished, pushing such 
considerations up their priority list, leading to improvements.  
 
There will be two main outputs from the stroke review: a local assessment for 
each area; and a national report.  These will describe performance on a range 
of measures through the stroke care pathway, and will make 
recommendations for action.  The national report will try to report performance 
measures and make recommendations for people according to equality 
characteristics where possible, which should encourage action to reduce 
inequalities.  The review’s performance framework should be able to address 
some EDHR issues at local level, helping to identify priority issues for action 
locally.  
 
There is potential for the results of the review to increase inequalities, by 
providing information about differences in quality of stroke services which 
might be most effectively exploited by articulate middle class people who 
currently enjoy relatively better services.  The challenge for CQC is to 
communicate the findings of the review in ways that reach all people across 
the range of equality characteristics and social class. 
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How we will try to make our review as effective as possible regards 
equality 
 
In undertaking the review of the stroke care pathway we propose to take the 
follows steps to try to reduce inequalities, or at least reduce any risk of making 
inequalities worse: 
 

1. within the consultation on our proposed performance framework for the 
review, target people according to some or all of the equality 
characteristics. Ask CQC Involvement team how to do this. Ask special 
interest groups how to involve “hard to reach” groups.  

2. if collecting information directly from stroke survivors, recognise that 
many of them have communication impairment as a result of stroke 

3. recognise diversity amongst staff who we ask to provide 
information/data 

4. test commissioners’ (and providers’) recognition of equality issues9 
5. research to seek evidence of inequalities in incidence, need, 

experience and/or outcomes for the six equality characteristics 
6. if we are using a sample, consider how we can take account of the 

range of equality characteristics (may be limited for the size of samples 
that we have in mind). 

7. where data is available which includes equality characteristics, such as 
the gender, age, and ethnicity of stroke patients in the hospital episode 
statistics (HES) database, include analysis of any differences 
according to these characteristics. This should be possible at national 
level, but we need to explore further how to do this for local area 
assessments. 

8. avoid “standard family stereotypes” in any examples or scenarios.  
9. test relative area “scores” against equality characteristics eg do areas 

with high BME% do better/worse? 
10. check that the Public Service Agreement target to reduce mortality 

rates in cardiovascular disease (including stroke) by at least 40% in 
people under 75 by 2010 is not detrimental to care of older stroke 
patients. 

11. publish report in accessible formats, in line with CQC communication 
policy 

 
Further to this the review will consider wider human rights issues, including 
the right to life, the right not to be treated in an inhuman or degrading way, 
and the right to respect for private and family life.  This will include for 
example looking at the processes related to the use of restraint. 
 

                                                 
9 examples include asking commissioners and providers if they have conducted their own EIA 
of the implementation of the national stroke strategy, and have they consulted BME people as 
part of this? 
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Further development and monitoring during the stroke review 
 
This document is expected to develop further during the course of the review, 
and hence comments are welcomed.  It will be made available on the CQC 
website, and we will specifically ask for comments and suggestions from the 
Equality and Human Rights Commission and the Stroke Pathway Review 
Advisory Group. 
 
As well as any ad-hoc changes that may arise from comments received, this 
EIA will be reviewed by the QA panel alongside project milestones throughout 
the review to ensure it remains relevant, and that the steps to reduce 
inequalities noted in the previous section are actually being done.  
 
 
 
 
 

September 2009 
 

 
 
 
 
Revision history 
 
Version Date Description 
1 27/07/09 Initial outline 
2 28/07/09 Outline draft inviting comments from within team 
3 11/08/09 First complete written draft 
4 11/08/09 Draft inviting comments from selected CQC staff 
5 14/08/09 Draft inviting comments, including from external contact 
6 28/08/09 Added appendices on equality duties and socio-

economic factors.  Added reference on age inequality in 
lipid treatment. 

7 11/09/09 Initial version for publication 
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Appendix A – Duties on the CQC to promote equality 
 
Public authorities are obliged to take positive steps to promote ace, disability 
and gender equality under the amended versions of the Race Relations Act 
1976, the Disability Discrimination Act 1995 and the Sex Discrimination Act 
1975.  Although there is currently no corresponding legal obligation regards 
age, religion or belief or sexual orientation there is legislation in place against 
unlawful discrimination on these grounds. 
 
The CQC has a legal general duty to promote race, disability and gender 
equality. It must, in carrying out its functions, have due regard to the need to 
eliminate unlawful discrimination and promote equality of opportunity between 
racial groups, men and women, and between disabled persons and other 
persons. 
 
Some public bodies are subject to specific duties to promote equality.  In 
particular some public authorities, although not the CQC, have a specific duty 
to produce race, disability and gender quality schemes.   
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Appendix B – Inequalities associated with socio-economic deprivation  
 
The Equality Bill (draft 2008) proposes a new public sector duty regarding 
socio-economic inequalities.  The duty will (if the bill is passed) apply to listed 
public authorities which have strategic functions, including local authorities 
and NHS bodies, but not (apparently) the CQC.  They will be required to 
consider when making strategic decisions how their decisions might reduce 
the inequalities associated with socio-economic disadvantage. 
 
Although there will be no legal duty on CQC to consider socio-economic 
factors, these are considered as part of this EIA.  This is because there is 
some evidence that there are inequalities in stroke outcomes associated with 
socio-economic deprivation, and PCTs and LAs will be subject to this new 
duty. 
 
Health survey for England 2006: Cardiovascular disease and risk factors in 
adults (ONS and IC, 2008) provides some analysis of prevalence of stroke 
according to household income.  This shows that for both men and women, 
prevalence is highest amongst households in the poorest quintile of 
households (measured by equivalised household income).  However the 
differences are small and there is no consistent tendency for lower prevalence 
at higher income –indeed the most notable finding is that men in the second 
highest income quintile have substantially lower stroke prevalence than men 
or women in any of the other quintiles!  
 
The British Heart Foundation quoting ONS 200610, shows age standarised 
death rates for stroke by deprivation twentieth.  For women deprivation does 
not make much difference – death rates amongst the most deprived are 
higher than for the least deprived, but not by much (69 v 61).  For men the 
death rate is 1.5 times higher for the most deprived compared to the least 
deprived.  And amongst those aged 15-64 deprivation makes a big difference 
for both sexes (3.6 times higher for men, and 2.6 times higher for women).  
 
Household income can have an influence on a stroke survivor’s ability to 
access some rehabilitation services. Wealthy families may be able to afford to 
use private therapy services, either in place of, or to top-up, NHS provision.  
For services which are means tested, such as state-funded residential care 
(which someone who has had a stroke may need if they are no longer able to 
look after themselves), those with a moderate level of savings may be at a 
disadvantage compared to the very poor. 
 

                                                 
10 Mortality by deprivation and cause of death in England and Wales, 1999-2003, ONS Health 
Statistics Quarterly, Winter 2006. 
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