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[bookmark: _Toc109224094][bookmark: _Toc1871891057]What is the EHIA?
The equality and health inequalities assessment (EHIA) is the systematic identification, assessment and consideration of equality and health inequalities issues across the guidance development process and identifying areas for action to promote equality and reduce health inequalities. This supports NICE’s commitment to reducing health inequalities, which is enshrined in its Principles.
To support individuals involved in the development or maintenance of NICE guideline content, NICE has developed an EHIA form to:
· demonstrate due consideration of equality and health inequalities issues at each stage of the guideline development process (recognising that the proposed ‘living guideline’ approach may require the EHIA to be revised accordingly in due course)
· identify priority actions to try to promote equality and reduce health inequalities at each stage of the guideline development process. 
The EHIA form is also designed to support NICE’s compliance with its legal duties outlined in the Equality Act 2010, Health and Social Care Act 2012 and Health and Care Act 2022 to promote equality and reduce health inequalities and provides the Guidance Executive of NICE with assurance that NICE is meeting its duties. 
The EHIA form should be considered in conjunction with the Promoting Equality, Reducing Health Inequalities guidance support document[footnoteRef:2], which provides greater detail on equality and health inequalities issues, how to address them, and helps to put the EHIA in context. [2:  "K:\4-Health Inequalities\EHIA & GSD\GSD Draft - Promoting equality reducing health inequalities v12_clean.docx"] 


What characteristics should be considered when completing the EHIA?
[bookmark: _Hlk110602155]Health inequalities are systemic, unfair and avoidable differences in health across the population, and between different groups within society. These differences in health arise because of the conditions in which we are born, grow, live, work and age. These conditions influence our opportunities for good mental and physical health. This means that some people are dying many years earlier than they should, while others are living with illness and disability that could have been prevented.
There are four main dimensions of health inequalities to consider, which are often overlapping and may result in experiences of cumulative disadvantage:
· protected characteristics as defined by the Equality Act (age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation)
· socioeconomic deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income)
· inclusion health and vulnerable groups (for example, vulnerable migrants, people experiencing homelessness, people in contact with the criminal justice system, sex workers, Gypsy, Roma and Traveller communities, young people leaving care and victims of trafficking)
· geography (differences between areas within England, for example, geographical differences in epidemiology or service provision in urban/rural areas, coastal areas, north/south regions)
Health inequalities can be measured through examining differences in five areas:
· health status, for example, life expectancy and prevalence of health conditions
· behavioural risks to health, for example, obesity, diet and physical activity 
· wider determinants of health, for example, income, employment, build environment
· access to care, for example, availability of screening services and treatments
· quality and experience of care, for example, levels of patient satisfaction

[bookmark: _Toc109224095][bookmark: _Toc547878037]How should the EHIA be used?
The EHIA should be used to: 
· guide the identification, recording and communication of equality and health inequalities issues raised at any stage of the guidance development process
· demonstrate that these issues have been given due consideration by explaining how these issues have been explored, what evidence has been reviewed in relation to these issues, what impact the issues have had on the guideline recommendations or updates, and provide an explanation if the  issues do not impact the guideline recommendations or updates. 
· give assurance that the recommendations are not expected to adversely affect any of the groups covered by the four dimensions of health inequalities
· ensure consideration of health inequalities appropriately informs recommendations 
· support development of recommendations aimed at promoting equity and reducing health inequalities

When should the EHIA be completed?
[bookmark: _Hlk110600048]Due consideration of equality and health inequalities is embedded across the guidance development process. Completion of the EHIA form is an iterative process that should be revised repeatedly throughout development and maintenance. 
The form is in six sections; some of these stages and questions therein may not be relevant in some contexts.  However, the aim should be to complete as much of the EHIA as is relevant so that there remains a systematic and transparent approach to NICE’s consideration of equality and health inequalities issues for all types of guideline development work. The following flow diagram clarifies which sections should be completed and when. Further guidance can be found in the GSD.
As part of NICE’s transformation, surveillance reviews are currently undertaken on a case-by-case basis.  At this stage, the consideration of health inequalities depends on their relevance to the specific topic.  For instance, a surveillance review or potential topic update may be triggered by significant health inequality concerns such as the implications of the EMBRACE report for NICE’s maternity guidelines. 

[bookmark: _Hlk114566558]Stage 1 should be completed by the technical analyst. They can either paste the health inequalities text from the relevant surveillance review into this section or if no surveillance review exists add a note to say it was not conducted. If a surveillance review was conducted but contains no information on health inequalities this should be noted. Where there is an update and for new guidelines, stage 2 to 5 should be completed by the topic team with input from committee members as required and approved by the committee chair.  Stage 6 is only completed if applicable. The Clinical, Nursing, or Social Care Adviser should review the EHIA, and a Senior Topic Adviser or topic hub Associate Director sign-off the completed EHIA, before the form is published on the NICE website. 
Who will use the EHIA?
There are different audiences and users of the EHIA which include:
· NICE topic teams, committees and committee chairs: those responsible for developing the scope/guidelines
· NICE surveillance team
· NICE staff responsible for quality assurance or sign-off: senior topic advisers and associate directors in the CFG topic hubs, technical advisers in the CFG professional team, health economic advisers in the methods and economic team, clinical and social care advisers in the clinical team, and pharmacist clinical advisers in the medicines optimisation team.
· NICE corporate offices for auditing purposes
· NICE guidance executive who approves the guideline
· External stakeholders who provide important insights on equality and health inequalities issues that inform the EHIA: particularly those with lived experience or those who work with those with lived experience of the four dimensions of health inequalities
· Users of NICE guidance

[bookmark: _Toc109224096][bookmark: _Toc887270485]Key principles for completing the EHIA form

[bookmark: _Hlk110600556]Assessment of equality and health inequalities issues should happen at the earliest opportunity at the surveillance and topic selection stages and should continue throughout guideline development. 
Equality and health inequalities issues should inform the production of scopes, surveillance reviews, review protocols, evidence reviews, committee discussions and development of recommendations.
Consider the suggested text for each question when completing the form.
The scoping EHIA (Stage 2) should be circulated to stakeholders with the draft scope consultation if carried out for feedback and additional information.
The guideline EHIA (Stage 4) should be circulated to stakeholders with the draft guideline consultation for feedback and additional information. 
Standard questions for stakeholders about equality and health inequalities issues should be included in the consultation process at each stage of guideline development. Additional bespoke questions could also be considered where relevant.
The committee chair should highlight the need to consider equality and health inequalities issues throughout the development process. Equality and health inequalities should be on the agenda for development and quality assurance meetings (including guideline progress meetings if held), particularly scoping meetings, scoping workshops, committee meetings for discussion and at the final meeting before consultation on the draft guideline. 
Each section of the EHIA should be signed off by the appropriate topic hub senior topic adviser or associate director and committee chair. 

Naming and storing the documents
Once each stage of the EHIA is completed, save the document denoting the appropriate stage, using the naming convention below, with clear version control for different drafts.  For surveillance reviews, the EHIA should be saved in the surveillance review folder, using the same file name as the surveillance report but prefix with EHIA.

· Surveillance review: EHIA Stage 1
· Informing the scope: EHIA Stage 2 v1.0, v.1.1 etc.
· Finalising the scope: EHIA Stage 3 v1.0
· Guideline development: EHIA Stage 4 v.1.0
· Final guidance: EHIA Stage 5 v1.0
· Post guidance executive: EHIA Stage 6 v1.0

When completing the next stage, use the same document (with the previous stages completed) and save as the next stage.  In this way, considerations and actions at each stage is collated together and recorded in one final document. 

For updates, a new EHIA should be completed. If there is an existing EIA/EHIA, use this as the basis for known equality and health inequality issues. The new EHIA should be saved as a separate document from any previous EIAs or EHIAs, with a clear and distinct filename to differentiate it from previous versions, for example:
EHIA Stage 6_update_ [expected publication date] v1.0
EHIA Stage 2_update_ [expected publication date] v1.1

For full guideline updates, the new EHIA will replace any previous EIA/EHIAs.




NATIONAL INSTITUTE FOR HEALTH AND CARE EXCELLENCE
NICE guidelines

Equality and health inequalities assessment (EHIA) template
Domestic abuse

The considerations and potential impact on equality and health inequalities have been considered throughout the guidance development, maintenance and update process according to the principles of the NICE equality policy and those outlined in Developing NICE guidelines: the manual.
This EHIA relates to:
DOMESTIC ABUSE 
[bookmark: _Toc109224098]
2024 Exceptional surveillance of Domestic Violence and abuse: multi-agency working (NICE guideline PH50)

[bookmark: _Toc109224097][bookmark: _Toc870523330]STAGE 1. Surveillance review
Date of surveillance review: June 2024 
Focus of surveillance review: Domestic violence and abuse: multi-agency working
Surveillance reviews can be found here 


Completed by technical analyst ____________________________________

Date________________________________________________________

Approved by NICE CFG topic hub senior topic adviser or associate director__________________

Date____________________


NB, note from topic team – change to ONS data collection in line with UK Domestic Abuse Act (2021). Current figures (13/11/25) appear to reflect an overall prevalence increase but that is related to the new approach which includes controlling and coercive behaviour. The surveillance report was based on the 2020 data.  
[bookmark: _Toc1519778241]The intention is that publication of EHIA (alongside draft scope) will mirror the information here but with updated language and statistical data.


[bookmark: _Toc1952233125]STAGE 2. Informing the scope    
Domestic Abuse
Date of completion: 24 November 2025
Focus of guideline or update: Domestic Abuse
For short updates where there is no scoping workshop or scope consultation, questions relating to these in stage 2 can be noted ‘not applicable’.
If no surveillance review exists, include a note to indicate this. 

	2.1 Check existing EIAs or EHIAs at the very beginning of scoping (during early preparation stages). Note any equality and health inequality issues identified.

	NICE guideline PH50 Domestic Violence and Abuse: Multiagency Working (2014) identified key equality issues including barriers faced by minoritised communities, disabled people, LGBT+ individuals, and men in accessing domestic abuse services. These inequalities remain relevant and inform the current scope. 



	2.2 What additional approaches have been used to identify potential equality and health inequalities issues during the check for an update or during development of the draft scope?

	To explore the breadth of equality and health inequalities issues affecting domestic abuse we collated information from a range of sources which include: review of NICE Domestic Violence and Abuse 2024 surveillance activity and associated NICE prioritisation board health inequalities briefing; NICE team members facilitated meetings with topic experts during pre-scoping activities (January-March 2025); we consolidated and checked findings by looking up additional data on the key issues raised along with early discussions with NICE People and Communities Team. This approach provided intelligence and an overview with respect to equality and health inequalities and particularly highlighted that there are underserved groups (e.g., disabled men and women, LGBT+ people, minoritised ethnic people and communities). 



	2.3 What potential equality and health inequalities issues have been identified during the check for an update or during development of the draft scope?

	New methods at Office for National Statistics (ONS) now consider the broad definition of domestic abuse established in the Domestic Abuse Act 2021. The ONS estimate that, in the year ending March 2025,  9.1% of women (2.2 million) and 6.5% of men (1.5 million) over the age of 16 had experienced domestic abuse. The ONS also estimate that 1 in 4 (25.8%) people aged 16 years and over have experienced domestic abuse since the age of 16 years, (equivalent to 12.5 million people). Split by sex, this includes 29.6% of women and 21.8% of men (equivalent to 6.9 million and 6.1 million individuals, respectively).  
The health inequalities experienced by people in the UK population are influenced by protected characteristics, socioeconomic status, geographic location, and inclusion health factors. Intersectionality compounds disadvantage across all groups.  
Protected Characteristics 
With respect to gender, women are disproportionately affected with nearly three out of every ten women experiencing domestic abuse in their lifetime, compared to around two in ten men. 
For people who are male victims, the Home Office note that stereotyping, myths, and misconceptions can act as additional barriers to men and boys reporting domestic abuse or seeking help. Men and women disclose partner abuse to others at similar rates (79.2% vs. 81.8% respectively) but  the proportion of men telling someone in an official position is lower than for women (28.0% men vs. 35.3% women, according to ONS). The difference is even greater when it comes to disclosing abuse to health professionals (6.4 men vs 18.4% women).  A 2022 survey carried out on behalf of the Victims Commissioner found that awareness of the need for services for men was an issue. Only 5% of funded services are designed for men-only (compared to 36% for women-only), 63% of services were non sex or-gender specific (but with separate delivery for men and women) and 17% of services were delivered in mixed sex/gender spaces. 
Considering ethnicity, black and minoritised women report higher prevalence of domestic abuse and greater barriers to support, compounded by institutional racism and poorer access to culturally appropriate services. According to successive annual reviews by Vulnerability Knowledge and Practice Program, people of minority ethnic heritage may be disproportionately affected by domestic homicides and suspected victim suicides. A 2022 survey carried out on behalf of the Victims Commissioner highlights a gap between the proportion of people from various minority groups who wanted access to specialist culturally sensitive support and those who were able to access it. Specifically, the proportion of people who reported being able to access the services they wanted in the survey were: for black and minoritised people – 51%; LGBT+ people – 19%; disabled people – 7%; deaf people – 7%.  
Disabled people face both increased risk and unique barriers to leaving abuse, particularly where they are dependent on carers who may be abusers. The charity Women's Aid describe refuge spaces for wheelchair users as being "incredibly scarce": just 0.7% of the total number of available spaces in 2023-24.     
Deaf people experience disproportionately high rates of domestic abuse, with some studies indicating prevalence up to two to three times higher than among hearing populations. Unique forms of coercive control include withholding or damaging hearing aids or communication devices, restricting access to interpreters, and preventing the use of sign language. Barriers to support include limited availability of British Sign Language accessible services, reliance on family members (including children) for interpretation, and systemic bias (autism) within health systems. Language deprivation and cultural isolation can further hinder recognition and disclosure of abuse. Specialist provision for Deaf victims appears to be limited, creating gaps in equitable access to support. 
Sexual orientation/gender reassignment influences population risk of domestic abuse. LGBTQ+ and especially trans people can be at higher risk of domestic abuse and may be less likely to have inclusive services available. Further, there are also disparities between age groups which add to issues of intersectionality, for example older adults (age 60+) account for one in four domestic homicide victims and there are comparably few LGBTQ+ specialist services for older people. Across all groups discussed the younger adults in populations can experience high rates of intimate partner violence.  
Socioeconomic Deprivation 
People living in poverty and in the most deprived areas are significantly more likely to experience domestic abuse and can face greater barriers to escaping abuse linked to financial dependence, housing insecurity, or limited social support. Economic violence is now recognised under UK law, it can be a key barrier for victim-survivors, limiting their ability to leave abusive relationships. For people who seek support, those in deprived communities can have less access to specialist support and legal advice; funding for services may not match local need.  
Geographical Area Variation 
Home office data covering the year to September 2023 demonstrate that there is a greater likelihood of domestic homicide in predominantly rural areas where the victim is either familial or an intimate partner. Variations by region and household structure are also found in ONS data, though the ONS caution that variations could be attributable to reporting differences or changes made as a response to abuse.  
There are regional inequalities in domestic abuse prevalence and service provision. There are suggestions that prevalence is lower in London (1.8%) than elsewhere in England and Wales (5.1–7.2%); however, minority and migrant populations may be undercounted in official data. Survivors in the Northwest and East midlands report the greatest difficulty accessing help.  
Rural and coastal communities can lack specialist provision, while urban areas may face overstretched services. Variation in regional funding and policy support exacerbates inequalities, with survivors’ experiences differing according to location.  
Inclusion Health and Vulnerable Groups 
Children who witness domestic abuse are now formally recognised as victims, with one in five affected in the UK. This can lead to mental health, academic, and behavioural impacts that can be carried into adulthood.  
Migrant people and their children, people with insecure immigration status, homeless people, and those with substance misuse issues experience compounded disadvantage and may be excluded from mainstream services, especially where eligibility criteria exist or interpreters are unavailable. Barriers for these groups include lack of awareness, fear of authorities, restricted eligibility for support, and isolation from mainstream services.  
It has been noted that sex workers can experience a high prevalence of domestic abuse, but stigma, systemic discrimination, and fear of authorities limit access to support. Similarly, Gypsy, Roma and Traveller communities may have distrust of authorities, with a lack of culturally sensitive services which create barriers. 
Young people leaving care and victims of trafficking may have limited support networks exacerbating risk of domestic abuse. Care leavers are at heightened risk of domestic abuse due to prior trauma, disrupted attachments, and limited support networks. Vulnerabilities include homelessness, poverty, and exploitation, which increase exposure to abusive relationships. Barriers to support include lack of targeted services and insufficient transition planning from care to independence. Evidence indicates that early intervention, housing stability, and trauma-informed support are critical to reducing risk and improving outcomes for this group.  
Victims of trafficking may experience domestic abuse alongside other forms of coercion and exploitation. Tactics used by traffickers can mirror those of domestic abusers, including isolation, threats, and financial control. Immigration status, fear of authorities, and language barriers can restrict access to help.  
Domestic abuse is a common reason why homeless people seek housing from local authorities according to the  Ministry of Housing, Communities, & Local Government. Recent (2025) data from the Ministry demonstrate wide variations in the number of individuals supported in domestic abuse safe accommodation across the different regions of England. In 2024-25, 46,100 (60%) of supported individuals were women, 2,140 (3%) were men, 500 (1%) were trans or non-binary adults, and 28,110 (37%) were children. The same report flags that, between April 2024 and March 2025, local authorities knew of 28,190 households that were referred to safe accommodation services but that could not be supported. The report outlines that capacity constraints were the most cited reason for a lack of support, followed by the inability to meet the person's needs, including issues around accommodating mental health conditions, disabilities, or family size. There were 450 specialist services commissioned across England for Black and minoritised, disabled or LGBTQ+ survivors and other specialist groups, however these are not evenly distributed, with 210 of the 450 being recorded in the Northwest, Yorkshire and the Humber.   
Intersectionality and Cumulative Disadvantage 
Barriers and inequalities may be exacerbated when people face multiple, overlapping disadvantages. The extent of intersectionality may be hidden or not recognised due to poor data collection/disaggregation, masking the true extent of service gaps and unmet need. For example, issues of inequality can be particularly prevalent for women, ethnic minorities, disabled people, LGBTQ+ individuals, those in deprived areas or marginalised communities, and inclusion health groups but data collection related to inequalities can be single focus in nature. Inclusion health groups frequently face compounded disadvantage (e.g., sex workers who are migrants, Gypsy, Romany, Traveller (GRT) women with disabilities). Further, service variation, compounded by these intersectional disadvantages, creates barriers both to identification and support. 
ONS data on victim characteristics outline a higher prevalence of domestic abuse among:   
· Younger people (under 24) compared to older age groups.   
· Gay men compared to bisexual and heterosexual men.  
· Lesbians compared to heterosexual women.  
· Bisexual women compared to both heterosexual women and lesbians.  
· Disabled compared to non-disabled people.  
· Separated or divorced people compared to those who were married, single or cohabiting.   
· Trans-identified people compared to cisgender people.    
Overall, there is higher prevalence of domestic abuse among women, disabled people, and LGBT+ individuals; men and boys who experience domestic abuse are underrepresented in service provision; and all victims in deprived areas face greater barriers to accessing support; with limited access to specialist domestic abuse services in rural/coastal areas and certain regions (e.g., Southwest, Northeast). Migrant people, people experiencing homelessness, and those in contact with the criminal justice system also face compounded risks and access barriers. 



	2.4 How can the identified equality and health inequalities issues be further explored and considered at this stage of the development process?

	
 
The approach to update the guideline, with the use of review questions and committee development, the advice of domestic abuse topic advisors, clinical consultant and social worker consultant advisors, stakeholder consultations, will enable us to remain vigilant to issues of equitable access and services for the UK populations and specifically pay attention to underserved and minoritised groups. 
 
The topic team intend to review evidence on interventions for domestic abuse, this may be tailored for people and may include for example (but not limited to) Disabled People, LGBT+ communities, Men, Sex Workers, Gypsy, Roma and Traveller communities, Care leavers, and Trafficking Survivors. 
 
We will explore the use of real-world data for example findings from domestic abuse-related death reviews (including legacy Domestic Homicide Reviews) thematic reports related to healthcare. The guideline update will also consider research recommendations to address gaps in evidence




	2.5 Do you have representation from stakeholder groups that can help to explore equality and health inequalities issues during the consultation process including groups who are known to be affected by these issues? If not, what plans are in place to address gaps in the stakeholder list? 

	
We will review the stakeholder list for this topic with a focus on equality and health inequalities assessment; the current list includes organisations representing disabled people, LGBT+ communities, minoritised ethnic groups, and male survivors. We will identify gaps (e.g., stakeholders representing Gypsy, Roma and Traveller communities, older people, babies, children and young people, people experiencing homelessness) and act to address those gaps during scoping phase. For example, by targeted outreach with the support of NICE people and communities team. We will also seek feedback from the current stakeholder member organisations during draft scope consultation. 
 



	2.6 How will the views and experiences of those affected by equality and health inequalities issues be meaningfully included in the guideline development process going forward? 

	We will try to ensure that the committee constitution will reflect the diversity of people in the UK. This will depend on the applicants to join the committee, and we will adapt processes accordingly to support the recruitment of a diverse committee. For example, we will work with the people and communities team and the topic advisers to ensure adverts reach appropriate groups and individuals, In particular, we will ensure recruitment adverts are accessible in their format and will also ensure trauma-informed engagement and support for professional and lay (expert by experience) members throughout development.  We propose that we will have four lay members sit on the guideline committee. If needed, we may include expert testimony from victim-survivor people representing diverse groups. 
 
If it becomes apparent during the consultation phases (scoping and development) that there are gaps in engagement from the breadth and depth of the populations affected by domestic abuse, then we will proactively seek out further representation, for example we may need to work closely with ‘by and for’ groups including those who might be considered underserved populations.  

In addition to engagement and recruitment activities, it is proposed to include two qualitative evidence syntheses in the guideline, ensuring that the views and experiences of our whole population will inform the development of recommendations.




	2.7 If applicable, what questions will you ask at the draft scope stakeholder consultation about the guideline/update and potential impact on equality and health inequalities?

	1. Does the draft EHIA consider the range of barriers faced by minoritised and underserved groups considering the remit of the NICE guideline update? 
 
2. Are there additional equality or health inequalities issues we should consider? 
· Further scope consultation questions for discussion at Scoping Meeting Two. 




	2.8 Has it been proposed to exclude any population groups from the scope? If yes, how do these exclusions relate to any equality and health inequalities issues identified? 

	The guideline will not include survivors of female genital mutilation. 

It will not include children and young people up to the age of 18 years who have experienced abuse which are covered in NICE guideline Child abuse and neglect | Guidance | NICE

It will not include people experiencing abuse in a care home if the abuse occurs in a care home by a paid carer - which is not covered by the Domestic Abuse Act 2021 unless there is a personal connection.

If structural/methodological exclusions arise e.g., limitations of evidence or lack of evidence, then this will be clearly articulated in the guideline rationales including consideration of any potential impact and seek to avoid exacerbating inequalities. 




[bookmark: _Hlk102655829]Completed by topic team: Domestic Abuse Guideline 
Date: 24 November 2025 
Approved by committee chair
Date 16 December 2025
Approved by NICE CFG topic hub senior topic adviser or associate director 
Date 16 December 2025

[bookmark: _Toc146835297][bookmark: _Toc109224099]
STAGE 3. Finalising the scope  
Guideline Title: Domestic Abuse
Date of completion: 24 February 2026
Focus of guideline or update: Domestic Abuse
	How inclusive was the consultation process in terms of response from stakeholders who may experience inequalities related to the topic (identified in 2.2)?

	We invited a broad range of stakeholders spanning by‑and‑for specialist domestic abuse organisations, national charities, local authorities, professional and royal colleges, service providers, commissioners, academia, and central government/Armed Forces. Respondents who added further issues to the EHIA:
Specialist domestic abuse service providers (By‑and‑for services) / national specialist organisations. Domestic Abuse Commissioner (intersectionality and engagement of minoritised groups) (ID14, ID16); Standing Together Against Domestic Abuse (ID62); SafeLives (ID72); Respect (ID54, ID56); ManKind Initiative (ID81).
Professional bodies / colleges: Royal College of Speech and Language Therapists (RCSLT) (ID82, ID84, ID85).
Health, clinical and academic stakeholders: National Addiction Centre (ID141); King’s Women’s Health (ID125). 
Local authorities and service providers: Oxfordshire County Council (ID49, ID50); EHCAP (ID46).
Government / Armed Forces: Ministry of Defence (ID68).
Submissions were substantive and evidence‑informed, providing proposals to strengthen equality and health inequalities analysis, highlight underserved populations (e.g., deaf and disabled victim-survivors; neurodivergent people; people with speech, language and communication needs; migrant survivors; armed forces communities), and identify gaps (e.g., carers; perpetrators and people with lived experience of substance use; end‑of‑life care; oncology). 
Where relevant, responses also pointed to good practice (e.g., accessible communication and interpreting support), risks (e.g., misinterpretation of statistics), and implementation considerations across diverse settings (e.g., secondary mental health, crisis, inpatient and perinatal services).
Responses offered specific equality and health inequality relevant additions to scope wording and/or suggested routes to further engagement with stakeholders. A small number of responses were brief but informative - they either indicated support for the equalities assessment or offered additions. 
If the guideline committee consider that we need further information from any stakeholders or groups, then we will explore the potential for focused engagement/expert testimony, to ensure lived‑experience perspectives (including for example, carers, neurodivergent people, migrant people, and victim-survivors with communication needs) are represented in guideline development. Of note, we did not receive comments from organisations representing the provision of healthcare in prisons.



	Have any additional equality and health inequalities issues been identified during consultation? If so, what were they and what potential solutions/changes were suggested by stakeholders to address them? 

	Intersectionality and cumulative disadvantage (cross‑cutting):
Stakeholders emphasised intersectionality and cumulative disadvantage (ID14, ID16). Barriers are magnified for victim-survivors who are minoritised by race/ethnicity, migration status, disability, neurodiversity, sex/gender, communication needs, deprivation, and geographical location (rural areas). Proposed changes include: (a) more explicit intersectionality framed within the EHIA; (b) prioritised engagement with by‑and‑for organisations (ID16); and (c) disaggregated data collection and cautious interpretation of statistics to prevent misrepresentation (ID81).

Related to Protected characteristics (Equality Act 2010):
Disabled and deaf people - experiences vary widely; needs are sometimes misinterpreted or overlooked. Undiagnosed or unrecognised acquired/traumatic brain injury can be an issue for victim-survivors and may be masked by overlapping symptoms with mental or physical health conditions, leading to missed assessment and support (ID 62). Consider explicit inclusion of deaf and disabled survivors in the EHIA; prompts for brain‑injury screening/awareness pathways; accessible communication and reasonable adjustments. Disabled and deaf people experience diverse and sometimes complex needs, and these can be overlooked or misinterpreted in health and social care settings. Some survivors may have symptoms or support needs that are attributed to unrelated physical or psychological conditions. For example, acquired or traumatic brain injury among survivors of domestic abuse may be unrecognised because symptoms overlap with other causes or are not linked to domestic abuse. Limited awareness of acquired brain injury (related to domestic abuse) can lead to missed opportunities for identification, assessment and appropriate support. Sex and gender / women leaving prison - women victim-survivors can face poor continuity of care during and after imprisonment, compounding mental ill‑health and limiting access to support (stakeholder narrative provided). Stakeholder suggested that early identification and continuity of healthcare in custody and on release are needed; consider potential linkages with brain injury caused by domestic abuse.
Trans men and trans women - stakeholders requested that trans victim-survivors are named explicitly (not only within umbrella LGBTQ+) due to evidence-base of high levels of domestic abuse and that tailored barriers and inclusive pathways are addressed.
LGBTQ+ people and black and minoritised women - by‑and‑for specialist groups should be proactively consulted to ensure the scope reflects lived realities and intersectional barriers (ID16).
People who speak English as an additional language - add to EHIA with stakeholder requesting commitments to independent, safe interpreting, translated/accessible materials, and trauma‑informed enquiry (ID54).
Speech, language and communication needs (SLCN) - the draft EHIA lacked specificity for people with SLCN, who can face unique risks in disclosure, assessment and safety planning (RCSLT: ID82, ID84, ID85). The suggestion was for explicit recognition and reasonable adjustments (e.g., plain language, visual supports, communication partners).
Gypsy, Roma and Traveller communities – potentially low literacy rates and cultural/structural barriers reduce access; a stakeholder proposed easy read, audio/visual materials, trusted intermediaries, and outreach services.
Honour‑based abuse - explicitly mentioned in the scope following consultation response (ID 6).
Related to Socioeconomic deprivation:
Deprivation interacts with disability, brain injury, mental ill‑health and substance misuse to reduce access to digital services, safe enquiry, continuity and specialist support. Solutions suggested by stakeholders include outreach models, advocacy, and removal of bureaucratic barriers.
Related to Geographical area variation:
Rural and farming communities - barriers include isolation, stigma, lack of transport, and limited specialist provision (ID75). A stakeholder recommended outreach, mobile/remote offers of support, and links with farming networks.
Regional service variation (urban/rural/coastal; north/south) – a stakeholder suggestion to ensure the scope prompts commissioners to address local gaps, including mental health crisis pathways and inpatient settings (ID125).
Related to Inclusion health and other vulnerable groups:
Carers (including where the victim is caring for the perpetrator) – stakeholders suggest this is under‑researched and carers are over‑represented in Domestic Homicide Reviews. Suggestion to add carers explicitly to EHIA; include both adult and young carers and note that carers can be victims and/or perpetrators of domestic abuse (ID21, D62, ID62).
Unaccompanied asylum seekers / migrant survivors – can be particularly vulnerable due to precarious status, English as an additional Language, and access barriers (ID72; ID54).
Armed Forces communities – a stakeholder noted that mobility, periods of separation, confidentiality/career concerns, culture and trauma exposure may suppress disclosure of domestic abuse and engagement with support programmes and services (ID68).
Perpetrators and people with lived experience of substance use - noted gap—add perpetrator‑focused content and lived‑experience input from addiction services (ID141; D148).
Young people experiencing abuse in their intimate relationships: ensure explicit inclusion and tailored pathways (ID72).
Health and social care workers as potential victim-survivors - highlight access, confidentiality, and occupational risks (IF75) and modern slavery / exploitation - explicitly include links between domestic abuse and exploitation.
End‑of‑life care and oncology - domestic abuse may co‑occur; diagnosis or treatment can escalate abuse or disrupt care. Symptoms of abuse may be misattributed to cancer or its treatment, reducing opportunities for enquiry and safeguarding (ID62). A cancer diagnosis or treatment can increase vulnerability to abuse or disrupt access to support. Symptoms or signs related to domestic abuse may be mistaken for effects of cancer or its treatment, reducing opportunities for safe enquiry and safeguarding. Improving the recognition of these dynamics is essential to support equitable healthcare access and ensure that victim-survivors receive appropriate, trauma‑informed enquiry and care. The stakeholder suggested exploration of enquiry, safety planning and continuity in oncology and end‑of‑life pathways. 
Mental ill‑health as a mechanism of inequality - stigma, diagnostic overshadowing and service thresholds reduce safe enquiry and access; secondary care, crisis, liaison and perinatal mental health settings require explicit attention (ID125). Proposed changes: name these settings in scope; add privacy‑preserving enquiry, multi‑agency safety planning, and clear referral routes.
Related to Data and measurement:
Address potential misuse or misinterpretation of statistics; commit to sex‑disaggregated, intersectional reporting with transparent caveats (ID81).
Specify the need to record accessibility needs (e.g., SLCN, interpreting), brain‑injury flags, carer status, and immigration status (where safe and appropriate).
Domestic abuse can potentially impair an individual’s decision‑making abilities, particularly where coercive control affects the person’s capacity to understand or weigh information, making the Mental Capacity Act 2005 a consideration when applying the Domestic Abuse Act 2021. Serious case reviews highlight the need for timely, decision‑specific mental capacity assessments in situations involving domestic abuse, especially where confusion, cognitive impairment or fluctuating mental wellbeing are potentially present. This may be important particularly for older people or those with dementia, who face heightened vulnerability to abuse and may find it difficult to consent to support, disclose harm, or engage with interventions.
Mental ill‑health as an inequality mechanism
Mental ill‑health can operate as a distinct mechanism contributing to inequality in the identification and response to domestic abuse. Stakeholders (ID 125, King’s Women’s Health) highlighted that people with mental health conditions may experience reduced credibility, stigma, or diagnostic overshadowing within services, which can limit the likelihood of safe enquiry and early recognition of abuse. Mental ill‑health may also create barriers to disclosure, linked to fears of not being believed, concerns over child safeguarding actions, and fear of coercive or punitive responses from services. In addition, people with significant mental health difficulties may face reduced access to domestic abuse interventions because of service thresholds, perceptions of being “too complex”, medication or sedation effects, or organisational restrictions in inpatient or crisis services. Further, these factors may disproportionately affect disabled people, neurodivergent people, those with co‑occurring substance use, and people experiencing socioeconomic disadvantage.
Underserved mental health populations
People with severe mental illness, including psychosis, and people with personality disorder diagnoses face increased prevalence of domestic abuse and may experience profound barriers to identification and support because of stigma, risk‑focused service cultures, and the complexity of their needs. People detained under the Mental Health Act may face unique challenges related to power dynamics, coercion, reduced privacy, and limitations on autonomy, all of which can interact with dynamics of domestic abuse. Perinatal mental health service users experience increased risk of domestic abuse and may encounter inequalities in access, continuity, and trust. Explicit recognition of these groups is important to ensure that secondary care, crisis, and perinatal mental health pathways are appropriately reflected in the scope and guideline development (ID 125, King’s Women’s Health).
Mental health service settings as sites of inequality
Domestic abuse identification and response in secondary mental health care—including inpatient wards, crisis resolution/home treatment teams, liaison psychiatry, and emergency mental health pathways—requires explicit consideration. These settings present barriers, including reduced privacy for safe enquiry, constraints on communication, and challenges in managing perpetrator presence or contact. They also serve populations with elevated domestic abuse prevalence and multiple intersecting disadvantages. Ensuring these settings are explicitly included in considerations of equality and health inequalities will support more equitable identification, safety planning, and access to appropriate interventions (ID 125, King’s Women’s Health).



	Have any changes been made to the scope as a result of the consultation and equality and health inequalities issues identified in 2.2 and 3.2? Were any other changes made to the scope that may impact on equality and health inequalities?

	Yes — the scope and EHIA have been strengthened in multiple areas in direct response to consultation feedback. Key changes and their potential impact are as follows:
1. While already considered, issues of intersectionality and cumulative disadvantage are now foregrounded in the EHIA. This better reflects that for example, the lived realities of black and minoritised women, migrant, LGBTQ+ (including trans men and trans women), and deaf and disabled victim-survivors are contextual according to multiple factors.
2. The diversity of mental health pathways and care are now considered. Three paragraphs have been added to the EHIA to raise issues about potential gaps across secondary care, crisis, liaison and perinatal mental health services; includes consideration of safe enquiry, privacy, safety planning and equitable access. This raises recognition of a potential need for heightened response for groups with high prevalence and complex needs.
3. The EHIA now explicitly recognises carers as potential victims-survivors and/or perpetrators of domestic abuse, including the scenario of victims caring for perpetrators. Consideration of identification/disclosure and safeguarding in this area supports alignment with Domestic Homicide Review learning.
4. Neurodivergent people (adults and children), people with learning disability, also victim-survivors with suspected/confirmed brain injury, are now listed in the EHIA, with stakeholders calling for prompts for screening/adjustments and links to specialist referral where indicated. An aim of the addition is to raise awareness of diagnostic overshadowing and consider effective support planning for people who have brain injuries, people with learning disabilities, and neurodivergent people.
5. Speech, language and communication needs are considered with stakeholder prompts as a reminder that there are requirements for accessible communication, plain language and appropriate communication support. This would potentially lead to safer enquiry and improved access to care for people with speech, language, and communication needs.
6. There is now explicit recognition of people who speak English as an additional language in the EHIA, with stakeholders suggesting adjustments including independent interpreting and translated materials. A potential impact is reduced language related barriers and safer disclosure.
7. Armed Forces communities are acknowledged as having distinctive barriers (geographical mobility, confidentiality, culture) – a stakeholder suggests that raised awareness among staff and the armed forces community will potentially aid disclosure and engagement with appropriate services.
8. A stakeholder highlighted the importance of considering rural and farming communities and contributes information about setting‑specific barriers and mitigation (outreach, transport solutions, confidentiality). This further raised awareness of potential effects of geographical location and occupation‑related inequalities.
9. The addition of end‑of‑life care consideration, also people using oncology services, raises awareness that abuse may co‑occur with serious illness, with risks of misattribution. This raises potential for trauma-informed sensitive enquiry, safeguarding and support for continuity of treatment and care.
10. A sentence has been added to the scope to indicate that domestic abuse guideline will include consideration of ‘honour’‑based abuse. This provides clarity that the guideline will consider the evidence base related to addressing ‘honour’‑based abuse, dynamics and responses. 
11. The EHIA now references perpetrators and potential linked issues of substance use. Stakeholders note that consideration of this area may prompt consideration of enablement, toward more comprehensive system response and prevention focus.
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STAGE 4. Development of guideline or topic area for update 
(to be completed by the topic team before consultation on the draft guideline or update)
[Guideline(s)/suite title]
Date of completion: [Enter date]
Focus of guideline or update: [XXX]
	4.1 [bookmark: _Hlk110608537]From the evidence syntheses and the committee’s considerations thereof, what were the main equality and health inequalities issues identified? Were any further potential issues identified (in addition to those identified during the scoping process) or any gaps in the evidence for any particular group?

	[Consider each of the dimensions listed below and indicate the main equality and health inequalities issue(s) identified through the evidence syntheses and committee discussions. Please note that the dimensions often overlap, and the impact of intersectionality and cumulative disadvantage should also be considered and noted.

1) Protected characteristics outlined in the Equality Act 2010 (age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation)
2) Socioeconomic deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income)
3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south)
4) Inclusion health and vulnerable groups (for example, vulnerable migrants, people experiencing homelessness, people in contact with the criminal justice system, sex workers, Gypsy, Roma and Traveller communities, young people leaving care and victims of trafficking)
Please also state if there were any gaps in the evidence for any particular groups within each of the dimensions above which may be important to highlight.
With regards to the committee’s considerations of equality and health inequalities issues, please link to where in the evidence reviews these discussions are.]


	4.2 [bookmark: _Hlk110608933]How have the committee’s considerations of equality and health inequalities issues identified in 2.2, 3.2 and 4.1 been reflected in the guideline or update and any draft recommendations?  

	[bookmark: _Hlk110609639][Outline where in the guideline or update you have discussed equality and health inequalities issues, specifying the relevant recommendations, rationale and impact sections. Please summarise any draft recommendations that have been designed to address these issues. Please note that equality and health inequalities considerations should be reported in a subsection entitled ‘Equality and health inequalities’ in the rationale section of the guideline template]



	4.3 [bookmark: _Hlk110610089]Could any draft recommendations potentially increase inequalities?

	[For example by making it more difficult for a specific group to access and/or engage with interventions or services compared with other groups? By requiring self-directed action which is more likely to be done by affluent groups. If so, could any changes be made at this stage to ensure that those most disadvantaged are able to benefit?]



	4.4 [bookmark: _Hlk110610287]How has the committee’s considerations of equality and health inequalities issues identified in 2.2, 3.2 and 4.1 been reflected in the development of any research recommendations? 

	[Please provide further information on any draft research recommendations specifically addressing gaps in the evidence that have been identified in sections 2.2, 3.2, 4.1]



	4.5 Based on the equality and health inequalities issues identified in 2.2, 3.2 and 4.1, do you have representation from relevant stakeholder groups for the guideline or update consultation process, including groups who are known to be affected by these issues? If not, what plans are in place to ensure relevant stakeholders are represented and included?  

	[Please detail any discussions with the Public Involvement Programme]



	4.6 What questions will you ask at the stakeholder consultation about the impact of the guideline or update on equality and health inequalities?
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STAGE 5. Revisions and final guideline or update
(to be completed by the topic team before guidance executive considers the final guideline or update)
[Guideline(s)/suite title]
Date of completion: [Enter date]
Focus of guideline or update: [XXX]
	How inclusive was the consultation process on the draft guideline in terms of response from groups (identified in box 2.2, 3.2 and 4.1) who may experience inequalities related to the topic?

	[Please provide a summary of relevant stakeholders that were invited to respond to the consultation (and the type of organisation, if known), whether they did respond, and the quality of their response] 
[Please detail any discussions with the Public Involvement Programme]






	Have any further equality and health inequalities issues beyond those identified at scoping and during development been raised during the consultation on the draft guideline or update, and, if so, how has the committee considered and addressed them?

	[Consider each of the dimensions listed below and indicate whether any additional issues were identified by any stakeholders during consultation, what the issue is, and how the committee has addressed it. Please note that the dimensions often overlap, and the impact of intersectionality and cumulative disadvantage should also be considered and noted.

5) Protected characteristics outlined in the Equality Act 2010 (age, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation)
6) Socioeconomic deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income)
7) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south)
8) Inclusion health and vulnerable groups (for example, vulnerable migrants, people experiencing homelessness, people in contact with the criminal justice system, sex workers, Gypsy, Roma and Traveller communities, young people leaving care and victims of trafficking)
Please note ‘none’ as appropriate if no further issues identified]



	If any recommendations have changed after consultation, how could these changes impact on equality and health inequalities issues? 

	[For example outline if there are any recommendations that could make it easier or more difficult in practice for a specific group to access services compared with other groups? If so, what are the barriers and facilitators with access for the specific group? Are there any recommendations that address quality and experience for particular groups?]



	Following the consultation on the draft guideline and response to questions 4.1 and 5.2, have there been any further committee considerations of equality and health inequalities issues across the four dimensions that have been reflected in the final guideline?   

	[Outline where in the guideline you have discussed equality and health inequalities issues, specifying the relevant recommendations, rationale and impact sections, and the appropriate sections of the relevant evidence reviews and stakeholder responses. Please summarise any recommendations that have been designed to address these issues. Where no further issues have been identified please note none as appropriate. Please state if the committee has decided they are unable to address these issues and the rationale]



	Please provide a summary of the key equality and health inequalities issues that should be highlighted in the guidance executive report before sign-off of the final guideline or update 

	[Please state whether none, some, or all identified issues were addressed and whether any related research recommendations were made]
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STAGE 6. After guidance executive amendments – only if applicable 
(to be completed by the topic team after guidance executive. This stage should be skipped if GE does not apply)
[Guideline(s)/suite title]
Date of completion: [Enter date]
Focus of guideline or update: [XXX]
	Outline any amendments related to equality and health inequalities issues suggested by guidance executive and what the outcome was.
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Surveillance review


Guideline update / topic area update / exceptional update


Complete stage 2-6, skipping stage 3 if there is no scope consultation 


New guideline / guideline suite


Skip Surveillance stage 1


If there is an existing EIA/EHIA for the relevant guideline(s), use this as a basis for known equality and health inequalities issues


A new EHIA should be completed for the update (which may have been initiated by surveillance already)


Complete stage 2-6


Complete stage 1 using the surveillance review if available. If no surveillance review is available please include a note indicating this. 
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