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The considerations and potential impact on equality and health inequalities have been considered throughout the quality standard development, process according to the principles of the NICE equality policy and those outlined in Quality Standards process guide.
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[bookmark: _Toc138944320]STAGE 1. Topic engagement    

	1.1 [bookmark: _Hlk110604024] What approaches have been used to identify potential equality and health inequalities issues during development of the topic engagement comments form?

	· British Heart Foundation England factsheet (2024)
· CVDPREVENT Deep Dive: inequalities in cholesterol management for patients with CVD (2024)
· CVDPREVENT data explorer, data to March 2024
· Preventing people with a learning disability from dying too young. Nuffield Trust (2024)
· CVDPREVENT Third annual report (2023)
· CVDPREVENT outcomes data, data from October 2022 to September 2023
· The health of people from ethnic minority groups in England. The Kings Fund (2023, online; accessed 16 August 2024)
· Learning from Lives and Deaths – people with a learning disability and autistic people (LeDeR) report for 2022. LeDeR Autism and learning disability partnership, King College London (2023)
· Cardiovascular disease in England: supporting leaders to take actions. The King’s Fund (2022)
· CVDPREVENT Online Methodology v1 (2022)
· NG238, final EHIA (2023)
· 2023 exceptional surveillance of cardiovascular disease: risk assessment and reduction, including lipid modification (NICE guideline CG181)
· Health Matters: preventing cardiovascular disease. Public Health England (2019)
· Surveillance report 2018 – cardiovascular disease: risk assessment and reduction, including lipid modification (NICE guideline CG181)
· QS100 equality impact assessments (2016)
· How inequalities contribute to heart and cardiovascular disease in England. British Heart Foundation (no date, online; accessed 27 August 2024)




	1.2 [bookmark: _Hlk110604289] What potential equality and health inequalities issues have been identified during development of the topic engagement comments form?

	1) Protected characteristics outlined in the Equality Act 2010 
Age: People in younger age groups are less likely to be treated to targets or threshold when compared to older age groups (CVDPREVENT, 2023).
Disability: 
· The LeDeR annual report: learning from lives and deaths: people with a learning disability and autistic people 2022 (2023) showed that circulatory disease was the cause of death in 16.7% of people and 35.3% of these were due to ischaemic heart disease. The report notes that 26.4% of avoidable deaths were linked to cardiovascular conditions (based on data from 2,054 adults with a learning disability).
· Data from the CVDPREVENT audit reports that prescribing of lipid lowering therapy for primary prevention of CVD is higher for people with a diagnosed learning disability than people without a learning disability (64.8% versus 53.0%). However, prescribing of lipid lowering therapy for secondary prevention of CVD is lower for people with a diagnosed learning disability than those without a learning disability (80.0% versus 85.1%). (CVDPREVENT data explorer, data to March 2024). 
· It is important to consider that data from CVDPREVENT are based on people who have a diagnosis of a learning disability recorded in their primary care electronic medical record. Prevalence of a learning disability is 0.5% in the CVDPREVENT population, compared to a national prevalence of 2.2% for adults. Improving the reporting and coding of learning disability is likely to improve the quality of data for this group. Work from the Nuffield Trust suggests that only 26% of people with a learning disability in England are in the learning disability register.
· Some lipid lowering therapies are administered by injection and some disabilities may mean people are unable to self-inject these therapies. However, injections can be administered by another person or at a specialist centre (NG238 final EHIA, 2023)
· Lack of adherence to medicines will impact ability to achieve desired lipid lowering. Adherence may be lower in particular groups, for example those with mental health conditions or learning disabilities (NG238 final EHIA, 2023). 
Gender reassignment: No issues identified.
Pregnancy and maternity: No issue identified.
Race: 
· People from South Asian and Black family backgrounds are at highest risk of CVD and rates are higher among these groups than white groups (King’s Fund, 2022 and 2023).
· People in Black and mixed ethnic groups are the least likely to be prescribed lipid lowering therapy for secondary prevention of CVD when compared to other ethnic groups (CVDPREVENT, 2023).
· People in the Asian ethnic group category are most likely to have a prescription for lipid lowering therapy for both primary and secondary prevention of CVD when compared to other ethnic groups (CVDPREVENT, 2023).
· People in Black and mixed ethnic groups are the least likely to be treated to targets or thresholds when compared to other ethnic groups (CVDPREVENT, 2023).
· CVD Prevent reports data on ethnicities aggregated from SNOMED ethnicity codes to wider census groups. These are White, Black, Asian, Mixed, Other, Not Stated and Missing (CVDPREVENT, 2022). 
Religion or belief: No issue identified.
Sex: 
· Among people with cardiovascular disease, females were less likely than males to have a recent prescription for lipid lowering therapy (CVDPREVENT, 2024). Data shows a considerable gap between prescriptions in males and females in younger age groups (CVDPREVENT, 2023). 
· Among people with CVD, females were less likely to achieve threshold cholesterol levels compared to males (CVDPREVENT, 2024).
· Further work is needed to investigate the reasons for these inequalities. CVD was the second leading cause of death among females in 2022 and inequalities have also been reported in diagnosis and prevention of CVD as well as management. Data from CVDPREVENT is limited to what can be extracted from primary care data and can only know whether a medication was prescribed or not, adherence to medication, or other factors, cannot be inferred (CVDPREVENT, 2024).
Sexual orientation: No issues identified.
2) Socioeconomic status and deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income):
a. Cardiovascular disease is more prevalent in areas with high deprivation (NG238 final EHIA, 2023)
b. People who live in England’s most deprived areas are almost 4 times more likely to die prematurely from CVD than those in the least deprived areas. 40% of amenable CVD deaths occurred in the 3 most deprived deciles (Public Health England, 2019)
c. People in more deprived quintiles are more likely to be prescribed appropriate drug therapy for both primary and secondary prevention of CVD when compared to less deprived quintiles (CVDPREVENT, 2023)
d. People in more deprived quintiles are less likely to be treated to cholesterol treatment thresholds for secondary prevention of CVD when compared to less deprived quintiles (CVDPREVENT, 2023).
3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): 
a. People in geographically remote areas may have difficulty accessing specialist care to start recommended lipid lowering therapies (NG238 final EHIA, 2023).
b. Early deaths for CVD (before the age of 75) are most common in the Northwest of England, and lowest in the Southeast. The latest premature (under 75) death rate for Manchester is over three times higher than that for Rutland in the East Midlands. (compiled by British Heart Foundation, 2024).
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): No issues identified.




	1.3 [bookmark: _Hlk110604868]How can the identified equality and health inequalities issues be further explored and considered at this stage of the development process?

	· The equality and health inequality issues identified in 1.2 could inform comments on area of priority for quality improvement from stakeholders. 
· The issues identified in section 1.2 could also be used to inform focus of quality statements, quality measures or equality and diversity considerations for statements once topic engagement comments have been received from stakeholders and reviewed by the quality standards advisory committee (QSAC). 
· For the issues highlighted regarding access to injectable therapies for people with a disability, the statement audience descriptors or equality and diversity considerations could highlight alternative approaches to implementation as noted in the NICE guideline EHIA (NG238) if this area is prioritised. 
· The inequality issues noted regarding race could inform the focus of a quality statement such as those statements in the NICE quality standard on promoting health and preventing premature mortality in black , Asian and other minority ethnic groups (QS167) if this is prioritised.
· Access to specialist services for some therapies and issues regarding geographical differences could be highlighted in audience descriptors or the equality and diversity considerations for a statement if this area is prioritised. 
· The quality standard could highlight data collection and monitoring for certain groups, for example by age, by deprivation quintile, for people with a learning disability, different ethnic groups and sex. Data is disaggregated and reported by CVDPREVENT for cholesterol measurement and use of lipid lowering therapies and this could be highlighted in the quality standard. 




	1.4 Do you have representation from stakeholder groups that can help to explore equality and health inequalities issues during the topic engagement 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 have identified a number of key stakeholders that represent people affected by cardiovascular disease and the wider stakeholder list includes organisations that are associated with some of the equality and health inequality issues in this area.
	



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

	The quality standards advisory committee for this topic includes a number of standing and specialist committee members who represent the lay views on this topic. Some of the committee members will have lived experience in this area. The briefing paper could focus on health inequalities if these are highlighted by stakeholder at topic engagement. The committee meeting for this topic will include a section on equality and health inequalities and these will be revisited throughout development.



	1.6 [bookmark: _Hlk161151815] Has it been proposed to exclude any population groups from coverage by the quality standard? If yes, could these exclusions further impact on people affected by any equality and health inequalities issues identified? 

	The key source guidance (NICE guideline NG238) has recommendations for adults who are at risk of CVD or who have CVD only, therefore people aged under 18 are excluded from the quality standard.
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STAGE 2. Consultation 
	2.1 How inclusive was the topic engagement process in terms of response from stakeholders who may experience inequalities related to the topic (identified in 1.2)?

	We had responses from 17 stakeholders. These included national organisations, professional groups, organisations that represent patients and the public and individuals. We also had responses from 4 specialist committee members.
Five stakeholders highlighted inequality issues, including the specific points noted below in section 2.2. One stakeholder highlighted inequalities specific to people who have had a stroke.
There are 2 specialist committee members recruited to the quality standards advisory committee for this quality standard with lived experience (lay members) and the standing committee has 2 standing lay members. 
We liaised with the NICE People and Communities Involvement and Engagement team to identify key stakeholders for this topic. We received comments from HEART UK – the cholesterol charity. 



	[bookmark: _Hlk110608537]2.2 From the topic engagement exercise and the committee’s considerations thereof, what were the main equality and health inequalities issues identified? 

	Protected characteristics outlined in the Equality Act 2010 
Age: 
· Stakeholders suggested that identification of risk of CVD in children and young people as an area for quality improvement as they would be excluded from identification via the NHS Health Check programme and using the QRISK3 tool. 
· Stakeholders noted that younger people are less likely to be treated to cholesterol targets when compared with people in older age groups.
Disability: 
· Stakeholders highlighted a need to improve physical health checks for people with a learning disability and noted data on avoidable deaths in this group that showed a higher percentage for people with a learning disability compared to the general population. 
· Stakeholder comments noted the impact of intersectionality of race and disability. 
· The committee was presented with data from CVDPREVENT on primary and secondary prevention with lipid lowering treatment, lipid measurement and treatment target for secondary prevention to enable comparison between people with and without a learning disability.
Gender reassignment: An SCM highlighted that formal risk assessment tools are not validated for use in people who have had gender reassignment surgery and as such may over- or underestimate cardiovascular disease risk. 
Pregnancy and maternity: No issue identified.
Race: 
· Stakeholders highlighted inequality in cholesterol management based on ethnicity. 
· They noted data that showed that people from South Asian and Black family backgrounds are at highest risk of CVD and rates are higher than in people from white family backgrounds. They note the need for early prevention pathways for these groups. 
· Stakeholders highlighted data from CVDPREVENT that showed that people in Black and mixed ethnic groups are least likely to be treated to cholesterol targets when compared to other ethnic groups.
· Stakeholders also noted the impact of intersectionality of sex, race and deprivation.
· The committee was presented with data from CVDPREVENT on primary and secondary prevention with lipid lowering treatment, lipid measurement and treatment target for secondary prevention to enable comparison between reported ethnicities.
Religion or belief: No issue identified.
Sex:  
· Stakeholders highlighted inequality in cholesterol management based on sex, specifically prescriptions of lipid lowering treatment for women. 
· The committee was presented with data from CVDPREVENT on primary and secondary prevention with lipid lowering treatment, lipid measurement and treatment target for secondary prevention to enable comparison between males and females.
Sexual orientation: No issue identified.
1) Socioeconomic status and deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income):  
· Stakeholders highlighted inequality in cholesterol management based on deprivation quintile and noted data that showed higher premature death from CVD in deprived areas.
· Stakeholder comments noted CVDPREVENT data that showed that people in more deprived quintiles are less likely to be treated to cholesterol treatment thresholds for secondary prevention of CVD.
· The committee was presented with data from CVDPREVENT on primary and secondary prevention with lipid lowering treatment, lipid measurement and treatment target for secondary prevention to enable comparison between least and most deprived quintiles.
2) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): No issues identified.
3) 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). Committee members highlighted the high risk of CVD for people who are institutionalised and people who are in contact with the criminal justice system.



	2.3 [bookmark: _Hlk110608933][bookmark: _Hlk161151855] How have the committee’s considerations of equality and health inequalities issues identified in 1.2 and 2.2 been reflected in the quality standard?  

	The measures and audience descriptors for quality statement 1 suggests that identification of CVD risk could be focussed on known local health inequalities, NHS England’s Core20PLUS5 or adults who are disadvantaged (see NICE’s guideline on cardiovascular disease: identifying and supporting people most at risk of dying early). This includes members of ethnic minority groups. those with a learning disability and those who are institutionalised.
The majority of people aged under 25 are not at high risk for CVD (10-year risk) unless they have a specific condition that increases risk (such as familial hypercholesterolaemia). This is based on NICE’s guideline on cardiovascular disease: risk assessment and reduction, including lipid modification. They are therefore excluded from calculation of a CVD risk assessment score using QRISK3.
The measures for quality statements 3 and 4 note that data can be reported for inequalities markers (including sex, age, ethnicity, deprivation quintile and diagnosis of a learning disability as reported by CVDPREVENT data).
The equality and diversity considerations for quality statements 3 and 4 note that treatment should be considered with awareness of other factors, such as presence of comorbidities, multiple medication, frailty, for adults aged 85 and older. 
The equality and diversity considerations for quality statements 2 and 3 note that CVD risk assessment scores will vary according to sex. Adults should discuss with their healthcare professional the most appropriate score for them as an individual. This includes people who disclose gender reassignment, trans people and non-binary people. 



	2.4 [bookmark: _Hlk110610089] Could any draft quality statements potentially increase inequalities?

	Adults aged under 25 and over 84 would be excluded from statements 2 and 3 as they are excluded from assessment using the QRISK3 tool. This is consistent with the source guidance. 



	2.5 [bookmark: _Hlk161151895]Based on the equality and health inequalities issues identified in 1.2 and 2.2, do you have representation from relevant stakeholder groups for the quality standard 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?  

	We have relevant stakeholders registered for this topic and have a number of key stakeholders will be contacted for comment. 



	2.6 [bookmark: _Hlk161151945]What questions will you ask at the stakeholder consultation about the impact of the quality standard on equality and health inequalities?

	No questions will be asked at consultation.
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[bookmark: _Toc109224101][bookmark: _Toc138944322]STAGE 3. Final quality standard

	3.1 How inclusive was the consultation process on the draft quality standard in terms of response from groups (identified in box 1.2 and 2.2) who may experience inequalities related to the topic?

	Twenty stakeholders responded to consultation, including Royal Societies, professional organisations and voluntary and charity sector organisations. 
Topic specific equality issues raised at consultation include:
· Assessment and treatment of CVD for people aged 85 and over.
· How the QS could better reach underserved communities (specific examples given of deprivation and ethnicity).
· Identification of risk of CVD in people aged under 40.
· Measurement of Lp(a) and use in CVD risk assessment including the link between Lp(a) levels and ethnicity.



	3.2 Have any further equality and health inequalities issues beyond those identified at topic engagement and during development been raised during the consultation on the draft quality standard, and, if so, how has the committee considered and addressed them?

	1) Protected characteristics outlined in the Equality Act 2010 
Age: 
· Statement 1 aims to increase identification of adults with an increased risk of cardiovascular disease. The draft measures focused on adults aged 40 and over. Stakeholders highlighted that adults aged under 40 with long-term conditions could have an increased risk of CVD and are excluded from these measures. 
· Statement 3 covers treatment with lipid lowering medicines. There are equality and diversity considerations in the supporting section of the statement that relate to adults aged 85 and over. Stakeholders noted that decisions regarding statin therapy in the very elderly should be made on a case-by-case basis, considering factors such as frailty, functional capacity, polypharmacy and life expectancy. A committee member also highlighted the importance of taking quality of life into consideration.
Disability: None.
Gender reassignment: None.
Pregnancy and maternity: None.
Race: 
· A committee member highlighted a report by The King’s Fund on the health of women from ethnic minority groups in England. This report notes that CVD imposes a disproportionately heavy burden of ill health and mortality among people from South Asian and Black groups in the UK. The report suggests that women from ethnic minorities are likely to face similar sex differences in the diagnosis and management of CVD as highlighted in previous sections. 
· Stakeholders suggested measurement of Lp(a) and use in CVD risk assessment as an area for quality improvement. They noted the association between prevalence of higher Lp(a) and ethnicity and suggested a focus on this would help to reduce health inequalities associated with CVD.
· Stakeholders noted that measurement of triglycerides was not prioritised as an area for quality improvement and suggested that this be included in the quality standard. The committee discussed this and noted a link between triglycerides and ethnicity. 
Religion or belief: None.
Sex: 
· Committee members highlighted that use of hormone replacement therapy is beneficial in prevention of CVD in women and noted that this is not referenced in the QS.
· Statement 3 references strategies to address adverse effects of statins. Committee members noted that women are more likely to suffer side effects than men and suggested that dose adjustment strategies may be important. 
Sexual orientation: None.
2) Socioeconomic status and deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income): No additional issues.
3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): None.
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): None.




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

	No statements have had changes after consultation which impact on health inequalities. 



	3.4 Following the consultation on the draft quality standard and response to questions 2.2 and 3.2, have there been any further committee considerations of equality and health inequalities issues across the four dimensions that have been reflected in the final quality standard?   

	· The committee discussed age and the inclusion of measures in statement 1 that cover adults aged 40 or over only. The committee noted that adults aged under 40 with a condition that could increase their risk of CVD would be under regular review with a healthcare professional and would be identified in this way. They suggested that statement 1 did not need to specifically mention adults under 40. Measures associate with each statement are examples only and can be adapted and use flexibility by localities. These measures have been removed from the final quality standard to allow flexibility in measurement dependent on local needs.
· Statement 3 included some equality and diversity considerations for adults aged over 85 but additional factors were added (their cognitive status and quality of life) based on stakeholder and committee comments. This should address quality and experience when considering use of statins in this group.
· Statement 1 references NHS England’s Core20PLUS5 and suggests that localities could focus on known health inequalities when implementing and measuring against the quality statement. Statements 1, 3 and 5 in the final quality standard also highlight CVDPREVENT as a data source and notes that data is also reported by inequality marker, including sex, age, ethnicity, deprivation level and presence of a learning disability. This data can be used by services and ICBs to target quality improvement at groups who experience health inequalities such as sex, by ethnicity and areas of deprivation.
· The quality standard does not include reference to triglycerides. Recommendations in the source guidance did not support the addition of management of triglycerides to the prioritised areas and quality statements.
· The quality standard does not include reference to hormone replacement therapy for prevention of CVD as there are no NICE recommendations to support this. NICE’s guideline on menopause includes a do not offer recommendation (do not offer combined or oestrogen-only HRT for primary or secondary prevention of CVD, NG23, recommendation 1.6.4).
· Statement 3 in the final quality standard highlights the NHS England statin intolerance pathway and the NICE patient decision aid on should I take a statin? Both resources could be useful to address statin intolerance in women as well as the general population for primary prevention.



	3.5 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 quality standard. 

	Most of the key equality and health inequality issues raised by stakeholders were addressed to some extent in the quality standard. 
Stakeholders noted difficulties in implementing the quality standard especially regarding underserved and hard to reach groups. The quality standard has highlighted CVDPREVENT as a data source to help with quality improvement and the NICE guideline NG238 also includes links to CVDPREVENT data packs for quality improvement, which could help.
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[bookmark: _Toc109224102][bookmark: _Toc138944323]STAGE 4. After guidance executive amendments 
	4.1 Outline any amendments related to equality and health inequalities issues suggested by guidance executive and what the outcome was.

	None.



Completed by lead analyst: Charlotte Fairclough

Date: 11/07/2025

Approved by NICE quality assurance lead: Nicola Greenway

Date: 11/07/2025



© NICE 2025. All rights reserved. Subject to Notice of rights.
6

