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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    
Date of completion: 18/12/2023
	1.1 [bookmark: _Hlk110604024] What approaches have been used to identify potential equality and health inequalities issues during development of the topic engagement proforma?

	Review of the following sources has been used to identify potential equality and health inequalities issues:
· Overweight and obesity management. NICE guideline in development [GID-NG10182] equality and health inequalities impact assessment (July 2022)
· Obesity in children and young people: prevention and lifestyle weight management programmes. NICE QS94 equalities analysis (July 2015)
· Obesity in adults: prevention and lifestyle weight management programmes. NICE QS111 equality analysis form (January 2016)
· Obesity: clinical assessment and management. NICE quality standard QS127 equality impact assessment (August 2016)
· Obesity: identification, assessment and management. NICE guideline CG189. Health inequalities briefing (February 2023)
· Obesity: identification, assessment and management. (2023) NICE guideline CG189. Equality impact assessments
· NHS Long Term Plan
· The National Child Measurement Programme, England, 2022/23 school year
· Office for Health Improvement and Disparities (2023) National Child Measurement Programme (NCMP): changes in the prevalence of child obesity between 2019 to 2020 and 2021 to 2022
· OHID obesity profile 2021/22 
· NHS Digital’s Health Survey for England, 2021 part 1.
· National Obesity Audit: Weight Management Services
· Department for Culture, Media and Sport (2023) Get Active: a strategy for the future of sport and physical activity
· Public Health England (2017) Obesity in mental health secure units
· Public Health England (2016) Obesity, weight management and people with learning disabilities
· Nuffield Trust (2022) Childhood obesity: Is where you live important?
· National Audit Office (2021) Childhood obesity data visualisation
· NHS England (2017) Getting it right first time programme national speciality report on general surgery



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

	1) Protected characteristics outlined in the Equality Act 2010 

Age:
· Older adults may be experiencing some functional loss, have other comorbidities and/or be frail. Further, while older people have comorbidity risk factors that are of concern at different BMIs, this may mean they are not considered for weight management programmes where it may be appropriate.
Disability: 
· People with a learning disability are more at risk of overweight or obesity and may require additional support for some interventions. A smaller proportion of people with learning disabilities have overweight (27% of people with learning disabilities compared to 31.8% of people without a learning disability). However, higher proportions have obesity (37% of people with learning disabilities compared to 30.1% of people without learning disabilities). There are close links to broader social disadvantage, such as poverty, poor housing and social isolation, which is experienced disproportionately by people with learning disabilities.
· The British Dietetic Association (BDA) cautions that chronic constipation is a frequent problem for people with learning disabilities and this can distort assessing their weight. In addition, BMI is not always an appropriate measure for people with atypical body shape and there can be challenges in measuring height and weight accurately for some individuals.
· Certain physical disabilities may impede the accuracy of measurements of overweight and obesity to determine health risk, for example, those with scoliosis and those with a different body composition due to lower muscle mass for a given weight. This may result in people wrongly being classified as ineligible for some weight management treatments.
· The PHE guidance on obesity and weight management for people with learning disabilities (2020) notes that helping people with learning disabilities to achieve weight loss through diet and exercise involves additional complexities.
· People with severe mental health problems are more at risk of living with overweight or obesity and may require additional support for some interventions.
Gender reassignment:
· Nothing found.

Pregnancy and maternity:
· Pregnant women are excluded from the scope of this quality standard as they require different management and are covered by QS98 Nutrition: improving maternal and child nutrition.
Race: 
· People of South Asian descent (defined as people of Pakistani, Bangladeshi and Indian origin) living in England tend to have a higher percentage of body fat at a given BMI compared to the general population. People of South Asian descent are also more likely to have more features of the metabolic syndrome (for example, higher triglycerides and lower high-density lipoproteins in females and higher serum glucose in males) at a given BMI. Likewise, compared to white European populations, people from black, Asian and other minority ethnic groups are at equivalent risk of type 2 diabetes but at lower BMI levels.
Religion or belief:
· Nothing found.

Sex:
· While men are more likely than women to be living with overweight or obesity, they are less likely to seek support or treatment.
Sexual orientation:
· People who are lesbian, gay, bisexual, trans or questioning (LGBT-Q) may be less likely to participate with weight-loss programmes due to both experienced and the perceived threat of discrimination.
2) Socioeconomic status and deprivation
· NHS Digital’s Health Survey for England, 2021, part 1 reported that the proportion of people who were living with either overweight or obesity was 52% in the least and second least deprived quintiles, compared with 72% in the most deprived. 
· The National Child Measurement Programme, England, 2022/23 school year reported that prevalence of obesity was twice as high for children living in the most deprived areas when compared with those who live in the least deprived areas. For reception children this was 12.4% compared with 5.8% and for year 6 children was 30.2% compared with 13.2%.
3) Geographical area variation
· Geographical variation will exist in terms of whether local environments support people to maintain a healthy weight, and the extent to which local authorities can use legislative and policy levers to help create such environments.
· The Getting it right first time programme national speciality report on general surgery (2017) noted a mismatch between the availability of bariatric surgery and the prevalence of obesity, with the two areas with the lowest prevalence of obesity among those regions providing the most surgery. The report noted regional variation in commissioning policies. 
4) Inclusion health and vulnerable groups
· Gypsy, Roma and Travellers: May be less likely to participate with weight loss programmes due to poor access to, and uptake of, health services as well as both experienced and the perceived threat of discrimination.
· People living with autism may experience particular challenges accessing weight management services and may also require additional support for some interventions.
· People in contact with the criminal justice system, including during and after incarceration appear to be at risk of weight gain. 



	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). The NICE draft guideline on overweight and obesity management  contains specific references to overcoming identified equality and health inequality issues that could be used to support quality statements. They include: 
Age:
Overweight and obesity management services should be accessible with no upper limit on age for referral and recommends that services should be suitable for people aged 65 and over. Older people may require additional support for some interventions.
BMI should be interpreted with care in people aged 65 and over, taking into account comorbidities and conditions that may affect functional capacity.
Disability:
People’s needs and preferences for interventions including disabilities, neurodevelopment conditions and special educational needs and disabilities should be accounted for. Referral to specialist management services should be considered if the person needs additional support due to a learning disability (an example of a complex disease state or need). There are research recommendations to address barriers to behavioural interventions and effective approaches to overweight and obesity management for children and young people with special educational needs and disabilities.
A person living with mental illness may face or feel stigmatised due to their degree of overweight and obesity but also their mental illness and this may stop people from seeking help. It is not appropriate to assume that one approach will work for all groups. There was a lack of evidence to support recommendations on delivering interventions for people with conditions associated with increased risk of obesity (such as people with a physical disability that limits mobility, a learning disability or enduring mental health difficulties). There is a research recommendation to address this.
Race:
NICE recommendations for some interventions are set at a lower threshold for members of minority ethnic groups known to be at equivalent risk of the consequences of obesity at a lower BMI than the white population.
There is a need for more robust information about effective and acceptable approaches to identifying people from ethnic minorities who are at risk from overweight or obesity and the raising awareness of using lower BMI thresholds. There are draft recommendations on specific advice for people from ethnic minority backgrounds.
Sex:
Evidence showed that men would benefit from targeted interventions. There are draft recommendations on identifying interventions that are appropriate for the person including men-only sessions. 
Socioeconomic status and deprivation
Adults are often worried about the cost of taking part in an intervention and this can be a barrier that widens health inequalities. People should be informed of any known costs associated with taking part in interventions. There are recommendations for giving information on a variety of additional sources of community or healthcare support. The committee highlighted approaches in NICE’s guideline on behaviour change: digital and mobile health interventions. 
Inclusion health and vulnerable groups
Joint strategic needs assessments should be used to ensure that overweight and obesity management services meet local needs. This includes identification of networks that include marginalised groups. 



	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? 

	The stakeholder list for topic engagement includes organisations that can help to explore equality and health inequalities issues, including organisations focused on issues affecting age, deprivation, mental health, sex, race, sexual orientations and gender reassignment, and disability. 



	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? 

	Lay committee members with lived experience will be asked for input at two committee meetings and key points through development of the quality standard.
We will work with key patient stakeholders and actively contact these organisations, alongside contact via the NICE public involvement programme, for response to topic engagement and consultation on the draft quality standard. We will ensure their views are presented to the committee.
As this quality standard covers children and our lay member specialist committee members will be adults, input from stakeholder organisations representing children with overweight or obesity should be sought. Input from stakeholder organisations representing people with disabilities living with overweight or obesity should also be sought.
The briefing paper should include any recommendations that address inequalities, for example adapted BMI thresholds based on ethnicity due to increased risk.



	1.6  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? 

	Pregnant women are excluded from the scope of this quality standard as they require different management and are covered by QS98 Nutrition: improving maternal and child nutrition. The exclusion will not have further impact on people affected by the equality and health inequalities issues identified.



Completed by lead analyst: Daniel Smithson

Date: 18/12/2023

Approved by NICE quality assurance lead: Mark Minchin

Date: 09/01/2023


[bookmark: _Toc138944321][bookmark: _Toc109224100]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)?

	27 stakeholders responded to the topic engagement exercise. These included NHS England teams, the Office for Health Improvement and Disparities, professional organisations, Royal societies, commercial stakeholders and patient organisations. The topic engagement exercise was circulated to a wide range of stakeholders and key organisations representing people with lived experience were contacted (All About Obesity, Obesity UK). We received one response from one such organisation (Diabetes UK). 
A number of these highlighted inequality issues, both general and specific to this topic including:
The need for tailored interventions and reasonable adjustments to enable people to access overweight and obesity weight management services and interventions. 
Issues specific to children and young people and people with severe mental health problems or people prescribed an anti-psychotic medication.
Drivers of healthcare inequalities such as poverty and underserved groups including those with a learning or physical disability.




	[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? 

	
1) Protected characteristics outlined in the Equality Act 2010 
Age: 
· Stakeholders commented that people of working age face barriers to accessing overweight and obesity management services and interventions such as when they are delivered at fixed times, during working hours and face to face only.
· The committee highlighted the different methods for determining overweight and obesity in children, young people and adults and noted the need to ensure the correct method is used. 

Disability: 
· Stakeholders noted significant inequalities experienced by people with a learning disability in relation to obesity and obesity-related health conditions. They described a number of barriers to care and access to services and interventions and suggested the need for reasonable adjustments and tailored interventions to care for people with a learning disability. Examples included access to venues and presentation of information.
· Stakeholders commented on the prevalence of disordered eating in autistic people and noted the challenges they face to access overweight and obesity management services. 
· Stakeholders noted that some people may need additional support when attempting to be physically active including people living with obesity and with co-morbidities. 
· Stakeholders highlighted the risk of misclassification of BMI in some people with a physical disability. Committee members also highlighted lack of access for wheelchair users as they may not be able to use appropriate equipment such as scales. This could impact on the offer of support for weight management if their weight and any trend in this is not known.
· Committee members noted that children in schools for children with special educational needs and disabilities are not included in the NCMP and therefore could be excluded from offer of support for weight management, if their weight is not known . 
· Stakeholders highlighted the increased prevalence of obesity in people with a severe mental illness and particularly those who are prescribed antipsychotic medicines. 

Gender reassignment: None identified by stakeholders or committee.

Pregnancy and maternity: None identified by stakeholders or committee. Pregnancy was out of scope for the quality standard.

Race: 
· Stakeholders and the committee commented that prevalence of overweight and obesity is higher in people of non-white ethnicity and the metabolic outcomes are worse in this group.  
· Stakeholders highlighted data showing ethnicity of people referred to adult tier 2 services. They noted that further support may be required to improve referral for people of a non-white family background.
· Stakeholders suggested that overweight and obesity management services and resources should be culturally sensitive and tailored. The committee noted that interpreting and language services are important to address barriers in access to overweight and obesity management services and interventions. 

Religion or belief:  Stakeholders and the committee suggested that weight management services and resources should be culturally sensitive and tailored to reflect different religions and beliefs, such as incorporation of cultural foods, acknowledgment of forbidden foods and certain health beliefs.

Sex: Stakeholders commented that men are underrepresented in overweight and obesity management services. 

Sexual orientation: None identified by stakeholders or committee. 

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):
· Stakeholders commented that more than 1 in 3 adults in the most deprived parts of England live with obesity compared to 1 in 5 in the least deprived. 
· Stakeholders noted that children in the most deprived areas of England are more than twice as likely to be living with obesity than their peers.
· Stakeholders highlighted a number of ways that people experiencing poverty are impacted including travel costs to access services, time off work, and access to healthy food. They suggested that increased awareness of these barriers by healthcare professionals could help to ensure health inequalities are minimised and provide tailored and relevant care.
3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): Stakeholders and committee members commented on the unequal provision of tier 2, specialist overweight and obesity management services and bariatric surgical services noting that there is no access to these in some areas.
 
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):  
· Stakeholders suggested that overweight and obesity management services and resources should be culturally sensitive and tailored.
· Committee members noted that people in inclusion health and vulnerable groups, specifically if they are itinerant, may find it difficult to engage with and access services. 
 The committee did not highlight any gaps in guideline recommendations.



	[bookmark: _Hlk161151855][bookmark: _Hlk110608933]2.3 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?  

	Age: 
The process measures for statement 1 includes options for recording weight that includes measures suitable for use in children. The equality and diversity considerations section of statement 1 notes that measurement of waist to height ratio is a consider recommendation only for children so they are excluded from a process measure for this statement. 
There are no quality statements on provision of or access to overweight and obesity management services that could address access for older people. 
Disability: 
Statement 1 includes children, young people and adults. This statement has measures that include children with a long-term condition, not limited to educational setting, and so should cover some children not monitored by the NCMP.
Statement 1 includes equality and diversity considerations to help to address inequalities in measurement for people with learning and physical disabilities, including reasonable adjustments and use of specific equipment.
The equality and diversity considerations section of statements 1, 3 and 4 highlight that some people with learning disabilities may benefit from the involvement of an advocate when discussing available local interventions and national programmes.
Statement 2 specifically concerns people with learning disabilities and aims to improve, and encourage, support for them to access healthy lifestyle and weight management information and services.
The equality and diversity considerations section of statement 3 highlights how information should be provided for people with additional needs related to a disability, impairment or sensory loss.
There are no quality statements that focuses on people with a mental health condition, however some mental health conditions are covered in statement 1 on annual measurement when people have a long term condition. 
Race: 
The definitions of ‘overweight, obesity and central adiposity’ in statements 3, 4 and 5 highlight the requirement to use lower BMI thresholds for people with a South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background when measuring for those conditions, as stated in the source guideline.
The equality and diversity consideration sections for statement 1 highlights that risk factors are of concern at a lower BMI for people of South Asian, Chinese, other Asian, Middle Eastern. Black African or African-Caribbean family background.
The diversity, equality and language section of the quality standard highlights the need for accessible information for people who do not speak or read English, including access to an interpreter.
Sex: 
Statement 2 prioritises supporting people with a learning disability to access healthy lifestyle and weight management services. The definition of this includes approaches to identify barriers that may affect some groups of people differently and this includes because of their sex. 
There are no quality statements on provision of and access to overweight and obesity management services, including improving access for men.
Sexual orientation: 
There are no quality statements on provision of and access to overweight and obesity management services, including improving access for people who are lesbian, gay, bisexual, trans or questioning.  
Socioeconomic status and deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income):  
Statement 2 prioritises supporting people with a learning disability to access healthy lifestyle and weight management services. The definition of this includes approaches to identify barriers that may affect some groups of people differently and this includes because of their socioeconomic status. 
There are no quality statements on provision of or access to overweight and obesity management services including improving access based on socioeconomic status and deprivation. 
Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): 
There are no quality statements on provision of or access to overweight and obesity management services. 
Inclusion of 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):  
There are no quality statements on provision of or access to overweight and obesity management services, including improving access for inclusion health and vulnerable groups.



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

	It is not expected that any of the draft statements will increase inequalities. 



	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?  

	There are a number of relevant stakeholders for this topic. They will be sent the draft quality standard for comment at consultation. These stakeholders were identified by the NICE patient and public involvement programme. 




	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?

	None. 
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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?

	49 organisations and individuals responded at consultation, including NHS England teams, ICBs, practitioner organisations, patient representation groups, and individuals. Of these, 17 made comments that were focused on inequality issues; points were also raised as part of comments on specific quality statements and sections, with substantial overlap.
Most issues raised were topic specific and are highlighted in section 3.2 if not already covered in previous stages of the current document. However there were some general issues raised that do not apply solely to this topic or the draft statements and could not be addressed by the quality standard:
· Unequal representation in service uptake across gender (in this case men are underrepresented)
· Homeless populations, sex workers, asylum seekers and refugees identified as populations with health inclusion issues.
· Wider determinants of health which impact on health outcomes and management of overweight, obesity and central adiposity, including poverty, socioeconomic deprivation and rural accessibility.



	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:
A stakeholder raised that the quality standard doesn’t highlight the need to interpret BMI with caution in people aged 65 and over, including the possible protective effect of having a slightly higher BMI when older. 
The committee did not identify any amendments to the quality standard around this. However, the NICE team will add text to the definition of overweight, obesity and central adiposity and the equality and diversity section of Statement 1 to note the need to use caution when interpreting BMI in people aged 65 and over.

Stakeholders requested additional focus on children and young people throughout the quality standard and noted that this would support prevention of obesity, and that existing statements should do more to acknowledge the different needs of children and young people.
The committee agreed that there could be additional focus on children and young people in the quality standard, though they acknowledged that some statements could not include them as there were no relevant source guideline recommendations. 
The committee agreed to include a new statement on measurement of BMI and waist-to-height ratio in children and young people. However NICE guideline NG246 recommendation 1.10.5 says to ‘consider’ measuring and calculating waist-to-height ratio. NICE quality standards avoid using ‘consider’ based recommendations as the evidence for these is often not high enough quality to promote an action for a population. Therefore the statement will focus on BMI only.
They also agreed to add children and young people to the statement on wraparound care alongside medicines for weight management, acknowledging that medication is appropriate for some children and young people that meet clinical criteria. However NICE guideline NG246 recommendations 1.17.8 to 1.17.11 indicate that prescribing and monitoring of weight management medicines for children and young people should be started in specialist settings and either monitored by the same team or under a shared-care arrangement depending on age and local circumstances or licensing. This does not fit the definition for wraparound care in this statement and would be a different area for quality improvement than wraparound care for adults, and therefore at internal review it was agreed to keep the statement focused on adults.

Disability: 
Stakeholders highlighted that services may not have equipment that can measure weight in people with some physical disabilities, or those with mobility issues.
The committee did not identify any changes to the quality statements based on this issue, however they did acknowledge that not all primary care locations would have the appropriate equipment and that referral to a specialist service may be necessary in some cases.

Gender reassignment:
One stakeholder noted that gender affirming care is often dependent on a patient’s BMI.
No actions were identified for the draft quality statements.

Pregnancy and maternity:
None

Race: 
Stakeholders suggested that the rationale in the statement on BMI and waist-to-height ratio measurement should highlight using lower thresholds based on ethnicity when interpreting BMI.
The committee noted this suggestion and agreed that the rationale should highlight this in addition to the equality and diversity consideration section.


Religion or belief:
None.

Sex:
None

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)
None.

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)
Stakeholders noted the effects of neurodiversity on eating behaviours and ability to engage with interventions.
The committee did not identify any changes to the quality standard based on this comment, however the quality standard notes the need to consider individual needs in relevant statements.

Stakeholders suggested that the statement on access to services for people with a learning disability should also cover other groups to address overweight and obesity health inequalities and where tailored approaches may be required such as: people with severe mental illness, autistic people.
The committee discussed this and noted other quality standards that had statements on weight management in people with severe mental illness that covered the area for improvement. They acknowledged that autistic people may have issues accessing services but did not feel it was appropriate to add them to this statement as the population does not have a register that would allow identification and measurement.

Stakeholders highlighted that current private access of weight management medication may negatively impact health inequalities.
While the committee noted this issue, there were no changes to the relevant statement identified.



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

	It is not expected that any of the statements added or changed following consultation will increase inequalities. 
Post-consultation changes to statements could reduce health inequalities as they would result in wider inclusion of sub-populations: for example, added statement - Children and young people have opportunistic recording of their BMI and waist-to-height ratio at key points of contact with a healthcare professional – may lead to increased access of overweight and obesity management services where clinicians follow up with advice and interventions when relevant.



	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?   

	All changes have been noted in section 3.2



	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. 

	No issues need to be highlighted in the guidance executive report.
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