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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?

	Review of the following sources has been used to identify potential equality and health inequalities issues: 
· Equality and Health Inequalities Impact Assessment (EHIA) from the NICE guideline on Perioperative care in adults (NG180) (published 2020)
· [bookmark: _Hlk198293045]Royal College of Anaesthetists (2023) Chapter 2: Guidelines for the Provision of Anaesthesia Services for the Perioperative Care of Elective and Urgent Care Patients 2025   
· NHS England (2025) Reforming elective care for patients
· Royal College of Anaesthetists (RCoA) London 2024. NELA Project Team. Ninth Patient Report of the National Emergency Laparotomy Audit. 
· NHS England (2023) Early screening, triaging, risk assessment and health optimisation in perioperative pathways: guide for providers and integrated care boards
· Results of the scoping search provided by a NICE information specialist 



	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, disability, gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation):
Age: To ensure optimal surgical outcomes, older adults might need additional care, information and support.
· Older adults are at an increased risk of mortality and morbidity after elective and emergency surgery and were identified as a vulnerable patient group. Older adults are at increased risk of cognitive decline, and poor cognition, hearing and eyesight may make communication difficult (The Royal College of Anaesthetists, 2023)
· Frailty (measured using a Clinical Frailty Scale [CFS] ≥5) was associated with an increased mortality risk in patients undergoing emergency laparotomy. CFS data was recorded in 84.8% of patients aged 65 years and older and 39.7% were living with frailty (CFS ≥5) and an increasing prevalence was associated with increasing age (The Royal College of Anaesthetists London, 2024)
· Older adults were identified in the EHIA for the NICE guideline on perioperative care in adults as health may vary in this group. The EHIA also identified the declining cognitive function of some older adults and this was considered an important factor in shared decision making, particularly in relation to pain relief. 
Disability: 
· Adults with learning disabilities, cognitive impairment or dementia may have varying information and communication needs. Adults with learning disabilities were identified in the EHIA for the NICE guideline on perioperative care in adults. 
· Adults with learning disabilities, cognitive impairment or dementia were identified as a vulnerable patient group (The Royal College of Anaesthetists, 2023)

Gender reassignment, pregnancy and maternity, race, religion or belief, sex, sexual orientation: 
· No issues identified at this stage of development.

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) 
Socioeconomic status and deprivation: 
· Adults from deprived areas undergoing surgery have worse short and long term outcomes (including mortality) following surgery than those living in less deprived areas (NHS England, 2023). 

3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south) 
Geographical area: 
· No issues identified at this stage of development. 

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)
Inclusion health and vulnerable groups: 
· No issues identified at this stage of development.



	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 potential equality and health inequalities issues identified (age, disability and socioeconomic status and deprivation) will need to be considered and explored further during the development of the quality standard. If areas relevant to the identified equality and health inequalities issues are prioritised for development then these will be addressed in the quality statements or the relevant sections of the quality standards (including the equality and diversity section). 

Further consideration of these, and any additional equality and health inequality issues raised during development of the quality standard, will take place following topic engagement with stakeholders, at the Quality Standards Advisory Committee (QSAC) and throughout development of 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? 

	Standing members for QSACs have been recruited by open advert with relevant bodies and stakeholders given the opportunity to apply. In addition to these standing members, specialist committee members from a range of professional and lay backgrounds relevant to perioperative care in adults are being recruited.
The stakeholder list includes key organisations including the Centre for Perioperative Care, the Association for Perioperative Practice, British Orthopaedic Association and British Anaesthetic and Recovery Nurses Association.
The stakeholder list includes key patient groups identified within the Quality Standards team and in discussion with the people and communities team. Two key patient stakeholder organisations were identified: Diabetes UK and Thrombosis UK.
There will be lay representation on the QSAC. These will be standing lay members and topic specialist lay members.



	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? 

	At least one lay member with lived experience will input into the quality standard throughout development. We will work with key patient stakeholders and actively chase these organisations for a response if needed, to ensure their views are also presented to the committee.



	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 quality standard will cover perioperative care in adults (people aged 18 years and over). Children and young people under 18 years will not be included. 
The perioperative care of children and young people is significantly different to that of adults. It is not expected that these exclusions will further impact on people affected by any equality and health inequalities issues identified.
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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)?

	10 stakeholders responded to the topic engagement exercise. These included NHS England teams, professional organisations, royal societies, and patient organisations. Two key patient stakeholder organisations were identified through discussions with the people and communities team, and 1 of these (Diabetes UK) responded at topic engagement. 
In addition, 7 specialist committee members responded to the topic engagement exercise. One of the specialist committee members (lay member) had lived experience with perioperative care.
General inequality issues highlighted by stakeholders and committee members included:
· Effective two way communication processes between the adult having surgery and healthcare professionals were considered important to deliver high quality perioperative care. Considerations should be given, such as to the age, disability, race and socioeconomic status and deprivation of the adult having surgery to ensure they can understand and communicate effectively. This was highlighted in relation to giving information and support, shared decision making and assessing and managing perioperative pain. 
Specific inequality issues highlighted by stakeholders and committee members are noted below in section 2.2.



	[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 noted that older adults are more likely to experience frailty and highlighted the importance of the identification of frailty through frailty scoring such as the implementation of a Comprehensive Geriatric Assessment (CGA) in preoperative assessment.
· Stakeholders noted that older adults, particularly nursing home residents are at increased risk of malnourishment. 
Disability:  
· Stakeholders noted that adults with learning disabilities who are having surgery may need additional time from healthcare professionals to give explanations and reassurance postoperatively to ensure their communication and support needs are met. 
· The committee noted that support for adults with learning disabilities and other vulnerable adults who are having surgery is important, particularly in those adults without a family support network.  It was noted that within some trusts there are acute liaison nurses who provide support for adults with learning disabilities and other vulnerable adults, however acute liaison nurses are not available in all trusts.
· The committee noted that adults with learning disabilities may have difficulty expressing levels of pain and this should be factored into the preoperative assessment. This was also true for (but not limited to) adults with sensory loss, dementia, and low receptive and expressive language capacity.
Gender reassignment: 
· The committee noted that gender reassignment is not considered in all risk stratification tools for the assessment of the risks of surgery.
Pregnancy and maternity: 
· The committee highlighted that data from the Perioperative Quality Improvement Programme Report 5 may present a distorted picture of patient experiences of perioperative pain management as some surgical specialities, particularly gynaecology are underrepresented in the data. They noted that pain management may not be as effective in gynaecology (compared to other surgical specialities), particularly for black and Asian women. 
Race: 
· The committee noted that postoperative pain may not be managed as effectively in black and Asian women after surgery related to maternity care.
Religion or belief: None identified by stakeholders or committee
Sex:  
· The committee noted that sex is not considered in all risk stratification tools for the assessment of the risks of surgery.
Sexual orientation:  None identified by stakeholders or committee
2) [bookmark: _Hlk214889467]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 noted that adults in the most deprived areas have longer waiting times for surgery and more should be done to support the health optimisation of this group whilst they are waiting for surgery.
· The committee noted that adults in deprived areas may not be able to access or afford nutritious food, and as a result are more susceptible to malnutrition. Consequently, the adult may present as underweight, overweight or obese which can be a barrier for the adult to have surgery. 
3) Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): 
· The committee noted geographic variation in the use of body mass index cut offs for surgery and the accessibility of bariatric and weight management services before surgery for modifying severe and complex obesity. 
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 identified by stakeholders or committee. 


	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?  

	Statement 2 highlights that adults having surgery may present with conditions (such as anaemia, diabetes, frailty, dementia, chronic pain, or malnutrition). For healthcare professionals, this means that the clinical assessment should consider if the adult having surgery has any conditions, and if these are identified, planning for their effective management should take place (such as information provision for self-management, further assessment, investigations or referral). The equality and diversity considerations highlight how adults from more deprived areas may experience higher levels of health inequality, such as reduced access to healthcare provision or health promotion strategies, and as a result, are more likely to present with conditions. Consideration may need to be given to socioeconomic status and deprivation when performing clinical assessments for adults having surgery. 
Older adults are highlighted as more likely to experience frailty and are at increased risk of malnourishment, particularly those living in nursing homes. The implementation of the CGA is mentioned to identify frailty.
Adults with learning disabilities, impairment, or sensory loss, those who do not speak or read English, and those with low levels of literacy or numeracy may have difficulty communicating effectively with healthcare services, including expressing levels of pain. This should be factored into the clinical assessment.
Statement 3 highlights in the equality and diversity considerations that many risk stratification tools do not consider deprivation, frailty, disability, ethnicity or sex (including gender reassignment) for the adult having surgery, and so clinical judgement should complement the assessment of perioperative risk to ensure the accurate assessment of the risks of surgery.
Statement 5 highlights in the equality and diversity considerations that adults from deprived areas having surgery have worse outcomes following surgery than those living in less deprived areas and so further consideration should be given to modifiable risk factors in this group. For instance, it may be more difficult for these adults to make dietary changes due to accessibility or affordability of nutritious foods and as a result are more susceptible to poor nutrition. Adults with poor nutrition may present as underweight, overweight or obese which can be a further barrier to surgery. Adults from more deprived areas may be less able to advocate for services and interventions that support lifestyle modifications (such as bariatric and weight management services) or the management of comorbidities.
No statements in the equality and diversity considerations specifically address older adults, adults with disabilities, impairment, or sensory loss, those who do not speak or read English, and those with low levels of literacy or numeracy. However, the quality standard includes the following information under the heading ‘Diversity, equality and language’ relating to the provision of information which covers these groups:
For all quality statements where information is given, it is important that adults are provided with information that they can easily read and understand themselves, or with support, so they can communicate effectively with health care services. Information should be in a format that suits their needs and preferences. It should be accessible to adults who do not speak or read English, and it should be culturally appropriate and age appropriate. Adults should have access to an interpreter if needed. Adults should also have access to an advocate, if needed, as set out in NICE's guideline on advocacy services for adults with health and social care needs.
For adults with additional needs related to a disability, impairment or sensory loss, information should be provided as set out in NHS England's Accessible Information Standard or the equivalent standards for the devolved nations.



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

	None of the draft quality statements are expected to create or increase health 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 relevant stakeholders for this topic and they will be sent the draft quality standard for comment at consultation.
Specialist committee members will highlight any key stakeholders that are missing and they will be encouraged to register.



	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?

	Do you have any comments on the equality and health inequalities assessment (EHIA) and the equality and diversity considerations section for each quality statement? Please include any issues that have been missed and how they can be addressed by healthcare services and practitioners.
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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?

	12 stakeholders and 1 individual responded to consultation. Responding stakeholders were professional organisations. 2 patient organisations were contacted and an extended deadline to the consultation period was offered. However, 1 did not respond and 1 did not have the capacity to comment. 
Topic specific issues are highlighted in section 3.2. 
Some general issues were raised at consultation:
· Health literacy and digital exclusion: increasingly, the information given to adults having surgery is digital, and services should offer alternative information choices where needed, such as written, face-to-face or telephone.
· Carers and dependents: adults having surgery with caring responsibilities may need support to attend appointments and recover postoperatively. Carers, family members, and advocates for adults having surgery should be acknowledged as essential partners in communication and decision making, where the capacity of the adult is impaired.
· Cognitive impairment and dementia: the pathway, communication, and decision-making support should be adapted for adults with cognitive impairment or dementia, as they are at high risk of poor perioperative outcomes. 
· Frailty: since frailty is strongly associated with adverse outcomes, strengthening the visibility of frailty identification, through access to Comprehensive Geriatric assessment (CGA) and Perioperative care for Older People undergoing Surgery (POPS) services would ensure equitable, high quality care for older adults. 
· Adults with communication needs: adults may have communication needs, communication difficulty or communication difference, in the absence of a learning disability or cognitive impairment.
· Socioeconomic status and deprivation: access to preoperative assessment clinics and postoperative follow-up can be hindered by the cost and availability of transport. Services should consider community-based assessments or travel support.
· Geographical area: variation between NHS Trusts in the provision of perioperative care across surgical specialities, including the completion of functional assessments and cardiopulmonary testing, and the involvement of an Enhanced Recovery After Surgery (ERAS) nurse.



	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: Stakeholders highlighted that older adults in care homes face specific barriers to optimisation. This was noted by the committee, but they did not make any amendments to the quality standard.
· Disability: Stakeholders highlighted that dementia should be explicitly referenced as a condition affecting communication and assessment. Where adults lack capacity, involvement of family or advocates (including Independent Mental Capacity Advocates) should be recognised. This was noted by the committee but they did not make any amendments to the quality standard as this is captured in the overarching ‘Diversity, equality and language’ section. 
Adults with impairment are also captured in the equality and diversity section of statement 2 where it highlights that these groups may have difficulty communicating effectively with healthcare services, and this should be factored into the clinical assessment.
· Gender reassignment: None raised
· Pregnancy and maternity: None raised
· Race: None raised
· Religion or belief: None raised
· Sex: Stakeholders highlight that since women are at an increased likelihood of becoming iron deficient, they are at a higher risk of surgical complications. This should be considered in the clinical assessment, such as through iron studies in addition to a full blood count for diagnosis. This was noted by the committee and added to the equality and diversity considerations for quality statement 2. 
· Sexual orientation: None raised

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 raised

3. Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): None raised 

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 raised



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

	Minor changes to the wording of the quality statements have changed after consultation. There is no impact on equality and health inequalities issues. 



	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?   

	It was noted that smoking prevalence is correlated with socioeconomic inequality and adults living in greater deprivation face multiple barriers to smoking cessation. Both the committee and stakeholders felt it was important that statement 5 did not imply that adults who smoke are being denied surgery. Therefore, the equality and diversity considerations for statement 5 have been amended to focus on the challenges this group face to quit smoking and highlight the importance of giving appropriate information and support.



	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. 

	Adults with frailty, older adults and those with low socioeconomic status or from deprived areas, generally experience a higher risk of poor perioperative outcomes. These groups have been addressed in the equality and diversity considerations for statements 2, 3 and 5 which relate to the assessment of perioperative risk, clinical assessment, and when information and support is given to reduce modifiable risk factors.
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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
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