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The considerations and potential impact on equality and health inequalities have been considered throughout the indicator development, process according to the principles of the NICE equality policy and those outlined in Indicators process guide.
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[bookmark: _Toc138944320]STAGE 1. Consultation    

	1.1 [bookmark: _Hlk110604024] What approaches have been used to identify potential equality and health inequalities issues during indicator development?

	Note: there was no consultation on this indicator. This is an update of indicator IND162 which had consultation before it was published in August 2015.
Sources of information: 
· CVDPREVENT third annual report (2023)
· 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)
· CVDPREVENT data explorer, data to March 2024
· EHIA for NICE guideline NG238 (2023)
· CVDPREVENT Deep Dive: inequalities in cholesterol management for patients with CVD (2024)
· Health Matters: preventing cardiovascular disease. Public Health England (2019)
· British Heart Foundation England factsheet (2024)
· consultation summary report for NICE indicator IND162
· minutes of committee discussion for NICE indicator IND162
· EHIA for similar NICE indicator IND274 (2024)
· EHIA for updated QS100 (2024; in development)



	1.2 [bookmark: _Hlk110604289] What potential equality and health inequalities issues have been identified during indicator development?

	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).
· Limited evidence on benefits or risk of statins in older people with moderate or severe frailty.
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%). (CVDPREVENT data explorer, data to March 2024).
· Lack of adherence 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 and therefore may be a particular issue in those groups (NG238 final EHIA, 2023).
Gender reassignment: No issues identified.
Pregnancy and maternity: Statins are contraindicated in pregnancy.
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.
· People in the Asian ethnic group category are most likely to have a prescription for lipid lowering therapy for primary prevention of CVD when compared to other ethnic groups.
· 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).
Religion or belief: No issues 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. 
Sexual orientation: No issues identified.
· Socioeconomic status and deprivation (for example, variation by area deprivation such as Index of Multiple Deprivation, National Statistics Socio-economic Classification, employment status, income): 
· Cardiovascular disease is more prevalent in area with high deprivation (NG238 final EHIA, 2023).
· 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).
· People in more deprived quintiles are more likely to be prescribed appropriate drug therapy for primary prevention of CVD when compared to less deprived quintiles (CVDPREVENT, 2023).
· Geographical area variation (for example, geographical differences in epidemiology or service provision- urban/rural, coastal, north/south): 
· Patients in geographically remote areas may have difficulty accessing specialist care to start some lipid lowering therapies (NG238 final EHIA, 2023).
· 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 (complied by British Heart Foundation, 2024).
· 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: _Hlk110608933][bookmark: _Hlk161151855]
  How have the committee’s considerations of equality and health inequalities issues identified in 1.2 been reflected in the indicator?  

	The indicator has limited exclusions and so aims to improve quality and health inequalities associated with lipid lowering therapies in people with a new diagnosis of hypertension and type 2 diabetes. 



	1.4 [bookmark: _Hlk110610089]Could any indicators potentially increase inequalities?

	The indicator should not increase inequalities.



	1.5 Based on the equality and health inequalities issues identified in 1.2 do you have representation from relevant stakeholder groups for the indicator 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 is no planned consultation for this indicator. Consultation on IND162 received comments from a number of relevant stakeholders.	



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

	The indicator focuses on people with a new diagnosis of hypertension or type 2 diabetes due to the potential beneficial outcomes in these populations. Other indicators cover other populations with 10% risk or more 10-year risk of CVD.



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

	There is no planned consultation for this indicator.
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STAGE 2. Final indicator

	2.1 How inclusive was the consultation process on the draft indicator in terms of response from groups (identified in box 1.2) who may experience inequalities related to the topic?

	There was no consultation for this indicator however consultation on IND162 received comments from a number of relevant stakeholders including a number of voluntary, charitable and community organisations, professional organisations and other stakeholders.



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

	There was no consultation on this indicator.



	2.3 If the indicator has changed after consultation, how could these changes impact on equality and health inequalities issues? 

	No changes to the indicator as there was no consultation on the indicator.



	2.4 Following the consultation on the draft indicator and response to question 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 indicator?   

	The indicator was discussed with the IAC in June 2024 and no further equality and health inequality issues were identified.



	2.5 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 indicator. 

	None.
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