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Equality and health inequalities assessment (EHIA) 
Cardiovascular risk assessment and lipid modification

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):
· Cardiovascular disease is more prevalent in areas 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 both primary and secondary prevention of CVD when compared to less deprived quintiles (CVDPREVENT, 2023)
· 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): 
· People in geographically remote areas may have difficulty accessing specialist care to start recommended 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).
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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