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Report Summary

Background

The NHS Workforce Race Equality Standard (WRES) is a nationally-mandated system for NHS
trusts to report the relative experiences of Black and Minority Ethnic (BME) staff compared
with the rest of their workforce, on nine specific metrics. These results are then published
and comparisons made between trusts in this respect. The WRES started in 2015, and at the
time of this report data from the first three years are available. Much of the data shows
relatively poorexperience of BME staff compared with White staff.

This report details an evaluation of the WRES conducted mainly in 2018. Thisisan
independent evaluation, conducted atthe University of Sheffield, in conjunction with
Lancaster University, with funding provided by NHS England. The evaluation seeks to answer
the following questions:

1. What were the reasons for the introduction of the WRES?

2. How successful has the implementation of the WRES been (e.g. clarity of
documentation, clarity of purpose, clarity of reporting, adherence by trusts to
requirements)?

3. To what extentisthe WRES accepted as a valid and reliable measure by relevant
staff in NHS trusts?

4. How accurate and reliable isthe data that trusts provideinrelationto the
dimensions assessedinthe WRES?

5. Which trusts are doingleast well inrelation to levels of discrimination and climates
of inclusion and what might be the reasons for their poor performance?

6. To what extentischange occurring across the NHS as a whole, following the
introduction of the WRES?

7. To what extent has the WRES beenresponsible forthat change?

8. Are there case studieswithinthe NHS or elsewhere that can help guide
improvement on workforce race equality within the NHS?

In this report, we present findings from four different streams of work seekto answer these
guestions. Afurther stage of this evaluation, to be completedin 2019, will investigate some
specificrelatedinitiativesincluding the WRES experts programme.

Methods
There are four principal work streams that we have usedin the production of thisinterim
report:

e Telephoneinterviewswith 12 seniorstakeholders, including currentand former
members of the WRES implementationteam, WRES strategic advisory group, and
NHS Equality and Diversity Council



e Telephoneinterviews with members of staffin 15 trusts with full or partial
responsibility forthe WRES in theirtrust

e Telephoneinterviewswith 16 seniorleadersin case study sites and focus groups
with BME staff in five case study sites

e Documentary research: analysis of minutes from WRES strategic advisory group
meetings and NHS Equality and Diversity Council meetings, as well as other official
publications;also, a rapid literature review oninterventionsin organisations to
reduce inequality between racial groups in the workforce

e Quantitative analysis of WRES data from 2015 to 2018 alongside other NHS data

These methods are described in more detail inthe relevant sections of thisreport.

Main findings

Introduction and implementation of the WRES

The NHS Workforce Race Equality Standard (WRES) was introduced in 2015. Its introduction
followed aseries of events and reports that highlightedissues with comparatively poor
experience of NHS staff from a Black and Minority Ethnic (BME) background. A variety of
reports demonstrated problems with race equality in the NHS, with one particular report,
“Snowy White Peaks of the NHS”, highlighting shockingly low representation from Black and
Minority Ethnic (BME) groups at seniorlevels of the NHS in London, particularly on trust
boards. Together these reports formed a clear argument that thisneeded addressingin
order to promote better patient care. Followingthis, the introduction of a system of
reporting on relevant metrics (which would become the WRES) was proposed to the EDC in
July 2014, and ultimately the WRES (along with the Equality Delivery System 2, which
focussed more on patient care) was included in the standard NHS contract for 2015/16. The
WRES Strategic Advisory Group (SAG) was setup and firstmetin 2015 to guide and evaluate
the implementation of the WRES.

A WRES implementationteam was set up at NHS England. This team was designed to both
direct what should be done by trusts in terms of data collection/submission, and provide
support for doing thisand for broader race equality improvement. Initsfirst year, trusts
neededto submitdata on data from the NHS staff survey only — four indicators, based on
existing survey “keyfindings”. In each case the WRES looked at the difference betweenthe
experiences of BME and White staff:

e Indicator 5: Percentage of staff experiencing harassment, bullying orabuse from
patients, relatives or the publicinlast 12 months

e Indicator 6: Percentage of staff experiencing harassment, bullying orabuse from
staff inlast 12 months

e Indicator 7: Percentage of staff believing thattheirorganisation provides equal
opportunitiesforcareer progression or promotion

e Indicator 8: Percentage of staff experiencingdiscriminationatwork in last 12 months

From 2016, these were supplemented by five otherindicators, which would needto be
recorded by trusts by other means:



e Indicator 1: Percentage of BME staff ineach band and Very Senior Managers (VSM)
compared with the percentage of staffin the overall workforce

e Indicator 2: Relative likelihood of BME staff beingappointed from shortlistingacross
all posts

e Indicator 3: Relative likelihood of BME staff enteringthe formal disciplinary process

e Indicator 4: Relative likelihood of BME staff accessing non-mandatory training and
career progression development (CPD)

e Indicator9: Percentage BME vs. White board membership

These indicators were based on a wide variety of research suggestingthat these issues can
be significant for organisational outcomes. Our findings to date show that the
implementation of the WRES has largely been viewed positively. Most trusts have managed
to submit theirdata fully, andin recent years in a timely fashion (which has been helped by
the use of a central system for submission). There are some concerns about specific
indicators, however, which are covered below. In addition, while the WRES has been
welcomed as a positive force for change, there were also concerns about the speed at which
the early development of the WRES took place, resultingininsufficient consultation.

The support for trusts provided by the central team at NHS England has been viewed
positively. The relatively high profile of the WRES nationally has beenkey in establishingits
acceptance withinindividual trusts. Several participantsin the evaluation commented on
how it was impossible fortrust boards to ignore what was going on in the light of the data
produced. The extentto which this is acknowledged further down organisational hierarchies
is unclear. Our impressionis that NHS staff at the “sharp end” generally are not aware of the
WRES, or what itis trying to achieve. This is supported by the five case studies we have done
in organisations from different parts of the NHS, which included focus groups with BME
staff.

Acceptability and quality of WRES data

The nine WRES indicators are broadly considered as appropriate, and are thought to
demonstrate accurately the inequalities that BME staff face. In general the data for each
indicator are described as beingeasy to collect, with appropriate technical guidance,
although there were some exceptions. The use of the pre-populated spreadsheetsand the
staff survey questions enabled easy data collection and there was evidence that trusts
changed practice over the years in order to improve the quality of evidence provided,
particularlyin relation to the quality of staff survey data (where more trusts have been
movingto larger samplesor censusesto enable greater numbers of responses from BME
staff).

There was some variationin how respondents feltabout the appropriateness of some of the
indicators, however. In particular, the staff survey indicators were seen by some as being
too broad and insensitive to change (itcan be very difficultto make a difference to staff
perceptionson equal opportunities, forexample). Some respondents felt that the focus on
easily collected quantitative data was limitingand more should be done to measure the



broad cultural position of organisations. Overall, the expression of these contrasting views
suggests more consideration would be helpful. We will explore these issues further but it
would be wise for NHS England to continue to test and develop the WRES indicators to
ensure they become more sensitive and helpful overtime.

Concerns about individual indicators largely focussed on indicator 4 (non-mandatory
training), where it was felt that the data would not be collected equivalently between trusts
and the fact that there was not a standard definition of training that left responses open to
(possibly biased) interpretation, and onindicators 5 and 6 (bullying, harassmentand abuse
from patients, and from staff respectively), where combining bullying with harassmentand
abuse was thought to make this indicatortoo blunt. Moreover, the lack of differentiation
between sources of abuse (specifically combining “managers” and “other colleagues”)in
indicator 6 meant thiswas seen by some as unhelpful.Inaddition there were concerns
raised about the low response rates to the staff surveyin some trusts, particularly from BME
staff.

There were additional concerns raised about the very specificfocus of the WRES —
examiningonly race at the expense of other characteristics. In addition, some participants
commented on a “London-centric” focus of the WRES, meaningthat it was feltto beless
relevantfor some other parts of the country where the ethnicmix in the populationis
different. One specificissue was that the WRES does not differentiate between White
British staff, and White other —for example, Eastern Europeans who form a significant part
of the workforce in some areas, and whose experience may be very differentfrom that of
other White staff.

Changes in performance across the NHS as a whole

Our analysis showed that, for three of the nine indicators, there was some statistically
significantevidence of improvement overthe three or four years of the WRES data
collection.

Specifically, indicator 2 (relative likelihood of appointment from shortlist) dropped from
about 1.69 to 1.56, meaning that whereasin 2016 White candidates were 69% more likely
to be appointed from a shortlistthan BME staff, by 2018 they were 56% more likely.
Although a substantial improvement, this demonstrates that there is still a longway to go
before parity is reached. In addition, virtually all of this change happened between 2016 and
2017, withvery little change from 2017 to 2018. Moreover there isa needto ensure that
the data match accurately what is happeningin trusts perhaps by validating the data against
other measuresin a sample of trusts.

Indicator 7 (percentage of staff believing that their organisation provides equal
opportunitiesforcareer progression or promotion) also changed significantly, froma ratio
of 1.23 in 2015 to aratio of 1.18 in 2018. This meansthat White staff were about 23% more
likely to believe theirtrusts provided equal opportunitiesin 2015, but this gap had narrowed
slightly to 18% in 2018. This drop was particularly strong in ambulance trusts. Again, though,
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much of this change occurred earlyon inthe period, specifically between 2015 and 2016 in
this case.

Indicator 9 (proportion of board membership that is BME) had no significant change overall,
but there was evidence of greater increase in London than elsewhere: overthe three years,
this had increased from 13% to 16% BME board membership, with no meaningful change in
any other regions. In addition, there was a very slightly greaterlevel of increase for trusts
with a higher proportion of BME staff overall.

None of the other changes in indicators reached statistical significance. However, thisis not
a sign that things are not changing: in particular, it would be highly unlikely forchanges
made on the basis of the WRES results to take effectso quickly, and the instability of the
change (e.g. more occurring in some years than others) is an indication that it would likely
take several years to be able to view consistent changes. It is highly feasible that changes
that are in progress may resultin improvementsin WRES scores in future years.

The WRES as a catalyst for change

Many of the participantsin the evaluation thought that the process of data collectionand
reflection onits own was a worthwhile exercise because some trusts are now gathering
information that has “opened the eyes” of many in the system, particularly board members
to the situationin theirorganisations.

We also sought evidence of changes implemented as a result of the WRES. The extentto
which trusts have acted on their data is extremely varied. Some have changed recruitment
processes, including specifictargeting of BME candidatesfor board membership,
introduction of unconscious biastraining, and inclusion of BME memberson interview
panels; some have introduced measures to create cultures of inclusion, including setting up
BME networksand celebratory events; and some have increased the capacity for dealing
with BME-related issuesin the trust, including setting up specificjobroles and teams to
support and monitor equality and inclusion. As before, the WRES implementation team at
NHS England are seen as highly proactive and supportive of such endeavours.

Despite this, there were various concerns raised about how much change would actually be
achievable due to the WRES. One of the main issues highlighted was a lack of capacity,
especiallyinsmallertrusts. Another was about the (lack of) seniority of people responsible
for the WRES in Trusts, particularly where WRES leads were lower grade staff who may not
have the necessary experience or confidence to promote the WRES agenda. One danger of
such situationsis that they may reinforce rather than solve problems of discriminationin
the NHS. And although some leaders were clearly strongly supportive of the WRES agenda,
there were other trusts where the leadership was thought not to understand the issue, or
not to be engaged enough to ensure a change of culture.

The five case study sites we looked at confirmed many of these issues. There was significant
evidence of organisations taking steps to improve the experience of BME staff — eitheras a



direct result of performance on the WRES, or as a response to more general indicators of
staff experience such as the NHS staff survey. Some of this has borne fruit already; some is
in progress; but other efforts are proving more of a struggle, and inseveral cases BME staff
on the ground in these sites were eitherunaware of such initiatives of sceptical about them.
In particular the arms-length body included, which has only had one round of data collection
so far, is at a much earlierstage in its journey. All of this indicates clearly that some efforts
to improve the situation can require substantial time, effortand resourcesif they are to be
successful.

Key messages

The findings show that many aspects of addressingrace inequality are specificto individual
trusts and the historical and local contextin which the organisations operate is important. It
is particularlyimportant to consider that it is too soon to expectto see significantchange in
healthcare delivery and outcomes as a result of the WRES; this will take years to bear proper
fruit, and itis still the early stages of that journey. However, there are some early
indications of positive change, and there are some key lessonsthat can be drawn from the
work as a whole:

e |tisimportant that the WRES continues with the same commitment and
momentum; itis vital to retainthe same indicators and methodology so that trusts
can learnas much as possible from theirdata, by monitoring change over time, and
to help them embed the culture change that is needed to ensure greater race
equality withinthe NHS

e Itisessential thatthe future leadership of the WRES is considered a priority, both in
terms of ensuring continuity at the national level in advance of the retirement of
Yvonne Coghill, and in terms of decentralised leadership sothere is more expertise
at alocal level

e Inorder to maintain positive views of the WRES, steps should be taken to ensure
that “monitoring fatigue”is kept to a minimum by allowing greater use of existing
data and procedures. This may be particularly important for other initiatives such as
the new Workforce Disability Equality Standard (WDES).



1. Detailed findings from interviews

1.1 Methods for qualitative interviews

Interviews were conducted by telephone with 12 stakeholders and 15 WRES leads
from NHS trusts, including Acute Trusts, Ambulance Trusts, Specialist Trusts and
Community & Mental Health Trusts. Stakeholders included personsidentified as
instrumental in development of the WRES, and members of the WRES Strategic
Advisory Group (SAG). Telephone interviews were also conducted with 16 staff (to
date) within 5 case study sites, alongside focus groups with BME staff in each of the
case study sites. Interviews were audio-recorded and transcribed verbatim.
Transcripts were checked and analysed thematically, following the principles of Braun
& Clarke. Analysis was undertaken at a descriptive rather than interpretative level,
due to the nature of the commissioned research. Consequently, themes reported
reflectthe interviews schedules and were designed to address the specificresearch
guestions addressed within the proposal.

Invitations for Stakeholderinterviews were sentout to 29 members of the EDC/SAG
and 4 other people who were considered to be keyto the initial development of the
WRES.

Stakeholderinterviews took place between November 2017 and January 2018 and
interviews with trust leads took place between January and April 2018. Interviews and
focus groups in case study sites took place mainly between April 2018 and November
2018.

Simultaneously, we conducted a documentary analysis of minutes from the EDC and
SAG. Much of the material duplicated what we were told in the interviews, albeit with
some extradetail provided. Therefore we do not presenta separate analysis of this,
but instead supplement the findings from the interviews below with information from
the documentary analysis where appropriate.

1.2 Findings from interviews

This section of the report summarises findings from interviews with key stakeholders
and trust WRES leads. This included 12 stakeholderinterviews (referenced as SHO1-
SH12), 15 WRES lead interviews (referenced as WS301-WS3_15), and 20 interviews
with senior leaders and five focus groups with BME employees at case study sites.

Themes are reported broadly in relation to the research questions and objectives set
out within the proposal.

1.2.1 Understanding the rationale and reasons behind the WRES.

The understanding of the need for the WRES from both stakeholders and WRES leads
was broadly categorisedinto 3 factors; the need to ‘do the right thing’ for BME staff in
response to a wide range of evidence that demonstrated the gaps in experience
between BME and white staff, an understanding of the impact that improved
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experience for BME staff could have on the trust and patient care, and the need for
‘something different’ to previous attemptsto address racial inequalities.

The majority of the stakeholders who were interviewed had some involvement with
the setting up and initial implementation of the WRES. WRES leads were largely not
involved inthe setting up of the WRES and had varied knowledge of the history of the
WRES, although some had some involvement with the wider WRES Strategic Advisory
Group (SAG). A common understanding of how the WRES had come about related to
the publication of the “Snowy White Peaks” report and other research highlighting
inequalities that provided an understanding that BME staff were havinga worse
experience than white staff. In particular, consideration by the EDC in July 2014 in
response to this report, and a working group considering multiple othersources of
relevantevidence, led to the proposal for the introduction of a WRES, and the
proposal to embed this, and the Equality Delivery System 2 (EDS2), into the NHS
Standard Contract.

Several respondents, when explaining theirunderstanding of the reasons for the
introduction of the WRES, quoted indicators around the absence of BME staff on trust
boards, and the need to ‘close the gap’ in experience. Othersources of evidence,
including the work of West and Dawson, were referenced in recognition that
improving BME staff experience was not only the ‘right thing’ to do, but could also
benefitthe trust due to links to improved patient care and staff retention.

Participants also understood the need for the WRES based upon their own personal
or professional experience, or more often from knowledge of, or working within other
environments where disparities had been addressed. Staff also brought their own
experience from other settings and cultures, to help them understand how things
could work betterwithinthe NHS.

WS3_06: We employ a lot of people fromthe local area, and so we 're missing a huge trick
really so my previous organisation was [Name] City Council and when I worked there we
had a very strong focus on equality and diversity. We had the BME staff network and when |
came here there was nothing like that in place

1.2.2 How did it happen?

The needfor a different approach and less of the ‘same old, same old’ of previous
approaches to dealing with race inequalities in the NHS was widely recognised by
stakeholders and WRES leads, in particular a need for a move away from the previous
‘deficitmodel’ (i.e. the ideathat race inequality is caused by a lack of knowledge or
skills of BME people, andis best addressed by providing trainingand education to
them to make up the deficit). This recognition of the need to undertake more decisive
action was identified by key stakeholdersin particular, and was critical to the decision
to move from “training champions and warm words” (SHO7) to providing a mandate,
and linking with CQC to force change. This mandate was widely recognised by both
stakeholders and WRES leads as a key enablerto making change, due to the NHS
culture of “what gets measured gets done” (SH03).
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SHOG6: So we 've got the evidence base on one side which should be winning hearts and minds
and getting people to do it for the right reasons, but we 've also got the teeth to bite themup
the back side if they don’tdo it for the right reasons.

Whilst some stakeholders reported changes beginning under previous NHS
leadership, the influence and commitment of the NHS England Chief Executive Simon
Stevens was widely recognised as a key catalyst. The development of the WRES was
described as the culmination of a ‘perfect storm’ of volume of evidence, committed
leadership from NHS England and the commitment of other key personnel who would
go on to lead the WRES team and drive the initiative forward. The commitment from
the NHS England Chief Executive meantthat the project could get the mandate that
was needed to make a change and, importantly, the fundingto help work get
underway.

SHO2: So with the plethora of reports that are telling us that compelling story about BME
people within the NHS, and the inequity as to how they 're treated... I can’t think of a
particular event really that, I think it’s more the data and the evidence. I think it’s important
to stick to the evidence.

1.2.3 Implementation

The initial conception and development of much of the detail of the WRES were
largely recognised as having beeninitiated by key members of the WRES
Implementation Team (initially led jointly by Yvonne Coghill and Roger Kline) and the
Strategic Advisory Group (SAG). Whilst several participants praised the development
of the WRES as a much-needed positive force for change, some mentioned areas
where stakeholders and members of the SAG disagreed. Some participants perceived
the early development of the WRES as having been conducted too quickly and
without sufficient consultation. Participants reported some initial resistance e.g. from
Trade Unions, and people who were concerned that race was selected overother
protected characteristics. Resistance was also reported from some who advocated for
broader cultural and behavior change to happen rather than focusing on a small
number of measurable indicators.

Whilst most stakeholders expressed similarviews regarding the rationale behind the
WRES, and the need for the different approach propounded by the team who setup
the WRES initially, there were some dissenting voices who were more skeptical of the
‘justdo it’ approach, and advocated wider cultural change initially.

Participants reported that some senior NHS leaders had expressed concern about a
perceived London-centricnature of the WRES, and of some of the evidence thatled
to it. This was essentially an observation that the issues highlighted by the WRES are
most germane in those organisations that have a substantial proportion of BME staff,
which are more highly weighted in London and some other large cities. In other areas
(e.g. more rural areas with a lower BME population) concerns about race inequality,
although still important, were seen as less salient than other concerns, e.g. disability
inequality. Some participants felt that decisions had been made at a central level and
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did not necessarily take account the different culture and demographics of London
compared to the rest of England. It is important to note, however, that eveninareas
with lower BME representation, the clinical (particularly medical) workforce often has
a higher proportion of BME staff, which givesrise to a greater importance of the
WRES.

Despite these concerns, there were relatively few worries about the implementation

of the WRES overall, and it was considered to have been a successful implementation.

The WRES Implementation Team were widely recognised as having done a substantial
job inembedding use and understanding of the WRES both within trusts, and within
national bodies such as the Care Quality Commission. In particular the embedding of
the WRES within the standard NHS contract, within the Five Year Forward View, and
withinthe CQC well-led inspection domain were seen as major achievements, as were
other partnerships developed by the WRES implementation team. There were some
more concerns about specificdetails withinit, which are exploredin the following
sections.

1.2.4 Accuracy and reliability of data

Are WRES indicators considered valid measures?

Decisions about the content of the WRES were understood to have been made in
response to evidence, but were also principally “driven by the data” (SH02). The
evidence considered included both published research evidence (the WRES web site
includes linksto a range of papers and reports that underlie many of the decisions),
and also from regional workshops carried out across the wider NHS. To some extent,
though, the content was informed by pragmatic considerations of the use of readily
available evidence to ensure trusts could provide data easily and enable
implementation.

WRES leads understood the indicators to have been chosen to cover a range of
experiences that were different for BME and white staff, based upon readily available
data, and frequently quoted the experiences that they were designed to highlight
(e.g. BME staff less likely to be appointed from interview). The indicators were
broadly considered an appropriate group of indicators that demonstrated the
inequalities that BME and white staff were facing and were generally described by
WRES leads as beingeasy to collect, with appropriate technical guidance, although
there were some exceptions (detailed below). The use of the pre-populated
spreadsheets and the staff survey questions enabled easy data collection and there
was evidence that trusts changed practice over the years in order to improve the
quality of evidence provided, particularly inrelation to the quality of staff survey data.

Indicators were defined as being useful in terms of both how accurately they
highlighted the problem, and how they actually promoted action i.e. how they could
lead to actions that could change performance, withoutthe needto further explore
the stories behind the indicators. Whilst some indicators (e.g. likelihood of
appointment) were feltto provide enough information to enable action (‘you can’t
argue with them’), otherindicators (e.g. bullying & harassment, training) were
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considered less useful as they were too broad to provide a meaningful picture and too
insensitive to enable action.

WS3 09: So questions that produce an opportunity to understand what’s going on and
therefore provide solutionsare good. If they're just questions for the sake of questionsit
doesn’t help anybody

The broad measures were recognized as lacking sensitivity, particularly for certain
indicators, and were considered to be just a ‘starting point’ for understanding the
problem. Some participants expressed frustration at the limitations of the measures
in terms of enabling action, perceiving the data to be too basic and of limited use.
Others accepted the insensitivities within the WRES as they perceived the indicators
to be there to ‘painta picture’, and provide the data that would highlightinequalities.
The indicators were described as enabling discussions, and theirvalue was to
highlight problems, prompt further (qualitative) research to understand how they
could be improved and enable actions to be developed.

WS3_02: I think the process is fine. I think the attention is right, a limited group of metrics is
very useful way of establishing some statistical facts. What you need then is the casework and
the context to go round it

Are indicators measuring what they are supposed to be measuring and being measured in a
comparable way across organisations?

Indicators that were seen as less appropriate were those that were considered to be
more insensitive, and which needed furtherexplorationin order to understand how

they could be improved. Some indicators appeared to have limited internal validity
(i.e.they were not considered to measure what they intended to measure), whilst

there was justone indicator (4) that was considered to lack external validity (i.e. may

not be providing comparable data across all organisations).

Indicator 4 (staff training) was considered to be useful in that it could measure
supportive management, but too broad a measure, and not sensitive enoughto
incorporate consideration of, for example, unconscious bias ( i.e. the limited self-
belief that may stop BME staff applying for training), or BME staff beinggivenless
encouragement than their white counterparts. The data initself was not considered
accurate, partly due to different waysin which trusts collected the data and
differencesin measuresincluded due to the broad definition of the indicator. The
data was described as “a bit made up” and open to interpretation as to “what’s inand
what’s out” (WS3_03) and was therefore not considered an accurate measure with
which to benchmark.

Indicator 3 (formal disciplinary process) was similarly reported as difficult to collect
due to differencesinrecording between trusts, and may lack sensitivity as the data
focuses solely on formal disciplinary procedures, and doesn’t capture other important
aspects of disciplinary action, such as performance management. Similarly, indicators
relatingto bullyingand harassment (indicators 5 & 6) were feltto provide limited
useful data due to the broad definitions used. The amalgamation of ‘bullying’ and
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‘harassment’ was considered inappropriate, partly due to differentinterpretations of
what the terms could mean, but also due to the different experiences of a member of
staff who has been bullied, and one who has been harassed. Again, this indicator was
feltto fail to account for normalised harassment, in which BME staff normalise levels
of harassment that white colleagues may not consider acceptable. Importantly, it was
feltthat indicator 5 should separate out bullying and harassment from peers or from
senior colleagues.

Are WRES indicators appropriate for benchmarking all trusts?

There were some concerns about the ‘one size fits all’ nature of the WRES, which was
considered to be London-centricand not necessarily as appropriate for other
communities. trusts with few BME staff feltthat the impact of the small numbers
used to generate percentages did not provide appropriate benchmarking data. Most
trusts within this sample had moved from undertaking the staff survey on samples of
theirpopulation to theirwhole workforce, partly to get round the problems
associated with low numbers. However at trusts with very low numbers of staff
identifying as BME changes in indicators could be skewed significantly by individual
cases and it was not feltthat statistics were ‘like forlike’ with larger trusts with large
BME workforce.

WS3_02: Although once again thereis a sort of one size fits all feeling about it. /.../the
numbers we were using were so small for one of two of the indicators. They were virtually
meaningless but when you put it down on paper, the ratio looked awful. When you actually
dug down it was next to meaningless /.../ whilst I understand in an area like London, /...Jif’
it’s a two to one ratio in London, that’s considerably different than a two to one ratio here.
Not that it justifies anything. It has to be proportionate and I think sometimes you look at the
results of the WRES and i¢’s slightly out of context

These concerns about ‘one size fits all’ were also related to WRES definitions of ‘BME’,
which were feltto exclude experiences of racial discrimination faced by white non-
British staff who may be experiencing similarinequalities as staff who were defined as
BME. This was particularly considered problematicat trusts whose workforce
included low proportions of BME staff, but high proportions of white ethnicgroups
(e.g.eastern European).

Some WRES leads were frustrated at the perceived requirementtospend a
disproportionate amount of theirtime on one protected characteristic, potentially to
the detriment of other protected characteristics that were more prevalent within
theirorganisations. However others at organisations with higher proportions of BME
staff reported that improving benefits for BME staff would improve awareness of E&D
issues and provide indirect benefits for staff with other protected characteristics.

Other characteristics of particular types of trust emerged as potentially notenabling
comparable data between different trust groups. For example, the low numbers of
staff at grades 8+ within ambulance trusts overall meant that reporting data into
individual grades was not considered appropriate.
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Do the indicators represent an accurate picture of BME experience?

Whilstthe WRES indicators were broadly described as a useful set of indicators, they
were not always considered comprehensive in terms of covering the spectrum of
experiencesthatare differentfor BME and white staff. There were some concerns
that the WRES data was too narrow, “not granular enough” (SH09) and needed wider
data collection, although the limited number of indicators was largely recognized as
being necessary inorder to retain the balance between usefulness of dataand burden
of data collection

Some participants suggested additional indicators which they felt may be of value. An
additional indicatorrelating to retention was considered to be a potentially useful
indicator of staff experience which could demonstrate cultures of inclusion; “you
can’t have recruitment without retention” (WS3_03). Further indicators also included
a indicatorreporting whether the workforce represents the local community, and the
“sticky floor” (SHO1) indicator; how long BME staff stay in post compared with white
counterparts.

There appeared to be a level of dissatisfaction with the purely quantitative approach
of the WRES from some participants, arguing that the need to measure experiences
that were measurable, necessarily excluded less measurable but equally important
experiences that may represent experiences of BME staff more accurately.

WS3_01: So a lot of the things | mentioned earlier, about the things that aren 't so easy
to measure are actually the more meaningful thingsand but | don 't think any time’s
been invested in learning how to measure those things, it’s just been a case of, well we
can’tdo that now, so we 'll get on with what we can do. But actually, if we re really
going to change the culture of, you know, what we ’re, of the NHS as a whole, I think
that’s some of the stuff we need to invest some time in and understanding how we
measure what we think is unmeasurable.

However, within case studies, seniorleaders discussed the importance of using the WRES
metrics to highlight where problemswere, then use these indicators to explore the
problemsin more detail, by engaging with BME staff and understanding what the metrics
meant in terms of lived experience. Staff spoke of the need to ‘triangulate’ the WRES
metrics with qualitative data using staff stories and not use the metrics as an end in
themselves.

Overall, therefore, the indicators were seen as useful and appropriate, and despite some
specificconcerns (particularly around indicator 4), others were widely praised, including the
use of staff surveyindicators which are gathered with a very solid methodology and often
considered as very high quality data.

1.2.5 How successful has the WRES been in initiating change?

Participants characterised the success of the WRES in terms of implementation of the
indicators, and changes made in practice as a result of the WRES. Success was
defined onfour levels: collecting the data, using the data to demonstrate the
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problem, acting on the data, and engendering change for staff on the ground. Whilst
there was variety in perspectives of the degree to which the WRES has achieved its
aims, there was a widespread perception that it was the best attempt to deal with
race equality that has happenedto date.

WS3_09: But I think it’s been very progressive, | think it’s achieved far more in the 3 years
that i¢’s been in place, far more than it, than anything else

The degree to which WRES had an impact on BME experience appeared to depend on
the level of prior trust engagement with the E&D agenda. Trusts who were already
engaged and making changes feltthat WRES added focus and increased the priority of
E&D at board level. Others felt more strongly that changes would not have happened
without WRES as the catalyst.

Collecting data and enabling benchmarking

Achievingthe task of obtaining comparable benchmarking data for the 9 indicators
across all NHS trusts was broadly seen as worthwhile and a success in itself. Despite
some frustrations at initial teething problems and small changes to how indicators
were collected over the first two years, the processes for collecting data were
generally seen to be straightforward and not too onerous, with the exception of the
training indicator (indicator 4). Some trusts did not have the means to collate data for
indicators 2, 3, and 4 prior to the WRES and were unable to submitadequate datain
year 1 but had setup processes to enable easier data collection for years 2 and 3. The
process of completing the WRES return and the problems highlighted interms of low
numbers of staff survey returns led to some trusts changing their processes for
collecting staff survey data. In particular, several trusts moved from sample surveying
to whole population surveying. One trust described how they ran focus groups with
BME staff to enable them to understand how theirstaff data fed into the WRES itself,
in order to encourage completion.

SHO3: What I think is important is that we re gathering the data. 1 almost think, it’s
almost a measure of importance that we are gathering some data and we will continue
to spiral down and improve the nature of that data and the indicators

However, there were some concerns that the data collection was beingseen as an
end initself, and not generating actions that could help staff on the ground, with
participants reporting other trusts to be usingit as a benchmarking exercise, but not
drilling down into the data to try to understand and take action.

WS3_04: | don 'tthink it’s perhaps maybe been what it was intended to be.

Interviewer: Right, in what way?

WS3_04: I think for a lot of trusts iz’s turned into a little bit of a tick box exercise and a
reporting exercise but | don 't think it was ever intended — my impression is it was intended to
support and help, whereas it’s turned into a bit more of a statistics gathering exercise and, |
suppose, really, it’s turned into a little bit of a - shall we say — a scoring for the trust.

17



The use of WRES as a benchmarkingtool also enabled staff in poorer performing trusts to
look elsewhere to understand what other trusts had done to reduce race inequalities. In
particular, both seniorleadersand BME focus group participants withinthe case studies
talked about other trusts who they considered to be examplarsto understand what they
had done to make a difference.

WS5_10: It’s useful because it allows us, for example, to compare with peers, forexample
‘why is x hospital doing better than'Y hospital’? Again, it allows us to go back and have some
of those conversations /.../ bothe at board level in terms of with our senior managers, but
also across, for example, with other HR directors in [Region].

Opening eyes and raising the profile

There was a widespread perception that the WRES had been successful interms of
translating the rhetoric around race inequalities into facts that could no longerbe
disputed by Senior Leaders within their own organisations. Stakeholders and WRES
leads described how seniorboard members may not feel that the problem was
applicable to them, but were not able to dispute itwhen confronted with the raw
data of the WRES. They described how they had “become blind to things that are
shocking” (WS3_03) and WRES had forced them to accept that there were problems.
In particular, BME focus group participants reported the WRES as givingthema voice
as the data supported the stories that they had been trying to explainto managers for
years previously.

Similarly, WRES leads described how the information from WRES had ‘opened their
eyes’ personally to what was going on, and revealed areas of discrimination that they
had not considered previously, even when undertaking Equality and Diversity (E&D)
leadroles.

WS3_14: The disciplinary one really shocked me, in terms of what it is telling us nationally,
that more BME appeared to be going through the disciplinary processthan non-BME, and
that was the one that | thought before ‘7 don 't know why we ’re collecting that one because is
that really going to tell us much?”’

This raising awareness was feltto enable staff to have the ‘race conversations’
(WS3_03) that had previously been avoided, and encourage staff to think about what
the indicators meant. In particular, WRES was described as “getting the attention of
the board”, helpingto put race equality onthe agenda at board level, or push it
further up the agenda for the board at trusts where this was already being discussed.
WRES was described as a “great conversation starter” and enabled E&D leadsin trusts
who had previously struggled to get engagement from the board to take this
seriously.

WS3_09: So for me what WRES has done is it’s opened up a discussion at board levels for

the most part and every trust is now having to give some thought to it. Whereas before they
never did.
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Acting on the data

WRES leads described a wide range of actions undertaken to try to improve the WRES
indicators and the experience of BME employees. There were considerable
differencesinthe level of action that had been undertakenin response to the WRES
data, possibly related to the degree to which the race agenda had been considered
prior to the WRES, but also due to the level of engagement of senior management.
Actions undertaken included specificactions to encourage BME board recruitment
(changes inrecruitment processes, identifying specific BME staff), actions to improve
indicator 2 (unconscious bias training, BME representatives oninterview panels) and
interventionstoimprove BME experience and creating cultures of inclusion (e.g.
settingup BME networks, celebratory eventsaround different cultures, black history
month). Some trusts also described improving the resources available to undertake
work relatingto E&D within the trust, including recruitment of staff to oversee the
E&D portfolio.

WS3_07: So one of the other actions that has come out of the WRES, which is very clear and
I think is financial investment from the organisation, so we are recruiting an equality,
diversion and inclusion team, which we don’t previously have.[...] It’s a commercial
investment which we ’re making in times where financially we are under a lot of constraint.
So that’s another clear indicator. It’s come purely fromthe WRES by doing that, because it’s
raised its profile.

Although a range of actions were described by WRES leads, there appeared to be
some lack of clarity around the actions that could initiate change, and some
participants reported frustration that organisations were undertaking certain
interventions which they perceived to have little impact, e.g. unconscious bias
training. Despite a wealth of research underpinning the rationale for the WRES and
significant research into how organisations may improve their performance, some
participants feltthat there was a need for more comprehensive understanding of
what works and what doesn’t work.

Has WRES made a difference to staff on the ground?

Stakeholders generally reported that whilst WRES had been successful in terms of
highlighting the problems, it was too early to expect changes to have had significant
impact for staff on the ground. However, some WRES leads described how they felt
staff may notice some impact of the WRES, largely due to improvementsin
communications regarding inclusion, feeling more ‘listened to’ and more able to
speak out against discrimination. The WRES programme has established the WRES
Frontline Staff Forum to address the lived experience of race inequality upon frontline
staff, and the impact that the WRES is havingat that level. Other participants
recognised that although staff may perceive some differences to theirexperience, it
was unlikely that they attribute these changes to the WRES. Within the case studies,
focus group participants had been involved inimplementation of WRES due to their
involvementin BME staff networks but felt that staff who were not involvedinthe
networks were not aware of WRES.
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There appeared to be a lack of clarity around timescales for change or time objectives
relating to expected changes in indicators. Some trusts used quotas or targets (e.g. for
BME board representation) within their strategicobjectivesinorder to impose a
measurable timescale for change. Whilst some participants spoke of disappointment
at the lack of change on the ground, others perceived that it was far too soon to
expectto see any change. Indicators 1 and 9 in particular were expected to require
longerbefore changes in indicators could be expected, due to the need for
opportunities for promotions to arise, and the need to expand the pool of BME staff
who could be given opportunities for promotion. Similarly, otherindicators were
expected to take longerto demonstrate change due to the needfor an underlying
culture shift.

SHOG6: I still think it’s a ten year journey, | kind of don 't think it’s been successful in other, in
many regards, it’s kind of got the early groundswell but it 2asn 't got the output that we want
to achieve yet. It needs more sustained funding for a period of time which as you know,
culture change takes ten yearsand we 've been doing it for just over two.

Again, uncertainty around how long interventions would take to produce resultsled
to concerns as to when changes should be expected. Some WRES leads reported
attempts to increase, for example, BME board participation, but still being unable to
recruit BME staff to the board or recruit BME staff. They were unsure whether this
was because the measures taken were ineffective, or because the timescale was too
short. In other areas, staff reported that WRES indicators had already changed due to
specificwork that they had undertakenin that domain as part of their WRES action
plan.

WS3_09: So all in all we 've done quite a bit of work around that [recruitment] and we 've
now got that figure [indicator 2] down to 1.4 times less likely. So i¢’s moving in the right
direction and that’s what | was saying about when you produce an action plan. If year on
year nothing’s changed, then the action plan ’s not worth the paper.

Within the case studies, the BME focus group participants from the trust who had
made more significant and sustained changes referenced mostimprovementin BME
staff experience (case study 1). Staff felt that the collective actions to improve race
equality had increased the visibility of the E&D agenda, and made ‘difficult
conversations’ about race more acceptable and easierto instigate. Importantly, they
feltthat the higher visibility of E&D agenda coupled with the presence of BME board
members made it easier for them to speak up about discrimination. However, BME
staff at other case study sites where the action plans had yet to be fullyimplemented
feltthere was little discernible change to theirexperiences, with further work
required to change ingrained cultures.

Attributing success to the WRES

There was universal agreement from all data sources that WRES was helpful in
openingeyesand putting race equality on the Board agenda. However, attributing
any changes to staff experience tothe WRES was complex, as changes made due to
WRES occurred withinthe context of wider E&D change programmes that were taking
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place to different extents within trusts. Trust leads described different levels of
engagementin the agenda prior to the WRES, with some trusts already having action
plans in place and undertaking initiatives toimprove workforce race equality.

Other trusts described developinginitiatives as a direct consequence of the WRES,
having ‘opened our eyes’ (WS3_02). However, even when the E&D agenda had
already led to actions prior to WRES, leads attributed some of theirsuccess to the
WRES, which was described as givingthem ‘extraoomph’ (WS3_06), and enabled
them to integrate their existing work with the WRES action plans.

WS3 07: So, it’s not necessarily because of the WRES, it’s because as I've said it was an
agenda we were already working on, so I wouldn 't like to give the WRES the credit for it, we
were doing itanyway. So some of the things, but what it helped us to do, it helped us to use
that as a vehicle to piggy back on to raise its profile in the organisation. So for instance at
the board it gets more actively discussed where previously it wouldn’t have been discussed.

In particular, the WRES was seen as givinga focus to the board and a specific mandate
to action, particularly when race inequality had been “on the agenda for years”
without any changes actually being made (WS3_15).

1.2.6Barriers and enablers to implementation and embedding of the WRES

A number of barriers and enablers to the implementation of WRES were reported
withinthe interviews and may give some insight as to how WRES may have enabled
change, and barriers to furtherchange. The case studies demonstrated that the level
of action in response to WRES within each trust was variable, with some action plans
maturing and making a difference to staff on the ground, and othersstill in embryonic
stages. These differences could be attributed to a number of factors which are
discussed below.

Enablers were reported in terms of influential people who supported the WRES,
passionate people whoimplemented it, and data to support the theory and narrative
behind the WRES. Barriers related to problems with engagement, resource
implications, and concerns about the widerenvironment.

Engagement of leadership

Leadership was widely referenced as the driving factor in enabling WRES, and
engaged leadership and commitment at board level were seen as critical for driving
change. Commitmentat board level was feltto enable E&D leads to progress beyond
developinganaction plan, to implementing the action plan. However, there was a
clear distinction between leaders who were perceived as payinglip service to
promotion of race equality, and those who were doing it because they really believed
it was the right thingto do, and whose personal values were aligned with the E&D
agenda. One focus group participant explained ‘it comes from within’, and there was
some suggestion from staff interviews that lived experience of inequalities helped
leadersto really understand the agenda.
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WS3_09: Butactually for me the bigger point here is that, as | said, if you think about a well
led domain, if a chief exec is demonstrating commitment to it, then it’s likely to have more
chance of success. Because where the leader leads people follow, you'd be a brave person to
challenge if he’s [chief executive] saying this is important.

Participants who described high levels of engagement from their board talked about
how the WRES was beingembedded; true engagement from the board led to them
really listening and taking action. This participant describes how having true
engagement from the board has moved the focus on from just knowing about what
needsto be done, to caring about what needs to be done.

WS3 07:Soit’s no longer me talking about it, other colleagues at the board are saying ‘how
are we doing on it’?

Two of the case studies with poor WRES metrics and more embryonicaction plans described
how the stabilisation of the board was keyto establishingthe leadership that was neededto
take the E&D agenda forward. Case study 2 described a previous board who had had little
commitmentto E&D, whereas case study 3 described a board that relied entirely oninterim
positions and similarly had not made E&D a priority. Both case studies had new boards who
had appointed new senior E&D leadsto move WRES forward. They recognised the needto
demonstrate commitment to the agenda, and to commit resources to enable action.

CS5_10: I think we 've got a different teamwho have got a prioritised focus in the BME
space. The data that atthe present moment we 've got, itis for a period that actually none of
us were here. Ithink for an organisation that employs [x] employees, for the organisation as
it got into financial trouble, it started taking all vacant posts out. To take out the only post
that was focussing on diversity just was an own goal. /...] So, we 've had nobody really
looking at this and driving the agenda. So, one of the first tasks is | had to make a business
case as to why 7’m putting another post into the establishment when we re in £83m of debt.

Wider staff engagement

WRES leads reported differentlevels of engagementfrom senior leadership teams,
and particularly the chief executive butalsorevealed some differences within their
own engagement with the WRES agenda. The degree of commitmentto driving
through change appeared to differ between participants, with some being passionate
advocates of the needfor change, and others feeling frustrated at the focus on WRES
to the detriment of other protected characteristics, particularly in areas where there
were low BME populations.

Continued perceptions of the WRES advocating positive discrimination and a lack of
understanding of the differentiation between positive discrimination and positive
action may hinderengagement with the WRES. This was noted particularly within
BME groups who were reported by some WRES leads to be reluctantto participatein
BME staff networks and engage with the WRES due to a perception of being ‘singled

’

out’.
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WS3 _07: P: Ithink the barriers are a lot, not all BME staff think it’s actually the right thing
to do. I've had feedback on that.

Interviewer: Can you elaborate on that?

WS3 07: Because they’ve said there’s not a problem, why are you raising it, you 're making
outthere is a problem by starting to come out with these issues. So some BME staff are not
actually keen on it, whereas others may be. So some of the barriers are getting that complete
engagement.

Some participants were also wary of appearingto favour race over other protected
characteristics, although others understood equality as a value that should be
promoted regardless and expressed frustration that people were treating different
characteristics as a ‘competition’. They feltthat an improvementin experience for
any protected characteristic will contribute to improved experiences and equality for
all.

WS5_05 To me, equality is a value and it’s something deep in your heart and you live itand
you breathe it and it extends to anybody with a difference. There was a conversation
informally with my peers in the office that | was in, and it came up again because there was
something about race equality, and somebody said, ‘Ok well, what about the LGBT
community, or the disability community? 7¢’s our staff with disabilities who have an even
worse experience’, and it’s that same theme though, it’s about competition. So, it’s
recognising inequality but then there’s people with even deeper inequalities, why do we just
have to focus on this? | remember saying, ‘Butwe need to get the Disability Network up and
running and the LGBT Network justas quickly now. 1 hope one day we move to a Humanity
Network so that we can all be in iz’, because I think fundamentally it is about human values,
isn’tit? We have far more in common than we have in difference, but iz’s about creating
enough safe space for us to feel and be comfortable in our difference as well.

The case studiesreported problemsin ensuring that the values and commitment from
seniorleaders were enacted throughout their organisations. In particular, they
reported difficulties with middle management, who did not have the same level of
commitmentthat was being described by seniorleaders. BME focus group
participants described how bullying and harassment was beingtolerated by middle
management and the clear policies that were advocated by seniorleaders were not
recognised further down the organization. Even where there appearedto be
committed leadership and widespread actions, staff felt there needed to be increased
visibility of E&D and stronger messages from the board in order for middle
managementto engage.

Understanding lived experience to understand the agenda

Communication of storiesand evidence were reported to be important in engaging
staff who did not fully understand the agenda and key to countering perceptions of
positive discrimination. Understanding of the research underpinning the WRES was
considered important, but also the value of the narrative around why improving the
experience of BME staff should benefit the organization. Communication of stories of
lived experience, both from the WRES team and from individual BME staff within
trusts was considered to be key to achievingengagement and change from Board
members, and wider staff.
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| think having the theoretical knowledge behind it has been important so, you know, | keep
talking about this but | do think Mike s stuff is really brilliant. So that’s important, you
know, and having and using that to have the right narrative around this as to why we ’re
doing it. 7t’s not just ‘so you 're good to black people’, honestly it’s not. |think has been a
really important enabler too.

One seniorleaderat case study 5 feltthat the WRES statistics alone were seen as shocking,
but not personal enough to generate sufficient shock to prompt action, and neededto be
backed up with storiesthat ‘pull at the heartstrings’ (WS5_20). BME interviewees also
reported how understanding the agenda helped themto personally understand inequalities,
and to understand how they are not being ‘singled out’ as a group, but beinggiven
opportunitiesto experience improved equality.

I: so just going back to what you said about the you know iz’s interesting that that you didn 't
want to do it [fast track programme] because you perceived it as positive discrimination. So
do you think something about really understanding the story behind what it all means?
WS5_12: Atthattime you know, I was a lot more you know junior and | just didn’t
understand it so whether you know those, it was a number of yearsago now, whether the
messaging wasn 't quite right because it didn 't resonate with me. | didn’t want to be put in
that group, needed fast tracking or needed additional support because I felt I needed to do it
on my own merit and that’s. Butthat could be just my understanding at that time or the
message wasn 't right and like 1 said it took something like that powerful slide to make me
understand itactually. But maybe some people would understand it fromthe beginning
anyway and maybe itwas justme. | can 't believe itwould just be me.

Interestingly, at case study 4 there was no BME network due to staff resistance to being
singled out. Here, the BME focus group participants had limited knowledge of WRES or race
inequalitiesand did not provide significant evidence of discrimination that were described
at other case studies, despite inequalities being highlighted within WRES data.

Proximity to the board

The proximity of the WRES lead to the board, and the seniority of WRES lead also
emerged as potentially important factors in enablingimplementation of the WRES
and developing meaningful action plans. WRES leads described having to be ‘brave’in
talking to the board about reporting facts that the board may not be comfortable
with. Participants who reported directly to a board member were reported to have
fewer “blockers” (WS3_05) to beinglistenedto by the board and trusted to make
changes needed.

WS3_03: ...So therefore if you re asking a band 5 to go and challenge a board about its data
how successful are you really going to be. You know, I literally met a band 5 who ’s expected
to go to the board, notthat Band 5 ’s are not capable of that, but what /’m saying is how do
you expect themto challenge the board and hold the board to account? | used to say to my
previous chief exec, ‘treat me like a critical friend, you 're not going to like everything I say!’
(laughs) /...] But he didn ’t, he really didn 't like everything | said. So that is my role. But lots
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of equality leads have not got that kind of courage because at the end of the day iz’s your job
and you can’t pay your mortgage.

Both case studies 2 and 3 referenced the seniority of their new E&D leads as key to
achievingsuccess in movingthe WRES data and the E&D agenda forward, as well as
demonstratingcommitment.

Resistant culture

Whilst most WRES leads spoke positively about the impact of WRES upon theirability
to get the board to ‘situp and listen’, some spoke of a culture that was too
entrenched to change, where even the demonstration of data could not prompt the
‘pale, male, stale’ boards to act. This WRES lead spoke of the ‘cliquey’ nature of the
board, in which board roles were given as ‘jobs for the boys’.

WS3_12: There’s a real boys club culture and I still see that even today. You know, even in
the Trusts that /'ve been in there’s a lot of not getting what this is agenda about and there s a
lot of white pale male stale people up there too. And 7’m not saying that tzey 'renot doing a
good job in other areas, they just zaven 't been able to grasp what this agenda is about and
you kind of have to shock theminto looking at the data and actually thinking what it means
and what it means is not good. So yes, | understand why iz ’s there and I think iz’s been a
really good thing to happen, It’s really great to have the benchmarking data and to be able to
explain to people what it means - and there s an aspect of denial. I think it’s trying to tackle
the clubiness and the denial that is going on

This same lead spoke of frustration at eventhe use of stories not being able to get the full
commitmentand engagement of the board.

WS3_12: Even though we 've got this amazing tool, why aren 't people still listening?

The difficulties with overcoming resistant culture was referenced throughout the case
studies. BME focus group participants talked about how attempts to change recruitment
processesin order to improve equal opportunities were sidestepped as people continued to
offerjob opportunities tofriends and family,and how middle managementwere not
challenginginappropriate behaviours. The culture of widespread racism reported within
some trusts meant BME staff morale and expectations were low, and they had limited trust
that change would be forthcoming. Even where the leadership were considered to be
committed, and changes had started to take place, staff appeared to need convincing that
actions were not tokenistic.

Importance of senior engagement from NHS Leaders/WRES team

Seniorbuy-into the WRES, both at Trust level and NHS leadership level were seen as
enablersto the success of the WRES. The high profile leadership from the NHS Chief
Executive, and the ‘trusted brand’ of the WRES team and SAG were feltto empower
WRES leads to get the backing from the board that they needed. Widertalk about
workforce race inequalities from senior government leaders onvarious platforms,
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including the governmental response to the Windrush scandal, also helpedto
increase the profile of the E&D agenda at a wider cultural level.

The engagement work from the WRES team at NHS England was considered beneficial
to implementation of the WRES, partly because of the dissemination of the “lived
experience” (WS3_13) stories which helped boards understand the narrative behind
the data, but also due to the “consistent language” (WS3_06) that WRES provided,
along with opportunities to network and learn from E&D colleagues. The opportunity
to attend forums and be involved with the national steering group were feltto be
useful learning opportunities for E&D leads, who welcomed the opportunities for
collaboration that WRES provided.

WS3_01: I guess coming up with the WRES has spawned a conversation amongst
organisations just to give you something more tangible to use sort of when you 're looking at
measuring equality and diversity

Engagementof arms-length bodies

In contrast to the commitment of Simon Stevens and the WRES team, concerns were
raised about the commitment of arms-length bodies. In particular, the racial profile of
arms-length bodies and issues of ‘cliqueyness’ within theirboards meant that some
participants questioned the commitment and engagement from the organisations
who were holding them to account.

SHOG6: I think they 've [arms-length bodies] given us symbolic leadership but tzey 've not been
transparent about their own data. And | don 't think they re role modelling what we are
preaching to the rest of the system.

One of our case studieswas in an arms-length body (see section 2.5). In this organisation
there were clear problems for BME staff working withinit, and poor WRES metrics in 2017
resulted. By includingarms-length bodiesinthe WRES (and publishing theirresults
separately) itmay be that they are forced to take greater notice of what is going on more
widely withinthe NHS, which may alleviate some of the above concerns.

Wider cultural influences and resource implications

Wider environmental changes that had emerged alongside implementation of the
WRES were cited as barriers to the success of the WRES. Wider societal change,
notably an increase in racial intolerance, attributed partly to Brexitand a wider
culture in which racism was unchallenged were feltto be counter to the work of the
WRES. Some participants highlighted the need for WRES to take place withina
programme of wider multifactorial work to address race inequalities that exist
throughout other areas of the publicsector and widersociety. One participant
described WRES as “trying to fix the problem that lies within the whole of society”
(WS5_20), with WRES addressing the symptoms, but not the causes of racism.

The impact of resource restraints withinthe NHS and pressures withinindividual
Trusts and the wider NHS were feltto detract from the priority beinggivento the
WRES. External pressures were perceived notonly to affect implementationduetoa
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reduced focus from seniorleadership teams, (including the Chief Executive of the
NHS) but also due to the lack of funding for E&D leads, and staff to undertake some of
the action plans generated from the WRES. This was particularly noted at smaller
Trusts where funding for specificE&D leads was not available and HR staff were
expected to subsume the roleinto theirjob.

The impact of financial restraints and other pressures were reported particularly
within case studies 2 and 3, who had both beenin special measures and had recently
undergone significant board restructures to try to address problems withinthe
organization. At case study 3 in particular, the pressures of resources and beingin
special measures were feltto have significantly detracted fromthe E&D agenda,
although staff recognized the importance of improving BME staff experiencein
improving wider trust efficiency.

Having said all that we haven 't made much progress. It would be dishonest of me to pretend

that we 'd made the kind of progress | would have wanted. We haven't, and that’s partly

because the agenda is so crowded when you re in double special measures and you re being
held to account by the regulator on twenty different things. | have to say the WRES is not one

of them. That’s not a criticism of the regulator, but I suppose if there are issues about your

safety you have to get those, you have to address those straight away, and we had no money

either. (WS5_13)

1.2.7 Lessons for the future

Participants spoke of how they saw the future of the WRES, and lessons they had
learned that could contribute to the development of otherinitiatives (e.g. the
Workforce Disability Equality Standard, WDES).

Keeping up momentum

Participants strongly supported continuation of the WRES as it stands, withoutany
changes to the indicators or the methodologyin order for themto continue to
benchmark and understand areas where they may have made improvements or need
to improve. Whilst staff expressed that the WRES should be self-limiting, inthatin
order to be successful it should no longer be needed, this was feltto be some way
into the future and the culture change that was required in order for race equality to
be embedded was perceived as a long way off. However, pressure needed to be
maintainedinorder for longterm changes to happenand to address the raised
expectations forrace equality that WRES may have given BME staff.

Future direction and leadership

There was evidence of some discordance in particular between stakeholders with
regards to the future direction of the WRES. Some stakeholders expressed frustration
at the perceived return to “thinking about champions and changing culture” (SHO7)
whilst they advocated for a stronger focus on accountability and implementing ratios
or targets to ensure change occurred. A number of participants expressed concerns
about the direction and leadership of the WRES at the end of the initial funded
period, particularly due to the impending retirement of Yvonne Coghill.
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SHO5: Because you re not quite sure what’s gonna happen next you know without people like
Yvonne [Coghill] and Habib [Nagvi] really working away in earnest on this, and a really
small but expert teamyou wouldn 't be sort of having the success that you re having at the
moment

Monitoring fatigue and lessons for future E&D development

Whilst WRES leads were encouraging about the development of WDES and the
perceived broadening of the WRES to other protected characteristics, there was a
concern about ‘monitoring fatigue’, with E&D leads expected to collate increasing
amounts of data relating to protected characteristics.

Staff expressed concerns about the resource implications ofimplementing new
standards for other protected characteristics, in terms of the workload implications of
undertaking the work requiredin a climate of limited resources. Several expressed a
desire to see equality and diversity agendaintegrated, with similarindicators
collected across all protected characteristics. One WRES lead described how the
excessive data collection requirements were impacting upon the time available to
undertake action.

This study was not designed to test which interventions were effective inimproving
BME experience. However, some lessons around interventions that staff considered
to be of value emerged from the case studies.

e Role modelling:

The recruitment of BME staff at seniorlevels was referenced throughout the focus
groups as beneficial to BME staff lowerdown the organization. Seeing BME staff
at a seniorlevel was reported to make staff feel as though they had development
opportunities at the trust, and provided a voice at senior managementlevel who
could understand their agenda. Senior BME leaders reported staff askingthem
‘how they got there’ and using them as a source of inspiration for their career
development. One BME seniorleaderreported the inclusion of BME staff on
recruitment panels as instrumental in their decision to take the job.

e freedom to speak up guardians

Channelsfor safe reporting of racial harassment and discrimination were
welcomed by staff at case study 1 as improving their ability to speak out and
enable discrimination to be dealt with. However, at case study 3 BME staff were
concerned about the independence of the freedom to speak up guardians and
needed reassurance that theirconcerns would be treated sensitively.

e Development of BME staff networks.

BME staff networks had beenredeveloped and were involved with the WRES
reporting and E&D agenda to some degree within case studies 1-3. At site 2 in
particular, BME staff spoke about the importance of the networkin givingthem a
space to understand each other, celebrate theirdifferences and be ‘stronger
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together’ in dealing with race inequalities. Seniorleaders at case study sites
described how active BME staff networks provided opportunities to engage with
BME staff and used them to gain a deeperunderstanding of the lived experience
behind the WRES metrics. At case study site 4, where there was no existing BME
staff network, one senior leaderreported this as a barrier to gaining access to
BME staffto help develop the E&D agenda.
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2. Evidence from Case Studies

We undertook both interviews and focus groups at five case study sitesto exploreissues
that arose duringthe earlierwork in more detail.

Within the interviews (mostly with senior managers, including chief executives and chairs)
we asked how the organisation was performingaccording to WRES metrics, what the
interviewerthought WRES data was sayingabout BME staff’s experienceinthe
organisations, what had been done, whetherchanges had been made and what changes
could be attributed to WRES, how WRES had influenced perceptions of BME staff
experience, and what lessons had beenlearned from the implementation of WRES.

The focus group participants were typically non-managerial staff, and were selected to be
from a BME background themselves. They were asked what they knew about the WRES,
whetherthey perceived any differencesinthe way BME staff are treated compared to white
staff, whetherthis has changed and what had contributed to the changes, what they
thought might help close the BME equality gap, and whethertheyfelt WRES had had any
impact on BME staff’s experience intheirorganisation. Within these brief case summaries
we do not listthe actions undertakenin response to WRES (i.e. action plans), but report on
initiatives that participants discussed as potentially havingan impact on BME experience.

Although we believe thatthe stories arising from the case studies give a reasonable picture
of what is happeningat these sites, we need to emphasise that it is only part of the picture:
a limited amount of information can be gathered from a handful of interviews and a single
focus group with staff that may or may not be representative of BME staff in that
organisation. Therefore these case studies are notintendedtobe in-depth analyses of the
specificsituations at each site, but instead give indicative information about what can work
(or not work) within different contexts, and the extent to which actions taken at more
seniorlevels affect the day-to-day working lives of BME staff on the ground.

2.1 Case study 1: A community mental health trust

Case study 1 was a community mental health trust, with generallyimproving WRES metrics
(across all but one indicator) over the period 2015-2017. Data sources include interviews
with 5 senior staff and a focus group with 4 BME members of staff.

WRES was referenced by both seniorstaff and focus group participants as key to
highlighting the inequalities experienced by BME staff, and instigating further work to
explore reasonsfor the disparities and potential solutions. The action planincludeda
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number of initiatives toimprove recruitment, training opportunities and reduce bullyingand
harassment. This included:

e Revitalisingthe BME equality staff network, supporting them to be self-directed.

e Training members of the networkto sit on senior appointmentinterview panelsand
assessments. Introducing leadership programmes to encourage BME staff into non-
executive posts and give them experience (e.g. Building Leadership forInclusion,
Mary Seacole programme, Insight programme)

e Introducing mentoring programmes trying to encourage internal promotion of BME
staff into more seniorroles,

e Working with universitiestotry to widen access, Positive Action Training scheme
targeting local BME communities

e Revisingbullyingand harassment procedures.

® Running celebration events, black history months and increasing communications to
increase the visibility of diversity events.

e Developingwiderwellbeingstrategies and health teams programmes.

Whilst some of these initiatives were already underway prior to WRES, WRES was feltto
give focus and drive to the agenda and ensure that people were talking openly about race
inequalities. WRES was also described as a useful tool for informing wider wellbeing and
workforce strategies. The leadership team appearedto be strongly committedto the E&D
agenda, and recognised that, despite recent improvements, there was sstill a way to go to
improving BME experience butfeltthat there was higher visibility and awareness of E&D
agenda at board level, and throughout the trust since the introduction of the WRES. Focus
group participants similarly recognised improvements and referenced the initiatives that
had been put in place to improve race equality, but feltthat there was still ingrained culture
that neededto change within some pockets of the organisation. They reported examples of
where the organisation had been “receptive and supportive” to BME staff concerns, and
provided evidence of positive action which they felt had positively influenced their
experience (e.g. risk-free speak up cards).

The values based culture was considered importantin improvingrace equality, particularly
in terms of attracting BME staff to senior positions within the organisation. This was heavily
referenced by senior leaders, and also raised by focus group participants, although there
was some concern that the valuesand ethos proposed at board level were not being
propagated throughout the organisation, particularly in relation to middle management.
Bullyingand harassment incidents were referenced as a key area that neededto be
addressed by seniorstaff and focus group participants but middle managementwere
criticised by participants for not challenging poor behaviour. Participants described how
middle management were unsure of policies forexample those relating to giving staff time
to attend BME group meetings, despite having received guidance from HR that this should
be enabled. Staff suggested that middle managementdid not fully engage with the agenda
or recognise the problems, and still feltthat some BME staff were just ‘pushing their own
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personal agendas’. This contributed to a perceived lack of consistencyin experience,
particularly for more juniorstaff and non-clinical staff.

Changes to recruitment practices and the inclusion of BME staff within panelsfor senior
roles was strongly advocated as beinginstrumental in attracting senior BME staff to the
trust, and making BME staff within, and outside, the organisation feel welcome. One BME
board member described the recruitment process as fair and transparent, with the panel
being ‘probably the most representative panel I've everbeenin, in 25 years’ (WS5_05). This
was reflected by focus group participants, although they suggested this policy should be
extendedto middle managementand more juniorrolesin order to decrease perceived
inequalities between seniorrolesand other roles.

Seniorstaff perceived that the values of the organisation were strongly supported by the
Chief Executive, and that the leadership and genuine will of the leadership team would drive
forward the WRES data. One BME seniorleaderdescribedthe “genuine open culture” of the
trust, yet there was still a level of scepticism and concern from the BME staff network that
the changes were not going far enough, and evidence that they remained to be convinced
that the board were not just paying lip service to the E&D agenda. Although they
acknowledgedthat changes were happeningthere were concerns that the experience had
deterioratedinrecent months, partly due to the financial pressuresthe trust were under
and time pressures which meant that the focus was movingaway from the WRES. Focus
group participants reported that problems were not being dealt with ina timely manner,
which meant staff were reluctant to report incidentsand left the organisation.

There was evidence that some of the initiatives referenced by board members as key to
improving BME experience were not beingreflected on the ground. For example, E&D
training was seen as key to improving the culture of the organisation and referenced as
mandatory by seniorleaders, yet focus group participants expressed concerns that E&D
training was no longer being undertaken. Similarly, participants reported that they did not
feel supported to attend training such as leadership programmes which were referenced by
seniorleadersas keyto enabling BME progression, and felt as though they still had to put
themselvesforward for opportunities. Seniorleaders appeared to recognise that the stories
of experience thatthey were hearing from staff did not always reflectimprovements seen
withinthe WRES data, and they need to continue to triangulate WRES data with stories of
staff experience to understand how the trust was performingin relation to race inequalities.

Summary: Overall the trust board were considered committed to the E&D agenda and had
used WRES to develop existinginitiatives and increase focus on E&D. However, problems
with the values and messagesfilteringdown through middle management meant that there
were inconsistencies inimprovements for BME staff withinthe organisation. Seniorleaders
and staff on the ground recognised the need for ongoing commitmentand further work to
improve BME experience, and not allowing other pressures to detract from the E&D agenda.
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2.2 Case study 2: An ambulancetrust

Case study 2 was an ambulance trust with incomplete reporting of WRES data, poor
performance of reported metrics across the board, and no improvementoverthe time
period 2015-2017 Data sources included interviewswith 3 seniorleadersand a focus group
with 7 participants.

The trust had beenin special measuresand had undergone significant restructure of the
leadership team withinthe past year, including the recent appointment of one BME board
member. The WRES metrics, combined with criticism from CQC were reported to have been
a ‘wake-up call’ to address race inequalities and cultural difficulties within the trust. Senior
leadersreported that WRES was instrumental in increasingthe priority of E&D agenda at
board level and in enabling conversations to take place around race inequalities to
understand how BME staff experience could be improved. However, the action planthat
had recently been developed was described as ‘not very mature’ with WRES highlighting
areas that needed furtherexploration (vialisteningtothe lived experiences of BME staff)
rather than yet producing meaningful actions. Focus group participants described WRES as
‘ammunition’ and feltthat the WRES data had giventhem powerand a voice; the WRES
data backed up the storiesthat they had beentrying to report for years.

In response to WRES, the seniorleadership team had appointeda new E&D lead at a senior
level, from outside the organisation. This appointment was felt to be instrumental to
improving E&D from both senior leaders and focus group participants, with staff recognising
the needto ‘establish the basics’ and the significantamount of work to be donein the area.
Seniorleadersreported a wide range of initiatives that had beenimplemented inrecent
months or were about to be introduced, including:

Undertaking community engagementand outreach recruitmentevents
Undertaking staff engagement eventsand focus groups

Refreshingand supporting the BME network

Introducing positive action programme to recruit BME paramedics
Altering recruitment processesto enable blind shortlisting

Launching mentoring programme

Building bullyingand harassment educationinto the induction programme

Seniorleadersfeltthat changes were yet to be embedded sufficiently to show up within the
WRES metrics, or to have made a significantimpacton BME experience. In particular, they
recognised the needto address unconscious bias and educate staff. Focus group
participants described the culture of the trust as ‘debilitating’ and ‘suppressing’, and felt
that entrenched institutional racism permeated throughout the trust. Interviewees
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referenced a ‘far right’ minority whose ingrained behaviourand entrenched views regarding
race had beentolerated and unchallenged at all levels of management.

Focus group participants asserted the need for a clear zero tolerance policyin order for
behavioursto change, but still did not feel this was forthcoming from board level. However,
they feltthat whole scale changes in board members and recent changes to organisational
structures meant that some of these resistant staff were leaving because they did welcome
these changes to the organisation. Whilstthe new board were seenas more amenable to
change and willingtowork on the E&D agenda than the previous board, participants
perceived that the chair and E&D lead were strong advocates for change, but questioned
the level of commitment from other members.

Optimism from some seniorleaders that recent changes had led to a more open culture and
that the trust was strongly committed to tackling inequalities was not strongly reflected by
BME participants. Focus group participants described morale and confidence amongst BME
staff as beingvery low, due to years of the suppressingculture. They felt that the ability to
speak up was improving but that staff withinthe lower bands were still reticent, and this
culture was going to take time to change. Participants reported recentincidents where staff
had experienced harassment but had not reported them due to a belief thatthey would not
be takenseriously or dealt with. In particular, they described a lack of understanding of
cultural differences and awareness of E&D agenda within middle management. They felt
this was reinforced by the culture of cronyism and ‘jobs for life’ which led to staff being
promoted to managers without having the necessary leadership skills.

Focus group participants reported that the trust had not run diversity and equality training
for over 10 years, and cultural differences were notappreciated. Participantsvaluedthe
BME forum as somewhere where they were able to articulate themselves butfelt that they
needed further BME representationat a seniorlevelinorder for senior staff to really hear
and understand the ‘race conversation’. However, low levels of confidence and trust in the
cultural awareness of the organisation meant that some BME staff were reluctant to be
seento be involvedinthe network. The appointment of a BME director, and the BME E&D
lead were welcomed as visible signs of acceptance.

BME staff felt that the culture of the organisation contributed to low retention rates, and
reported that although BME staff were beingrecruited to the organisation, they were leaving
at similar rates. They suggested that retention interviews should be carried out to help
understand why staff were leaving, as staff still didn’t have confidence to speak out. Although
BME recruitment had been improved, the new recruitment processes were reported to be
bypassed by members of staff, with colleagues informing their chosen candidates of the
availability of jobs prior to them being released and candidates getting insufficient feedback
to encourage future promotion.

Summary: Overall,the WRES had highlighted problems butactions in response to WRES
were relatively recentand changes were yet to be demonstrated. The ingrained behaviours
and culture meant that the organisation was strugglingto implementinitiatives. More
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visible commitmentand leadership from the board may enable the new E&D lead to
demonstrate improvements.

2.3 Case study 3: An acute trust

Case study 3 was a large acute trust with a high proportion of BME employersand poor
performance in WRES metrics across the timeframe 2015-2017. Data sources included
interviews with 4 seniorleadersand a focus group with 9 BME staff members. The trust was
in special measures and had undergone significant restructuring of the seniorleadership
team withinthe past year, beingdependentoninterimdirectors previously. The E&D lead
post had beenremoved by previousleadership due to financial pressures. None of the
seniorleaderswho wereinterviewed had beenin post longerthan 12 months and reported
the trust to be performing ‘terribly’ on WRES metrics and E&D agenda.

Seniorstaff described how the WRES had highlighted how badly the trust was performingin
terms of E&D, but also gave them an opportunity to learn from other trusts with improved
race equality. The seniorleadership team had recently appointed a new E&D lead at a
seniorlevel to “drive forward the agenda” (WS5_15), which was referenced by focus group
participants and seniorleadersto be key to enabling change. Both focus group participants
and interviewees reported thatthe WRES and E&D agenda had ‘stagnated’ and were relying
on this new appointmentto make changes. They feltthat little progress had been made
because they had not yetresourced people to do the work, and the establishmentofa
permanentleadership team was an important first step to enabling consideration of WRES.
Changes had also been made to the governance structures to support the agenda at board
level.

Seniorleadersreferenced a number of initiatives which had beenintroduced, and would be
developedunderthe new E&D lead. These included:

Freedomto speak up initiatives/listening to action.
Revising whistleblowing procedures
Holdingequality events for Diversity & Inclusion week

Introducing diversity training for managers undertaking shortlisting.

Focus group participantsand some senior leaders felt that there had beeninsufficientaction
and talked about a need for listening, visible action, targets and ‘bold statements’ to
counter concerns about tokenism. Staff reported systemic racial discrimination throughout
the trust and focus group participants spoke vociferously of discrimination that they had
experienced and witnessed. They discussed failings of middle managementto deal with
abuse and harassment but also a lack of support at Executive level todeal withthe culture
in whichinequalities were unchallenged. Staff felt the response to WRES had been
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inadequate, with focus group participants reportinga complete lack of action from the
board until ‘tokenistic’ consultations took place during the week of CQC inspections.

Senior staff recognised the difficulty of incorporatingthe E&D agenda into the work that
neededto be done due to the trust beingin special measures, with difficulty in particularin
‘creating space’ to talk about WRES. The chief executive and chair both feltthat there was
not enough discussion of WRES and E&D agenda at board level, and there was some
qguestion of whetherall members of the board were equally committed to the agenda.
Focus group participants were strongly focussed on explainingthe problemsthey had
experienced and there was little discussion of improvements or changes that had happened
at board level. Whilst there was some acknowledgementthat the agenda was movingin the
right direction, there was agreement from both seniorleadersand focus group participants
that there had beeninsufficientaction to date.

The low level of resource attributed to E&D was felt to demonstrate a lack of commitment,
evenwiththe recent E&D lead appointment. Focus group participants reported a lack of
commitmentto some of the initiatives and felt that the tokenisticaction would need further
work to address the ingrained culture of the trust. Initiatives that had beenintroduced were
not yet feltto be making impact as staff were using ‘workarounds’ to bypass official
recruitment procedures and continue recruiting friends and family. Similarly, the Freedom
to Speak Up Guardians were referenced by board members as an important initiative to
counter the high levels of discrimination within the trust, were not trusted by FG
participants, who reported concerns that previousinteractions had not beentreated as
confidential.

Summary: The difficulties faced by the trust, and particularly lack of personnel committed to
dealing with E&D meant that actions undertakenin response to WRES were basic and not
yet fullyimplemented. Renewed commitment from the board meant that the agenda was
movingin the right direction but there was recognition that further commitment, leadership
and resources would be required before any significantimprovements could be made.

2.4 Case Study 4: An acute specialist trust

Case study 4 was an acute specialist trust with generally good performance on the staff
survey metrics (indicators 5-8); at or above the national averagesfor acute trusts. Of the
workforce data metrics, indicators 1, 2, and 3 were worse than the national average,
although indicator4 was more similarto national average. Data sources includedinterviews
with 5 senior managers and a focus group with 5 BME members of staff.

Senior managers reported some deteriorationin WRES metrics between 2016 and 2017 but
attributed this to a change in data collectioninindicators 5-8, having moved from surveying
a sample to the whole workforce over that period. Overall, seniorstaff described their
performance inrelationto the WRES metrics as doingwell, particularly in relation to other
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trusts, but with some need still to improve, particularly in relation to staff progression.
However, there was a lack of shared perspective between seniorleadersinthe level of
recognition that there might be any differencesin BME and white staff experience,andin
understanding how much of the work that has been undertaken to improve BME experience
was as a consequence of the WRES.

“We look in general terms at how the staff feel about things at every board meeting,
and there is nothing that jumps out to say that BME staff are unhappy in any way
compared with anybody else, if you see what| mean?” (WS5_09)

“And so if I’'m honest, what it’s [WRES data] telling me that there possible, there is a
feeling, or thatthe datais showing, that it may not be as good for BME staffas it is
for our white staff” (WS5_04)

WRES was reported to be discussed widely at board level and staff reported a range of
initiatives that had been developedtoimprove E&D. Participants talked about creating an
inclusive culture and improving wider staff engagement for all protected characteristics,
with lessfocus on addressingrace inequalities than othersites. Actions included:

e Recruitment of Head of Talent, to develop talent management plan

e Appointed Head of Engagement

e Changes to governance proceduresand mediation processes

e Procurement of new recruitmentsystem and inclusion of independent person to sit
on staff interviews (not BME).

e Community work to support publichealthinitiatives for different ethnicgroupsand
support recruitment of BME staff from the local community

e Developmentof management programme to help support positive work
environmentand career development.

e Initiativestoimprove disciplinary action and access to training

The information from WRES was reported to be useful, particularly when used alongside
other qualitative data to achieve greater understanding of the staff experience. There was
evidence of seniorleaders using staff surveys and anecdotal evidence to back up data from
WRES and triangulate the findings to understand how they needed to improve. Although
some of the initiatives that were developed were ongoing from earlier E&D work, some
policieswere referenced as beingimplemented as a direct consequence of the WRES data
(e.g.developmentof respect at work policy). However, communication relatingto WRES
appeared to be inconsistent, with differencesin understanding of the work related to WRES
betweenseniorleaders and staff on the ground. In particular, there was a disconnect
between stories reported by members of HR/OD team, who described the work that was
beingdone to address inequalities, and other board members and BME focus group
participants who appeared unaware that there were problems that needed addressing

Seniorstaff described the organisation as a good place to work for all staff and described a
‘can do’, inclusive culture, with staff who felt a sense of pride in the organisationand an
engaged board who recognised the importance of staff satisfactionin creating a good
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environmentforboth staff and patients. Focus group participants similarly reported good
experiences within the trust, and feltthat it was a good organisationto work for. The
specialist status of the trust was particularly feltto engender pride in staff.

Focus group participants were unaware of the WRES and appearedto be unaware of any of
the experiences described by the WRES metrics, such as bullyingand harassment or lack of
access to training. They reported having paid little attention to issues of race inequality,
with one participant stating that she had only just thought about issues of progression
withinthe meeting, feeling that differences were due to coincidence. Some participants
referencedracism they had seenor experiencedinother trusts that they had workedin, and
onlywhen questioned furthersuggested some awareness of issues around recruitment, or
lack of progress for BME staff within this trust. Focus group participants had little
awareness of the purpose of a BME staff network or of the race equality agenda, and did
not mention any of the actions to improve BME staff experience that were reported by
seniorstaff (listed above). Their concerns regarding inequalities related more to problems
relating to staff moving intothe UK from overseas, and the difficulties faced with having
theirqualifications recognised, ratherthan racial prejudice per se.

Notably, all staff referenced the lack of BME staff network, and discussed multiple previous
attempts to get BME staffinvolvedin a network. Intervieweesreportedthere to be no call
for any group that was attributable to protected characteristics, with staff being reluctantto
be singled outinto labelled groups. They were considering developinganinclusion network
for all protected characteristics. One participant feltthat the lack of BME network made
understanding BME experiences and enablingaction difficult, although another senior
leaderfeltthat the trust was small enough to be able to access BME voices directly.

Focus group participants expressed concern about positive discrimination, and not wanting
BME staffto be appointed due to quotas, rather than having the right people for the job,
which resonated with reports by senior leaders that staff consistently resisted forming
networks due to a reluctance to be seen as different. One seniorleadersuggested that staff
identified themselvesin relation to the specialist status of the trust, rather than their
individual characteristics: “A lot of people will join us because they feel pride or a connection
to [organisation name]. It’s almost that their protected characteristic may be a secondary
thing to them” (WS5_08)

However, during the focus group, some members of the group decided to make moves to
formulate a BME network after discussion of the purpose of a network.

Summary: The trust appeared to have an inclusive, supportive culture, with little qualitative
evidence or stories of race inequalities, although some seniorleaders recognised the WRES
data as demonstratinginequalities existed. Participants were unaware of poorer experience
for BME staff, although it is unclear whetherthis was due to inequalities not existing, orto
lack of forum in whichinequalities could be discussed and addressed. There was evidence of
changes made to address inequalities that were highlighted within WRES data, but a lack of
shared awareness of these initiatives, suggesting more could be done.
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2.5 Case Study 5: An Arms-Length Body

Case study 5 isan Arms-Length Body, with generally poor WRES metrics reported in 2017,
and no datareported for 2016. In particular, poor performance on indicators 1, 2 and 9
seemed to tell a story about barriers for recruitmentand progression for BME staff. Staff
surveyindicators 5 and 6 were mostly not reported as they were eithernot applicable (nota
patient-facing service) orthe relevant question was not on the staff survey. Staff survey
indicators 7 and 8 both showed worse experiences for BME staff compared to white staff.
Data sources includedinterviews with 5 senior managers and a focus group with 10 BME
members of staff.

Seniorleaders described the WRES metrics as poor, and recognised the needto do more
work to improve the experience of BME staff, although there were disparitiesinthe degree
to which seniorleadersrecognisedthe scale of work that neededto be done. The data
completion rate was inadequate in previousyears, and work was still ongoingto ensure
people completed personal data on ESR, whichled some seniorleadersto question the
validity of the existing data, needingto see further data to understand what the metrics
mean, and whetherthere has beenany change. There was little evidence within either
interviews orfocus group of attempts to explore the experiences of BME staff that lay
behind the WRES metrics.

Staff described the organisation as just starting out with theiraction plan, with small
changes happeningor inthe pipeline but no tangible, systemicchanges occurring. The Chair
of the board was referenced by both seniorleaders and some focus group participants as
beinga champion of diversity and keen to promote it at every opportunity, advocating the
connection between diversity of employment culture and safety outcomes. However, some
seniorleadersfeltthat the board had been shocked by the WRES results, but that the
response had beenunderwhelming, and they had not felt pressure from the board to take
action in response to WRES. They described how WRES had “pricked the conscience” of the
board (WS5_21) but had not had a meaningful response. “I don’t think it’s [WRES] created
sufficient shock that’s translated into enduring momentum and a kind of heartfelt change or
a real examination of what it is upstream that needs to be done” (WS5_20).

Interviewees explained that the response to the WRES had been perfunctory due to ongoing
re-organisation that will lead to significant change in the leadership teams. This
reorganisation was felt to be a significant factor in stalling progress with WRES, and
described as a ‘distraction’ from undertaking actions to reduce race inequalities. However,
the restructuring of the leadership team was also seen as a potential opportunity for the
future, with seniorleaders beingasked to demonstrate how they had taken action in
relation to E&D withintheir interviews.

Seniorleadersreported that WRES had led directly to a commitmentto improving data
quality, and an increase in the profile of E&D and race inequalities. They reported that WRES
had moved E&D up the agenda of the board and helpedto incorporate E&D into the
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‘psyche’ of the organisation. However, there was a recognised need to move beyond the
“data collectionand publication exercise” but with some uncertainty around the actions
requiredto reduce inequalitiesand a need for practical support in terms of culture
development.

Some actions had been undertaken, including:

e Reverse mentoringand setting up schemesto encourage diversity on boards.

e Celebratingdifferentevents, celebratory festivals (environmental factors)

e Settingup networks (LGBT, Muslim) (done before the WRES results)

e Unconscious bias training

e Incorporating inclusion objective in business plan, seniorleadership of inclusion
partnership

The implementation of WRES was feltto have improved data quality and availability and
seniorleaders hoped to see some small improvementinthis years’ metrics. Some senior
leaders perceived that there had been some change in mentality and culture shiftresulting
from raised awareness, which they felt BME staff may have noticed, whilst others
recognised that BME staff on the ground may be frustrated at a lack of progress.

Focus group participants demonstrated awareness of the benefits of diversity and the
actions requiredto improve but expressed frustration that this wasn’t happening within
theirorganisation. Participants reported that WRES data had not been communicated or
shared with staff, and there was a perception of inaction from senior managementin
response to WRES; one participant stated “/ feel like it wasn’t even lip service, it was just
ignored.” The sole participantwho was aware of the WRES statistics and the organisation’s
relative position had learntabout it from an external source (Health ServicesJournal).

The perceived lack of progress in relationto the E&D agenda, in particular race inequality,
was reported to be representative of a number of other wider management problems
withinthe organisation. Again, there was a suggestion that other wider managementissues
were distracting from the needto improve race equality: as one participantsaid, “Either
someone is, | don’t know, choosing to ignore it or maybe they’ve gotother fishes to fry?
Maybe bigger fishes to fry”. A reductionin staff numbersin HR roles was perceivedto be
detrimental to action, as the organisation did not have the manpowerto support the
agenda.

Focus group participants described a culture with an “underbelly of toxicity” in which they
feltstaff were not comfortable talking about, or having difficult conversations about race.
They feltthat the organisation doesn’t currently accept the benefits of diversity and the
different approaches of different cultures. Focus group participants who had worked in the
private sector were particularly aware of limitations of opportunity, fewer BME staff at
higherechelonsand a culture of networking that was difficultto break through. This led to
concerns about the safety of BME staff jobs within the upcoming reorganisation due to not
fitting within the right cliques that are built from socialising and “having a face that fits”.
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Focus group participants feltthat BME staff had to do more than peers didto getthe same
recognition but don’t know how to ‘navigate the politicsinthe organisation’ and that teams
of BME staff were poorly resourced but unable to complain “and if you complain, they say
you’re not capable”. They reported a lack of role modellingand mentoring which left BME
staff feelingasthough they have nowhere to turn, and not feeling safe enoughintheir jobs
to speak up and air theirgrievances. Within the focus group participants related examples of
direct racism they had experienced orwitnessedinrelation to training opportunities, but
feltthat racist incidents were not dealt with and managers were not considered to be held
accountable. They reportedthat BME staff were leaving because bullying was not being
dealt with and staff would rather move on than ‘face the battle’. One participant expressed
theirown desire to leave; “I cannotsee a future here”.

One focus group participant expressed cynicism and wariness towards the WRES evaluation,
and how this may help, “because we’ve sort of been here before”. However, another
participant feltthe fact that they were having the conversation was progress in itself.

Summary: There was widespread acknowledgement thatthe organisation performance
against the WRES metrics was poor, and that the response to the WRES had been
perfunctory. Senior managementdid not appear to have explored the WRES results to
understand the negative experiences that the BME focus group participants reported. Wider
organisational issues were reported to have stalled progress, alongside some uncertainty
about what action should be taken.
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3. Detailed findings from quantitative analysis

3.1 Methods

In this section of the evaluation we examined data from the first four years of the WRES
(data from 2015-2018 forindicators 5-8, and data from 2016-2018 for the remaining
indicators), to examine how much change there has beenon the nine differentindicators
over this period, and to determine what factors are most associated with this change.

Analysiswas conducted at a trust level; that is, data from the three /fouryears were
matched by trust, and then changes across time modelled with longitudinal growth analysis,
which looks at the average annual change within organisations across the years, and tests
the hypothesisthat the average change across trusts is different from zero.

The models were then extended totest whetherthe type of trust, geographical region, or
extent of BME workforce were related to the extent of change. Further models were then
run to examine whetherotherscores from the NHS staff survey relating to trust culture
might explain differential rates of change 1.

Data were available from 236 trusts, specifically 154 acute trusts (including 39 combined
acute and community trusts, and 19 acute specialisttrusts), 55 mental health/learning
disability trusts (including 28 combined mental health and community trusts), 17 community
trusts, and 10 ambulance trusts. However, not all indicators were available for all trusts in

all years; in most cases, at least 90% of trusts’ data were available, althoughin the case of
indicator 4 in 2016, as few as 162 trusts had available data. In addition, because of some
reorganisation of trusts (e.g. mergers) not all trusts could be matched across the four year
period.

3.2 Descriptive statistics

The followingtable showsthe average level of each indicator across each of the four years,
as well as demonstrating how the indicators are scored in this particular analysis. Note that
in each case, a higherscore represents a situation that is more favourable towards White
staff, and lessfavourable towards BME staff.

The figures suggest that, in general, there has been a move towards a more equal position
over time, although some of these changes are very small compared with the size of the
current inequality. In addition, two other trends are noteworthy:

1. There were bigger improvements between 2016 and 2017 than there were between
2017 and 2018. This can be read in two different ways: eitherthat the improveme nts
made between 2016 and 2017 have largely beenretained, or otherwise that the

! Specifically, these were consideredas cross-level predictors in the model. Details of all models are available
onrequest.
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direction of travel has stalled and fewerimprovements have been made more
recently.

2. Ingeneral, there have been biggerimprovementsin the indicators that can be
affected by specificmanagement practices, e.g. around recruitmentor disciplinary
procedures. There have beensmalleror no improvementsinthose that are
measured by the NHS staff survey: staff experience of bullying, harassment,
discrimination and equal opportunities etc.

The onlyindicators where there has not been any long-term move towards a more equal
position are indicator 1 (the % staff at band 8 or above from a White background), which
actually increased slightly from 2016 to 2017 and has returnedto itsinitial level in 2018; and
indicator 6 (ratio of BME to White staff experiencing harassment, bullying orabuse from
staff inlast 12 months), which had shown some improvement earlier but returned to 2015
levelsin 2018. For indicator9 (proportion of the Board that is from a BME background)
there has beena very slightimprovement but is still closer to 7% than to 8%.

2015 2016 2017 2018

Indicator 1: % staff at band 8 or above from a White
background (non-medical staff only2)

Indicator 2: Ratio of White to BME staff being
appointed from shortlists

Indicator 3: Ratio of BME to White staff enteringthe
formal disciplinary process

Indicator 4: Ratio of White to BME staff accessing
non-mandatory trainingand career progression - 1.10 1.08 1.01
development (CPD)

- 92% 93% 92%

- 1.69 1.55 1.56

- 1.88 1.63 1.60

Indicator 5: Ratio of BME to White staff experiencing
harassment, bullying orabuse from patients, relatives  1.06 1.05 1.04 1.03
or the publicinlast 12 months

Indicator 6: Ratio of BME to White staff experiencing

harassment, bullying orabuse from staff in last 12 1.17 1.13 1.13 1.17
months

Indicator 7: Ratio of White to BME staff believingthat

theirorganisation provides equal opportunities for 1.23 1.18 1.17 1.18

career progression or promotion

Indicator 8: Ratio of BME to White staff experiencing

e . . 2.35 2.33 2.29 2.22
discrimination at work in last 12 months

Indicator 9: % board membership from BME

- 7% 7% 7%
background

2 Before 2018 only data for non-medical staffwere available here; the 2018 data were therefore calculated
using the same staff groups to ensure comparability.
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The following plots show how these changes over time differ by the four main types of trust:
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It should be noted that, due to the inconsistent numbers of trusts providing data across the
years, relatively little can be read into the actual levels of change from one year to the next
with these descriptive statistics. The longitudinal modelsin the next section overcome this
by looking at within-trust changes and averaging across these. These then provide a more
reliable pattern of how much change is happeningat the trust level from one year to the
next.

3.3 Longitudinal models
Two sets of modelswere run:

e Models examiningchange in indicators overtime only

e Models withtrust background factors (trust type, region, extent of BME
representation in workforce) explaining extent of change

The findings for these models are summarised as follows by indicator. Only statistically
significant findings are shown.

3.3.1Indicator 1: % staff at band 8 or above from a White background

There was no evidence of significant change over timein thisindicator. However, it did
appear that there may be a slightly greater move towards more BME representation at this
levelin trusts with a higher proportion of employeesfroma BME background.

3.3.2 Indicator 2: Ratio of White to BME staff being appointed from shortlists
This indicator had a significant decrease overtime, meaninga slightimprovement:
specifically, the average change between 2016 and 2018 was 0.06 per year (95% confidence
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interval 0.01 to 0.11). Given that in 2016 in the average trust White staff were 69% more
likely than BME staff to be appointed from a shortlist, this represents an average drop in this
figure to 56% in 2018 (all else beingequal), althoughin reality most of this change occurred
withinthe firstyear. There was no evidence that this change was related to any of the
background factors.

3.3.3 Indicator 3: Ratio of BME to White staff entering the formal disciplinary process
There was no evidence of significant change over time in thisindicator, or of differential
change over time by trust background factors.

3.3.4 Indicator 4: Ratio of White to BME staff accessing non-mandatory training and career
progression development (CPD)

There was no evidence of significant change over time in thisindicator, or of differential
change over time by trust background factors.

3.3.5Indicator 5: Ratio of BME to White staff experiencing harassment, bullying or abuse
from patients, relatives or the public in last 12 months

There was no evidence of significant change over time in thisindicator, or of differential
change over time by trust background factors.

3.3.6 Indicator 6: Ratio of BME to White staff experiencing harassment, bullying or abuse
from staff in last 12 months

There was no evidence of significant change over time in thisindicator, or of differential
change over time by trust background factors.

3.3.7 Indicator 7: Ratio of White to BME staff believing that their organisation provides equal
opportunities for career progression or promotion

This indicator had a significant decrease overtime, meaninga slightimprovement:
specifically, the average change between 2015 and 2018 was 0.02 per year (95% confidence
interval 0.00 to 0.03). Given thatin 2015 White staff were 23% more likely than BME staff to
believe this, thisis equivalenttothat droppingto around 18% more likely by 2018 (all else
beingequal), althoughin reality the majority of that drop was between 2015 and 2016 (and
particularly in ambulance trusts).

3.3.8 Indicator 8: Ratio of BME to White staff experiencing discrimination at work in last 12
months

There was no evidence of significant change over time in thisindicator, or of differential
change over time by trust background factors.
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3.3.9Indicator 9: % board membership from a BME background

This indicator had no overall significant change overtime. However, there was some
evidence of significant change by two of the background factors. In particular, there was
evidence of greater improvementin London than elsewhere: overthe three years, this had
increased from 13% to 16% BME board membership, with no meaningful change inany
other regions. This has to be interpretedin conjunction with the fact that BME
representation on the workforce of London trusts is far higher than this, however.

In addition, there was a slightly greaterlevel of increase for trusts with a higherproportion
of BME staff overall, but this was very modest in comparison: for a trust with 10% more of
its staff from a BME background, the rate of annual increase in BME board membership
wouldincrease by around 0.5% compared with a trust with fewer BME staff.
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4. Rapid Literature Review

A rapid literature review was conducted to identify articles published that evaluated
interventions within (oracross) organisations, designed to improve race equality (either
directly or indirectly, e.g. by implementingtraining schemes).

Fifteenarticles were identified. These are summarisedin the followingtable.

The majority of the articles were set in different countries, particularly in the USA. Therefore
some of the cultural and legal context is somewhat different. Evenignoringthat, there are
relatively few findings that could be used as evidence forthe beneficial effect of specific
interventions.
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
Acosta,D., & | USA American Pipelineand minorityrecruitment | Some elements only “These programs haveincreased the numbersof | Review of
Olsen, P. Indian/ programs run by the Native described such as a social Al/AN medical students; devel oped the Indian programes,
(2006). Alaskan American Centre of Excellenceat | group (listed under Health describing
: . Native UWSOM designedtorecruitand | Mentorship)whichbrings interventions and
University of . )
Washington retain (Al/AN) applicants to Al/AN students togetherin Pathway; worked FO preparestudentsto proylfie summarising
Medical medical schools. culturallygermane events. cuIturaIIyresponswgcargf:or AI/AN communities; | tcomes data,
researched health disparities s pecific to Al/AN challen d
School Al /AN . ) ) gesan
populations; provided retention programs and
(UWSOoM) . ) lessons learned.
services to ensure successful completion of
Other elements have data medical training; devel oped mentorship
suchasthenumber of networks; and provided faculty development
summer SCh‘?OI (anational6 |, oramstoincrease entry of Al/AN physicians
wegk educational into academia.”
enrichment programme)
students who geta placeat
med school:from 1989 - o
2004 54% of all summer “Atotal of 477 Al/AN students have participated
school participants iq UWSOM pipeline pro.g'rams fr-om 1989 to 2005.
Ninety seven have participated in the UDOC
nationwide apply to medical ) ]
school and programand 380 in the Summer Medical/Dental
Education Program. Of these, approximately 102
61%areaccepted. have matriculated into medical school
somewherein the United States. Thirty fourhave
entered medical school at UWSOM.”
Anderson et USA Healthcare | Fiveinterventionstoimprove Narrative synthesis. Authors concludethat “We could notdetermine | SystematicReview
al, 2003 staff cultural competencein the effectiveness of any of these interventions,

healthcare systems: “programs to
recruitand retain staff members

Dataisreported fromall
included studies (6 papers)

becausethere were either too few comparative
studies, or studies did not examine the outcome
measures evaluated inthis review: client
satisfactionwith care, i mprovementsinhealth
status, and inappropriate racialor ethnic
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design

who reflect the cultural diversity differencesinuseof health servicesorin

of the community served, use of received andrecommended treatment.”

interpreter services or

bilingual providers for clients with

limited English proficiency,

cultural competency

training for healthcare providers,

use of linguistically and culturally

appropriate health

education materials, and

culturallyspecifichealthcare

settings”
Fisher,Z.E.,, USA Under- Articles on tenure status Narrative synthesis Tenurewas associated withleadership, higher Literaturereview
Rodriguez, J. represented ) ) ) salaries,andcomfortin the work environment.
E., & minoritiesin publ.lshed |nthelast20 years,in URMM faculty comprised the |owest percentage
Campbell, K. medicine English, that discussed Ofthe 21 articles that of tenured faculty inacademic medicine, with the
M. 2017 (URMM) recruitmentor retention of highest percentage pertainingto white men.

facultyin women, URMMfaculty, and met inclusioncriteria, 13

No full text, academic tenurein academicmedicine, and (67%) were cross-sectional
infofrom medicine. were of high quality based on studies, 4

abstractonly.

data wereincluded in the study.
Narrativereviews, opinion,
editorials, andletters to the
editor were excluded.

(19%) were analyses of
AAMC data, 1 (4.7%)wasa
qualitative study, 1 (4.7%)
was a mixed-methods study,
1(4.7%) was a case

study,and 1(4.7%) wasan
outcomes comparison study

Inan educational setting but could be transferred
to refer to length of employment contractin
health care organisation?
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
Used Strength of
Recommendation Taxonomy
(SORT) to assess quality and
exclude papers
Gilliss, C. L., USA Nursing 1.Target fundingto support Reviews “theevidencethat | The authorsconcludethat“theabsenceofdata Literaturereview
Powell,D.L,, workforce education forcareersin supportstheimpactofa on the impactof a diverse nursing workforce on
& Carter, B. ) diverse workforce on patient | health care outcomes andservice development
(2010). Nursing.. outcomes anddelivery limits our understanding of the specificwaysin
2. Resource educational programs services. Assuming a positive | which the diverse workforce can improve the
for retention of socialvaluein theabsence health of the publicand eliminate health
underrepresented groups 3. ofthe data, theauthors disparities. Assuming thattheimpactcan be
Expand the support for the HRSA reviewtheapproachesthat | better understood orthatthesocial good of
Division of Nursing’s havebeen successfulin promoting diversity in the workforce outweighs
diversifying the nursing the need for evidence, we have proposed
Workforce Diversity initiatives workforce. “ approaches to promoting nursing workforce
diversity. Although some evidence points to the
usefulness of these approaches, again, evidence
is limited.”
Jeon,Y.H., & | AUS Overseas Interventions to retain OQN staff. | “This paperhasconsidered | The authorsconcludethat: “OQN staff need Literaturereview
Chenoweth, L. Qualified the factors thatboth supportto acculturate to unfamiliarwork
(2007). Nurses constrainandenhance conditions, and make a smooth transitionto the
(OQN) who employment experiences for | health team. Australiantrained nurses alsoneed
area OQNs withinthe Australian | to besupported in terms of being given
culturally health care system,and opportunities to devel op cultural competence
and their opportunities to andtolearn howto work collaboratively within
linguistically contributeto both the the CALD work setting. Therole of theteam
diverse development of leader inthe CALD work setting must be critically
group (CALD) contemporaryAustralian examined, acknowledged andsupported.”
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Paper

Country

Population

Intervention

Evaluation method

Findings / Outcomes

Study design

nursing practiceandthe
quality of care for the CALD
health population. OQNs, in
particularthosewho are
newly employed, often
experience difficulties with
language, communication
styles, unfamiliar nursing
practiceand work
environmentaswellas
cultural difference. “

Kalra, V.S.,
Abel,P., &
Esmail, A.
(2009).

UK

Blackand
minority
ethnic staff

Leadershipinterventions

Focussed onindividuals such as
setting up networks for BME
managers, mentoring schemes,
and identifying “high fliers” to
supportcareer development

Interventions focussed on the
organisation, based on robust
data collection to monitor
ethnicityof workforce. Also cites
the importance of leadersto act
as mentors for BME staff and
training. Generic diversity training
runs therisk of being “an
organisationally imposed process
that

Usinga conceptual lens of
institutional racismthe
authors explorebarriersto
BME staff progression and
interventions to facilitate
progression. Integrates data
fromlitreviewand
stakeholderinterviews.

The authors concludethat “The literature review
found thatthere were a range of initiatives which
could beimplemented by public organisations
such asthe NHS toincrease the presence of Black
and Minority Ethnic (BME) staff in senior
management positions. Most of these
interventions werelargely focused on the
individual. Much more progress on institutional
or organisational change needed to be made
beforethe NHS could be perceived asa model
employer inthis area. Theliteraturereviewalso
indicated thatthereislittle publishedresearch on
such initiatives within other European Union
countries.”

Litreviewand
stakeholder
interviews
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
lacksindividual ownershipand
commitment.” alsocites specific
training suchas management
training for BME staff such as
graduatetraining schemes and
leadership programmes.
Mittman,1.S., | USA genetic Numerous diversity initiatives of | Aims to identify published Presents recommendations based on thereview | Literaturereview
& Downs, K. counselling | differenttypes for thegenetic and unpublished initiatives | to cover:
(2008) workforce counselling workforce focussed to increase ethnic andracial . .
ondifferentgroupssuchas “the [ diversityinthe profession. It 1. |nst|Fut|or.1aI recommendatlo.ns:;.(n(.aed
entire [genetic counselling] alsoprovides a review of for diversity leadto overseeinitiatives at
society, its leadership, the national dataanddiversity the top level, need for accurateand
initiatives inthe US health robustsystems of data collection on
membershipcommittee, training workforceinGeneral. workforce ethnicity)
programdirectors, special 2. research recommendations; (needs
] o Presents dataon assessment of barriers for BME staff
Interestgroups, andindividual effectiveness of individual accessing the profession)
members.”Alsoreports | ¢ hemes wherefoundin 3. educational recommendations.
|n|t|:';\t|ves t0|ncr('eased|vers.|ty|n primary studies. (recruitment strategies, the educational
medicaland nursing education. pipeline, mentoring for students, role of
programme directors to ensure BME
students’ learningis supported)
Otto,L. A, & USA Nursingand | Healthcare workforce The authors exploredthe The authors conclude thatthe “literature has Litreview
Gurney, C. healthcare recruitment, retention, and other | literatureonacademicand | tended to focus on culturalcompetency of the (narrative)
(2006) workforce strategies educational strategies | career factorsinfluencing healthcare worker, andincludes numerous calls

such as mentoring, programmes
to supportschool students pre-
college enrolment

diversity; and recruitment,
retention, and other
strategies employed to
diversify the workforce

for actionto diversifythe nurse workforce, [but]
very little scholarly workhas been conducted that
rigorously evaluates such diversification
activities”
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Paper

Country

Population

Intervention

Evaluation method

Findings / Outcomes

Study design

Presents dataon
effectiveness of individual
schemes wherefoundin
primary studies. But this
amounts toonly2 or 3
studies. No explicit
methodology or detailing of
methods, e.gsearch
strategy, PRISMA diagram
etc.

Poss,J.E.
(1999).

USA

Nursing
workforce

Health promoters: workers who
assistclientsto understandand
negotiatethe health caresystem
and help healthcareproviders to
work more effectively with clients
fromdifferent cultural
backgrounds.

Presents researchthatgives
examples supporting (but
notevaluating) this practice
and an exemplarof a health
promoter programme. The
examplarisinNorth
Western New York that
trains “bilingual, bicultural
health promoters to work
with Mexicanmigrant
farmworkers who residein3
countiesthatare designated
Health Care Professional
Shortage Areas.” The
exemplarincludessome
evaluationthatassociates
patientoutcomes with
health promoters, suchas
“In 1994 and 1995, 853
migrantfarmworkersin2
counties werescreened for

Aims to introduce nursing professionto idea of
health promoters. Includes anexemplarwhich
has recorded patient outcomes and links role of
health promotein achieving them.

Litreviewonone
intervention
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
tuberculosis. Of those
screened, 843 (99%) were
located forskintest
readings, which
demonstrates the diligence
and effectiveness of the
health promoters.
Rodriguez, J. USA Medical Based on a review of the Identified literature using Reviews evidence on factors thatattributetolow | Systematicreview
E., Campbell, community | literaturerecommendations standardsearching numbers of BME staffin academic medicine.
K.M.,, & include “implementing proven methods, retrieved 548 Concludes that “racism, promotion disparities,
Mouratidis, R. pipelineprogramstoincreasethe | studies of these, 15 met funding disparities, lack of mentorship, and
W.(2014). number of minority medical inclusioncriteriafor this diversity pressures exist and affect minority
students, a systemwideadoption | literaturereview.Ofthe 15, | facultyinacademic medicine.”
of proven culture change 9 were cross-sectional
initiatives, reexamination of studies and 6 were analyses
assignments to ensureequitable | of existing Association of
timedistribution,anda reduction | American Medical Colleges
of medical school debt.” workforcedata. Used
Strength of
Recommendation Taxonomy
(SORT) to assess quality and
exclude papers
Serrant- UK Nurse The author suggests thatthereis | Authortakes a “view from Critiques transcultural educationin nurse Article
Green, L. educators a focus onthepatientas within” asa black nurse/ degrees/programmes, suggests thattheseare
(2001) “differentto self” rather than nursing lecturer. Fromthe delivered using a single ethnocentricapproach

pre-determining either’sracein
nursetranscultural training
scenarios. Alsoaduvises taking a
broader approachto nurse
training, rather than a reductive,

literature on transcultural
education for
nurses/nursing students,
identifies three themes
encapsulatingcommon

whichis sub-optimal.

55




Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
“menu” approach which hasa too | approaches: “The
narrow focus on diet, language, positioningof minority
religious practices etc. ethnic persons as ‘other’;
The minority ethnicnurse as
“expert'; Theissue of
homogeneity andthe
‘menus' approachto
teaching.”
Smith etal USA Medical Promotes the use of “pipeline” Describes the problem of “Programs atuniversities and academic medical Partoneoftwo
(2009) community | programmes (educational BME groups being under- centers must devel op innovative partnerships papers on pipeline
interventions) to recruitand represented in medicineand | with underserved communities, adopt strategies | programmes.2nd
retain under-representedgroups | the use of pipeline thatdemonstrate a strong commitmentto partis onlegal
to the medical profession. programmes to address this, | increasingracial and ethnic minoritiesin the initiatives so
including examples of health professions, and develop viable funding excluded.
several successful mechanisms to support diversity enrichment
programmes. Such programs.”
programmes have been
challenged by “anti-
affirmativeaction”
challengers. No more detail
availableinabstract.
Woolfolk, USA Health care | Lists interventionsaimed at Describes the problem of Suggests two new approachesinadditionto what | literaturereview
(2012) educators increasingstudentdiversity such | lack of BME students has been reviewed

as “Judicial and Legislative
Actions” (by law race can be
considered inordertoincrease
diversity of a cohort of students)

applying to dental schools.
Students havetherequired
firstdegree qualification but
arenotapplyingtothese
schools.

1stPipeline programmes thatstartearlierin
students’ careers suchas athigh school; refers to
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Paper Country Population Intervention Evaluation method Findings / Outcomes Study design
“Health Careers Opportunity one by Kellogg foundation, cited in a number of
Program” such asoutreachand these papers.
enrichment programmes.
Pipeline programmes
2nd approachto harness other communication
Student efforts to promotethe channels, suchas career websites to reach
professionto their own potential audiences : high school students, their
community. teachers, careers and advisors. (This does not
seemlikea newthing!?)
Dental school Standards on
cultural competence
Also suggests joining withother health
professions educators to share best practice on
this recruitment problem.
Wren-Serbin, | USA Health care | Suggeststhetheoryofstructural | The mainbodyofthispaper | Threekey findings: “racism (interpersonal and Literaturereview
2016 educators, competency as a potential is areviewoftheliterature | institutional)is commonplacein midwifery
midwifery framework to guide efforts to to demonstratetheimpact | education, professional organizations, andclinical
and health increasediversityin the ofracismand lackof racial practices.
careclinical | profession.. diversity in midwifery. 7 L .
community papers reviewed, 3 fromon Second, racismin midwifery and lackof racial

the patients’ perspective
and 4 ontheexperience of
providers

diversity actas barriers to further diversifying the
profession. Third, both patients and midwives of
color identify midwives of color as uniquely
positioned to provide high-qualitycare for
communities of color.”

Promotes the use of Metzl andHansen’s theory
of structuralcompetency as away to understand
and plan newinterventions. This suggests
reframinginequalities as a result of social
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Country
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Intervention

Evaluation method

Findings / Outcomes

Study design

constructs such asrace, class, gender etc. This is
in contradistinction to a cultural competency
approach (thiswas critiqued ina similar way in
the Serrant-Green paper above)

Metzl JM,Hansen H. Structural competency:
theorizing a new medical engagement with
stigma and inequality. Soc Sci Med.
2014,103:126-133.

Zambrana,
1996

USA

Medical
community

Presents a number of
recommendations to increase
representation of Hispanic

women in the health workforce

Describes the problem of
under-representation of
Hispanic people, especially
women in the medicaland
professionsinthe USA. Aims
to review literature on this
problem andidentify
underlying factorsand
barriers toincreasing
representation of Hispanic
women in the workforce.

No information on methods
inabstract.

Based on thereview, theauthorrecommends “a
callfor institutional changes and commitments in
data collection, early mathandscience
preparation, access to financial resources, and
improvements incommunity linkages and the
academicenvironment.”

Literaturereview
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