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[bookmark: _Toc216408853]ABSTRACT

The study explored how Diversity and Inclusion (D&I) strategies can be used to retain staff at NHS Wales (GIG Cymru), particularly Black, Asian, and Minority Ethnic (BAME) and frontline staff. In a context of endemic staffing shortages, the study contextualises retention not as a Human Resource issue, but as a duty of quality that is established by the Well-being of Future Generations (Wales) Act 2015. The quantitative approach was taken, using the online survey with 154 NHS employees as the primary data, and descriptive and inferential statistics to analyse the data. The results demonstrate that there is a strong, statistically significant positive correlation between well-developed D&I strategies and staff retention proving that perceived inclusiveness is a key mediator of organisational loyalty. More importantly, the data contradicts the narratives of the common tokenism, which suggests that structure can be an intervention affecting the staff more than the symbolic compliance (e.g. inclusive rostering, transparent career mapping, etc.). The research determines that transformation of the Welsh public health sector incorporation of sustainable retention is inherent in the transformation of procedural conformity to substantive changes in culture. Strategies such as operationalisation of the principles of fair work to reduce the professional isolation in the rural Health Boards are among the recommendations that will ensure adequate workforce is obtained to serve the generations to come.
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[bookmark: _Toc216408857]Chapter One: Introduction
1.1 [bookmark: _Toc216408858]Background of the study

The UK healthcare industry, and especially the National Health Service (NHS), continue to wrestle with staff retention, as vacancies in nursing, medical and frontline roles continue to build pressure on the workforce (Karen and Jennifer, 2024). These are challenges that affect all parts of UK, but NHS Wales (GIG Cymru) faces operational pressures specific to the region. NHS Wales is a Welsh body in charge of state healthcare in Wales and employs over 110,000 people making it the largest employer in the country (NHS Wales, 2025). It is organised administratively into distinct statutory bodies, providing services through seven Local Health Boards (LHBs) and three NHS Trusts (e.g., Welsh Ambulance Services and Velindre). These are organisations that plan and provide both primary and secondary care services to a population of more than 3.1 million citizens (Davis, 2025).

Structural inequalities such as disparities in career progression and a lack of diversity in senior leadership and underrepresentation add complexity to retention issues as diversity and inclusion (D&I) strategies are at the centre of a sustainable NHS Wales workforce, according to Hammond et al. (2022). It is more essential than ever because of the multicultural nature of the sector, where over 200 nationalities are represented in the working population and over half of the vacancies are filled through international recruitment, to create a fair policy and work practices that ensure their morale and reduce staff turnover (NHS, 2023).

The NHS has been embracing diversity and inclusion (D&I) approaches through some of the most recognisable frameworks, including the Workforce Race Equality Standard (WRES) (Naqvi et al., 2022). The WRES, which has been adopted in NHS Wales and is increasingly employed as a model of best practice in the devolved nations, asks healthcare organisations to report an improvement compared to nine indicators shown by Smith et al. (2023). These indicators are divided into four workforce datasets (probability of staff appointment from shortlisting or formal disciplinary action) and five National Staff survey metrics (career progression, harassment, and board representation).

Although NHS Wales implements its own distinct initiatives, such as the Welsh Government’s Anti-racist Wales Action Plan (which builds on the Equality Act 2010 to create an anti-racist nation by 2030), the WRES principles remain a critical diagnostic tool (Ogbonna, 2023). These frameworks show commitment, but the evidence of enhanced retention and workplace cultural performance is mixed. Organisational inertia, inadequate resources, and minority and frontline staff tokenism sometimes stifle ambition (Chantarat et al., 2022). D&I projects can seem like compliance rather than revolution, and their legitimacy is questioned (Craven, 2021).

Inclusion and retention may change healthcare organisations' workforce retention. Moscelli et al. (2024) and Owolabi et al. (2024) emphasise the necessity of the subject of inquiry, stating that making workers feel appreciated, represented, and supported is more important than financial incentive for staff retention. Workplaces minimise turnover and boost engagement and loyalty (Jamil and Hyder, 2024). In contrast, exclusivity, unjust promotion, and inability to express minority identity have been associated to minority worker disengagement and attrition, particularly BAMEs (Mahmood, 2025).

The backdrop also shows that NHS Wales has not systematically considered long-term effects of diversity training, recruiting changes, or mentoring programs (Buh et al., 2024). Without frequent communication, it is unclear whether these efforts impact staff retention or are a charade. While most English Trusts are centred in metropolitan areas, NHS Wales must deal with retention issues in rural areas served by Boards like Hywel Dda and Powys. Due to a lack of nationally regulated solutions, personnel in rural Welsh communities sometimes experience professional and social isolation (NCRHC, 2024).

The feeling of inclusion affects D&I success. Top and frontline personnel are suspicious of organisational initiatives, especially committees and taskforces that are culturally unfocused (Alriuili et al., 2024). Employee stress, well-being, and commitment are increased by cheque-box diversity definitions (Ikhsan et al., 2025). However, Fitriana, (2023) suggest that staff happiness and commitment increase when leadership actively encourages and incorporates inclusion into daily practice. Behnke et al. (2022) suggest that leadership is crucial to separating D&I initiatives that succeed from those that are a tick-box.

NHS Wales' workforce generational makeup is another factor. Youth, particularly Generations Y and Z, prioritise diversity, mental health, and career advancement to remain in their professions (Vries et al. 2023). This generational transition requires retention measures to go beyond incentives and concentrate on creating positive, inclusive communities where workers feel like they belong (Saraiva and Nogueiro, 2025). Failing to do so might worsen turnover at a time when NHS Wales is already thin (Andah et al., 2021).

Diversity and inclusion measures play a crucial and difficult role in NHS worker retention. Some strategies to alleviate disparities and create representativeness have been enacted, but minority and frontline personnel see a disparity between what is planned and what is done. Changing D&I projects from compliance tools to organisational practices for actual organisational incongruence, trust, and workforce sustainability will be difficult. Understanding staff perceptions is essential to ensure that, within the devolved context of NHS Wales, D&I strategies are not merely bureaucratic requirements but effective tools for sustainable workforce retention.

1.2 [bookmark: _Toc216408859]Problem Statement
One of the worst workforce problems in UK healthcare, especially the NHS, is underway (Anderson et al., 2021). With the acute workforce shortfall in clinical and nonclinical fields, the Trusts are discussing recruitment and retention problems to satisfy their service delivery requirements (Martin et al., 2024). NHS (2023) reports that high junior doctor and frontline staff turnover, compounded by nursing recruitment freezes, has put unsustainable strain on the system, which has been worsened by increased health care demand. Retaining experienced people is cheaper and helps maintain service continuity, although recruiting tactics have received much attention (Vries et al., 2023).

At the heart of this retention problem is the question of diversity and inclusion (D&I) (Noon and Ogbonna, 2020). Despite being one of the most diverse of the UK's employers with staff hailing from more than 200 different nationalities, the NHS remains institutionally unequal in terms of career advancement, treatment at work and representation. Mahmood, (2025) shows that Black, Asian and Minority Ethnic staff are reported to have consistently lower perceptions of organisational support, fewer opportunities to be promoted and higher levels of discrimination than their white colleagues. Such experiences are often contributing factors to disengagement, stress, and ultimately attrition, where those same principles that D&I strategies try to uphold (i.e., equity) are disavowed (Chantarat et al., 2022).

Even though frameworks such as the Workforce Race Equality Standard (WRES) have been created, there are questions on whether these initiatives work and are practical to implement. Many staff view D&I strategies as symbolic and compliance-focused rather than transformative, which undermines trust in leadership and impairs morale (Craven, 2021; Alriuili et al., 2024). In addition, organisational cultures that exist within NHS Trusts tend to be ineffective at making inclusivity a part of day-to-day practice. Staff on the frontline and from minority groups are distrustful of whether change is real or performative (Ikhsan et al., 2025).

Garrick et al. (2024) find that the problems are further complicated by generational change across the workforce. Younger generations of healthcare professionals have an ever-increasing desire for networking spaces that are both inclusive, supportive and transparent, with inclusivity considered a prerequisite of long-term loyalty (Vries et al. 2023). If these expectations are not fulfilled, a greater rate of turnover among early career workers is likely to exacerbate the current shortages. In addition, while such policies have been implemented nationally, in certain areas they do not match up to the working arrangements encountered on the ground, fueling a sense of alienation that is particular to Trusts located in rural areas (NCRHC, 2024).

The challenge is whether D&I initiatives are feasible, workable, and can address disparities in a way that engages and retains workers. D&I might remain a bureaucratic task rather than a key tool for NHS personnel retention.

[bookmark: _Toc216408860]1.3 Rationale of the Research
Staff shortages, high turnover, and rising demand are straining the UK healthcare industry, particularly the NHS. Keeping qualified workers reduces expenses, institution, and patient care continuity, making retention a more sustainable strategy than recruiting (Vries et al., 2023). Diversity and inclusion (D&I) measures have been identified as key to improving worker experiences, although their influence on retention is unknown.

The NHS is one of the most diverse employers in the UK, yet inequalities remain. Minority workers, especially BAME ones, report discrimination, uneven career opportunities, and exclusive workplaces (Mahmood, 2025). Ikhsan et al. (2025) observed that unpleasant experiences burden building a big staff, causing disengagement and attrition. Despite a set of principles (Workforce Race Equality Standard, WRES) and development (Davies et al., 2019), some staff see D&I initiatives as tokens and performative, lacking sincerity and long-term impact (Craven, 2021; Alriuili, 2024).

Frontline NHS minority staff's opinions of D&I's efficacy and how this affects their decision to leave the organisation are understudied. Most of the research has focused on policy level analysis or broad HR-led methods, missing staff experiences in high-pressure circumstances. Rural and under-resourced Trusts have specific obstacles when adopting inclusive entailment, yet research on them is scarce (National Council for Rural Health Care (NCRC), 2024).

This finding is important because the NHS must address its staffing shortages while meeting its legal and moral equality duties. Diversity and inclusion in the healthcare workforce are still important for loyalty, and new generations of professionals value inclusion, wellness, and career growth (Vries et al., 2023), so D&I initiatives in retention are crucial. Ineffective procedures increase turnover, damage organisational reputations, and impair patient treatment (Camargo, 2023).

Thus, this investigation is current and appropriate. The research uses inclusion perceptions and staff retention to provide insights that may be used to improve D&I in NHS Trusts. This helps translate policy aspirations into employee experience and makes diversity and inclusion effective levers of long-term work force sustainability.

[bookmark: _Toc216408861]1.4 Research Aim
The aim of the study is to investigate how diversity and inclusion (D&I) strategies influence staff retention within NHS Wales Trusts, with a specific focus on Black, Asian, and Minority Ethnic (BAME) and frontline healthcare staff.

[bookmark: _Toc216408862]1.5 Research Objectives
· To identify and categorise the diversity and inclusion strategies currently implemented within NHS Trusts.
· To evaluate the perceptions of minority and frontline NHS Wales staff regarding the effectiveness of these D&I strategies.
· To analyse the relationship between perceived inclusivity and staff retention within NHS Wales.
· To synthesise findings into actionable recommendations for enhancing D&I approaches to improve long-term staff retention.
· 
[bookmark: _Toc216408863]1.6 Research Question
How do diversity and inclusion (D&I) strategies influence staff retention within NHS Trusts, particularly among BAME and frontline healthcare staff?
The sub-research questions are:
· What diversity and inclusion strategies are currently implemented across different NHS Wales Trusts?
· How do BAME and frontline NHS Wales staff perceive the effectiveness of existing D&I initiatives?
· What is the connection between staff perceptions of inclusion and their intent to remain within the NHS Wales?
· What improvements can be made to D&I strategies to better support staff retention, especially for minority and frontline staff?
· 
[bookmark: _Toc216408864]1.7 Summary Research Methodology
The research methodology of this study is to explore the effects of diversity and inclusion practices on staff retention in the NHS Wales. The research philosophy is based on a realism ontological position (there is an objective reality exerting its influences upon the individual) and a positivism epistemological position (objective measurement and observable evidence). The research is a deductive research design, which tests previously established theory in relation to empirical evidence to produce generalisable results. Critical analysis is used as the primary research methodology to approach the collection of first-person, context-dependent data directly from healthcare workers.

Quantitative approach is used so that numerical data is collected and is used for statistical purposes in order to test the hypotheses and discover relationships derived between diversity programmes and retention measures. The data collection method is an online survey conducted through Google Forms, allowing for easy, anonymous, and scalable data collection from a relatively large sample. Using a convenience sampling approach it aims to target a sample of NHS staff, across several Trusts, who are representative (in terms of race and ethnicity) and job roles (frontline and other) of 100 NHS staff, to be realistic and workable within logistical constraints. Data analysis will use both descriptive and inferential statistical techniques to be able to summarise trends and make inferences about the population. Finally, the chapter ends with stringent measures for validity and reliability, such as pilot-testing and Cronbach's alpha (Edelsbrunner et al., 2025), and outlines the high ethical considerations maintained in the research process.
[bookmark: _Toc216408865]1.8 Research Structure
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[bookmark: _Toc216408867]2.1 Introduction
The chapter offers a critical evaluation of theoretical and empirical research on diversity and inclusion (D&I) and staff retention in NHS Wales (GIG Cymru). Social Identity Theory (Tajfel and Turner, 1979), Contact Theory (Allport, 1954), Schema Theory (Bartlett, 1932), and recent empirical research on organisational socialisation and inclusive workplaces are discussed. The dissertation guide requires this evaluation to describe major theorists and the inconsistencies between policy and the staff minority’s real existence. The review will synthesise information to identify gaps, conflicts, and convergent orientations to explain the underlying mechanisms linking perceived inclusion, organisational commitment, and staff retention. Actionable proposals to improve D&I practices in healthcare organisations are based on the theoretical and practical correlations between Welsh legislative responsibilities and workforce sustainability.

[bookmark: _Toc216408868]2.2 Theoretical Overview
[bookmark: _Toc216408869]2.2.1 Social Identity Theory
Social Identity Theory (SIT) from Tajfel and Turner (1979) suggests that people derive their identity and status through membership in social groups, and these identities and their associated statuses often form the basis of attitudes and behaviours within an organisational context. This approach suggests that minority and frontline healthcare workers may base their working dedication on whether their racial and professional identities are seen. Khadka (2024) affirms that SIT is important in diverse companies because inclusion expresses respect for various identities and encourages loyalty. Salimi et al. (2022) warn that the theory risks simplifying employee incentive processes by emphasising group identification over individual or structural factors.
[image: What is Social Identity Theory? Structural Learning]
[bookmark: _Toc216408776]Figure 1: Social Identity Theory by Tajfel and Turner (1979)
One line of research presents SIT as a key to workplace cohesion acceptance. Hence, Gusain and Gujral (2024) show that membership values enhance identification with organisational values, which increase engagement and that inclusivity is a key way to increase commitment. According to Mahmood (2025), the disengagement of staff through a sense of feeling marginalised, especially BAME employees in the NHS, is related to attrition. By contrast, Mujtaba (2025) warn that SIT cannot fully explain patterns of retention in that economic limits, workload pressures, and even managerial practices appear to be more important drivers of stay-leave transition as opposed to social attachment/identity. Thus, whilst SIT offers a focus on understanding inclusivity, it may under-emphasise systemic organisational stress (Rovetta et al., 2025). 

Other authors emphasise the notion of intersectionality within SIT. Ethnic identity interplay is seen in that individuals have multiple-layered identities, as argued by Boumaza and Baker (2025). As such, ethnic membership interacts with professional membership, gender or hierarchical position. This subtlety is essential in such a domain as health care, where frontline staff might feel validated by a sense of professional achievement, yet simultaneously excluded through the stereotyping of their ethnicity (Mosley et al., 2025).However, Diehl et al. (2024) argue that SIT is not sufficiently able to represent this type of overlapping identity and thus its explanatory force is limited when dealing with some of the most complex institutions, such as the NHS.

The integration of SIT with organisational diversity and inclusion initiatives demonstrates its relevance in the workplace (Căruceru et al., 2024). Policies that give visible recognition to minority groups could be forceful in boosting organisational identification and lessening a sense of alienation (Men et al., 2024). Jaarsveld et al. (2019) shows that when employees perceive fairness and representation, turnover intention decreases. On the other hand, tokenistic measures which do not include substantive representation can lead to greater threats of identity and disengagement (Weekes, Ward and Mguni, 2024). SIT's potency makes it a powerful instrument, yet tokenism makes a group feel like outsiders (Tait-Signal and Febbraro, 2024).
SIT provides insight into how identity recognition affects employee workplace commitment, but it does not examine work system limits or overlapping identities (Luiz and Terziev, 2022). To improve healthcare throughput and retention, SIT must be reinforced with high-level organisational and contextual insights.

[bookmark: _Toc216408870]2.2.2 Schema Theory
Bartlett (1932) proposed the schema theory, which states that people see and react to the environment using mental structures they have constructed from their past. These schemas inspire expectations-based perceptions and actions, so they help organisations understand opportunities to implement diversity and inclusion (D&I) initiatives to change long-held beliefs (Jones et al., 2022). Singha (2024) points out that word strategies for the office's inclusion are certainly filtered through acquired schemas and may thus perpetuate or confront prior biases. Diversity training, for example, is mediated via each employee's cognitive frameworks and personal prejudices (Schlüter and Gold, 2025).

Gündemir et al. (2024); Onyeador et al. (2025) and Parsons et al. (2025) critically believe that schema adaptation is at the core of overcoming systemic inequalities. Educational interventions, which rebuild cognitive schemas, may deconstruct stereotyped beliefs to alter structural racism in institutions like the NHS, according to Wang and Yin (2023). According to Aladé et al. (2022), schemas are malleable and counter-stereotypical information changes them after repeated exposure. Giri et al. (2024) warn that cultural schemata are pre-adhesive and difficult to alter, particularly if it challenges popularised hierarchies, regarding learnt ontological frameworks. Even with unconscious prejudice, healthcare workers may oppose inclusion initiatives (Harris et al., 2024).

Explaining the idea is difficult due of its universality as Piaget (1952) noted, assimilation and accommodation advance model schemas, even though organisational contexts bring power, politics, and asset sharing, which cognitive principles can only partially interpret. Schema modification may individualise inclusion and ignore institutional impediments like biassed promotion, according to Wiesel et al. (2022). Schema theory ignores systemic restrictions and overemphasises individual cognition (Haq and Kwok, 2025).

Comparative studies also indicate neuropathological cognitive flexibility and rigidity conflict. Devine and Ash (2021) show how preconceptions may survive after comprehensive diversity training because group classifications trigger them. Due to this contradiction, schema-changing interventions must be carefully designed to avoid unintended outcomes (Fuochi et al., 2024).
Schema theory emphasises the importance of ongoing experiential learning rather than isolated interventions (Lian and Bono, 2023). It provides insights into why some staff are bought into inclusivity initiatives, whereas others resist them, but the theorisation is limited in its explanatory power (Olds, 2024). A key application of this qualitative conceptual framework is thus placing schema theory in conjunction with structural and organisational analyses to embrace the aspects of cognition, culture and structural barriers within healthcare organisations (Sattin et al., 2023).

[bookmark: _Toc216408871]2.2.3 Contact Theory

Contact Theory, developed by Allport (1954), posits that intergroup prejudice can be minimised through deep and practical interaction between different groups. In settings such as the healthcare setting, this framework is especially relevant since, in some ways, collaboration is key for service delivery. Dharma, Seneru and Obi (2025) pointed out that through communication, mutual understanding and respect are cultivated among the diverse members, and this leads to improved morale seldom found in relationships of the same kind. Crawshaw and McCleary (2025) also mention that team-based healthcare environments are good places for contact-based interventions, because patient outcomes are the collective project of the team and, as such, interdependence is implicit.
[image: Contact theory and the concept of prejudice: Metaphysical and moral  explorations and an epistemological question - Buhle Zuma, 2014]
[bookmark: _Toc216408777]Figure 2: Contact Theory by Allport (1954)
While these have been some of the strengths from research studies, some theorists note that it is currently a simple assumption (and tactics) that just contact is enough to shift attitudes. Aboramadan and Karatepe (2021) have suggested that positive outcomes can only occur under certain conditions: equal status, shared goals and institutional support. In the absence of these, stereotypes can become entrenched in messages between individuals, particularly when power imbalances remain. Sacerdoti and Borlini (2023) take this further, arguing at times to see contact as limitations or placations of minority grievances without imagining systemic change, thereby appearing as sites of false unity. Indeed, this criticism is pertinent in hierarchical structures like the one in the NHS, where there is a power differential between management and minority staff, which can weaken the transformative power of contact (Woodhead et al., 2021).

Across studies like Ramzy et al. (2024) and Vivier et al. (2024), there are conflicting explanations of the nature of institutional support in the literature. While Järlström et al. (2024) emphasise the common good of organisational commitment to inclusivity initiatives, which improves levels of trust, Siahaan et al. (2025) argue that well-designed initiatives may become tokenism without causal change and organisational transformation. Programmes without systemic alignment might produce surface, performative gestures rather than substantial development (Menghwar and Daood, 2021; Baker et al., 2023). Thus, companies must discern between strategic caution and 'ersatz' or futile inclusion initiatives. 

The power of contact to reduce prejudice is also questioned. Kauff et al. (2020) claim that trust is embedded through intergroup contact, but Langendorf et al. (2025) argue that contact effects tend to be context-dependent and disappear when one moves out of a structured context. In the NHS, for example, although MDT might enhance rapport in clinical practice, discrimination may not end in promotion or allocation of resources (Hussain et al., 2023). The limitations of the theory are illustrated, suggesting that it is insufficient to explain improvements in organisational change, which become effective only when rooted in specific situations.

Contact Theory may illuminate conflicting circumstances and the many advantages of breaking down silos, but its efficacy depends on context (Grady et al., 2023). Interpersonal exposure alone cannot resolve power imbalances and structural inequalities, hence contact programs must be incorporated into organisational reform (Tropp and Dehrone, 2023).

[bookmark: _Toc216408872]2.2.4 Cultural Intelligence (CQ) Theory
Cultural Intelligence (CQ) Theory describes an individual's ability to work successfully in multi-cultural settings, especially in NHS Wales (Kour and Jyoti, 2021). Nwankwo et al. (2024) demonstrate that diversity is distinct from inclusion, emphasising that both employees and leaders require the adaptability to manage cultural complexity effectively. Wang and Goh (2020) found that high CQ may increase respect and collaboration in multicultural teams, minimising situational misunderstandings and improving team member relationships via professionalism. Schmidt et al. (2023) results apply to healthcare systems because communication errors have direct effects on personnel and patients.

Metacognitive, cognitive, motivational, and behavioural CQ measure values and attitudes and are largely used to manage cross-cultural encounters, according to Iskhakova and Ott (2020). This paradigm highlights the usefulness of awareness and incentive for proactive adaptive actions (Genkova et al., 2021). Some argue that focusing on individual skill ignores institutional frameworks. Paiuc (2021) believes that CQ training is feasible but requires ongoing investment and leadership buy-in, which are increasingly off-priorities in underfunded healthcare systems. Vindrola-Padros et al. (2022) failure suggests that CQ is not a magic pill and must be part of organisational plans.

Comparative literature shows varied impacts of CQ on long-term organisational performance. An empowerment analysis by Perera (2025) suggests that high-CQ leaders produce more cohesive and inventive teams. Sarvari et al. (2025) warn that structural inequalities, including biased promotion practices, would prevent CQ from directly increasing retention. Since institutional pressures are too intense for individual flexibility, CQ theory is necessary but insufficient. It is important not to overestimate the impact of short-term interventions, since CQ improvements will not last without long-term reinforcement (Surapto, 2025).

CQ theory helps explain how cultural sensitivity and flexibility affect employment and working unit cohesiveness. It relies on long-term investment and systemic change objectification (Semenov and Randrianasolo, 2024).  More significantly, if CQ is to be taken seriously, it must be part of a multi-faceted, comprehensive commitment to inclusion and fairness, not an add-on capability with an inflexible framework.

[bookmark: _Toc216408873]2.3 Diversity and Inclusion Strategies in Healthcare Organisation
The strategies of diversity and inclusion (D&I) are not considered as HR initiatives anymore but, instead, they are becoming the core of the legal and operational requirements of NHS Wales (Hogan et al., 2023; Sackitey, 2023). It is believed that institutional diversity and workforce management influence healthcare outcomes (Buh et al., 2024; Alriuili et al., 2024). The legal situation in Wales is, however, vastly different from the rest of the UK, so a different strategy should be pursued.

In contrast to NHS England, which largely uses the Workforce Race Equality Standard (WRES) NHS Wales is currently governed by the Well-being of Future Generations (Wales) Act 2015 (Dhanani et al., 2024). This revolutionary law requires government entities like Local Health Boards to show progress towards seven well-being objectives, including ‘A More Equal Wales’ and ‘A Resilient Wales’, under regulatory scrutiny (Cummings, Burvill and Bowen, 2024). This Act changes the to short-term recruitment goal to long-term sustainability, viewing staff retention as the way to averting the staff crisis in the future one of the fundamental ideas of the Acts five ways of working (prevention and long-term thinking) (Anderson et al., 2021).

Moreover, the Anti-racist Wales Action Plan specifies that by 2030, the public sector organisations should be anti-racist and not simply non-racist (McGinnity et al., 2021). This represents a shift from passive compliance to the active dismantling of systemic blockers. In the case of NHS Wales, this has certain objectives, including a target of 20% ethnic minority recruitment (Ogbonna, 2023). Nevertheless, Ciuk et al., (2022) claim that there are still tensions between the concepts of procedural compliance with statutory obligations and the substantive quality, which is the transformation of the existing workplace culture.
Bamrah et al. (2025) confirm that even highly ambitious D&I policies have their entrenched challenges of implementation. Although the Equality Act 2010 regulates the precise responsibilities of Health Boards within this sector, such as the publication of Strategic Equality Plans, it has been identified as a source of tick-box culture in these areas (Dhanani et al., 2024). According to Mousa et al. (2021), women constitute a significant share of the healthcare labour force, yet there are fewer opportunities to take on top positions. Another role that has brought inequalities of outcome in the Welsh context is the Socio-economic Duty (to be implemented in 2021), which compels Health Boards to reflect on their strategic choices, including retention strategies, to minimise inequalities of outcome. This adds another layer to compliance quality, as D&I now balances representation with a legislative duty to boost worker socioeconomic resilience (Yuksek et al., 2024).

Alriuili et al. (2024) argue that diversity training and equal promotional opportunities are ethical requirements, aligning with the Social Partnership and Public Procurement (Wales) Act 2023, which utilises social partnership and procurement levers to embed fair work practices within public services. Organisations that fail to align this high-tier legal system with frontline workers risk violating the Health and Social Care (Quality and Engagement) (Wales) Act 2020's Duty of Quality. This law directly ties worker involvement to service standards, making exclusion-driven disengagement a governance failure. Thus, the deterioration in service supply endangers patient care and violates the legal requirement to enhance quality (Pahi et al., 2022).

[bookmark: _Toc216408874]2.4 Staff Perceptions of Inclusivity and Effectiveness
Without assessing minority and frontline staff attitudes, diversity and inclusion (D&I) programs in healthcare cannot be measured. Chastney et al. (2024) argue that NHS Trusts are motivated and enlightened to implement D&I initiatives, but their under-represented groups' opinions are unfavourable, indicating discontent, doubts, and disappointment. This shows that organisational aim and workplace experience vary greatly (Fletcher and Marvell, 2022).

More than half of Chandarat et al. (2022) survey participants did not think its personnel represented the diversity of the communities it serves. Almost 40% saw D&I programs as tokenistic, related to ethnic minorities, women, and workers with impairments (Gichane et al., 2024). NHS Trusts may organise taskforces or committees, although intensive planning cannot lead to significant implementation (Hilling et al., 2025). Cultural inertia and institutional resistance prevent frontline workers from properly integrating into the organisation, according to Alriuili et al. (2024).

Fitriana (2023) counters that top management-led diversity and inclusion (D&I) initiatives boost employee happiness. Credible leadership sends powerful signals, and inclusive teams feel like they belong (Kim and Meister, 2022). Mousa et al. (2021) say organisational accountability and multilevel change create fair viewpoints, not symbolic gestures. NHS leadership professes to encourage D&I, while frontline personnel report lacking institutional support (Boland et al., 2025).

Not just NHS tokenism is perceived. Craven (2021) views diversity initiatives as bureaucratic tick-box exercises that demonstrate compliance rather than transformation. Chantarat et al. (2022) found that policy pledges do not decrease prejudice against under-represented populations. Bilderback (2023) found that actual, long-lasting, and quantifiable unconscious bias training treatments are more than abstract or symbolic therapies staff would accept.

Moreover, where the intersection of identity and frontline pressures happens makes things complicated. Frontline NHS staff who are also disproportionately from BAME backgrounds exhibit greater levels of stress and disengagement, especially when inclusionary efforts do not reflect and tackle a lack of structural inequality in terms of promotion, pay and distribution of workloads (Ikhsan et al., 2025). Such experiences undermine the credibility of D&I initiatives, reinforcing the understanding that D&I programmes benefit organisational image at the expense of employee wellbeing (Ding and Broek, 2023).

In addition to this gap, many D&I mandates are top-down and often politically disconnected from the reality of the frontline workforce (Ren and Clarke, 2025). Craven (2021) suggests this alienation has a different dimension in rural NHS settings, where feelings of alienation are exacerbated by geographic and professional isolation. National solutions, tailored to urban, diverse communities, may not translate well to the rural trusts, and the less diverse workforce and patient community may make a D&I effort feel subjective or irrelevant, according to Perrigino and Jenkins (2023). As a result, local staff delivering in these settings can view centrally led programmes as symbolic gestures with no regard for their immediate context, reinforcing existing levels of cynicism —a reluctance to larger-scale policies that these policies are meant to address (Chantarat et al., 2022; NCRHC, 2024).

Taken together, there's a recurring theme in the literature indicating that minority and frontline staff are sceptical about D&I initiatives when they are viewed as tokenistic, leadership-lite or a disconnected profile from systemic inequities (Williams and Cox, 2022). Although valuable leadership support, practical design, and team inclusiveness may promote a positive perception (Fitriana, 2023), the use of symbolic or surface-level strategies usually leads to the situation where users become disillusioned (Chantarat et al., 2022; Ahmed, 2012).

It is not whether NHS Trusts have adopted D&I strategies; it is whether these are seen and felt by staff as meaningful, sustained and effective in ensuring the barriers that exist throughout health delivery are dismantled (Shrotri et al., 2023). Perceptions play a litmus test role, when minority staff and frontline staff see D&I initiatives as authentic organisational culture benefits, organisational culture will be strengthened; when they see D&I initiatives as tokenistic and the initiatives run this risk of fostering further disengagement.

The hypothesis came from here is:
H1: There is a significant positive impact of diversity and inclusion (D&I) strategies on staff retention within NHS Trusts, particularly among BAME and frontline healthcare staff.

[bookmark: _Toc216408875]2.5 Inclusivity and Staff Retention in the Healthcare Organisation
There has been an increasingly tangible interest among the educational community of scholars that examines the connection between inclusivity and retaining staff in healthcare. It is however to be interpreted in the light of the publicly funded healthcare sector where workforce stability is a factor that determines the quality of patient care.

Ngozi and Edwinah (2022) and Alkan et al., (2024) have shown that retention is not about income but how personnel in the retention program see themselves in their workplaces. Jamil and Hyder (2024) argued that inclusiveness in corporate socialisation improves commitment and performance. NHS Wales population health is affected by this. The Health and Social Care (Quality and Engagement) (Wales) Act 2020 mandated a Duty of Quality for all NHS organisations. Exclusion, including retention difficulties, threatens a Health Board's capacity to execute its commitment (Huang et al., 2022). Minority worker churn disrupts service continuity and deprives the public health sector of the cultural competency needed to serve a diverse Welsh population (Broadhead, 2025).

Retention methods are now social health initiatives, not HR concerns. Onboarding and mentoring are the emphasis of Vries et al. (2023). However, without addressing the absence of professional engagement in rural Welsh Health Boards, these efforts will not retain workers (NCRHC, 2024). BME immigration creates health inequities; hence, public health sector exclusion of BME personnel risks the health care system and increases service gaps (Sharma et al, 2025).

Inclusion may not help retention issues like workload and stress if it is seen as symbolic or procedural. While inclusivity is generally praised, some writers identify unexpected consequences (Ng et al., 2025). If forced and overdone, mandatory inclusion training may produce employee resistance, interpersonal issues, and poor retention, according to Sweeting (2023). Kirton and Greene (2021) warn that NHS inclusion principles are praised but inconsistently implemented, leading to worker disengagement. NHS employees who feel inclusively cared for enjoy their job and are less likely to burnout (NHS, 2023). Thus, the idea is that large D&I programs are necessary to achieve the 'Duty of Quality' in public health.

The hypothesis came from here is:
H2: There is a significant relationship between perceived inclusivity and staff retention within the NHS.

[bookmark: _Toc216408876]2.6 Recommendations for Enhancing Diversity and Inclusion and Retention
The prevailing consensus by Leuhery et al. (2024) that Diversity and Inclusion (D&I) is not only a normative obligation, but also an effective lever that can deliver value for years to come through staff retention. However, there is considerable variation in the interpretation of actionable recommendations as a concept, specifically regarding whether they should be implemented through HR-led, culturally embedded, or structurally enforced approaches (Sylejmani and Mesko, 2024).

Lima et al. (2025) contend that HRM processes (recruitment, onboarding, leadership, performance management) form the backbone of sustainable D&I practices. Treffers et al. (2024) found that practices like unconscious bias training and structured mentorship can weave inclusivity into organisational practices, thus improving morale and lowering turnover rates. However, their insistence on HRM as the driver can be criticised as underestimating the agency of employees, since D&I is not maintained just through managerial formulation; it is also related to the bottom-up reception (Caldwell, 2022).

By merging, Lima and Rahman (2025) position actionable recommendations within intercultural complexities and emphasise employee resource groups (ERGs), sponsoring programs, and cultural recruitment. Performance-based KPIs, qualitative feedback, and a paradigm that places leadership commitment at the centre of D&I are dangerous approaches that reduce the notion to a cash value (Morfaki and Morfaki, 2022). Dobusch (2020) suggests that inclusiveness is social and experiential; therefore, relying on demographics to assess employee inclusion may miss the mark. NHS criticisms are also valid. The company may have statistical "diversity", but personnel nevertheless feel trapped in daily life (Castelino and Shinde, 2022).

Apelehin et al. (2025) emphasise leader responsibility rather than HR initiatives to embed inclusion into company culture. Lima et al. (2025) disagree, seeing HRM as the change leader. In the absence of inclusive leadership, Storm et al. (2023) advised treating specific treatments with cynicism and as symbolic gestures, such as unconscious bias training. Mou et al. (2025) suggest that obligatory training may lead to resistance and hinder retention.

Another important consideration is generational expectations. Vries et al. (2023) indicate that Generation Y and Z demand demonstrable inclusion and psychological well-being for retention. The standard HR-led measures suggested by Lima et al. (2025) may not be enough to handle generational norms' changing nature. Work transition programs and early career scholar mentorship may be better than policy-level commitments (Shinde and Surve, 2025).

Technology-enabled diversity and inclusion (D&I) solutions, such as AI-supported recruiting platforms, may also provide possibilities and challenges. Lima and Rahman (2025) suggest that AI could improve recruitment inclusivity, but Kordzadeh and Ghasemaghaei (2021) argue that multiple minority selection algorithms have algorithmic bias errors, replicating systemic inequality and potentially discouraging minority recruitment and retention efforts. Unintended outcomes must be rigorously assessed before making practical advice (Parasurama and Ipeirotis, 2025).

Thus, HR recommendations must reflect context and politics. For lasting effect, national NHS institutions must allow and fund local Trusts to co-design diversity and inclusion (D&I) activities (Lima & Rahman, 2025). Rural Trusts need virtual peer networks to combat professional isolation and place-based recruiting to attract and maintain a diverse staff (Maclaren et al., 2025). To ensure D&I programs work in England and Wales' varied healthcare systems and promote retention, politicians must examine inclusivity's lived experience rather than merely fulfilling national standards.

Multilayer D&I is recommended in the literature. Lima et al. (2025) prefer HRM-facilitated cultural interventions, whereas Lima and Rahman (2025) worry about cross-cultural adaptability and leadership dos and don'ts. Critics caution against overreliance on metrics or symbolic interventions. Leadership roles, HRM systems, generational expectations, and protection against performativity and technological bias are needed for D&I models that sustain work and person retention (Lima and Rahman, 2025a). Organisations must resolve these tensions to ensure long-term inclusion.

[bookmark: _Toc216408877]2.7 Research Gap
Although much existing scholarship connects inclusivity with retention (Lima et al., 2025), the available frameworks are mostly organisational or HR focused (Lima and Rahman, 2025) without paying particular attention to the legislative context of nations in devolution. Existing empirical research (Vries et al., 2023) and models of socialisation (Jamil and Hyder, 2024) is successful in outlining structural supports but does not take into consideration the specific statutory responsibilities that regulate NHS Wales. In particular, the existing body of research on the research question of the impact that the Well-being of Future Generations (Wales) Act 2015 and the Anti-racist Wales Action Plan has on the lived experience of minority staff, as opposed to adherence to a particular procedure.

The vast majority of those studies are urban-centred, and they do not reflect on the peculiarities of the developed urban-rural conflict of compliance and quality in Welsh Rural Health Boards. Besides, the connection between staff retention and the statutory Duty of Quality in the publicly funded healthcare sector has not been extensively explored. The existing literature, therefore, does not clarify the interaction of the unique Welsh legal requirements with the geographic isolation to influence the retention of BAME front-line employees. It is this gap in this research that locates D&I solution area within the legal and public health context of NHS Wales.


[bookmark: _Toc216408878]Chapter Three: Research Methodology
[bookmark: _Toc216408879]3.1 Introduction
This chapter outlines the research methodology used to investigate the impact of diversity and inclusion strategies on staff retention in the NHS Wales. It includes the philosophical position, research approach, data collection and utilisation, methods of gathering, sampling technique, and data analysis procedures employed. The methodology is designed to ensure reliability, validity, and ethical integrity, providing robust and evidence-based insights. Each section explains the reasoning behind the chosen methods and why other approaches were deemed inappropriate for this study.
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[bookmark: _Toc216408778]Figure 3: Research Methods
[bookmark: _Toc216408880]3.2 Research Philosophy
[bookmark: _Toc216408881]3.2.1 Ontological Stance 
The realist ontological position is especially an apt method to evaluate the impact of diversity and inclusion programmes on the retention of employees in the UK health sector since it is one that acknowledges that an objective reality is present, but that social constructs mediate the experience of this reality. Realism believes that organisational practises, including inclusion policies, influence people. It may react to qualitative data, such as retention rates and worker experiences (Creswell and Creswell, 2018).

 Realists believe there is an independent reality, but human perception affects it (Harkiolakis 2019). This method enables healthcare researchers to objectively evaluate the impact of diversity initiatives on staff retention and employee perceptions in both quantitative and qualitative ways. Due to legislation and workplace culture, retention is challenging and requires this dual consideration (Kiani et al., 2022).

 Some philosophical approaches are unsuitable. Positivism values numbers above worker experiences. This would limit understanding why employees stay or depart despite diversity measures (Kruger and Mitchell, 2021). Interpretivism emphasises subjective meaning but may downplay retention numbers, therefore not linking perception to organisational diversity. On the one hand, pragmatism might be considered given the risk of prioritising the practical without a clear ontological foundation, thereby detracting from theoretical robustness (Palanski et al., 2021).

Thus, realism offers a moderated philosophical perspective that encompasses objective and subjective aspects of diversity and inclusion initiatives and their practical effects on staff retention in NHS Wales (Luquis and Perez, 2025).

[bookmark: _Toc216408882]3.2.2 Epistemological Stance
The positivism epistemological approach allows the use of this approach to evaluate the impact of diversity and inclusion policies on staff retention in the NHS Wales since it prioritises the objective measurement and observational evidence. Positivism states that empirical information and facts can be systematically tested, measured, and validated to be knowledge (Welman et al., 2019). This paper uses quantitative data to objectively estimate retention rates and intention to turnover, making it possible to analyse staff profiles and make statistical conclusions about the effect of D&I strategies (Goddard and Melville, 2020).

Harkiolakis (2019) described positivism as a type of epistemology that focuses on the adequacy of scientific evidence, testing hypotheses, and the presence of causal factors. The perspective empowers healthcare providers to determine the role played by diversity and inclusion interventions to improve retention. Evidence should guide policy and management decisions, and statistical analysis may help the researchers identify trends and generalised conclusions (Kiani et al., 2022).

Interpretivism emphasises subjective meaning and individual experiences, which may provide context-specific and difficult-to-generalise healthcare discoveries (Bloomfield and Fisher, 2019). Realism, even though balanced, there is a risk of overemphasising both the objective and subjective dimensions, which complicates the need for clarity in policy-oriented research (Kruger and Mitchell, 2021). Pragmatism, being as flexible as it is, may retreat into fragmented methods that prioritise immediate solutions over generating systematic evidence for long-term strategic planning (Palanski et al., 2021).

Therefore, the positivist stance provides a solid and objective framework for evaluating diversity and inclusion initiatives, enabling healthcare organisations to develop policies that promote improved staff retention (Luquis and Perez, 2025).

[bookmark: _Toc216408883]3.2.3 Axiological Stance

The axiological position should therefore be value-free, being objective and neutral when researching the effects of diversity and inclusion policies on employees' intentions to stay in the change processes of the UK healthcare service. These points of view suggest that researchers should separate their personal values, beliefs, and biases from the study and focus only on the evidence-based conclusions (Goddard and Melville, 2020). Maintaining a value-free approach in areas where opinions can be distorted, such as diversity and inclusion, ensures that the outcomes produced are reliable and credible for policymakers.

Value-free axiology: This approach represents the concept that research should also be unbiased, wherein the data speaks for itself without any judgment based on the researcher's moral or cultural background (Harkiolakis, 2019). This is crucial in healthcare, where decisions must be based on facts rather than an individual's opinion.

Other axiological theory positions are less appropriate. A value-laden stance may unwittingly introduce bias to the researcher's work, where the researcher's findings represent his/her own perspectives rather than the facts of life (Luquis and Perez, 2025). Or, a pragmatic approach would rightly focus at the level of easy solutions, disregarding deeper evidence-based analysis for long-term wisdom in sustainability-based retention.

Thus, the value-free approach will enhance the study, as it will allow data not to be polluted by subjectivity when making important decisions as a healthcare stakeholder, based on objective, unprejudiced evidence.

[bookmark: _Toc216408884]3.3 Research Approach
The deductive research approach is appropriate when investigating the efficacy of diversity and inclusion practises on employee retention in the NHS Wales because it starts with a familiar theory and models, and tries them with the empirical facts. Deduction enables researchers to come up with hypotheses, e.g., diversity and inclusion programmes enhance personnel retention, and proceed to test them statistically (Creswell and Creswell, 2018). This could especially be useful in the medical context where strategic policy-making and workforce management need evidence-based judgements (Goddard and Melville, 2020).

Deduction refers to a logical method used to connect theory and empirical evidence to evaluate and generalise research findings (Harkiolakis, 2019). Using this strategy, researchers can directly attribute diversity policies to retention rates, employee turnover, and demographic trends. Strong grounds in decision-making enhance the reliance and reproducibility of the sector (Kiani et al., 2022).

Observational-based theories can also give context-on-specific results that cannot be generalised to other healthcare institutions (Bloomfield and Fisher, 2019). The abductive strategy, albeit flexible, risks being cast into ambiguity between the data and the theory, but devoid of the attendant dialectical clarity needed in the formulation of policies (Kruger and Mitchell, 2021).

Thus, our deductive methodology means that we get a systematic, theory-based analysis, with clear, generalizable, and actionable discoveries. This enables health care organisations to determine the practical influence of diversity and inclusion policies on cognate outcomes like staff retention and place solid empirical evidence foundation on analysis of inclusion endeavours.

[bookmark: _Toc216408885]3.4 Research Method

The main form of research is appropriate to determine how diversity and inclusion practises affect retention of staff in the UK health sector because it offers direct contact with the locally relevant information through direct employee and manager interviews. Primary research refers to the procedure, as a result of which, initial data are collected using surveys, interviews or focus groups, on a specific issue (Creswell and Creswell, 2018). This study relies on primary data to analyse the views of healthcare staff on diversity and inclusion programmes, which influence staff retention (Kiani et al., 2022).

Primary research involves getting new information on a study, not using already published information. It excels in statistical, timely, and targeted insights. Because workplace cultures in healthcare change rapidly, inclusion plans must be grounded in current research (Luquis and Perez, 2025).

Secondary research based on pre-existing investigations and reports may not correctly represent the UK healthcare industry's current difficulties or changes (Bloomfield and Fisher, 2019), hence it may not be appropriate for some ethnic groups. Mixed methods, despite being holistic, can be resource-intensive and may create complexities that divert focus from the primary area of interest, which is staff retention (Kruger and Mitchell, 2021).

Therefore, the use of a primary research method guarantees the collection of reliable, context-specific and actionable data. It enables healthcare organisations to directly link diversity and inclusion practices to tangible results for their employees, providing practical evidence to inform their retention strategies.

[bookmark: _Toc216408886]3.5 Research Strategy
A quantitative research approach will be most appropriate when assessing the impact of diversity and inclusion strategies on retaining staff within the NHS Wales; because it allows for the collection and analysis of numerical data with which to test hypotheses and measure relationships. Quantitative research can be objectively and reliably measured in terms of retention rates and turnover figures, as well as the relationship between diversity practices and employee tenure (Mukherjee, 2020). Identifying trends across large staff groups provides generalisable evidence throughout the healthcare industry (Kiani et al., 2022).

 Quantitative research involves organised data collection, statistical analysis, and hypothesis testing (Harkiolakis, 2019).  It is ideal for healthcare research that needs evidence-based data to evaluate diversity and inclusion initiatives.  To determine whether inclusive policies increase retention, statistical linkage analysis may employ involuntary detention data.

 Qualitative approaches can help in understanding subjective experiences and perceptions.  However, the absence of statistical data and generalisability implies that such research does not represent the industry as a whole and does not improve policy (Bloomfield and Fisher, 2019). A mixed-methods approach, no matter how comprehensive and complete, can be resource-intensive and a potential source of needless complexity, drawing attention away from observable retention outcomes (Kruger and Mitchell, 2021).

Therefore, a quantitative research approach means that the evidence generated from a study is objective, measurable, and generalizable. It gives healthcare organisations a statistical foundation for creating effective diversity and inclusion strategies to specifically impact on staff retention.

[bookmark: _Toc216408887]3.6 Data Collection Technique
The method of collecting data using an online survey, especially when using Google Forms, is highly appropriate for assessing the contribution of diversity and inclusion to staff retention in NHS Wales (Saunders et al., 2023). Online surveys enable researchers to quickly get quantitative data on how employees feel, think, and intend to stay with the organisation (Creswell and Creswell, 2018). Staff at multiple healthcare organisations may take the survey anonymously and honestly using Google Forms, which is cost-effective and simple to disseminate and access (Goddard and Melville, 2020). In sensitive domains like diversity and inclusion, anonymity helps workers share their thoughts without fear of prejudice or penalty (Kiani et al., 2022).

Online surveys are questionnaires issued online to collect quantitative or qualitative feedback from a large sample (Harkiolakis, 2019). They give quantifiable data on employee retention and diversity program impacts, allowing statistical testing of hypotheses.

Other bodies of data collection are less suitable. Face-to-face interviews, whilst rich in detail, are time-consuming and potentially only feasible with the involvement of many participants, given staff availability in busy healthcare environments (Bloomfield and Fisher, 2019). Focus groups are susceptible to social desirability bias, which occurs when participants in group settings refrain from expressing their genuine views (Kruger and Mitchell, 2021). Although important, secondary data may not accurately reflect the latest and context-specific knowledge regarding inclusion strategies in the evolving healthcare sector (Palanski et al., 2021).

Therefore, the online survey using Google Forms provides a considerable means of data collection, which is scalable, feasible, and reliable. They provide evidence, in a statistically sound manner, for healthcare organisations to combat and enhance diversity and inclusion strategies, thereby achieving better staff retention.
[bookmark: _Toc216408888]3.7 Sampling Method and Sample Size
The convenience sampling technique is adequate when testing the effect of diversity and inclusion strategies on staff retention in the NHS Wales, with a sample size of 100 NHS staff, with an emphasis on those from Black, Asian, and Minority Ethnic (BAME) backgrounds and frontline healthcare roles. The convenience sampling is a sampling method whereby the respondents who are easily found and willing to take part in the research study are chosen, thus, it is easy and efficient to collect data (Creswell and Creswell, 2018). This mixture is especially applicable to the busy healthcare environment, and the fact that this combination is included allows gathering real-time data without the logistical hurdles of reaching a wide and varied audience (Goddard and Melville, 2020).

Convenience sampling is a non-probability sampling method when the study subjects are determined by their scope and desire to take part in research (Harkiolakis, 2019). By applying this method within the NHS Wales, the researcher will be able to receive first-hand feedback on how employees view diversity and inclusion strategies and how they contribute to retention. The sample size of 100 will be appropriate because, it will be large enough to guarantee meaningful statistical computation and, it will be small enough to comply with time and resource limitations (Kiani et al., 2022).

Other methods of sampling are not without design flaws. Random sampling is more statistically sound but may be both time-intensive and challenging in a healthcare environment where compiling a population list can be difficult. Stratified sampling requires information on personal characteristics (demographics), which can be lacking and hinder research (Kruger and Mitchell, 2021). While purposive sampling, despite its narrow focus, is likely to include selection bias by applying filters to particular groups' employees instead of a larger employee population (Palanski et al., 2021).

Hence, convenience sampling is justified because it is particularly practical, efficient, and effective in obtaining information on time and for a relevant purpose, thereby benefiting an evidence-based assessment of diversity and inclusion policies. The effectiveness of these policies can be established in terms of employee retention.

[bookmark: _Toc216408889]3.8 Data Analysis Technique
The use of descriptive and inferential data analysis techniques are appropriate to evaluate the impact of diversity and inclusion strategies on staff retention within NHS Wales because it does not only provide a summary of data but also enables us to make an inference about the wider population. Descriptive analysis, involves data summary using measures such as frequencies, percentages and averages to provide an easy analysis of trends in terms of staff retention and attitudes to diversity initiatives (Creswell and Creswell, 2018). Inferential analysis goes even further by allowing the researcher to make predictions and test hypotheses related to the relationships between the variables e.g., does the correlation of diversity strategies and retention rates exist (Goddard and Melville, 2020)?

Descriptive and inferential data analysis method using the descriptive and inferential data analysis methods are defined as complementary methods where descriptive statistics sum up and organises data. In contrast, inferential statistics involves using probability theory to identify whether the patterns that are observed in the sample can be generalized to the overall population (Harkiolakis, 2019). Together, they present the possibility of a balanced and robust interpretation of the present situation, as well as the broader implications of that situation.

Other methods of analysis tend to be less suitable. Solely descriptive analysis, although helpful in summarising data and providing information, cannot prove cause and effect or relationships, which is essential for evaluating policy effectiveness. Purely qualitative analysis, while interesting in perceiving, lacks statistical rigour and generalisability (Kruger and Mitchell, 2021). Although powerful, advanced causal modelling still requires significant data volumes and resources; therefore, it is less feasible to apply this statistical technique to a sample size of 100 participants (Palanski et al., 2021).

Therefore, a combination of descriptive and inferential techniques should be employed to establish a practical, reliable, and theoretically grounded approach to assessing strategies of diversity and inclusion. This approach provides healthcare organisations with actionable insights to make their policies more robust when it comes to retaining their staff.

[bookmark: _Toc216408890]3.9 Validity and Reliability
Ensuring validity and reliability is crucial in having credible results from research. Validity is the extent to which the research instrument measures what it claims to measure, but reliability shows the measurement is consistent over time (Creswell and Creswell, 2018). Cronbach alpha will be used to evaluate the reliability of these measures in this study which discusses the effectiveness of diversity and addition based strategies in minimising turnover in the NHS Wales.

Cronbach alpha is a statistical statistic to assess the internal correlation of an item set; the differences between the items in the set (Goddard and Melville, 2020). An alpha that is higher (usually above 0.70) is a sign of good reliability and means that survey measures measure the same underlying construct (Edelsbrunner et al., 2025).

To enhance validity, the survey will be built on proven diversity and inclusion frameworks and will be tested by pilots to spot the ambiguities and solve them. High validity and a good reliability test as measured by Cronbach alpha method provide the confidence that the results obtained are both valid and a reliable research design, which enhances credibility of the research and applicability.

[bookmark: _Toc216408891]3.10 Ethical Consideration
The validity, authenticity, and morality of this research on diversity and inclusion policies and retention of UK healthcare workers rely on ethical considerations. The study will adhere to ethical standards such as informed consent, privacy, voluntariness, and confidentiality of data (Creswell and Creswell, 2018).

Each volunteer would understand the purpose of the study, their participation, and their right to drop out willingly. Informed consent will act as a starting point of data collection. Respondents will be anonymised in order to keep participant and work place identity.

Online data on surveys will be readily available and password-protected by our study scientists. Participants will be anonymous and results will be aggregated (Goddard and Melville, 2020).
Given that the experiences of diversity and inclusion are subjective, the sensitive surveys will be employed to ensure that the participants are not harmed or made feel uneasy.

These ethical considerations assist in ensuring the study satisfies ethical research criteria, win the trust of the participants, and enhance the reliability and validity to create viable and responsible diversity and inclusion strategies in the healthcare field.



[bookmark: _Toc216408892]Chapter Four: Findings and Discussion
[bookmark: _Toc216408893]4.1 Introduction
In this chapter, the authors have provided the empirical results of the quantitative survey carried out on 154 staffs of NHS Wales. It starts with a descriptive statistical analysis of staff perception of diversity policies, inclusivity, and retention intentions. This is followed by inferential tests, such as correlation and regression analysis, to test the research hypotheses rigorously. Lastly, the results are critically examined as comparing them with the literature review and Welsh legislative context.

[bookmark: _Toc216408894]4.2 Findings
[bookmark: _Toc216408895]4.2.1 Demographic 
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[bookmark: _Toc216408779]Figure 4: Gender of the Participants
Demographic profile indicates a large number of male respondents, of which 58.4% are males and 41.6% are females.
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[bookmark: _Toc216408780]Figure 5: Age of the participants
Age is concentrated in the latter phases of career, with 35-44 years making up 38.3% and 25-34 years 34.4. With 45-54 (18.8), 18-24 (6.5), and 55+ (1.9) workers, the workforce is mostly in their working age.
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[bookmark: _Toc216408781]Figure 6: Ethnic Background of the participants

The ethnic diversity is also quite high, with Mixed/Multiple ethnic groups and Black/African/Caribbean/Black British staff members coming in at 42.2 and 26.6 percent respectively. There is a significant diversity of ethnicity in a sample, with white staff constituting only 6.5, and 5.2 not specifying ethnicity.
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[bookmark: _Toc216408782]Figure 7: Current role in Healthcare
Regarding professional roles, Management/Leadership positions dominate at 55.8%, suggesting significant representation from decision-making levels. Administrative/Support Staff comprise 33.1%, while Clinical roles account for 7.8% and Allied Health Professionals represent the smallest segment at 3.2%. This distribution indicates the survey captured perspectives primarily from managerial and administrative functions rather than frontline clinical staff.

[bookmark: _Toc216408896]4.2.2 Reliability and Validity Test
Table 1: Reliability test
	Reliability Statistics

	Cronbach's Alpha
	N of Items

	.805
	3



[bookmark: _Toc216408897]4.2.3 Descriptive analysis
[bookmark: _Hlk215197766]Awareness and Perception of Current D&I Strategies
	Descriptive Statistics

	
	N
	Mean
	Std. Deviation
	Variance
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Std. Error
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	5. I am aware of my Trust's formal D&amp;I policy or strategy.
	154
	3.49
	.084
	1.037
	1.075
	-.517
	.195
	-.190
	.389

	6. My Trust has effective staff networks or affinity groups (e.g., for BAME, disabled staff).
	154
	3.41
	.112
	1.389
	1.930
	-.469
	.195
	-1.054
	.389

	7. Senior leadership visibly champions and communicates the importance of D&amp;I.
	154
	3.39
	.122
	1.509
	2.279
	-.467
	.195
	-1.257
	.389

	8. Staff from underrepresented groups have equal access to career development opportunities.
	154
	3.40
	.115
	1.421
	2.020
	-.464
	.195
	-1.151
	.389

	Valid N (listwise)
	154
	
	
	
	
	
	
	
	


The descriptive statistics provide the evidence of the average awareness and positive perception of diversity and inclusion (D&I) strategies among 154 respondents on four major dimensions.
The average scores fall in a very close range of 3.39-3.49, which implies that the people tend to support D&I statements but not passionately. The largest score (3.49) is associated with being aware of official D&I policies, which demonstrates reasonable knowledge of organisational practises. Career opportunities were rated equally (3.40), employee support organisations (3.41) and support offered by top leaders were rated almost the same (3.39).
The difference in responses is between 1.037 and 1.509. The largest differences are in leadership visibility (question 7), where people have very different opinions regarding the extent to which senior managers are committed to D&I. Policy awareness has minimum differences (1.037), meaning that the people largely agree on this issue.

There are no questions that are skewed towards disagreement (skewness between -0.464 and -0.517). This has a usually positive perception, but not high interest.

All the questions have flatter, more dispersed patterns of responses than normal bell curves (kurtosis between -.190 and -1.257). Question 7 presents the most flattened trend (-1.257), which implies that people are not grouped around the entirety but strived to spread across the rating scale. This ensures the high variation that has been noted.


The equal averages with different levels of agreement imply that the perception of D&I is slightly positive, although individuals are more in agreement on certain issues than other. Employee networks and leadership attention lead to more ambivalent views, possibly indicating unequal experiences or disparities in the spectrums of D&I application in different organisational levels.

Personal Experience of Inclusivity
	Descriptive Statistics

	
	N
	Mean
	Std. Deviation
	Variance
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Std. Error
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	9. I feel that I can be my authentic self at work without fear of judgement.
	154
	3.79
	.097
	1.203
	1.447
	-.824
	.195
	-.207
	.389

	10. My opinions are valued and listened to by my colleagues and line manager.
	154
	3.86
	.098
	1.221
	1.491
	-.958
	.195
	-.082
	.389

	11. I feel that my unique background and perspectives are seen as an asset.
	154
	3.85
	.098
	1.214
	1.474
	-.974
	.195
	.034
	.389

	12. I am treated with respect and dignity by everyone in my team.
	154
	3.84
	.106
	1.319
	1.740
	-1.024
	.195
	-.129
	.389

	Valid N (listwise)
	154
	
	
	
	
	
	
	
	


The descriptive statistics comparing personal experiences of inclusivity indicate significantly positive perception with regard to four major themes in the mean scale of 3.79 to 3.86. Employees are best aligned with the idea that their opinions are appreciated and listened to by coworkers and managers (M=3.86), with the perception of distinct backgrounds as assets (M=3.85) and respectful, dignified treatment coming in second place (M=3.84). Being able to express true selves free of judgement depicts slightly smaller, yet positive, agreement (M=3.79).
There are also standard deviations ranging between 1.203 and 1.319, and a variance ranging between 1.447 and 1.740, which are moderate variances in the responses. The most spread theme is proper treatment (SD=1.319), implying a wider range of experiences of dignity and respect in teams. However, genuineness in the workplace has the lowest variance (SD=1.203), indicating more consensus among respondents.

All topics have a negative skewness of -.824 to -1.024, with respectful treatment being the worst. This suggests that responses are more positive than universal and indicate overwhelmingly positive inclusion experiences. The increasing negative skewness of authenticity to respectful treatment suggests that interpersonal dignity is valued more than psychological safety.

The values of kurtosis are close to zero (-.207 to .034) which means the distributions are close to normal curves with no extreme peaking or flattening. The theme of unique backgrounds as assets indicates a slight positive kurtosis (.034), which implies a low level of concentration at the mean. On the whole, these distributions indicate mostly positive inclusivity experiences and decent consensus but the moderate standard deviations also show that there is a significant variation in the perceptions of people throughout the organisation.

Impact on Staff Retention
	Descriptive Statistics

	
	N
	Mean
	Std. Deviation
	Variance
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Std. Error
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	13. My sense of inclusion at work directly influences my decision to stay with this NHS Trust.
	154
	3.78
	.102
	1.269
	1.611
	-.742
	.195
	-.537
	.389

	14. I would recommend this Trust as a good and inclusive place to work.
	154
	3.98
	.094
	1.163
	1.353
	-1.098
	.195
	.352
	.389

	15. Improvements in D&amp;I would significantly increase my intention to stay in my current role.
	154
	3.75
	.102
	1.261
	1.589
	-.839
	.195
	-.320
	.389

	16. Managers in my area demonstrate inclusive behaviours in their day-to-day interactions.
	154
	3.83
	.093
	1.159
	1.344
	-.838
	.195
	-.193
	.389

	Valid N (listwise)
	154
	
	
	
	
	
	
	
	


Descriptive statistics evaluating the effect of diversity and inclusion on staff retention report highly positive relationships with a mean score of 3.75 to 3.98 between four main themes of retention. The greatest agreement is in willingness to recommend the Trust as an inclusive workplace (M=3.98), showing that the organisation is highly advocated by its staff. Manager demonstrations of inclusive behaviours appear next (M=3.83), and the direct effect of inclusion on retention decisions (M=3.78) and possible effect of D&I improvement on staying intentions (M=3.75) have somewhat lower yet still positive scores.

All the standard deviations are 1.159 to 1.269 and the variance is 1.344 to 1.611, which indicate an average response variability. The effect of inclusion on staying decisions presents the highest level of dispersion (SD=1.269) implying unhomogenous views on the effect of inclusion to the individual retention choices. In contrast, workplace recommendations and manager inclusive behaviours are less varied (SD=1.163 and 1.159 respectively), meaning a stronger positive perception.

All the themes had negative skewness with values ranging between -.742 and -1.098, and workplace recommendations exhibit especially strong left skewness (-1.098). It means that the answers are concentrated at a high level of agreement as the majority of the retention-related impressions are positive. The steep skewness in recommendation willingness indicates a high level of organisational commitment among a majority of the respondents.

The values of kurtosis range between -.537 and.352, which tends to be close to zero, showing relatively normal distributions. Slightly positive kurtosis (.352) indicates some slight concentration among the mean due to the workplace recommendations. The inclusion negative kurtosis value (-.537) suggests a little flatter distribution with more responses dispersed on the scale, which confirms a larger standard deviation of the theme in question.

Rating Actionable Recommendations
	Descriptive Statistics

	
	N
	Mean
	Std. Deviation
	Variance
	Skewness
	Kurtosis

	
	Statistic
	Statistic
	Std. Error
	Statistic
	Statistic
	Statistic
	Std. Error
	Statistic
	Std. Error

	17. Formalising and actively promoting a wider range of flexible working arrangements (e.g., term-time hours, job-shares, compressed hours) as a default option.
	154
	3.62
	.100
	1.237
	1.530
	-.739
	.195
	-.380
	.389

	18. Creating clear, transparent maps for career progression for all staff groups, with defined skills and competencies required for promotion.
	154
	3.84
	.096
	1.194
	1.427
	-.977
	.195
	.138
	.389

	19. Providing confidential support (e.g., through D&amp;I champions or HR) for staff facing inclusion challenges would encourage retention.
	154
	3.86
	.095
	1.180
	1.391
	-.954
	.195
	.125
	.389

	20. Ensuring workloads and rosters accommodate diverse needs (e.g., religious holidays, disability adjustments) would support my long-term commitment.
	154
	4.12
	.096
	1.190
	1.416
	-1.255
	.195
	.550
	.389

	Valid N (listwise)
	154
	
	
	
	
	
	
	
	


Descriptive statistics showing actionable suggestions show that four retention efforts have strong support, with mean values ranging from 3.62 to 4.12. The strongest agreement is on accommodating diverse demands with workload and roster changes (M=4.12), indicating that such an intervention is vital to long-term organisational commitment. Supporting inclusiveness (M=3.86) and building clear career development maps (M=3.84) are also well-supported, whereas formalising flexible working arrangements (M=3.62) is less so.

Standard deviations are 1.180-1.237 and variances are 1.391-1.530, showing that answers are somewhat consistent and moderately variable across all suggestions. Work arrangement changes are more distributed (SD=1.237), indicating more divergent perspectives on the intervention's relevance. The remaining three suggestions had substantial variability (SD=1.180-1.194) and equal agreement.

All suggestions have skewness between -.739 and -1.255, although workload accommodations have the worst. Strong agreement that supports these retention tactics is emphasised. The increasing skewness on flexible working to various demands accommodation suggests rising consensus on direct interventions for specific circumstances.

Kurtosis values between 0.380 and 0.550 indicate normal distributions. Workload accommodations have a positive kurtosis (.550), suggesting that response is centred on the high mean, confirming strong agreement. However, flexible working arrangements have negative kurtosis (-.380), which means the distributions are flatter and the responses are more dispersed across the scale, which is consistent with the higher standard deviation of such recommendations.

[bookmark: _Toc216408898]4.2.4 Inferential Analysis
H1: There is a significant positive impact of diversity and inclusion (D&I) strategies on staff retention within NHS Trusts, particularly among BAME and frontline healthcare staff.

	Model Summary

	Model
	R
	R Square
	Adjusted R Square
	Std. Error of the Estimate

	1
	.715a
	.511
	.507
	.51444

	a. Predictors: (Constant), DI


According to the regression model, diversity and inclusion efforts in NHS Trusts positively affect staff retention. These variables have a substantial positive connection (R=.715), indicating that D&I initiatives promote staff retention. The R SQ of 0.511 shows that D&I techniques can explain the large variation in staff retention performance at 51.1. This suggests that only a tiny proportion of over half is impacted by D&I activities on retention choices, whereas 48.9% is affected by other organisational or individual variables. Adjusted R Square (.507) is similar to R Square and shows that the model is stable and not exaggerated. The standard error of the estimate (.51444) is the mean difference between actual and anticipated retention outcomes and suggests excellent estimates with average regression line deviation.

	ANOVAa

	Model
	Sum of Squares
	df
	Mean Square
	F
	Sig.

	1
	Regression
	41.983
	1
	41.983
	158.637
	.000b

	
	Residual
	40.227
	152
	.265
	
	

	
	Total
	82.210
	153
	
	
	

	a. Dependent Variable: Staff Retention

	b. Predictors: (Constant), DI


The ANOVA table determines the general validity and statistical significance of the regression model. The sum of squares is 41.983 which is the regression sum of squares or the amount of variance in retention of staff accountsed by D&I strategies with the 40.227 amount being residual sum of squares. The F-value of 158.637 and 1 and 152 degrees of freedom is considerably high which means that the explanatory power of the model is way much greater than what could have been expected by chance. The value of significance (p<.000) is way much less than the traditional.05 threshold giving overwhelming evidence to dismiss the null hypothesis. This proves the fact that the D&I strategies affect the staff retention in a statistically significant manner. This is indicated by the mean square regression (41.983) -mean square residual (.265) which indicates that the variance explained by the model is significantly higher as compared to the variance caused by random errors indicating the strength of the model and the true relationship between D&I initiatives and retention outcomes in NHS organisational settings.

	Coefficientsa

	Model
	Unstandardized Coefficients
	Standardized Coefficients
	t
	Sig.

	
	B
	Std. Error
	Beta
	
	

	1
	(Constant)
	1.521
	.194
	
	7.832
	.000

	
	DI
	.643
	.051
	.715
	12.595
	.000

	a. Dependent Variable: Staff Retention


The coefficients table gives the points of the parametric regression equation and their significance. The constant (B=1.521, p<.000) is the predicted score of staff retention at zero or the lack of D&I strategies and forms the level of staff retention. The unstandardized coefficient of D&I (B=.643, p<.000) shows that one-unit rise in the effectiveness of D&I strategy, raises the staff retention by 0.643 units, which is a significant positive correlation. When variables are normalised, the coefficient of standardisation (Beta=.715) matches the coefficient of correlation, proving this link. The t-statistic (12.595) with a significant p value less than.000 suggests this link is not random. The standard error (.051) is low, indicating that the D&I coefficient is reliably computed and increasing confidence in the findings. These results strongly support Hypothesis 1 that D&I interventions improve NHS Trust staff retention and have major implications for organisational policy and personnel sustainability.

H2: There is a significant relationship between perceived inclusivity and staff retention within the NHS.
	Correlations

	
	Perceived Inclusivity
	Staff Retention

	Perceived Inclusivity
	Pearson Correlation
	1
	.709**

	
	Sig. (2-tailed)
	
	.000

	
	N
	154
	154

	Staff Retention
	Pearson Correlation
	.709**
	1

	
	Sig. (2-tailed)
	.000
	

	
	N
	154
	154

	**. Correlation is significant at the 0.01 level (2-tailed).


The Pearson correlation analysis indicates that perceived inclusivity and staff retention have a strong, statistically significant, positive relationship. The correlation values (r=.709, p<.000) reveal that the association was significant, that is, there is an equal level of retention intentions by the staff members who conceived more workplace inclusivity. This coefficient indicates that the overlap between the variables is large (r2=.503), with some 50.3% variance shared. The significance level much lower than the.01 level represents strong proof that this connexion is real and not as a result of sampling error. In the two tailed test, it is clear that the two variables are related with or without the direction, but the positive coefficient means that a positive correlation implies that the more inclusivity the better the retention. These results are solid evidence of Hypothesis 2, which supports the crucial importance of promoting inclusive workplace cultures to retain NHS employees. This level of correlation reinforces inclusivity as one of the most important organisational priorities to the sustainability of workforce.
[bookmark: _Toc216408899]4.3 Discussion
[bookmark: _Toc216408900]4.3.1 RQ-1 What diversity and inclusion strategies are currently implemented across different NHS Trusts?
The results indicate that staff are moderately aware of formal D&I policies, which supports the claim of Buh et al. (2024) and Alriuili et al. (2024) that inclusiveness has transformed into an HR peripheral programme to a core operational need. This transparency is perhaps due to the strong legislative foundation of NHS Wales, namely Well-being of Future Generations (Wales) Act 2015, which requires tackling the long-term sustainability of the workforce as opposed to a short-term correction. There is, however, a critical disconnection between such policy cognizance and the significant differences in how staff members perceive leadership visibility and the network’s effectiveness (Allen et al., 2023).

Although the Anti-racist Wales Action Plan clearly requires active systemic interference rather than passive compliance, the results provide evidence that the translation of such aspirations is not consistently maintained. This goes hand in hand with the cautions raised by Bamrah et al. (2025) and Dhanani et al. (2024) who claim, even where organisations ought to statutorily have Strategic Equality Plans, there is even a tendency of moving into a tick-box culture where procedural compliance can be used to cover a lack of substantive cultural change. The information shows that though staff acknowledge the presence of legal frameworks, they do not equally enjoy the so-called fair work environment that the Social Partnership and Public Procurement (Wales) Act of 2023 is purported to address.

Thus, this provides a disparity between the high statutory targets, i.e., the ethnic minority recruitment targets noted by Ogbonna (2023), and the dissonant understanding of leadership commitment to indicate that NHS Wales has some trouble balancing the Duty of Quality with reality on the ground. As Mousa et al. (2021) note regarding promotion inequalities, the existence of laws is not always associated with equal performance, which shows that even the establishment of legislative stipulations cannot replace regular executive headship in efforts to reconcile the gap between policy intent and on-the-job experience.
[bookmark: _Toc216408901]4.3.2 RQ-2 How do BAME and frontline NHS staff perceive the effectiveness of existing D&I initiatives?
Its empirical evidence provides an extreme case of a counter-narrative to the existing scepticism attributed to D&I effectiveness in the literature. Alriuili et al. (2024) and Chantarat et al. (2022) point at the existence of a serious gap between organisational intent and lived experience, which they describe as either tokenist or structurally constrained but the main data provides a more positive picture. A majority of the respondents confirmed that their diversity was perceived as an asset and they felt respected, which is contrary to the existing belief that NHS D&I policies are predominantly a bureaucratic tick-box exercise (Craven, 2021).

This conformity to the good reputation helps achieve the understanding of Fitriana (2023), who argues that true leadership dedication creates a sense of belonging. The results indicate that in areas where managers are seen to embody inclusive behaviours, the alienation that is captured by Perrigino and Jenkins (2023) in relation to top-down mandates is played down to a great extent. In contrast to the activities of planning-heavy kind, which have been criticised in the literature, the initiatives in this framework have gained an element of authenticity, which is appealing to the staff.

Besides, the regression analysis confirms the theoretical relationship between inclusivity and workforce stability. A structural inequality can prompt disengagement and attrition, as Ikhsan et al. (2025) caution. In this research, it has been confirmed that effective D&I initiatives are meaningful and positive predictors of staff retention (H1). The high correlation means that in contrast to the so-called symbolic gestures, which NCRHC (2024) strongly disapproved of, the tactics in this case are turning into visible organisational devotion. Thus, whereas the sources caution about the harm of performative D&I on well-being (Ahmed, 2012), the findings illustrate that when strategies are seen as meaningful, they have a positive effect in narrowing the disjunction between policy and practice that directly impacts the choice to stay in the Trust.

[bookmark: _Toc216408902]4.3.3 RQ-3 What is the connection between staff perceptions of inclusion and their intent to remain within the NHS?
The strong correlation found in the results directly supports the hypothesis (H2) that perceived inclusivity is a key predictor of staff retention. This corresponds well with the conclusions made by Ngozi and Edwinah (2022) and Alkan et al. (2024), who state that retention depends not on income as much as they on psychological belonging to workplace. The analysis indicates that their desire to remain in an organisation is very strong when employees feel truly involved, which managers demonstrate through their day-to-day activities. This is empirically in line with the theoretical assumption that socialisation to inclusivity leads to commitment in directly followed ways as postulated by Jamil and Hyder (2024).

Nevertheless, the results provide a less negative account of reality than some of the warning sources. Although Kirton and Greene (2021) cautiously note that NHS inclusion principles are not regularly adhered to, resulting in disengagement, the study participants said that there were no inconsistencies in both their inclusion managerial behaviours and willingness to recommend the Trust. This is unlike the fears propounded by Sweeting (2023) on the possibility of resistance or adverse backlash as part of inclusion initiatives. Rather than the symbolic or procedural, which it was feared had been ineffective, the findings indicate that the existing strategies are striking a chord with staff as sincere.

Moreover, the positive outcome with regard to inclusion and retention implies that the Trust is effectively working within the framework of the Duty of Quality as stipulated by the messages of the Health and Social Care (Quality and Engagement) (Wales) Act 2020. This perceived inclusivity in retaining diverse workforce means that the organisation seems to be cushioning the public health threat of minority worker churn. Thus, the perceived inclusivity is becoming the key factor stabilising the situation, directly reinforced by the workforce stability needed by the Welsh public health sector, despite the risks of professional isolation identified by NCRHC (2024).

[bookmark: _Toc216408903]4.3.4 RQ-4 What improvements can be made to D&I strategies to better support staff retention, especially for minority and frontline staff?
The results support a clear preference in favour of structural and practical interventions to abstract policy commitments, confirming the criticism in the literature of symbolic gestures. Whereas the HRM processes are suggested to be the foundations of the D&I, the vast support of workload and roster adjustments implies that the employees are interested in concrete operational changes rather than in general administrative policies. This would be in accord with Dobusch (2020) suggestion that actual inclusiveness is experiential, and merely the majority of the employee base being diverse in a statistical sense will not work in the presence of a basic fact whereby roster flexibilities are actually absent and the staff will feel trapped in their workplaces.

Moreover, the advocacy of the transparent career maps supports the idea that the HR-led direction, suggested by Lima et al. (2025), is the message that adequate progression ladders are the key to retention. Nevertheless, the strong demand of the support mechanisms as confidential indicates the emotional aspect that Vries et al. (2023) describe. This implies that younger generations must have psychological safety and support systems to be retained, rather than procedural fairness.

Interestingly, contrary to Lima and Rahman (2025), who support the principle of context-specific approaches to rural trusts, the evidence shows that universally accommodating arrangements, in particular, the commitment to the religious holidays, accommodation based on disability, are considered the most significant ones. This puts the fear of reducing D&I to measurements and metrics, as expressed by Morfaki and Morfaki (2022), into perspective; instead, employees would like tangible changes in their work environment. As a result, the retention strategies that are efficient should go beyond the dichotomy of HR-based versus leadership-based approaches, and address the concept of the interventions of lived experience, which practically fit the various personal needs within the routine activities.

[bookmark: _Toc216408904]4.4 Chapter Summary
In summary, this chapter confirmed a significant positive relationship between D&I strategies and staff retention and identified perceived inclusivity as a critical mediator. The analysis revealed that while policy awareness is high, staff prioritize tangible structural accommodations over symbolic gestures. These findings validate the conceptual framework, highlighting that effective retention in NHS Wales requires substantive cultural change rather than procedural compliance to meet statutory duties.

[bookmark: _Toc216408905]Chapter Five: Conclusion and Recommendation
[bookmark: _Toc216408906]5.1 Conclusion
This research has critically examined a linkage between Diversity and Inclusion (D&I) practises and retention of staff in NHS Wales (GIG Cymru), in particular the experience of Black, Asian, and Minority Ethnic (BAME) and frontline staff. It was conducted against a backdrop of long-standing workforce shortages and escalating service needs to establish whether inclusivity is merely an HR normative programme or a determinant of workforce sustainability. The results demonstrate that D&I strategies are no longer peripheral administrative exercises but are central to the operational stability and the statutory Duty of Quality governing the Welsh publicly funded healthcare sector.

When it comes to accomplishing the first goal about categorising the existing strategies, the paper aimed at considering the potential outcome that NHS Wales has already developed the high degree of policy awareness. The Well-being of Future Generations (Wales) Act 2015 has placed the organisational goal of short-term recruitment targets on a long-term basis. Nevertheless, the research paper reveals a crucial clash between a high level of procedural compliance, i.e. high awareness of formal policies, and substantive culture. Although employees admit that there are strategies consistent with the Anti-racist Wales Action Plan, there are inconsistent impressions of effective leadership and effective networks. This implies that although there is a legal framework of an anti-racist public sector, the way of how these statutory obligations are applied to a regular routine is still under development (Bamrah et al., 2025).

In terms of the minority and frontline staff perceptions, the results oppose the ubiquitous theme of tokenism in some of the current literatures (Chantarat et al., 2022). Unanticipated, the information exposed that employees tend to perceive that their distinct backgrounds are considered assets and that they are respected. This perception of inclusiveness was found to strongly predict staff retention, thereby supporting the study's hypotheses. The significance of the association between the perceived inclusiveness and the desire to remain is also in support of the theoretical claim of Jamil and Hyder (2024) that psychological belonging is a more powerful retention tool than financial compensation alone. In turn, the paper concludes that building a truly inclusive culture is a practical requirement to mitigate turnover among minority staff, which poses a significant challenge to the continuity of care in the Welsh healthcare system.

More importantly, the study underlines that to ensure successful retention through D&I, it should go beyond the point of symbolic gestures. The massive support of tangible and structural interventions, i.e. workload scaling-downs and career development maps, suggest that personnel values practical adjustments in the working environments more than cultural training on concrete. This is consistent with Lima et al. (2025) argument that sustainable practise depends on well-defined support schemes that are structural. The definition of fair work applied by the staff members to the context of the Social Partnership and Public Procurement (Wales) Act 2023 means not only the lack of discrimination, but the flexibility and explicit professional opportunities.

Finally, this paper supposes that retaining a diverse workforce is a civic health concern. The indirect consequence of the exclusion or loss of BAME talent is a failure in providing culturally competent care to a diverse population due to the jeopardy of failing to achieve the statutory Duty of Quality. Thus, NHS Wales needs to shift the paradigm of compliance-based diversity into the structural inclusivity model. Retention initiatives can be seen as public health interventions established via social collaboration rather than administrative HR tasks to help health boards maintain a stable staff for future generations.

[bookmark: _Toc216408907]5.2 Recommendation
This paper suggests four specific recommendations that are based on the empirical evidence and the literature synthesis of the particular legislative environment discussed in the case of NHS Wales (GIG Cymru). These are suggestions aimed at transforming the current Diversity and Inclusion (D&I) strategies paradigm shift form the procedural compliance to full cultural change, and ensuring that BAME and frontline staffs stay at Well-being of Future Generations (Wales) Act 2015.

Operationalise "Fair Work" through Inclusive Rostering and Default Flexibility 
The study’s primary findings identified "workload and roster accommodations" as the highest-rated retention intervention. Crucially, this survey item explicitly linked flexibility to "diverse needs," such as religious holidays and disability adjustments. Rigid rostering hinders inclusion for BAME professionals, who need particular scheduling for religious observances (Friday prayers, Eid) or transnational family duties. These personnel must negotiate "ad-hoc" modifications, making minority groups more responsible for justifying their demands.

Therefore, NHS Wales should adopt "Inclusive Rostering as Default" to implement the Social Partnership and Public Procurement (Wales) Act 2023's fair work principles. Instead than forcing workers to seek changes, this technique plans shift arrangements to automatically address cultural needs during design. Lima et al. (2025) describe HRM procedures as the heart of sustainable practice; however, this data suggests minority workforce retention via operational flexibility. Health Boards may lessen structural exclusion, which Augustin (2024) blames for BAME turnover, by integrating cultural adaptability into the roster's "lived reality".
Implement Transparent Career Mapping and Active Sponsorship 

The study found that there was high need in having a clear career progression map (M=3.84), which proves that the BAME staffs do not feel part of the informal networks where promotion thrives. Although the targets of the recruiting process outlined in the Anti-racist Wales Action Plan are quite ambitious (Long et al., 2025), retention will fall flat as long as recruits reach what can be also referred to as a concrete ceiling.

Health Boards should use Executive Career Sponsorship in addition to passive mentoring. This is different from visa sponsorship since leaders advocate for BAME staff visibility to remove structural hurdles to advancement rather than circumventing fair selection procedures. This must be assisted by ensuring that clear-cut Career Maps of all bands are published telling them precisely what competencies are needed to move the next level. Such openness eliminates vagueness that usually contains implicit bias. This recommendation directly relates to the result of perceived fairness being an intermediate of retention (Jamil and Hyder, 2024). Through rendering the implicit explicit, NHS Wales will be able to show BAME employees that their distinct backgrounds are assets, which can help reach to the top leadership position, therefore, achieving the objectives of the Anti-racist Action Plan changing the system instead of merely repairing individuals.
Institutionalise Psychological Safety as a 'Duty of Quality' 
According to the study, psychological safety is a precondition to retention among younger generations (Generation Y and Z) and BAME employees (Vries et al., 2023). The results showed that there was high need of a confidential support system to inclusion problems.

As a result, it is suggested that the D&I support should be redefinition as a patient safety and quality concern by the Health and Social care (Quality and Engagement) Act 2020 (Wales). The Health Boards must come up with separate Freedom to Speak up Guardians that are to be part of the group but not regular HR grievances. These positions should have the mandate to address microaggressions and exclusion without fear of retaliation (Jones et al., 2022). This brings D&I out of the soft HR programme into the hard governance message. In the event where a Health Board has lost minority staffs as a result of hostile climate, it must be listed as either a failure of its Duty of Quality, much as a clinical error would be. This organisational practise guarantees that the welfare of the employees receive the same degree of organisational rigour as the welfare of the patients as these two are inseparable issues in NHS Wales.

Decentralise D&I Strategy to Address Rural Professional Isolation 
The study mentioned the situation of unusual retention of Health Boards in the rural area, such as Hywel Dda and Powys, where a lack of professional isolation leads to the marginalisation of minority employees (NCRHC, 2024). These situations require a single approach in a national strategy.

It is advised that Welsh Government should establish a kind of funding source towards Place-Based D&I Innovation. That would enable rural Boards to jointly plan their retention solutions, which would cater to their unique geographic issues, such as forming virtual peer-support groups of BAME employees who might be the sole minority representatives in their real place of residence. This goes with the recommendation by Lima and Rahman (2025) to have context-specific interventions. Through the inclusion of a local degree of agency into the national infrastructure of the Future Generations Act the rural Boards will be able to create A Resilient Wales by developing community-based retention anchors by which the multifaceted workforce needed by the public health will be retained across the entirety of Wales and not just in the urban centres.
To sum up, genocide recommendations suggest the change of intent to structure. Following this approach by introducing flexibility into rosters, making career pathways visible, recognising exclusion as a quality failure and providing rural context-specific strategies will allow NHS Wales to turn its statutory obligations into a lived experience that has retained the most valuable asset of the organisation people.

[bookmark: _Toc216408908]5.3 Contributions to theory
The present study is linked to a specific theoretical contribution as it re-located Diversity and Inclusion (D&I) within the particular legislative and public health frame of NHS Wales. Whilst the extant literature deems enacting the Social Identity Theory into the context of organisational behaviour broadly in the UK settings, this study focuses on the unique statutory requirements of the Well-being of Future Generations (Wales) Act 2015.

The study helps fill the gap between the law and people workforce dynamics by empirically testing the connexion between the concepts of procedural compliance and anti-racist legislation as well as the substantive psychological safety of the BME personnel. Moreover, it establishes a new step forward in the theory of promoting the health of the population, as it does not return staff retention as an outcome of the Human Resource, but as an essential factor contributing to the statutory term of the Duty of Quality. This contradicts existing urban models by showing how the imposition of rural professional isolation reacts with legal obligations to provide a fresh context-related theory of workforce sustainability in devolved, under-resourced medical care environments.

[bookmark: _Toc216408909]5.4 Limitations of the study leading to areas of further research
This study is limited despite the strong results. To begin with, convenience sampling that was used with a sample of 154 staff members makes the results not be generalisable to the whole population of seven Local Health Boards in Wales. To the extent that Goddard and Melville (2020) observe, non-probability sampling might create the issue of selection bias, whereby personnel who have already been engaged in issues of diversity and inclusion are overrepresented and marginalised or most distant staff is excluded. Secondly, the cross-sectional design only records a moment in the retention intention and does not monitor the actual turnover behaviour in the long run. Although the article establishes the existence of a correlation between perceived inclusivity and intention to stay, it fails to establish causal relationship of retention in the long term (Creswell and Creswell, 2018).

The research gap related to these issues should be filled by conducting future studies that make use of a longitudinal design to observe whether the intent to stay is actually converted into retention in the years to follow. Also, a qualitative/mixed-methods approach is suggested to investigate the hidden depths of the lived reality of BAME staff in deep rural areas, such as Powys that could be simplified by quantitative information. Lastly, comparatively, the investigations can be conducted on the results of the Well-being of Future Generations Act in Wales and the WRES framework in England to isolate the particular effects of the devolved legislative context on the sustainability of the workforce in the field of public health.
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	1. What is your Gender?

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Female
	64
	41.6
	41.6
	41.6

	
	Male
	90
	58.4
	58.4
	100.0

	
	Total
	154
	100.0
	100.0
	




	2. What is your age?

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	18-24
	10
	6.5
	6.5
	6.5

	
	25-34
	53
	34.4
	34.4
	40.9

	
	35-44
	59
	38.3
	38.3
	79.2

	
	45-54
	29
	18.8
	18.8
	98.1

	
	55 and above
	3
	1.9
	1.9
	100.0

	
	Total
	154
	100.0
	100.0
	




	3. What is your ethnic Background?

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Asian / Asian British
	30
	19.5
	19.5
	19.5

	
	Black / African / Caribbean / Black British
	41
	26.6
	26.6
	46.1

	
	Mixed / Multiple ethnic groups
	65
	42.2
	42.2
	88.3

	
	Prefer not to say
	8
	5.2
	5.2
	93.5

	
	White
	10
	6.5
	6.5
	100.0

	
	Total
	154
	100.0
	100.0
	




	4. What is your current role in healthcare?

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Administrative / Support Staff
	51
	33.1
	33.1
	33.1

	
	Allied Health Professional
	5
	3.2
	3.2
	36.4

	
	Clinical (e.g., doctor, nurse, therapist)
	12
	7.8
	7.8
	44.2

	
	Management / Leadership
	86
	55.8
	55.8
	100.0

	
	Total
	154
	100.0
	100.0
	




	5. I am aware of my Trust's formal D&amp;I policy or strategy.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	7
	4.5
	4.5
	4.5

	
	Disagree
	19
	12.3
	12.3
	16.9

	
	Neutral
	43
	27.9
	27.9
	44.8

	
	Agree
	62
	40.3
	40.3
	85.1

	
	Strongly Agree
	23
	14.9
	14.9
	100.0

	
	Total
	154
	100.0
	100.0
	




	6. My Trust has effective staff networks or affinity groups (e.g., for BAME, disabled staff).

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	22
	14.3
	14.3
	14.3

	
	Disagree
	21
	13.6
	13.6
	27.9

	
	Neutral
	25
	16.2
	16.2
	44.2

	
	Agree
	44
	28.6
	28.6
	72.7

	
	Strongly Agree
	42
	27.3
	27.3
	100.0

	
	Total
	154
	100.0
	100.0
	




	7. Senior leadership visibly champions and communicates the importance of D&amp;I.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	30
	19.5
	19.5
	19.5

	
	Disagree
	17
	11.0
	11.0
	30.5

	
	Neutral
	19
	12.3
	12.3
	42.9

	
	Agree
	39
	25.3
	25.3
	68.2

	
	Strongly Agree
	49
	31.8
	31.8
	100.0

	
	Total
	154
	100.0
	100.0
	




	8. Staff from underrepresented groups have equal access to career development opportunities.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	23
	14.9
	14.9
	14.9

	
	Disagree
	24
	15.6
	15.6
	30.5

	
	Neutral
	18
	11.7
	11.7
	42.2

	
	Agree
	46
	29.9
	29.9
	72.1

	
	Strongly Agree
	43
	27.9
	27.9
	100.0

	
	Total
	154
	100.0
	100.0
	




	9. I feel that I can be my authentic self at work without fear of judgement.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	10
	6.5
	6.5
	6.5

	
	Disagree
	14
	9.1
	9.1
	15.6

	
	Neutral
	28
	18.2
	18.2
	33.8

	
	Agree
	48
	31.2
	31.2
	64.9

	
	Strongly Agree
	54
	35.1
	35.1
	100.0

	
	Total
	154
	100.0
	100.0
	




	10. My opinions are valued and listened to by my colleagues and line manager.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	10
	6.5
	6.5
	6.5

	
	Disagree
	16
	10.4
	10.4
	16.9

	
	Neutral
	18
	11.7
	11.7
	28.6

	
	Agree
	51
	33.1
	33.1
	61.7

	
	Strongly Agree
	59
	38.3
	38.3
	100.0

	
	Total
	154
	100.0
	100.0
	




	11. I feel that my unique background and perspectives are seen as an asset.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	11
	7.1
	7.1
	7.1

	
	Disagree
	13
	8.4
	8.4
	15.6

	
	Neutral
	21
	13.6
	13.6
	29.2

	
	Agree
	52
	33.8
	33.8
	63.0

	
	Strongly Agree
	57
	37.0
	37.0
	100.0

	
	Total
	154
	100.0
	100.0
	




	12. I am treated with respect and dignity by everyone in my team.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	16
	10.4
	10.4
	10.4

	
	Disagree
	12
	7.8
	7.8
	18.2

	
	Neutral
	15
	9.7
	9.7
	27.9

	
	Agree
	48
	31.2
	31.2
	59.1

	
	Strongly Agree
	63
	40.9
	40.9
	100.0

	
	Total
	154
	100.0
	100.0
	




	13. My sense of inclusion at work directly influences my decision to stay with this NHS Trust.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	11
	7.1
	7.1
	7.1

	
	Disagree
	16
	10.4
	10.4
	17.5

	
	Neutral
	30
	19.5
	19.5
	37.0

	
	Agree
	36
	23.4
	23.4
	60.4

	
	Strongly Agree
	61
	39.6
	39.6
	100.0

	
	Total
	154
	100.0
	100.0
	




	14. I would recommend this Trust as a good and inclusive place to work.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	8
	5.2
	5.2
	5.2

	
	Disagree
	13
	8.4
	8.4
	13.6

	
	Neutral
	18
	11.7
	11.7
	25.3

	
	Agree
	50
	32.5
	32.5
	57.8

	
	Strongly Agree
	65
	42.2
	42.2
	100.0

	
	Total
	154
	100.0
	100.0
	




	15. Improvements in D&amp;I would significantly increase my intention to stay in my current role.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	13
	8.4
	8.4
	8.4

	
	Disagree
	15
	9.7
	9.7
	18.2

	
	Neutral
	23
	14.9
	14.9
	33.1

	
	Agree
	50
	32.5
	32.5
	65.6

	
	Strongly Agree
	53
	34.4
	34.4
	100.0

	
	Total
	154
	100.0
	100.0
	




	16. Managers in my area demonstrate inclusive behaviours in their day-to-day interactions.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	7
	4.5
	4.5
	4.5

	
	Disagree
	18
	11.7
	11.7
	16.2

	
	Neutral
	22
	14.3
	14.3
	30.5

	
	Agree
	54
	35.1
	35.1
	65.6

	
	Strongly Agree
	53
	34.4
	34.4
	100.0

	
	Total
	154
	100.0
	100.0
	




	17. Formalising and actively promoting a wider range of flexible working arrangements (e.g., term-time hours, job-shares, compressed hours) as a default option.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	14
	9.1
	9.1
	9.1

	
	Disagree
	15
	9.7
	9.7
	18.8

	
	Neutral
	28
	18.2
	18.2
	37.0

	
	Agree
	55
	35.7
	35.7
	72.7

	
	Strongly Agree
	42
	27.3
	27.3
	100.0

	
	Total
	154
	100.0
	100.0
	




	18. Creating clear, transparent maps for career progression for all staff groups, with defined skills and competencies required for promotion.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	11
	7.1
	7.1
	7.1

	
	Disagree
	11
	7.1
	7.1
	14.3

	
	Neutral
	24
	15.6
	15.6
	29.9

	
	Agree
	53
	34.4
	34.4
	64.3

	
	Strongly Agree
	55
	35.7
	35.7
	100.0

	
	Total
	154
	100.0
	100.0
	




	19. Providing confidential support (e.g., through D&amp;I champions or HR) for staff facing inclusion challenges would encourage retention.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	10
	6.5
	6.5
	6.5

	
	Disagree
	11
	7.1
	7.1
	13.6

	
	Neutral
	26
	16.9
	16.9
	30.5

	
	Agree
	51
	33.1
	33.1
	63.6

	
	Strongly Agree
	56
	36.4
	36.4
	100.0

	
	Total
	154
	100.0
	100.0
	




	20. Ensuring workloads and rosters accommodate diverse needs (e.g., religious holidays, disability adjustments) would support my long-term commitment.

	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Strongly Disagree
	8
	5.2
	5.2
	5.2

	
	Disagree
	11
	7.1
	7.1
	12.3

	
	Neutral
	19
	12.3
	12.3
	24.7

	
	Agree
	32
	20.8
	20.8
	45.5

	
	Strongly Agree
	84
	54.5
	54.5
	100.0

	
	Total
	154
	100.0
	100.0
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1. What is your Gender? 2. What is your age? 3. What is your ethnic Background? 4. What is your current role in healthcare? 5. I am aware of my Trust's formal D&I policy or strategy.6. My Trust has effective staff networks or affinity groups (e.g., for BAME, disabled staff).7. Senior leadership visibly champions and communicates the importance of D&I.8. Staff from underrepresented groups have equal access to career development opportunities.9. I feel that I can be my authentic self at work without fear of judgement.10. My opinions are valued and listened to by my colleagues and line manager.11. I feel that my unique background and perspectives are seen as an asset.12. I am treated with respect and dignity by everyone in my team.13. My sense of inclusion at work directly influences my decision to stay with this NHS Trust.14. I would recommend this Trust as a good and inclusive place to work.15. Improvements in D&I would significantly increase my intention to stay in my current role.16. Managers in my area demonstrate inclusive behaviours in their day-to-day interactions.17. Formalising and actively promoting a wider range of flexible working arrangements (e.g., term-time hours, job-shares, compressed hours) as a default option.18. Creating clear, transparent maps for career progression for all staff groups, with defined skills and competencies required for promotion.19. Providing confidential support (e.g., through D&I champions or HR) for staff facing inclusion challenges would encourage retention.20. Ensuring workloads and rosters accommodate diverse needs (e.g., religious holidays, disability adjustments) would support my long-term commitment.



Male 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Neutral Neutral Agree Strongly Agree Agree Neutral Agree Strongly Agree Strongly Agree Neutral Disagree Neutral Strongly Agree Neutral Strongly Agree



Female 25-34 Asian / Asian British Administrative / Support Staff Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree



Female 25-34 Asian / Asian British Administrative / Support Staff Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree



Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Neutral Agree Disagree Disagree Neutral Agree Agree Neutral Neutral Agree Agree Neutral Agree Agree Disagree



Female 35-44 Asian / Asian British Administrative / Support Staff Neutral Agree Agree Neutral Neutral Agree Agree Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree



Female 25-34 White Management / Leadership Disagree Disagree Disagree Agree Agree Agree Neutral Agree Neutral Disagree Neutral Neutral Neutral Neutral Neutral Disagree



Male 25-34 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Strongly Agree



Male 18-24 Asian / Asian British Management / Leadership Agree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree



Female 25-34 White Administrative / Support Staff Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree



Male 25-34 Prefer not to say Allied Health Professional Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree



Female 18-24 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Agree Agree Strongly Agree Agree Agree Agree



Male 45-54 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Female 45-54 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Neutral Agree Neutral Neutral Neutral Agree Neutral Agree Agree Neutral Agree Disagree Agree Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Prefer not to say Management / Leadership Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 35-44 Prefer not to say Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 45-54 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree



Male 55 and above Black / African / Caribbean / Black BritishManagement / Leadership Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral



Female 45-54 Asian / Asian British Administrative / Support Staff Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree



Male 18-24 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree



Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Agree



Female 55 and above Prefer not to say Allied Health Professional Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree



Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Disagree Neutral Strongly Disagree Neutral Disagree Disagree Disagree Neutral Neutral Agree Disagree Neutral Strongly Disagree Disagree Neutral



Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Agree Neutral Strongly Agree Neutral Strongly Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree



Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Female 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Neutral Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree



Female 45-54 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral



Male 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree



Male 35-44 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree



Male 35-44 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree Disagree Agree Agree Strongly Agree Agree Agree



Male 25-34 Asian / Asian British Management / Leadership Agree Strongly Agree Agree Disagree Neutral Agree Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree



Female 25-34 Asian / Asian British Allied Health Professional Agree Agree Neutral Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree



Male 25-34 White Allied Health Professional Agree Agree Agree Agree Neutral Neutral Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Agree Agree Strongly Agree



Female 18-24 Asian / Asian British Administrative / Support Staff Neutral Neutral Agree Neutral Disagree Neutral Agree Disagree Neutral Neutral Neutral Agree Agree Neutral Agree Strongly Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Agree Neutral Agree Neutral Agree Agree Neutral Agree Agree Neutral Agree Neutral Agree Agree



Male 25-34 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Neutral Neutral Strongly Agree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Neutral Neutral Agree Agree Neutral Agree Neutral Disagree Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Disagree Neutral Agree Agree Neutral Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Disagree Agree Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Agree Agree Agree Strongly Agree Neutral Neutral Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Disagree Strongly Agree Strongly Disagree Strongly Disagree Agree Neutral Agree



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral



Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Neutral Agree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Disagree Strongly Disagree Agree Agree Strongly Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Neutral Strongly Agree Agree Agree Strongly Agree Strongly Agree



Female 18-24 White Administrative / Support Staff Neutral Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Neutral Agree Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Agree Strongly Agree Agree Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Neutral Neutral Agree Strongly Agree Disagree



Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Agree Strongly Disagree Disagree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Agree



Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Strongly Agree Disagree Strongly Agree Agree Agree Neutral Strongly Agree Agree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree



Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Disagree Neutral Strongly Agree Neutral Disagree Agree Strongly Agree Disagree Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Disagree Neutral Disagree Agree Agree Neutral Strongly Agree Agree Neutral Neutral Neutral Agree



Male 35-44 Black / African / Caribbean / Black BritishClinical (e.g., doctor, nurse, therapist) Neutral Agree Strongly Disagree Disagree Strongly Disagree Agree Neutral Strongly Agree Neutral Agree Neutral Agree Neutral Agree Agree Neutral



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Disagree Strongly Disagree Strongly Disagree Disagree Neutral Strongly Disagree Strongly Agree Agree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Neutral Neutral Agree Disagree Strongly Agree Agree Agree Strongly Agree Neutral Agree Agree Neutral Agree Agree Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Strongly Agree Disagree Agree Neutral Neutral Agree Disagree Neutral Agree Strongly Agree Disagree Strongly Agree Disagree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Disagree Neutral Neutral Agree Strongly Disagree Agree Agree Neutral Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Neutral Disagree Strongly Agree Strongly Agree Agree Strongly Disagree Neutral Agree Disagree Agree Strongly Agree Agree Agree Neutral



Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Neutral Agree Disagree Disagree Strongly Disagree Agree Strongly Disagree Strongly Disagree Strongly Agree Agree Neutral Agree Agree Strongly Agree Neutral



Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Neutral Strongly Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Disagree Agree Agree Neutral Neutral Agree Strongly Agree Neutral



Female 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Agree Agree



Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Disagree Strongly Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree Agree Agree Neutral Agree Strongly Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Disagree Neutral Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Disagree Strongly Agree Neutral Strongly Agree



Female 18-24 Asian / Asian British Management / Leadership Strongly Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Agree Strongly Disagree Agree Agree Neutral Strongly Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Neutral Strongly Disagree Strongly Agree Disagree Agree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Agree Disagree Strongly Agree Agree Strongly Agree



Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Disagree Strongly Disagree Strongly Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Agree Strongly Disagree Strongly Disagree Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Disagree Strongly Agree Disagree Strongly Disagree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Disagree Agree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree



Female 25-34 White Administrative / Support Staff Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Disagree Strongly Disagree Disagree Strongly Agree Disagree Disagree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Disagree Disagree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Disagree Strongly Disagree Strongly Agree Agree Disagree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Neutral Strongly Disagree Strongly Disagree Agree Strongly Disagree Agree



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Agree Agree Strongly Disagree Disagree Agree Strongly Agree Neutral Agree Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Disagree Strongly Disagree Strongly Disagree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Neutral Strongly Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Agree Disagree Disagree Strongly Agree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Agree Strongly Agree Neutral



Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Strongly Disagree



Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Agree Agree Agree Strongly Agree Neutral Disagree Strongly Agree Strongly Agree Agree Neutral Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Disagree Disagree Disagree Strongly Agree Agree Strongly Agree Agree Agree Neutral Neutral Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Disagree Disagree Strongly Agree Disagree Strongly Agree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Disagree Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Neutral Strongly Agree Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree



Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Disagree Strongly Disagree Strongly Disagree Agree Agree Agree Neutral Disagree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Strongly Agree Disagree Strongly Agree Agree Agree Strongly Disagree Neutral



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Neutral Strongly Disagree Strongly Disagree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Agree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree



Female 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Neutral Strongly Agree Agree Strongly Disagree Strongly Disagree Agree Neutral



Female 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Disagree Strongly Disagree Agree Neutral Agree Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Strongly Agree Agree Agree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Agree Neutral Agree Agree Disagree Disagree Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Disagree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Disagree Disagree Disagree Neutral Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Neutral Disagree Disagree Neutral Strongly Agree



Male 35-44 Asian / Asian British Administrative / Support Staff Strongly Agree Disagree Strongly Agree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Neutral Strongly Agree Strongly Agree



Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Neutral Agree Neutral Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Strongly Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Disagree Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Disagree Neutral Agree Neutral Strongly Agree Strongly Agree



Male 25-34 Asian / Asian British Management / Leadership Neutral Disagree Neutral Agree Neutral Strongly Agree Neutral Disagree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Neutral Neutral Agree Strongly Agree Agree Strongly Agree Disagree



Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Disagree Neutral Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Disagree Agree



Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Agree Strongly Agree Neutral Disagree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral Agree Disagree Agree Strongly Agree Strongly Agree



Male 45-54 Prefer not to say Management / Leadership Neutral Agree Agree Neutral Strongly Agree Strongly Agree Neutral Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Agree Strongly Agree Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Disagree Disagree Agree Strongly Agree Disagree Strongly Agree Disagree Strongly Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Disagree



Male 45-54 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Strongly Agree Neutral Strongly Agree Agree Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Disagree Disagree Strongly Disagree Neutral Strongly Disagree Agree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Strongly Disagree Strongly Disagree Strongly Disagree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Agree Agree Strongly Disagree Strongly Disagree Disagree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Strongly Agree Disagree Disagree Agree Disagree Disagree Agree Strongly Agree Disagree Disagree Disagree Agree Strongly Agree Disagree



Female 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Disagree Disagree Strongly Agree Agree Neutral Agree Agree Strongly Disagree Agree Neutral Agree Strongly Agree Neutral Disagree Neutral Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Strongly Agree Strongly Agree Disagree Neutral Strongly Agree Neutral Agree Strongly Agree Disagree Disagree Strongly Agree Agree Strongly Agree Disagree Neutral



Female 45-54 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree Neutral Disagree Strongly Agree Neutral Agree Strongly Disagree Strongly Disagree Disagree



Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Agree Disagree Neutral Agree Agree Strongly Agree Strongly Agree Disagree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral



Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Agree Strongly Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Disagree Disagree Strongly Disagree Disagree Strongly Disagree Strongly Agree



Female 45-54 Black / African / Caribbean / Black BritishClinical (e.g., doctor, nurse, therapist) Neutral Strongly Agree Strongly Agree Strongly Disagree Neutral Strongly Disagree Neutral Strongly Agree Agree Strongly Agree Neutral Disagree Agree Strongly Agree Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Allied Health Professional Agree Agree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Agree Disagree Disagree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Disagree Strongly Agree Agree Neutral Strongly Agree



Female 35-44 White Administrative / Support Staff Neutral Agree Agree Neutral Neutral Agree Strongly Agree Neutral Strongly Agree Strongly Disagree Strongly Disagree Disagree Strongly Disagree Strongly Agree Agree Strongly Agree



Male 35-44 White Administrative / Support Staff Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral



Male 25-34 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Disagree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Disagree



Male 25-34 White Management / Leadership Neutral Strongly Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Neutral Strongly Disagree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Disagree Neutral



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Strongly Agree Agree Neutral Strongly Agree Neutral Strongly Disagree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Disagree Neutral Strongly Agree



Male 25-34 Asian / Asian British Management / Leadership Agree Agree Neutral Agree Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree



Male 35-44 Asian / Asian British Management / Leadership Neutral Agree Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Disagree Agree Disagree Disagree Disagree Neutral Agree Strongly Agree



Male 25-34 Asian / Asian British Management / Leadership Agree Neutral Strongly Agree Strongly Agree Neutral Strongly Agree Agree Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Agree



Male 35-44 Asian / Asian British Management / Leadership Strongly Agree Neutral Agree Neutral Strongly Agree Strongly Agree Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Agree Neutral Disagree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Agree Strongly Agree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Neutral



Male 45-54 Asian / Asian British Administrative / Support Staff Disagree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Neutral Agree Agree Strongly Agree



Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Neutral Agree Agree Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree



Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Agree Strongly Agree Neutral Neutral Agree Strongly Agree Neutral Strongly Disagree Disagree Strongly Disagree Strongly Agree Agree Agree Neutral Strongly Agree



Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Disagree Strongly Disagree Strongly Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Neutral Strongly Agree Strongly Agree



Female 18-24 Asian / Asian British Administrative / Support Staff Disagree Strongly Disagree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Agree Strongly Agree Disagree Neutral Agree



Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Agree Neutral Neutral Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Disagree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Agree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Strongly Agree Agree Strongly Agree Strongly Agree Disagree Agree Agree Neutral



Female 18-24 Asian / Asian British Administrative / Support Staff Disagree Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Disagree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree



Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree



Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Agree Strongly Disagree Neutral Disagree Strongly Agree Agree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Disagree Neutral Strongly Disagree



Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Disagree Disagree Agree Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree



Male 18-24 White Management / Leadership Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Female 35-44 Asian / Asian British Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Disagree Disagree Neutral Strongly Disagree Strongly Disagree Disagree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Disagree Neutral



Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Strongly Agree Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Strongly Agree



Female 55 and above White Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Neutral Strongly Agree Neutral Strongly Agree Disagree Neutral Agree Agree Strongly Agree Strongly Agree



Male 18-24 Asian / Asian British Administrative / Support Staff Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree



Male 25-34 Asian / Asian British Management / Leadership Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree



Female 25-34 Asian / Asian British Management / Leadership Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree



Male 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Asian / Asian British Management / Leadership Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree



Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree



Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree



Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree










1. What is your Gender? 2. What is your age? 3. What is your ethnic Background? 4. What is your current role in healthcare? 5. I am aware of my Trust's formal D&I policy or stra t e g y .6. My Trust has effective staff networks or affinity g r o u p s   ( e . g . ,   f o r   B A M E ,   d i s a b l e d   s t a f f ) .7. Senior leadership visibly champions and commu n i c a t e s   t h e   i m p o r t a n c e   o f   D & I .8. Staff from underrepresented groups have equa l   a c c e s s   t o   c a r e e r   d e v e l o p m e n t   o p p o r t u n i t i e s .9. I feel that I can be my authentic self at work with o u t   f e a r   o f   j u d g e m e n t .10. My opinions are valued and listened to by my c o l l e a g u e s   a n d   l i n e   m a n a g e r .11. I feel that my unique background and perspec t i v e s   a r e   s e e n   a s   a n   a s s e t .12. I am treated with respect and dignity by ever

y

o n e   i n   m y   t e a m .13. My sense of inclusion at work directly influence s   m y   d e c i s i o n   t o   s t a y   w i t h   t h i s   N H S   T r u s t .14. I would recommend this Trust as a good and in c l u s i v e   p l a c e   t o   w o r k .15. Improvements in D&I would significantly increa s e   m y   i n t e n t i o n   t o   s t a y   i n   m y   c u r r e n t   r o l e .16. Managers in my area demonstrate inclusive be h a v i o u r s   i n   t h e i r   d a y - t o - d a y   i n t e r a c t i o n s .17. Formalising and actively promoting a wider ran g e   o f   f l e x i b l e   w o r k i n g   a r r a n g e m e n t s   ( e . g . ,   t e r m - t i m e   h o u r s ,   j o b - s h a r e s ,   c o m p r e s s e d   h o u r s )   a s   a   d e f a u l t   o p t i o n .18. Creating clear, transparent maps for career pro g r e s s i o n   f o r   a l l   s t a f f   g r o u p s ,   w i t h   d e f i n e d   s k i l l s   a n d   c o m p e t e n c i e s   r e q u i r e d   f o r   p r o m o t i o n .19. Providing confidential support (e.g., through D & I   c h a m p i o n s   o r   H R )   f o r   s t a f f   f a c i n g   i n c l u s i o n   c h a l l e n g e s   w o u l d   e n c o u r a g e   r e t e n t i o n .20. Ensuring workloads and rosters accommodate   d i v e r s e   n e e d s   ( e . g . ,   r e l i g i o u s   h o l i d a y s ,   d i s a b i l i t y   a d j u s t m e n t s )   w o u l d   s u p p o r t   m y   l o n g - t e r m   c o m m i t m e n t .

Male 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Neutral Neutral Agree Strongly Agree Agree Neutral Agree Strongly Agree Strongly Agree Neutral Disagree Neutral Strongly Agree Neutral Strongly Agree

Female 25-34 Asian / Asian British Administrative / Support Staff Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree

Female 25-34 Asian / Asian British Administrative / Support Staff Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree

Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Neutral Agree Disagree Disagree Neutral Agree Agree Neutral Neutral Agree Agree Neutral Agree Agree Disagree

Female 35-44 Asian / Asian British Administrative / Support Staff Neutral Agree Agree Neutral Neutral Agree Agree Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree

Female 25-34 White Management / Leadership Disagree Disagree Disagree Agree Agree Agree Neutral Agree Neutral Disagree Neutral Neutral Neutral Neutral Neutral Disagree

Male 25-34 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Strongly Agree

Male 18-24 Asian / Asian British Management / Leadership Agree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree

Female 25-34 White Administrative / Support Staff Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree

Male 25-34 Prefer not to say Allied Health Professional Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree

Female 18-24 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Agree Agree Strongly Agree Agree Agree Agree

Male 45-54 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Female 45-54 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Neutral Agree Neutral Neutral Neutral Agree Neutral Agree Agree Neutral Agree Disagree Agree Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Prefer not to say Management / Leadership Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 35-44 Prefer not to say Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 45-54 Prefer not to say Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree

Male 55 and above Black / African / Caribbean / Black BritishManagement / Leadership Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral

Female 45-54 Asian / Asian British Administrative / Support Staff Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree

Male 18-24 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree

Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Agree

Female 55 and above Prefer not to say Allied Health Professional Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Disagree

Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree Disagree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Disagree Neutral Strongly Disagree Neutral Disagree Disagree Disagree Neutral Neutral Agree Disagree Neutral Strongly Disagree Disagree Neutral

Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Agree Neutral Strongly Agree Neutral Strongly Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree

Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Female 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Neutral Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree

Female 45-54 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral Neutral

Male 25-34 Asian / Asian British Clinical (e.g., doctor, nurse, therapist) Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree

Male 35-44 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Agree

Male 35-44 Mixed / Multiple ethnic groups Clinical (e.g., doctor, nurse, therapist) Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree Disagree Agree Agree Strongly Agree Agree Agree

Male 25-34 Asian / Asian British Management / Leadership Agree Strongly Agree Agree Disagree Neutral Agree Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Agree

Female 25-34 Asian / Asian British Allied Health Professional Agree Agree Neutral Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree Agree

Male 25-34 White Allied Health Professional Agree Agree Agree Agree Neutral Neutral Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Agree Agree Strongly Agree

Female 18-24 Asian / Asian British Administrative / Support Staff Neutral Neutral Agree Neutral Disagree Neutral Agree Disagree Neutral Neutral Neutral Agree Agree Neutral Agree Strongly Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Agree Neutral Agree Neutral Agree Agree Neutral Agree Agree Neutral Agree Neutral Agree Agree

Male 25-34 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Neutral Neutral Strongly Agree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Neutral Neutral Agree Agree Neutral Agree Neutral Disagree Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Disagree Neutral Agree Agree Neutral Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Disagree Agree Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Agree Agree Agree Strongly Agree Neutral Neutral Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Disagree Strongly Agree Strongly Disagree Strongly Disagree Agree Neutral Agree

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral

Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Neutral Agree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Disagree Strongly Disagree Agree Agree Strongly Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Neutral Strongly Agree Agree Agree Strongly Agree Strongly Agree

Female 18-24 White Administrative / Support Staff Neutral Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Neutral Agree Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Agree Strongly Agree Agree Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Neutral Neutral Agree Strongly Agree Disagree

Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Agree Strongly Disagree Disagree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Agree

Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Strongly Agree Disagree Strongly Agree Agree Agree Neutral Strongly Agree Agree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree

Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Disagree Neutral Strongly Agree Neutral Disagree Agree Strongly Agree Disagree Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Disagree Neutral Disagree Agree Agree Neutral Strongly Agree Agree Neutral Neutral Neutral Agree

Male 35-44 Black / African / Caribbean / Black BritishClinical (e.g., doctor, nurse, therapist) Neutral Agree Strongly Disagree Disagree Strongly Disagree Agree Neutral Strongly Agree Neutral Agree Neutral Agree Neutral Agree Agree Neutral

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Disagree Strongly Disagree Strongly Disagree Disagree Neutral Strongly Disagree Strongly Agree Agree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Neutral Neutral Agree Disagree Strongly Agree Agree Agree Strongly Agree Neutral Agree Agree Neutral Agree Agree Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Strongly Agree Disagree Agree Neutral Neutral Agree Disagree Neutral Agree Strongly Agree Disagree Strongly Agree Disagree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Disagree Neutral Neutral Agree Strongly Disagree Agree Agree Neutral Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Neutral Disagree Strongly Agree Strongly Agree Agree Strongly Disagree Neutral Agree Disagree Agree Strongly Agree Agree Agree Neutral

Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Neutral Agree Disagree Disagree Strongly Disagree Agree Strongly Disagree Strongly Disagree Strongly Agree Agree Neutral Agree Agree Strongly Agree Neutral

Female 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Neutral Strongly Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Disagree Agree Agree Neutral Neutral Agree Strongly Agree Neutral

Female 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Agree Agree

Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Disagree Strongly Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree Agree Agree Neutral Agree Strongly Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Disagree Neutral Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Disagree Strongly Agree Neutral Strongly Agree

Female 18-24 Asian / Asian British Management / Leadership Strongly Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Agree Strongly Disagree Agree Agree Neutral Strongly Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Neutral Strongly Disagree Strongly Agree Disagree Agree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Agree Disagree Strongly Agree Agree Strongly Agree

Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Disagree Strongly Disagree Strongly Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Agree Strongly Disagree Strongly Disagree Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Strongly Agree Agree Neutral Neutral Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Disagree Strongly Agree Disagree Strongly Disagree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Disagree Agree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree

Female 25-34 White Administrative / Support Staff Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Disagree Strongly Disagree Disagree Strongly Agree Disagree Disagree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Disagree Disagree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Disagree Strongly Disagree Strongly Agree Agree Disagree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Neutral Strongly Disagree Strongly Disagree Agree Strongly Disagree Agree

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Agree Agree Strongly Disagree Disagree Agree Strongly Agree Neutral Agree Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Disagree Strongly Disagree Strongly Disagree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Neutral Strongly Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Agree Disagree Disagree Strongly Agree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Agree Strongly Agree Neutral

Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Strongly Disagree

Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Agree Agree Agree Strongly Agree Neutral Disagree Strongly Agree Strongly Agree Agree Neutral Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Disagree Disagree Disagree Strongly Agree Agree Strongly Agree Agree Agree Neutral Neutral Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Disagree Disagree Strongly Agree Disagree Strongly Agree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Disagree Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Neutral Strongly Agree Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree

Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Disagree Strongly Disagree Strongly Disagree Agree Agree Agree Neutral Disagree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Strongly Agree Disagree Strongly Agree Agree Agree Strongly Disagree Neutral

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Neutral Strongly Disagree Strongly Disagree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Agree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree

Female 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Neutral Strongly Agree Agree Strongly Disagree Strongly Disagree Agree Neutral

Female 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Disagree Strongly Disagree Agree Neutral Agree Strongly Agree Strongly Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Disagree Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Strongly Agree Agree Agree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Agree Neutral Agree Agree Disagree Disagree Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Disagree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Disagree Disagree Disagree Neutral Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Neutral Disagree Disagree Neutral Strongly Agree

Male 35-44 Asian / Asian British Administrative / Support Staff Strongly Agree Disagree Strongly Agree Strongly Agree Agree Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Neutral Strongly Agree Strongly Agree

Female 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Neutral Agree Neutral Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Strongly Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Disagree Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Disagree Neutral Agree Neutral Strongly Agree Strongly Agree

Male 25-34 Asian / Asian British Management / Leadership Neutral Disagree Neutral Agree Neutral Strongly Agree Neutral Disagree Strongly Agree Strongly Agree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Strongly Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Neutral Neutral Agree Strongly Agree Agree Strongly Agree Disagree

Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Neutral Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Disagree Neutral Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Disagree Agree

Male 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Agree Strongly Agree Strongly Agree Neutral Disagree Agree Strongly Agree Disagree Strongly Agree Strongly Agree Neutral Agree Disagree Agree Strongly Agree Strongly Agree

Male 45-54 Prefer not to say Management / Leadership Neutral Agree Agree Neutral Strongly Agree Strongly Agree Neutral Disagree Strongly Agree Neutral Strongly Agree Strongly Agree Disagree Agree Strongly Agree Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Neutral Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Disagree Disagree Agree Strongly Agree Disagree Strongly Agree Disagree Strongly Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Disagree

Male 45-54 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Strongly Agree Neutral Strongly Agree Agree Neutral Neutral Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Disagree Disagree Strongly Disagree Neutral Strongly Disagree Agree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Strongly Disagree Strongly Disagree Strongly Disagree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Agree Agree Strongly Disagree Strongly Disagree Disagree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Strongly Agree Disagree Disagree Agree Disagree Disagree Agree Strongly Agree Disagree Disagree Disagree Agree Strongly Agree Disagree

Female 35-44 Mixed / Multiple ethnic groups Administrative / Support Staff Disagree Disagree Strongly Agree Agree Neutral Agree Agree Strongly Disagree Agree Neutral Agree Strongly Agree Neutral Disagree Neutral Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Neutral Strongly Agree Strongly Agree Disagree Neutral Strongly Agree Neutral Agree Strongly Agree Disagree Disagree Strongly Agree Agree Strongly Agree Disagree Neutral

Female 45-54 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Neutral Agree Neutral Agree Strongly Agree Strongly Agree Neutral Disagree Strongly Agree Neutral Agree Strongly Disagree Strongly Disagree Disagree

Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Disagree Strongly Agree Disagree Neutral Agree Agree Strongly Agree Strongly Agree Disagree Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral

Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Agree Strongly Disagree Agree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Disagree Disagree Strongly Disagree Disagree Strongly Disagree Strongly Agree

Female 45-54 Black / African / Caribbean / Black BritishClinical (e.g., doctor, nurse, therapist) Neutral Strongly Agree Strongly Agree Strongly Disagree Neutral Strongly Disagree Neutral Strongly Agree Agree Strongly Agree Neutral Disagree Agree Strongly Agree Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Allied Health Professional Agree Agree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Neutral Agree Disagree Disagree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Disagree Strongly Agree Agree Neutral Strongly Agree

Female 35-44 White Administrative / Support Staff Neutral Agree Agree Neutral Neutral Agree Strongly Agree Neutral Strongly Agree Strongly Disagree Strongly Disagree Disagree Strongly Disagree Strongly Agree Agree Strongly Agree

Male 35-44 White Administrative / Support Staff Strongly Disagree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Neutral

Male 25-34 Asian / Asian British Administrative / Support Staff Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Neutral Disagree Disagree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Strongly Disagree

Male 25-34 White Management / Leadership Neutral Strongly Disagree Strongly Disagree Disagree Strongly Agree Strongly Agree Neutral Strongly Disagree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Agree Disagree Neutral

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Strongly Agree Agree Neutral Strongly Agree Neutral Strongly Disagree Neutral Strongly Agree Strongly Agree Agree Agree Strongly Disagree Neutral Strongly Agree

Male 25-34 Asian / Asian British Management / Leadership Agree Agree Neutral Agree Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree

Male 35-44 Asian / Asian British Management / Leadership Neutral Agree Disagree Strongly Disagree Strongly Agree Agree Agree Strongly Agree Disagree Agree Disagree Disagree Disagree Neutral Agree Strongly Agree

Male 25-34 Asian / Asian British Management / Leadership Agree Neutral Strongly Agree Strongly Agree Neutral Strongly Agree Agree Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Disagree Agree

Male 35-44 Asian / Asian British Management / Leadership Strongly Agree Neutral Agree Neutral Strongly Agree Strongly Agree Neutral Strongly Disagree Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Agree Neutral Disagree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Strongly Agree Strongly Agree Disagree Agree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Neutral Strongly Agree Strongly Agree Neutral

Male 45-54 Asian / Asian British Administrative / Support Staff Disagree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Neutral Agree Agree Strongly Agree

Male 45-54 Mixed / Multiple ethnic groups Management / Leadership Neutral Agree Neutral Agree Agree Disagree Strongly Agree Strongly Agree Strongly Disagree Disagree Strongly Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree

Female 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Agree Agree Strongly Agree Neutral Neutral Agree Strongly Agree Neutral Strongly Disagree Disagree Strongly Disagree Strongly Agree Agree Agree Neutral Strongly Agree

Female 25-34 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Disagree Strongly Agree Strongly Agree Agree Strongly Disagree Disagree Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Neutral Neutral Disagree Strongly Disagree Strongly Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree Disagree Strongly Disagree Neutral Strongly Agree Strongly Agree

Female 18-24 Asian / Asian British Administrative / Support Staff Disagree Strongly Disagree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Neutral Agree Agree Strongly Agree Strongly Agree Disagree Neutral Agree

Female 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Agree Neutral Neutral Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Disagree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Agree Agree Strongly Agree Strongly Agree Neutral Disagree Agree Strongly Agree Agree Strongly Agree Strongly Agree Disagree Agree Agree Neutral

Female 18-24 Asian / Asian British Administrative / Support Staff Disagree Disagree Strongly Disagree Strongly Disagree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Disagree Neutral Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree

Female 45-54 Black / African / Caribbean / Black BritishAdministrative / Support Staff Neutral Strongly Agree Strongly Agree Strongly Disagree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree

Female 45-54 Mixed / Multiple ethnic groups Management / Leadership Agree Neutral Agree Strongly Disagree Neutral Disagree Strongly Agree Agree Disagree Strongly Agree Agree Strongly Agree Neutral Strongly Disagree Neutral Strongly Disagree

Female 35-44 Mixed / Multiple ethnic groups Management / Leadership Disagree Disagree Disagree Agree Agree Disagree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree

Male 18-24 White Management / Leadership Strongly Agree Agree Agree Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Neutral Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Female 35-44 Asian / Asian British Management / Leadership Neutral Strongly Disagree Strongly Disagree Strongly Disagree Disagree Neutral Strongly Disagree Strongly Disagree Disagree Disagree Strongly Disagree Strongly Disagree Neutral Disagree Disagree Neutral

Male 35-44 Black / African / Caribbean / Black BritishAdministrative / Support Staff Disagree Strongly Agree Disagree Agree Agree Neutral Agree Strongly Agree Strongly Agree Strongly Agree Neutral Neutral Strongly Agree Strongly Agree Neutral Strongly Agree

Female 55 and above White Administrative / Support Staff Strongly Agree Strongly Agree Strongly Agree Neutral Strongly Agree Agree Neutral Strongly Agree Neutral Strongly Agree Disagree Neutral Agree Agree Strongly Agree Strongly Agree

Male 18-24 Asian / Asian British Administrative / Support Staff Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree

Male 25-34 Asian / Asian British Management / Leadership Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 35-44 Black / African / Caribbean / Black BritishManagement / Leadership Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Agree Agree Strongly Agree

Female 25-34 Asian / Asian British Management / Leadership Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Agree Agree

Male 25-34 Mixed / Multiple ethnic groups Administrative / Support Staff Strongly Agree Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Asian / Asian British Management / Leadership Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Neutral Agree Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree

Male 35-44 Mixed / Multiple ethnic groups Management / Leadership Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Strongly Agree Agree Agree Agree Strongly Agree Agree Strongly Agree Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree

Male 25-34 Black / African / Caribbean / Black BritishManagement / Leadership Agree Strongly Agree Strongly Agree Agree Strongly Agree Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree

Male 25-34 Mixed / Multiple ethnic groups Management / Leadership Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Strongly Agree Strongly Agree Agree Agree Agree Strongly Agree Strongly Agree Strongly Agree Strongly Agree
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		1. What is your Gender?		2. What is your age?		3. What is your ethnic Background?		4. What is your current role in healthcare?		5. I am aware of my Trust's formal D&I policy or strategy.		6. My Trust has effective staff networks or affinity groups (e.g., for BAME, disabled staff).		7. Senior leadership visibly champions and communicates the importance of D&I.		8. Staff from underrepresented groups have equal access to career development opportunities.		9. I feel that I can be my authentic self at work without fear of judgement.		10. My opinions are valued and listened to by my colleagues and line manager.		11. I feel that my unique background and perspectives are seen as an asset.		12. I am treated with respect and dignity by everyone in my team.		13. My sense of inclusion at work directly influences my decision to stay with this NHS Trust.		14. I would recommend this Trust as a good and inclusive place to work.		15. Improvements in D&I would significantly increase my intention to stay in my current role.		16. Managers in my area demonstrate inclusive behaviours in their day-to-day interactions.		17. Formalising and actively promoting a wider range of flexible working arrangements (e.g., term-time hours, job-shares, compressed hours) as a default option.		18. Creating clear, transparent maps for career progression for all staff groups, with defined skills and competencies required for promotion.		19. Providing confidential support (e.g., through D&I champions or HR) for staff facing inclusion challenges would encourage retention.		20. Ensuring workloads and rosters accommodate diverse needs (e.g., religious holidays, disability adjustments) would support my long-term commitment.

		Male		25-34		Asian / Asian British		Clinical (e.g., doctor, nurse, therapist)		Agree		Neutral		Neutral		Agree		Strongly Agree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Neutral		Strongly Agree		Neutral		Strongly Agree

		Female		25-34		Asian / Asian British		Administrative / Support Staff		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree

		Female		25-34		Asian / Asian British		Administrative / Support Staff		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Female		25-34		Black / African / Caribbean / Black British		Administrative / Support Staff		Neutral		Neutral		Agree		Disagree		Disagree		Neutral		Agree		Agree		Neutral		Neutral		Agree		Agree		Neutral		Agree		Agree		Disagree

		Female		35-44		Asian / Asian British		Administrative / Support Staff		Neutral		Agree		Agree		Neutral		Neutral		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree

		Female		25-34		White		Management / Leadership		Disagree		Disagree		Disagree		Agree		Agree		Agree		Neutral		Agree		Neutral		Disagree		Neutral		Neutral		Neutral		Neutral		Neutral		Disagree

		Male		25-34		Prefer not to say		Clinical (e.g., doctor, nurse, therapist)		Agree		Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree

		Male		18-24		Asian / Asian British		Management / Leadership		Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree

		Female		25-34		White		Administrative / Support Staff		Agree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Neutral		Agree		Strongly Agree		Strongly Agree

		Male		25-34		Prefer not to say		Allied Health Professional		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree

		Female		18-24		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree

		Male		45-54		Prefer not to say		Clinical (e.g., doctor, nurse, therapist)		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Female		45-54		Asian / Asian British		Clinical (e.g., doctor, nurse, therapist)		Neutral		Agree		Neutral		Neutral		Neutral		Agree		Neutral		Agree		Agree		Neutral		Agree		Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Prefer not to say		Management / Leadership		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		35-44		Prefer not to say		Administrative / Support Staff		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		45-54		Prefer not to say		Clinical (e.g., doctor, nurse, therapist)		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree

		Male		55 and above		Black / African / Caribbean / Black British		Management / Leadership		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral

		Female		45-54		Asian / Asian British		Administrative / Support Staff		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Male		18-24		Mixed / Multiple ethnic groups		Clinical (e.g., doctor, nurse, therapist)		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree

		Female		45-54		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Female		55 and above		Prefer not to say		Allied Health Professional		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree

		Female		45-54		Black / African / Caribbean / Black British		Administrative / Support Staff		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree		Disagree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Disagree		Neutral		Strongly Disagree		Neutral		Disagree		Disagree		Disagree		Neutral		Neutral		Agree		Disagree		Neutral		Strongly Disagree		Disagree		Neutral

		Female		25-34		Mixed / Multiple ethnic groups		Administrative / Support Staff		Agree		Agree		Neutral		Strongly Agree		Neutral		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree

		Female		25-34		Mixed / Multiple ethnic groups		Administrative / Support Staff		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Female		25-34		Asian / Asian British		Clinical (e.g., doctor, nurse, therapist)		Agree		Neutral		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Female		45-54		Mixed / Multiple ethnic groups		Clinical (e.g., doctor, nurse, therapist)		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral		Neutral

		Male		25-34		Asian / Asian British		Clinical (e.g., doctor, nurse, therapist)		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Male		35-44		Asian / Asian British		Administrative / Support Staff		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree

		Male		35-44		Mixed / Multiple ethnic groups		Clinical (e.g., doctor, nurse, therapist)		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Disagree		Agree		Agree		Strongly Agree		Agree		Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Agree		Strongly Agree		Agree		Disagree		Neutral		Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree

		Female		25-34		Asian / Asian British		Allied Health Professional		Agree		Agree		Neutral		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree

		Male		25-34		White		Allied Health Professional		Agree		Agree		Agree		Agree		Neutral		Neutral		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Agree		Agree		Strongly Agree

		Female		18-24		Asian / Asian British		Administrative / Support Staff		Neutral		Neutral		Agree		Neutral		Disagree		Neutral		Agree		Disagree		Neutral		Neutral		Neutral		Agree		Agree		Neutral		Agree		Strongly Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Neutral		Agree		Neutral		Agree		Neutral		Agree		Agree		Neutral		Agree		Agree		Neutral		Agree		Neutral		Agree		Agree

		Male		25-34		Asian / Asian British		Administrative / Support Staff		Agree		Strongly Agree		Neutral		Neutral		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Agree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Neutral		Neutral		Agree		Agree		Neutral		Agree		Neutral		Disagree		Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Agree		Agree		Neutral		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Disagree		Neutral		Agree		Agree		Neutral		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Agree		Disagree		Agree		Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Disagree		Agree		Agree		Agree		Strongly Agree		Neutral		Neutral		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Neutral		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Disagree		Strongly Agree		Strongly Disagree		Strongly Disagree		Agree		Neutral		Agree

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral

		Male		35-44		Black / African / Caribbean / Black British		Management / Leadership		Neutral		Neutral		Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Disagree		Strongly Disagree		Agree		Agree		Strongly Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Agree		Disagree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Neutral		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree

		Female		18-24		White		Administrative / Support Staff		Neutral		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Neutral		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Disagree		Neutral		Agree		Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Neutral		Agree		Strongly Agree		Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Neutral		Neutral		Agree		Strongly Agree		Disagree

		Female		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Strongly Agree		Strongly Disagree		Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Neutral		Neutral		Strongly Agree		Strongly Agree		Neutral		Agree

		Female		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Agree		Strongly Agree		Disagree		Strongly Agree		Agree		Agree		Neutral		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree

		Female		25-34		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Disagree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree		Strongly Disagree		Neutral		Strongly Agree		Neutral		Disagree		Agree		Strongly Agree		Disagree		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree		Strongly Disagree		Neutral		Disagree		Agree		Agree		Neutral		Strongly Agree		Agree		Neutral		Neutral		Neutral		Agree

		Male		35-44		Black / African / Caribbean / Black British		Clinical (e.g., doctor, nurse, therapist)		Neutral		Agree		Strongly Disagree		Disagree		Strongly Disagree		Agree		Neutral		Strongly Agree		Neutral		Agree		Neutral		Agree		Neutral		Agree		Agree		Neutral

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Disagree		Strongly Disagree		Strongly Disagree		Disagree		Neutral		Strongly Disagree		Strongly Agree		Agree		Disagree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Agree		Neutral		Neutral		Agree		Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Agree		Agree		Neutral		Agree		Agree		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Strongly Agree		Disagree		Agree		Neutral		Neutral		Agree		Disagree		Neutral		Agree		Strongly Agree		Disagree		Strongly Agree		Disagree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Disagree		Neutral		Neutral		Agree		Strongly Disagree		Agree		Agree		Neutral		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Agree		Neutral		Neutral		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Disagree		Neutral		Agree		Disagree		Agree		Strongly Agree		Agree		Agree		Neutral

		Female		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Neutral		Agree		Disagree		Disagree		Strongly Disagree		Agree		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Neutral		Agree		Agree		Strongly Agree		Neutral

		Female		25-34		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Neutral		Strongly Disagree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Disagree		Agree		Agree		Neutral		Neutral		Agree		Strongly Agree		Neutral

		Female		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Strongly Disagree		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Neutral		Neutral		Strongly Agree		Strongly Agree		Neutral		Agree		Agree

		Female		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Neutral		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Neutral		Agree		Strongly Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Disagree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Agree		Neutral		Strongly Agree

		Female		18-24		Asian / Asian British		Management / Leadership		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Disagree		Disagree		Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Agree		Strongly Disagree		Agree		Agree		Neutral		Strongly Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Agree		Neutral		Strongly Disagree		Strongly Agree		Disagree		Agree		Strongly Disagree		Strongly Disagree		Strongly Agree		Strongly Agree		Agree		Disagree		Strongly Agree		Agree		Strongly Agree

		Female		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Strongly Disagree		Strongly Disagree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree		Disagree		Strongly Agree		Strongly Disagree		Strongly Disagree		Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Neutral		Strongly Agree		Agree		Neutral		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Disagree		Strongly Agree		Disagree		Strongly Disagree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Strongly Disagree		Strongly Disagree		Strongly Disagree		Agree		Disagree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree

		Female		25-34		White		Administrative / Support Staff		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Disagree		Strongly Disagree		Disagree		Strongly Agree		Disagree		Disagree		Strongly Agree		Strongly Agree		Neutral		Agree		Agree		Strongly Disagree		Disagree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Agree		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Strongly Disagree		Agree		Strongly Disagree		Agree

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Strongly Disagree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Disagree		Disagree		Strongly Agree		Agree		Strongly Disagree		Disagree		Agree		Strongly Agree		Neutral		Agree		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Neutral		Strongly Agree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Disagree		Neutral		Strongly Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Agree		Strongly Agree		Disagree		Disagree		Strongly Agree		Strongly Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Agree		Strongly Agree		Strongly Agree		Neutral

		Male		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Strongly Disagree

		Male		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Disagree		Strongly Agree		Strongly Agree		Agree		Neutral		Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Strongly Disagree		Disagree		Disagree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Neutral		Neutral		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Disagree		Disagree		Strongly Agree		Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Neutral		Strongly Agree		Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Female		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Agree		Agree		Agree		Neutral		Disagree		Strongly Agree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Strongly Agree		Disagree		Strongly Agree		Agree		Agree		Strongly Disagree		Neutral

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Neutral		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Disagree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Agree

		Female		25-34		Black / African / Caribbean / Black British		Management / Leadership		Neutral		Strongly Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Strongly Disagree		Strongly Disagree		Agree		Neutral

		Female		25-34		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Disagree		Strongly Disagree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Disagree		Strongly Agree		Agree		Agree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Agree		Neutral		Agree		Agree		Disagree		Disagree		Agree		Strongly Agree		Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Disagree		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Disagree		Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Disagree		Disagree		Disagree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Disagree		Neutral		Disagree		Disagree		Neutral		Strongly Agree

		Male		35-44		Asian / Asian British		Administrative / Support Staff		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Neutral		Strongly Agree		Strongly Agree

		Female		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Agree		Strongly Agree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Agree		Neutral		Agree		Neutral		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Agree		Disagree		Disagree		Agree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Disagree		Neutral		Agree		Neutral		Strongly Agree		Strongly Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Neutral		Disagree		Neutral		Agree		Neutral		Strongly Agree		Neutral		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Neutral

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Disagree		Strongly Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Neutral		Neutral		Agree		Strongly Agree		Agree		Strongly Agree		Disagree

		Male		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Neutral		Neutral		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Disagree		Neutral		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Disagree		Agree

		Male		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Agree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree		Neutral		Agree		Disagree		Agree		Strongly Agree		Strongly Agree

		Male		45-54		Prefer not to say		Management / Leadership		Neutral		Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Neutral		Disagree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Disagree		Agree		Strongly Agree		Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Strongly Disagree		Strongly Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Strongly Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Disagree		Disagree		Strongly Disagree		Disagree		Agree		Strongly Agree		Disagree		Strongly Agree		Disagree		Strongly Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Administrative / Support Staff		Strongly Agree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Disagree

		Male		45-54		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Neutral		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Agree		Strongly Disagree		Disagree		Strongly Disagree		Neutral		Strongly Disagree		Agree		Disagree		Strongly Disagree		Strongly Disagree		Neutral		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Disagree		Strongly Disagree		Strongly Disagree		Neutral		Disagree		Agree		Agree		Strongly Disagree		Strongly Disagree		Disagree		Strongly Agree		Agree		Strongly Disagree		Disagree		Strongly Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Neutral		Strongly Agree		Disagree		Disagree		Agree		Disagree		Disagree		Agree		Strongly Agree		Disagree		Disagree		Disagree		Agree		Strongly Agree		Disagree

		Female		35-44		Mixed / Multiple ethnic groups		Administrative / Support Staff		Disagree		Disagree		Strongly Agree		Agree		Neutral		Agree		Agree		Strongly Disagree		Agree		Neutral		Agree		Strongly Agree		Neutral		Disagree		Neutral		Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Neutral		Strongly Agree		Strongly Agree		Disagree		Neutral		Strongly Agree		Neutral		Agree		Strongly Agree		Disagree		Disagree		Strongly Agree		Agree		Strongly Agree		Disagree		Neutral

		Female		45-54		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Agree		Neutral		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Strongly Agree		Neutral		Agree		Strongly Disagree		Strongly Disagree		Disagree

		Male		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Strongly Agree		Disagree		Neutral		Agree		Agree		Strongly Agree		Strongly Agree		Disagree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral

		Female		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Neutral		Agree		Strongly Disagree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Disagree		Disagree		Strongly Disagree		Disagree		Strongly Disagree		Strongly Agree

		Female		45-54		Black / African / Caribbean / Black British		Clinical (e.g., doctor, nurse, therapist)		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree		Neutral		Strongly Disagree		Neutral		Strongly Agree		Agree		Strongly Agree		Neutral		Disagree		Agree		Strongly Agree		Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Allied Health Professional		Agree		Agree		Strongly Agree		Agree		Strongly Disagree		Disagree		Strongly Agree		Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Agree		Neutral		Agree		Disagree		Disagree		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Agree		Disagree		Strongly Agree		Agree		Neutral		Strongly Agree

		Female		35-44		White		Administrative / Support Staff		Neutral		Agree		Agree		Neutral		Neutral		Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Disagree		Strongly Disagree		Disagree		Strongly Disagree		Strongly Agree		Agree		Strongly Agree

		Male		35-44		White		Administrative / Support Staff		Strongly Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral

		Male		25-34		Asian / Asian British		Administrative / Support Staff		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Disagree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree

		Male		25-34		White		Management / Leadership		Neutral		Strongly Disagree		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Disagree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Agree		Disagree		Neutral

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Neutral		Strongly Agree		Agree		Neutral		Strongly Agree		Neutral		Strongly Disagree		Neutral		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Disagree		Neutral		Strongly Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Agree		Agree		Neutral		Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree

		Male		35-44		Asian / Asian British		Management / Leadership		Neutral		Agree		Disagree		Strongly Disagree		Strongly Agree		Agree		Agree		Strongly Agree		Disagree		Agree		Disagree		Disagree		Disagree		Neutral		Agree		Strongly Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Agree		Neutral		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Agree

		Male		35-44		Asian / Asian British		Management / Leadership		Strongly Agree		Neutral		Agree		Neutral		Strongly Agree		Strongly Agree		Neutral		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Strongly Agree		Neutral		Disagree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Strongly Agree		Strongly Agree		Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Neutral		Strongly Agree		Strongly Agree		Neutral

		Male		45-54		Asian / Asian British		Administrative / Support Staff		Disagree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Neutral		Agree		Agree		Strongly Agree

		Male		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Agree		Neutral		Agree		Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Disagree		Disagree		Strongly Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree

		Female		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Agree		Agree		Strongly Agree		Neutral		Neutral		Agree		Strongly Agree		Neutral		Strongly Disagree		Disagree		Strongly Disagree		Strongly Agree		Agree		Agree		Neutral		Strongly Agree

		Female		25-34		Black / African / Caribbean / Black British		Administrative / Support Staff		Disagree		Disagree		Strongly Agree		Strongly Agree		Agree		Strongly Disagree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Neutral		Neutral		Disagree		Strongly Disagree		Strongly Agree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Disagree		Strongly Disagree		Neutral		Strongly Agree		Strongly Agree

		Female		18-24		Asian / Asian British		Administrative / Support Staff		Disagree		Strongly Disagree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Agree		Strongly Agree		Strongly Agree		Disagree		Neutral		Agree

		Female		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Neutral		Neutral		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Disagree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Disagree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Disagree		Agree		Agree		Neutral

		Female		18-24		Asian / Asian British		Administrative / Support Staff		Disagree		Disagree		Strongly Disagree		Strongly Disagree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Disagree		Neutral		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree

		Female		45-54		Black / African / Caribbean / Black British		Administrative / Support Staff		Neutral		Strongly Agree		Strongly Agree		Strongly Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree

		Female		45-54		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Neutral		Agree		Strongly Disagree		Neutral		Disagree		Strongly Agree		Agree		Disagree		Strongly Agree		Agree		Strongly Agree		Neutral		Strongly Disagree		Neutral		Strongly Disagree

		Female		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Disagree		Disagree		Disagree		Agree		Agree		Disagree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		18-24		White		Management / Leadership		Strongly Agree		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Female		35-44		Asian / Asian British		Management / Leadership		Neutral		Strongly Disagree		Strongly Disagree		Strongly Disagree		Disagree		Neutral		Strongly Disagree		Strongly Disagree		Disagree		Disagree		Strongly Disagree		Strongly Disagree		Neutral		Disagree		Disagree		Neutral

		Male		35-44		Black / African / Caribbean / Black British		Administrative / Support Staff		Disagree		Strongly Agree		Disagree		Agree		Agree		Neutral		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Neutral		Strongly Agree		Strongly Agree		Neutral		Strongly Agree

		Female		55 and above		White		Administrative / Support Staff		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Strongly Agree		Agree		Neutral		Strongly Agree		Neutral		Strongly Agree		Disagree		Neutral		Agree		Agree		Strongly Agree		Strongly Agree

		Male		18-24		Asian / Asian British		Administrative / Support Staff		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		35-44		Black / African / Caribbean / Black British		Management / Leadership		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree

		Female		25-34		Asian / Asian British		Management / Leadership		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Agree		Agree

		Male		25-34		Mixed / Multiple ethnic groups		Administrative / Support Staff		Strongly Agree		Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Asian / Asian British		Management / Leadership		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Strongly Agree		Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Neutral		Agree		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		35-44		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree

		Male		25-34		Black / African / Caribbean / Black British		Management / Leadership		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree

		Male		25-34		Mixed / Multiple ethnic groups		Management / Leadership		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Strongly Agree		Strongly Agree		Agree		Agree		Agree		Strongly Agree		Strongly Agree		Strongly Agree		Strongly Agree
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APPLICATION FOR ETHICAL APPROVAL – INTRODUCTORY NOTES



In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.



The University follows the OECD Frascati manual definition of research activity: 

“[C]reative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. 

As such this covers activities undertaken by:

· Members of staff (academic staff or support staff);

· Individuals holding honorary title from the University;

· Postgraduate research students;

In all of these cases ethical review is required regardless of discipline.



The individual undertaking the research activity is known as the lead researcher.



Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism. 



For most projects you will only need to complete sections in the main part of the form. A few projects will need more detailed ethical consideration and will need you to fill in sections in an appendix. At some points in this form you will be asked questions about your research in the following way:



		1

		Does your research involve <<something specific>>?

		YES

		Click to continue to appendix <<N>>

		NO

		Continue to the next section



		2

		Have you completed appendix <<N>>? 

		YES

		☐

		NO

		☐







Clicking in the appropriate box will take you to the appropriate location in the text. At the end of each appendix is a box. Clicking on this will return you to the question that originally took you to the appendix.



		

		

		

		

		





		Return to the main form







NB These clickable links will only work if you are editing the document in the desktop version of Word, not the browser version. Please download and save the form before editing it.



Guidance notes are provided as comments or as text IN GREEN throughout this form. Please ensure that the comments are removed and that the green text is replaced by your own text or removed as appropriate BEFORE submitting this form.



Please ensure that you have read the UWTSD Research Ethics and Integrity Policy and the UWTSD Research Data Management Policy BEFORE submitting this form.








APPLICATION FOR ETHICAL APPROVAL

SECTION A: About You (Lead Researcher)

		1

		Full Name:

		Nazifa Sultana Ohia



		2

		Tick all boxes that apply:

		Member of staff:

		☐

		Honorary research fellow:

		☐



		

		Undergraduate Student

		☐		Taught Postgraduate Student

		☒		Postgraduate Research Student

		☐

		3

		Institute/Academic Discipline/Centre:

		University of Wales Trinity Saint David





		4

		Campus:

		Swansea





		5

		E-mail address:

		2410582@student.uwtsd.ac.uk 





		6

		Contact Telephone Number:

		+447960497455 





		7

		Project Title

		The Impact of Diversity and Inclusion Strategies on Staff Retention in the UK Healthcare Sector





		8

		Proposed Start Date

		September, 2025



		Proposed End Date

		December, 2025





		For students:



		9

		Student Number:

		2410582



		10

		Programme of Study:

		MBA in Business Administration



		11

		Director of Studies/Supervisor:

		Rebecca Francis Davies







SECTION B: Grant or Contract Funding 

		1

		Has your research been awarded, applied for, or intend to apply for external funding?

		YES

		Click to continue to appendix 1

		NO

		Continue to the next section



		2

		Have you completed appendix 1? 

		YES

		☐

		NO

		☐✓







[bookmark: SEC_C]SECTION C:  Internal and External Ethical Guidance Materials

		Ethical Guidance Documents

Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.



		1

		UWTSD Research Ethics & Integrity Policy

		☒

		2

		UWTSD Research Data Management Policy

		☒



		3

		UWTSD Open Access Publications Policy

		☐



		4

		UWTSD Export Control Policy 

Required if Appendix 8 completed

		☐

		5

		UWTSD Trusted Research and Innovation Policy 

Required if research is taking place outside the UK

		☐



		6

		[List any other relevant documents here]

		☐









[bookmark: SEC_D]SECTION D: External Collaborative Research Activity 

		1

		Does your research involve collaborating partners at another institution or organisation?

		YES

		Click to continue to appendix 2

		NO

		Continue to the next section



		2

		Have you completed appendix 2? 

		YES

		☐

		NO

		☐✓







[bookmark: SEC_E]SECTION E: Details of Research Activity

		Aims, Vision and Approach of the Research (maximum 200 words per section)

Please outline what are you hoping to achieve with your proposed work and how will you deliver it?



		1

		Research aims and objectives



		The Impact of Diversity and Inclusion Strategies on Staff Retention in the UK Healthcare Sector

The aim of the study is to investigate how diversity and inclusion (D&I) strategies influence staff retention within NHS Trusts, with a specific focus on Black, Asian, and Minority Ethnic (BAME) and frontline healthcare staff.

Research Objectives

· To identify and categorise the diversity and inclusion strategies currently implemented within NHS Trusts.

· To evaluate the perceptions of minority and frontline NHS staff regarding the effectiveness of these D&I strategies.

· To analyse the relationship between perceived inclusivity and staff retention within the NHS.

· To synthesise findings into actionable recommendations for enhancing D&I approaches to improve long-term staff retention.











(this box should expand as you type) 



		2

		Vision



		This research on the impact of Diversity and Inclusion (D&I) strategies on staff retention within NHS Trusts is critical not only within healthcare but also across industries facing workforce challenges. It offers the potential to advance understanding of how inclusivity affects retention, particularly for minority and frontline staff, providing valuable insights into organizational practices. As workforce shortages persist, particularly in healthcare, this research is timely, addressing the immediate need for effective strategies that foster employee loyalty and reduce turnover. The findings could influence policy and HR practices, improving organizational cultures and reducing operational costs. By fostering inclusive environments, this research has the potential to enhance social equity, improve staff well-being, and contribute to more sustainable healthcare systems, ultimately benefiting society and the economy.











(this box should expand as you type)



		3

		Approach



		This research employs a quantitative approach, using an online survey for data collection from NHS staff across various Trusts, focusing on Black, Asian, and Minority Ethnic (BAME) and frontline healthcare workers. The survey will assess perceptions of Diversity and Inclusion (D&I) strategies and their impact on staff retention. The analysis will utilize both descriptive and inferential statistics to identify trends, relationships, and test hypotheses. Descriptive analysis will summarize data on staff perceptions, while inferential analysis will determine correlations between D&I initiatives and retention rates.

The choice of this method is grounded in its ability to provide measurable, generalizable data that directly aligns with the study’s objectives of understanding the relationship between D&I strategies and staff retention. This approach is feasible and effective, given the large sample size and the scalable nature of online surveys.

Risks include potential low response rates, which will be mitigated by ensuring anonymity and offering incentives for participation. The findings will be directly applicable to policy and practice, ensuring meaningful impact on D&I strategies in healthcare.   









(this box should expand as you type)



		4

		Location of research activity

Identify all locations where research activity will take place.



		All research activities for this study will be conducted online. This includes the entire data collection process, which will be executed through a digital survey platform for the distribution and completion of the quantitative questionnaire by participants located across Wales. Consequently, there are no physical locations or field visits associated with this research.







(this box should expand as you type)







		5

		Will any of your research be undertaken outside of the UK?

		YES

		Click to continue to appendix 3

		NO

		Continue to the next section



		6

		Have you completed any of appendix 3? 

		YES

		☐

		NO

		☐







[bookmark: SEC_F]SECTION F: Research Methods 

		Will the research activity include:

		YES

		NO



		[bookmark: _Hlk153204538]1

		Use of a questionnaire or similar research instrument?

		☒

		☐



		2

		Use of interviews?

		☐

		☒



		3

		Use of focus groups?

		☐

		☒



		4

		Use of participant diaries? 

		☐

		☒



		5

		Use of video or audio recording?

		☐

		☒



		6

		Use of computer-generated log files?

		☐

		☒



		7

		Participant observation with their knowledge?

		☐

		☒



		8

		Participant observation without their knowledge?

		☐

		☒



		9

		Access to personal or confidential information without the participants’ specific consent?

		☐

		☒



		10

		Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?

		☐

		☒



		11

		Performance of any acts which may cause embarrassment or affect self-esteem?

		☐

		☒



		12

		Investigation of participants involved in illegal activities?

		☐

		☒



		13

		Use of procedures that involve deception?

		☐

		☒



		14

		Administration of any substance, agent or placebo?

		☐

		☒



		15

		Working with live vertebrate animals?

		☐

		☒



		16

		Procedures that may have a negative impact on the environment?

		☐

		☒



		17

		Other primary data collection methods. Please indicate the type of data collection method(s) below.

		☐

		☒



		Details of any other primary data collection method:







(this box should expand as you type)

		

		







SECTION G: Research Participants 



		Research participants include people who will be taking part in your research as providers of research data (e.g. being interviewed, answering questionnaires, or doing user testing of hardware or software). This includes animal participants.



		1

		Does your research involve human or non-human participants?

		YES

		Continue this section

		NO

		Click to continue to section N









		Participant numbers and source

How will you ensure an appropriately convened sample group in order to meet the aims of the research? Give details for subgroups separately, if appropriate. How will any potential pitfalls, for example dual roles or potential for coercion, be addressed?



		1

		How many participants will be recruited and how was the number decided upon?

		A total of 100 participants will be recruited from NHS Trusts across the UK. The number was decided upon to ensure a diverse sample that is representative of the workforce, including frontline and minority staff. This sample size provides sufficient power to detect significant differences in perceptions and retention rates related to D&I strategies.



		2

		Who will the participants be?

		Participants will include NHS staff, specifically focusing on Black, Asian, and Minority Ethnic (BAME) staff and frontline healthcare workers. These subgroups are targeted to examine the effectiveness of D&I strategies for minority groups within high-pressure healthcare settings.



		3

		How will you identify the participants?

		Participants will be identified via an online survey distributed to NHS staff across multiple Trusts. Anonymized data collection methods will be used to ensure confidentiality. Participants will be grouped by job roles (e.g., nursing, medical, administrative) and ethnicity (BAME and non-BAME).



		4

		Will you be excluding any groups of people, and if so what is the rationale for that?

		The study will exclude staff outside the NHS and those who do not interact directly with D&I initiatives, as the research specifically aims to assess the impact of D&I strategies on retention within healthcare settings.



		5

		Will the research involve any element of deception?  If yes, please describe why this is necessary and whether participants will be informed at the end of the study

		No, the research will not involve any element of deception. Participants will be fully informed of the study’s purpose and objectives before they participate.



		6

		Describe whether participants will be able to withdraw from the study, and up to what point (eg if data is to be anonymised). If withdrawal is not possible, after a certain point, explain why not. 

		Participants will be able to withdraw at any time during the survey, up until the point at which the data is anonymized and aggregated. Once the data is anonymized, withdrawal will no longer be possible, as it will not be identifiable.



		7

		How long will the participant have to decide whether to take part in the research?

		Participants will be given two weeks to decide whether to take part in the research. A reminder will be sent halfway through this period to encourage participation.



		8

		What arrangements have been made for participants who might have difficulties understanding verbal explanations or written information, or who have particular communication needs that should be taken into account to facilitate their involvement in the research?

		Participants who may have difficulty understanding the survey materials will be offered alternative formats, such as audio explanations or translated versions of the survey. Additionally, support will be provided for those with hearing or visual impairments through accessible formats and assistance from research staff if needed.











SECTION H: Research with Vulnerable People 

		1

		Are your participants classed as vulnerable people?

		YES

		Click to continue to appendix 4

		NO

		Continue to the next section



		2

		Have you completed appendix 4? 

		YES

		☐

		NO

		☐✓







[bookmark: SEC_I]SECTION I: Research Involving Animals 

		1

		Are your participants non-human animals?

		YES

		Click to continue to appendix 5

		NO

		Continue to the next section



		2

		Have you completed appendix 5? 

		YES

		☐

		NO

		☐✓







[bookmark: SEC_K]SECTION J: Research with the Prison Service or the Probation Service

		1

		Are your participants staff or offenders within the Prison Service or the Probation service?

		YES

		Click to continue to appendix 6

		NO

		Continue to the next section



		2

		Have you completed appendix 6? 

		YES

		☐

		NO

		☐✓







[bookmark: SEC_J]SECTION K: Health and Social Care Research

		1

		Are your participants selected due to their health or social care needs?

		YES

		Click to continue to appendix 7

		NO

		Continue to the next section



		2

		Have you completed appendix 7? 

		YES

		☐✓

		NO

		☐







[bookmark: SEC_L]SECTION L: Types of Personal Data

		Personal Data

Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 and the Data Protection Act 2018)?

		YES

		NO



		[bookmark: _Hlk153191083]1

		Personal data means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants and transcription of such are considered to be personal data.

		☐

		☐✓



		

		If you ticked YES, provide a description of the data and explain why this data needs to be collected:

		

		



		









(this box should expand as you type)







		Special Category Data 

Does the research involve the processing of special category data (as defined by the General Data Protection Regulation 2016 and the Data Protection Act 2018)?

		YES

		NO



		[bookmark: _Hlk153206093]2

		Racial or ethnic origin

		☐

		☒



		3

		Political opinions

		☐

		☒



		4

		Religious or philosophical beliefs

		☐

		☒



		5

		Genetic, biometric or health data

		☐

		☒



		6

		Sex life or sexual orientation

		☐

		☒



		7

		Trade union membership

		☐

		☒



		If you ticked YES to any of questions L2-L7, provide a description of the data and explain why this special category data needs to be collected to support the research and that it is in the public interest to do so:



		8

		











(this box should expand as you type)



		9

		Please describe how the research has been designed to gather the minimum amount of personal data necessary for the specified research purpose:



		











(this box should expand as you type)



		10

		Demonstrate that the processing is not likely to cause substantial damage or distress to individuals and that their interests will be safeguarded:



		







(this box should expand as you type)



		11

		Demonstrate that the data will not be used to take any action or make decisions in relation to the individuals concerned:



		









(this box should expand as you type)



		12

		Data should be anonymised wherever possible, either at point of capture or once collated. If the data cannot be anonymised, and if pseudonymisation is not possible, demonstrate why the that is possible.  If special category data cannot be anonymised, explicit consent to share that data must normally be obtained.



		









(this box should expand as you type)



		13

		If special category data cannot be anonymised, will you obtain explicit consent to share that data?

		YES

		NO

		N/A



		

		

		☐

		☐

		☐







SECTION M: Participant Information and Consent 



		Information for participants

It is normally expected that those participating in research should do so having given their informed consent. If this is not appropriate or practical, explicit justification must be provided, in line with prevailing disciplinary conventions.  Please note however, that informed consent to participate in the research is separate from consent to process (e.g. collect, analyse, store, reuse or share) personal data, as the University’s lawful basis for processing personal data in research activities is part of its ‘public task’. 

		YES

		NO

		N/A



		[bookmark: _Hlk156475507]1

		Will you obtain written consent for participation?

		☒

		☐

		☐



		2

		Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?

		☒

		☐

		☐



		3

		Will you tell participants that their participation is voluntary?

		☒

		☐

		☐



		4

		Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?

		☒

		☐

		☐



		5

		If the research is observational, will you ask participants for their consent to being observed?

		☒

		☐

		☐



		6

		Will you tell participants that they may withdraw from the research at any time and for any reason?

		☒

		☐

		☐



		7

		Will participants be made aware of how you will treat any information that may reasonably by considered as confidential? 

		☒

		☐

		☐



		8

		If your research requires your participants to sign up for a service provided by an external company or organisation will you inform them that their data may be stored and processed outside UWTSD?

		☒

		☐

		☐



		9

		Will you give participants the UWTSD Privacy Notice for Research?

		☒

		☐

		☐



		If you have answered NO to any of questions M1-M8, please provide justification detailing why this is necessary for the research.  



		10

		



		Informed consent: Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before the research begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded. 



		11

		Participants will be informed about the purpose, methods, and potential outcomes of the research prior to their participation. A Participant Information Sheet will be provided, detailing the study’s objectives, voluntary nature, confidentiality, and how the results will be used. Participants will have the opportunity to ask questions about the research before providing consent. Consent forms will be used, ensuring participants acknowledge they understand their involvement. Consent will be recorded electronically to ensure clarity and accountability, and participants will be informed they can withdraw at any time without consequence. If applicable, verbal consent will be recorded, especially if anonymity is key, and this will be documented in the research records.



		Confidentiality: Confidential information refers to information that can be related to an identifiable individual, whether living or deceased, which is not in the public domain and which is given with the expectation that it will be kept confidential.  Under Common Law when an individual entrusts a researcher or research team with confidential information, the team must handle this in line with ‘reasonable expectations’. In other words, confidential information should only normally be shared when there would be ‘no surprises’ for the individuals concerned. Where participants would not expect the researcher to be sharing their confidential information with others, researchers can manage their expectations by informing them of their intentions (e.g. in the participant information sheet or during discussions about participation) and asking them if they are happy with these plans. They should understand what is being proposed and what this might mean for them, before they decide whether the researcher can share their confidential information with others.  



		Please detail how you will treat confidential information:



		12

		No personal identifiable information will be collected during the research. All data will be anonymized from the outset, ensuring that participants cannot be identified through any of the information provided. The research will focus on aggregated data and participants' responses will not be linked to any identifying details. Data will be securely stored and will only be used for the purpose of this study. Any information shared with others will be in a fully anonymized form, ensuring confidentiality is maintained throughout the research process. Participants will be informed about this approach in the Participant Information Sheet and will consent to their anonymized data being used for the research. The research team will handle all data in compliance with ethical guidelines and legal requirements to protect confidentiality.



		Copies of any written consent form, written information and all other explanatory material should accompany this application. If you have included these then please list the documents included here.



		13

		



		14

		Consent form attached?

		YES

☐

		NO

☒

		N/A

☐







SECTION N: Research with Potential Military Application

		1

		Does your research have any potential military application?

		YES

		Click to continue to appendix 8

		NO

		Continue to the next section



		2

		Have you completed appendix 8? 

		YES

		☐

		NO

		☒







[bookmark: SEC_O]SECTION O: Use of Artificial Intelligence Tools

		Use of generative AI and other AI-based tools

There are a number of ethical issues relating to the use of generative AI and other AI-based tools, including data security, output bias, and output errors. In general you should assume that any generative AI or other AI-based tool that you pay to use is more secure and accurate than one which is free to use.



Will the research use AI tools to do any of the following:

		YES

		NO

		N/A



		1

		Capture data?

		☐

		☒

		☐



		2

		Generate and/or edit text?

		☐

		☒

		☐



		3

		Generate graphics?

		☐

		☒

		☐



		4

		Generate video?

		☐

		☒

		☐



		5

		Generate sound/music?

		☐

		☒

		☐



		6

		Generate code?

		☐

		☒

		☐



		7

		Generate synthetic data?

		☐

		☒

		☐



		8

		Analyse data?

		☐

		☒

		☐



		9

		Analyse personal or sensitive data?

		☐

		☒

		☐



		10

		Classify data?

		☐

		☒

		☐



		11

		Do you intend to use the free version of any AI tools?

		☐

		☒

		☐



		If you have answered YES to any of questions O1-O11, please provide justification detailing why this is necessary for the research.  



		12

		







(this box should expand as you type)









Section P: Research Data Management Plan



		1

		Data Summary



		The research will generate quantitative survey data collected from NHS staff, focusing on their perceptions of Diversity and Inclusion (D&I) strategies and staff retention. This will include anonymized data on employee roles, demographics (e.g., BAME status), and feedback on organizational D&I initiatives. No personal identifiable information will be collected to maintain confidentiality.

		Section P: Research Data Management Plan



1	Data Summary

Briefly introduce the types of data the research will create or access.



2	Responsibilities

Who will be responsible for data management? 

Outline responsibilities for data management within research teams at all partner institutions



3	Assessment of existing data

Provide an explanation of the existing data sources that will be used by the research project (if applicable). 

Provide an analysis of the gaps identified between the currently available and required data for the research.



4	Management and curation of data

Outline your plans for preparing, organising and documenting data.



5	Quality assurance of data

Describe the procedures for quality assurance that will be carried out on the data collected at the time of data collection, data entry, digitisation and data checking.



6	Short-term data storage

How will the data be stored in the short term during the research. 

Describe the data access, security and backup procedures you will adopt to ensure the data and metadata are securely stored during the lifetime of the project.



7	Long-term data storage and preservation 

Which data are of long-term value and should be retained, shared, and/or preserved?

How the data will be stored in the long term?

Are the plans for preparing and documenting data for sharing and archiving with an external data repository (e.g. the UK Data Service) or the UWTSD data repository? 

How long will it be stored for and why?



8	Documentation and metadata

What documentation and metadata will accompany the data?

How will the data be documented during research to provide high quality contextual information and/or structured metadata for secondary users?



9	Data sharing

If you plan to share your research data explain how it will be shared and the value it will have to others

If you are planning to share the data, please advise when you will be releasing it.  

Are any restrictions on data sharing required?

Identify any potential obstacles to sharing your data, explain which and the possible measures you can apply to overcome these

If the data will have value to different audiences, how these groups will be informed?

Will the data need to be updated? Include future plans for updating if this is the case.

Will the data be open or will you charge for it? Justify if charging to access the data.



10	Copyright and intellectual property ownership

Who will own the copyright and Intellectual Property Rights (IPR) of any new data that you will generate?



11	Resources

What resources will you require to deliver your plan?

Costs of storage - why are these appropriate? 

How will these be met? (costs related to long term storage will be normally permitted by funders providing these are fully justified and relate to the project)





		2

		Responsibilities



		The Principal Investigator will be responsible for data management, including data collection, storage, and security. Data management responsibilities will also be shared with the research team, ensuring clear division of tasks related to data collection, analysis, and reporting. For partner institutions, data responsibilities will be clearly defined in a collaboration agreement.

		The Principal Investigator will be responsible for data management, including data collection, storage, and security. Data management responsibilities will also be shared with the research team, ensuring clear division of tasks related to data collection, analysis, and reporting. For partner institutions, data responsibilities will be clearly defined in a collaboration agreement.



		3

		Assessment of existing data



		The existing data sources include publicly available D&I reports from NHS Trusts and previous studies on staff retention in healthcare. The gaps identified include the lack of granular data on frontline and BAME staff perspectives on D&I strategies in the context of retention, which this study aims to address by collecting primary survey data from NHS staff.



		4

		Management and curation of data



		Data will be organized and documented in a secure cloud-based storage system, with clear filenames and metadata tagging. A data management plan will ensure that data is curated according to project objectives, making it easily accessible for analysis. Documentation of data collection methods and variables will be provided to ensure transparency.



		5

		Quality assurance of data



		Data collection will be standardized using a pre-tested online survey tool. During data entry, a double-checking procedure will be used to verify the accuracy of responses. Data cleaning processes will be employed to remove duplicates or incomplete responses, and a pilot test will be conducted to identify and correct any issues before full-scale data collection.



		6

		Short-term data storage



		During the research, data will be stored on a secure cloud platform with restricted access to authorized personnel. Backup procedures will be implemented to ensure data integrity, with daily backups of survey responses. Access will be granted based on specific roles, ensuring that only research team members can edit or view sensitive data.



		7

		Long-term data storage and preservation 



		Data that is of long-term value, such as aggregated survey results, will be stored in a permanent data repository (e.g., UWTSD data repository or UK Data Service). The data will be preserved for a minimum of 5 years, after which it will be reviewed for possible archival. The aim is to make data available for future research, while ensuring it is accessible to researchers within the field of healthcare.





		8

		Documentation and metadata



		Metadata, including details about the data collection process, survey questions, and coding schemes, will accompany the data. Each dataset will be documented with clear descriptions of variables, categories, and scales. Structured metadata will be created to ensure that secondary users can understand and utilize the data effectively.



		9

		Data sharing



		The data will be shared through the UK Data Service once the research is complete and results are published. The data will be made available to other researchers in the field of D&I and healthcare workforce management. No restrictions on data sharing are expected, but sensitive data will be anonymized. Data updates may be required if further longitudinal studies are conducted, but this will be communicated to interested parties.



		10

		Copyright and intellectual property ownership



		The copyright and Intellectual Property Rights (IPR) of any new data generated will be owned by the University. The data will be shared under an open-access license unless otherwise agreed upon in collaboration agreements.



		11

		Resources



		The main resources required to deliver the data management plan will include cloud storage costs and licenses for survey platforms. Costs will be covered by the project’s funding. The costs for long-term storage will be fully justified and allocated as part of the project’s budget to ensure that data remains accessible for future research.







SECTION Q: Risk Assessment 



		
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 



If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  



		1

		Full risk assessment completed and appended? 

		YES

		NO



		[bookmark: _Hlk152919011]

		

		☒

		☐



		Risks to participants, researchers, and the University 



		2

		Social risks: disclosures that could affect participants standing in the community, in their family and their job.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?





		3

		Legal risks: activities that could result in the participant, researchers and / or University committing an offence; activities that might lead to a participant disclosing criminal activity to a researcher which would necessitate reporting to enforcement authorities; activities that could result in a civil claim for compensation

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?





		4

		Economic harm: financial harm to participant, researcher and / or University through disclosure or other event.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?







		5

		Reputational risk: damage to public perception of University or the University / researchers’ reputation in the eyes of funders, the research community and / or the general public.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?









		6

		Safeguarding risks:  Risk to young people, vulnerable adults and / or researcher from improper behaviour, abuse or exploitation. Risk to researcher of being in a comprising situation, in which there might be accusations of improper behaviour.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?









		7

		Sensitive, embarrassing or upsetting topics. If research activity may include sensitive, embarrassing or upsetting topics or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities.  

		YES

		NO



		

		

		☐

		☒



		







(this box should expand as you type)



		

		Health and safety risks



		8

		Location hazards: for example: fire; visiting or working in participant’s homes; working in remote locations and in high crime areas; overseas travel; hot, cold or extreme weather conditions; working on or by water. Also hazardous work locations, such as construction sites, confined spaces, roofs or laboratories. For overseas travel, researchers will need to check country / city specific information, travel health requirements and consider emergency arrangements as part of their research planning. In all cases the University’s International Travel Policy must be followed.

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?









		9

		Activity hazards: for example: potentially mentally harmful activities; distressing and stressful work and content; driving; tripping, or slipping; falling from height; physically demanding work; lifting, carrying, pushing and pulling loads; night time and weekend working.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?







		10

		Machinery and equipment: for example: ergonomic hazards, including computer workstations and equipment; contact with electricity; contact with moving, rotating, ejecting or cutting parts in machinery and instruments; accidental release of energy from machines and instruments.

		YES

		NO



		

		

		☐

		☒



		Risk:







(this box should expand as you type)

		How will you address any risks?





		11

		Chemicals and other hazardous substances: the use, production, storage, waste, transportation and accidental release of chemicals and hazardous substances; flammable, dangerous and explosive substances; asphyxiating gases; allergens; biological agents, blood and blood products. 

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?









		12

		Physical agents: for example: excessive noise exposure, hand-arm vibration and whole body vibration; ionising radiation; lasers; artificial optical radiation and electromagnetic fields

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?







		13

		Environmental risks: for example: accidental spillage of pollutants, damage to local ecosystems

		YES

		NO



		

		

		☐

		☒



		Risk:





(this box should expand as you type)

		How will you address any risks?













SECTION R: Disclosure and Barring Service



		Disclosure and Barring Service



		1

		If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.

		YES



		NO



		N/A





		

		Does your research require you to hold a current DBS Certificate?

		☐

		☐

		☐



		2

		If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.

		









[bookmark: SEX_S]SECTION S: Declaration

		The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.



In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Policy which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 





		1

		Name of applicant

		Nazifa Sultana Ohia



		2

		Electronic or written signature of applicant:

		Nazifa Sultana Ohia



		3

		Date

		14/11/2025



		4

		Name of Director of Studies

		



		5

		Electronic or written signature of Director of Studies:

		



		6

		Date

		







Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

		1

		☒

		I have read the guidance notes supplied before completing the form.



		2

		☒

		I have completed all relevant sections of the form in full.



		3

		☒

		I have attached a copy of the Participant Information Sheet (PIS) or Consent Form



		4

		☒

		I have attached a completed copy of the Trusted Research and Innovation Checklist (where applicable)



		5

		☒

		I have attached a full risk assessment (where appropriate) 



		6

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice



		7

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Data Management Policy



		8

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Export Control Policy



		9

		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Open Access Research Policy



		10

		I have completed the following appendices:

		1

		☐

		2

		☐

		3

		☐

		4

		☐



		

		

		5

		☐

		6

		☐

		7

		☒

		8

		☐







		

All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.














[bookmark: APP_1]APPENDIX 1 – Grant or Contract Funding



		A1.1

		Has your research been awarded external funding?

		YES

		☐

		NO

		☒



		A1.2

		Have you applied for funding / awaiting decision?

		YES

		☐

		NO

		☒



		A1.3

		Are you intending to apply for funding?

		YES

		☐

		NO

		☒



		A1.4

		[bookmark: _Hlk152243903]Funding Body

		



		A1.5

		Lead institution (grant holder)

		



		A1.6

		If awarded, grant reference

		



		A1.7

		If awarded, grant value

		



		A1.8

		If awarded, start date and duration

		







		

		

		

		

		





		Return to the main form












[bookmark: APP_2]APPENDIX 2: External Collaborative Research Activity



		INSTITUTION 1                        



		[bookmark: _Hlk152247185]A2.1

		Name

		





		A2.2

		Researcher name and position 

		





		A2.3

		Role in project (e.g. co-investigator)

		





		A2.4

		Contact e-mail address

		





		A2.5

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		[bookmark: _Hlk152841402]

		

		









		INSTITUTION 2                      



		A2.6

		Name

		





		A2.7

		Researcher name and position 

		





		A2.8

		Role in project (e.g. co-investigator)

		





		A2.9

		Contact e-mail address

		





		A2.10

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		

		

		









		INSTITUTION 3                       



		A2.11

		Name

		





		A2.12

		Researcher name and position 

		





		A2.13

		Role in project (e.g. co-investigator)

		





		A2.14

		Contact e-mail address

		





		A2.15

		External Ethical Approval

Please detail the ethical approval required and arrangements for this partner. See Section 14 of the UWTSD Research Ethics and Integrity Policy. If approved, please supply confirmation. 

		Obtained?

		YES

		NO

		PENDING



		

		

		

		☐

		☐

		☐



		

		

		









Add additional collaborators as needed



		

		

		

		

		





		Return to the main form





[bookmark: APP_3]




APPENDIX 3: Research Undertaken Outside of the UK



		A3.1

		Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. Describe the measures you have taken to comply with these and provide evidence of approvals etc. If you live in the country where you will do the research then please state this. If you have a local research supervisor or research advisor then please give their contact details here.



		







(this box should expand as you type)



		A3.2

		Responsible Research and Innovation

If research is taking place overseas please refer to the UWTSD Trusted Research and Innovation Policy and complete the Trusted Research and Innovation Checklist and submit it with this form.



		A3.3

		Confirm that you have read the Trusted Research and Innovation Policy

		☐







		If you are a postgraduate research student working with a research supervisor or research advisor at your local university then you do not need to fill in any more sections of this appendix.

If you are working in a research collaboration with an overseas partner please complete the remaining sections of this appendix.

		Return to the main form





[bookmark: _Hlk160779412]

		Organisational Details



		A3.4

		Name of Organisation 



		



		A3.5

		Country where organisation is based:



		



		A3.6

		Registration number and name of registration body (examples of relevant registration bodies are government, tax, corporation, charity, educational authority):



		



(this box should expand as you type)



		A3.7

		What is the legal status of the organisation? (for example: public university, private university, charity, private company, non-profit making company, government research organisation, independent research organisation) Please include the date of foundation. Note: We may be required to ask for evidence of this at a later stage.



		



(this box should expand as you type)



		A3.8

		Is your organisation affiliated to any other organisation? (i.e. is the organisation legally part of a larger organisation or a group of larger organisations).



		



(this box should expand as you type)



		A3.9

		Name(s) of investigators in the organisation who will be responsible for the collaborative research and innovation 



		



(this box should expand as you type)









		About New Partners



		A3.10

		Why does a partner want to work with you?



		



(this box should expand as you type)



		A3.11

		What are they expecting in return for their financial support or involvement?



		



(this box should expand as you type)





		A3.12

		Is the organisation associated with a country which may be viewed as hostile to the UK or one which has different democratic and ethical values from our own? If you have ticked YES, please briefly describe below how you will maintain the UK’s democratic and ethical values within the research.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.13

		Has due diligence into the partner identified any involvement in research on behalf of the military or police with links to a hostile state? If you have ticked YES, please summarise below how you will prevent information from this research from being released to these organisations.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.14

		Set within the context of any information gained from due diligence, could your research be misused or have unintended applications which would be negative? If you have ticked YES, please summarise below how this might occur.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.15

		Are there any legal, regulatory or university policy constraints on undertaking your research with this partner? If you have ticked YES, please summarise these below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.16

		Having considered the answers to questions A3.10-A3.15, are there potential reputational or ethical risks to you or the university? If you have ticked YES, please summarise these risks below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)









		About Research Relationships

		YES

		NO



		A3.17

		Are the terms of any proposed Memorandum of Understanding (MoU) in keeping with the expectations of your department and university?

		☐

		☐



		A3.18

		Are you providing existing intellectual property (IP), research data, confidential or personally identifiable data to the project? If so, how is this going to be protected?

		☐

		☐





		





(this box should expand as you type)



		A3.19

		Who will own any IP that is generated?



		



(this box should expand as you type)



		A3.20

		What plans do you have in place for protecting the resulting IP?



		



(this box should expand as you type)



		A3.21

		What contractual requirements are you able to put in place to protect the interests of your academic institutions?



		



(this box should expand as you type)



		A3.22

		What access will the research partner have to your IT network? If they do have access, what broader visibility might this provide?



		



(this box should expand as you type)



		A3.23

		Is there any physical separation or protection required between research in similar fields?



		



(this box should expand as you type)









		About Existing Partners



		A3.24

		Would proceeding with the research raise potential conflicts of interest with existing research partners? If you have ticked YES, please explain these conflicts below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.25

		Have you spoken with your existing partners about any potential conflict of interest? If you have ticked YES, please briefly summarise their response(s) below.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.26

		Does any non-disclosure agreement for this project include an expectation that you will need to provide visibility to existing partners? If you have ticked YES, please explain below how this will be managed.

		YES

		NO



		

		

		☐

		☐



		





(this box should expand as you type)



		A3.27

		Will this research breach any existing contractual agreements that you, your department or university already have? If you have ticked YES, please explain below how this will be managed.

		YES

		NO



		

		

		☐

		☐





		





(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_4]APPENDIX 4: Research with Vulnerable People



		Will the research involve data processing involving the following data subjects:

		YES

		NO



		A4.1

		Children under 16

		☐

		☒



		A4.2

		Adults with learning disabilities

		☐

		☒



		A4.3

		Adults with other forms of mental incapacity or mental illness

		☐

		☒



		A4.4

		Adults in emergency situations

		☐

		☒



		A4.5

		Prisoners or young offenders

		☐

		☒



		A4.6

		Those who could be considered to have a particularly dependent relationship with the investigator, e.g. members of staff, students

		☐

		☒



		A4.7

		People who have not given their explicit consent to participate in the project

		☐

		☒



		A4.8

		People engaged in illegal activities

		☐

		☒



		A4.9

		Any other people who can be considered vulnerable in the context of this project

		☐

		☒



		Please justify the inclusion of the above people (if applicable), explaining why the research cannot be conducted on non-vulnerable people.



		A4.10

		







(this box should expand as you type)



		Please give details of extra steps taken to assure the protection of vulnerable people participating in the research.  You should describe any arrangements to be made for obtaining consent from a legal representative.



		A4.11

		







(this box should expand as you type)



		It is the researcher’s responsibility to check whether a DBS check (or equivalent) is required and to obtain one if it is needed. Please confirm:



		A4.12

		DBS Check required? 

		YES

		NO



		

		

		☐

		☐



		A4.13

		DBS certificate obtained? 

		YES

		NO

		N/A



		

		

		☐

		☐

		☐







		

		

		

		

		





		Return to the main form










[bookmark: APP_5]APPENDIX 5: Research Involving Animals

		The use of animals in research is tightly governed and monitored by law and by the Home Office, specifically under the Animals (Scientific Procedures) Act 1986 and its accompanying codes of practice and processes. The Act regulates procedures that are carried out on protected animals for scientific or educational purposes that may cause pain, suffering, distress or lasting harm. Under the Act, a protected animal is ‘any living vertebrate, other than man, and any living cephalopod’. The University does not hold a Home Office issued Establishment Licence and therefore researchers must ensure that any proposed work involving animals is either exempt from the Act or falls outside of its scope. Exempted research, for example involving routine veterinary practice or clinical veterinary research, may still require external ethical approval from the Royal Society of Veterinary Surgeons. When undertaking collaborative research involving animals, the UWTSD Research Ethics Committee must be assured that the partner institution(s) conform to the appropriate regulatory framework or legislation, and have approval from their local Research Ethics Committee. Any such work must follow the guidance of the National Centre for the Replacement, Reduction and Refinement of Animals in Research, known as the 3Rs.  In all cases, advise must be sought from INSPIRE for any proposed research involving animals, either at UWTSD, or by research collaborators in partnership with UWTSD. This should be at the very early stages of research design, so that an appropriate due diligence exercise can be undertaken.



		Will the research involve any work with any of the following animals (including observation in their natural habitat)

		YES

		NO



		[bookmark: _Hlk156319509]A5.1

		Any living vertebrates, other than humans?

		☐

		☒



		A5.2

		Any living cephalopods?

		☐

		☒



		A5.3

		[bookmark: _Hlk156462984]Has INSPIRE undertaken an initial due diligence exercise?

		☐

		☒



		A5.4

		[bookmark: _Hlk156464303]Due diligence assessment appended to this application?

		☐

		☒



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. 



		[bookmark: _Hlk156464347]A5.5

		



(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_6]APPENDIX 6: Research with Staff or Offenders in Prison Establishments and Probation Services 



		Research with staff and/or offenders in prison establishments, the Probation Service or within His Majesty’s Prison and Probation Services requires additional approvals.



		Will the research involve any of the following?

		YES

		NO



		A6.1

		Staff in prison establishments

		☐

		☒



		A6.2

		Offenders in prison establishments

		☐

		☒



		A6.3

		The Probation Service

		☐

		☒



		A6.4

		His Majesty’s Prison and Probation Services

		☐

		☒



		All researchers wanting to conduct research with staff and/or offenders in prison establishments, the Probation Service regions or within HM Prison and Probation Service (HMPPS) Headquarters are required to formally apply for research approval to the HMPPS National Research Committee (NRC). Before doing so, INSPIRE must undertake an initial due diligence exercise. If you have not contacted INSPIRE, please do so immediately. If YES to any of the above, please confirm:



		A6.5

		[bookmark: _Hlk156464314]Has INSPIRE undertaken an initial due diligence exercise?

		☐

		☒



		A6.6

		Have you applied to the HMPPS National Research Committee (NRC)?

		☐

		☒



		A6.7

		Has HMPPS National Research Committee approval been granted? If yes, please append to this application. 

		☐

		☒



		A6.8

		Due diligence assessment appended to this application?

		☐

		☒



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. 



		A6.9

		









(this box should expand as you type)







		

		

		

		

		





		Return to the main form










[bookmark: APP_7]APPENDIX 7:  Health and Social Care Research 

		All health and social care research must have a sponsor as defined by the Health Research Authority UK Policy Framework for Health & Social Care.  The University will under no circumstances act as the sponsor of health and social care research (i.e. that which requires approval by a NHS Research Ethics Committee). In all cases, therefore, an appropriate collaborating partner must lead the research.  Any health and social care research therefore requires an initial due diligence exercise, which will be undertaken by INSPIRE. The purpose of the due diligence exercise is to ensure that the University has the capability to undertake the research, either independently or in collaboration with research partners. This will include advice on suitable collaborative arrangements and the appropriate involvement of UWTSD researchers in the proposed research study.  This is likely to apply to the following areas:



		Will the data processing involve:

		YES

		NO



		A7.1

		Participants who have been recruited on the basis of medical and health conditions, life stage or other physical or mental attribute.

		☐

		☒



		A7.2

		Participants who will engage in physical exercise, activity or exertion of any kind, or who use exercise equipment, assistive devices or other apparatus for the purposes of the research study. This includes interventions that are minimally invasive.

		☐

		☒



		A7.3

		Patients and users of the NHS (including NHS patients treated in the private sector).

		☐

		☒



		A7.4

		Individuals identified as potential participants because of their status as relatives or carers of patients and users of the NHS.

		☐

		☒



		A7.5

		Patients who are cared for in private and voluntary sector nursing homes.

		☐

		☒



		A7.6

		Confidential patient information.

		☐

		☒



		A7.7

		Clinical trial of a medicinal product or medical device.

		☐

		☒



		A7.8

		Access to organs or other bodily material of past and present NHS patients, or any material consisting of or containing human cells.

		☐

		☒



		A7.9

		Use of human tissue (including non-NHS sources) where the collection is not covered by a Human Tissue Authority licence.

		☐

		☒



		A7.10

		Foetal material and IVF involving NHS patients.

		☐

		☒



		A7.11

		The recently deceased under NHS care.

		☐

		☒



		A7.12

		NHS staff or premises.

		☐

		☒



		A7.13

		Practising midwives conducting a clinical trial.

		☐

		☒



		A7.14

		Investigational medicinal product.

		☐

		☒



		A7.15

		Medical devices that are not CE-marked or CE-marked medical devices that have been modified or are being used for a new purpose.

		☐

		☒



		A7.16

		Exposure to ionising radiation.

		☐

		☒



		A7.17

		Other health and social care related research.

		☐



		☒





		Please specify 







(this box should expand as you type)

		

		



		Researchers proposing to work on projects involving health and social care research must check whether their study meets the HRA definition of research and whether it should undergo ethics review by a NHS Research Ethics Committee. If you have answered YES to any of questions A7.1-A7.17 then this is likely to be the case and sponsorship by a third party will be required. This can be checked via the Health Research Authority’s Decision Tool : https://www.hra-decisiontools.org.uk/research/  



		A7.18

		Does the research meet the HRA definition of research?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☒



		A7.19

		Is the Research being sponsored by a collaborating partner?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☒



		A7.20

		Has NHS ethics approval been granted?

		YES 

		NO

		N/A



		

		

		☐

		☐

		☒



		A7.21

		Has INSPIRE undertaken an initial due diligence exercise?

		YES 

		NO



		

		

		☐

		☒



		Please provide a summary of the due diligence exercise, noting arrangements for compliance with the necessary regulatory frameworks and legislation. Please append the full due diligence assessment from INSPIRE. If you have not contacted INSPIRE, please do immediately. 



		A7.22

		









(this box should expand as you type)







		A7.23

		Have you been granted NHS ethical approval?

		YES

		Click to continue to Section R

		NO

		Return to the main form












[bookmark: APP_8]APPENDIX 8: Export Control for Research with Potential Military End Uses

		Export controls apply to the physical, electronic or oral transmission outside the UK of applied research, sensitive technology, software and equipment that could potentially be misused, either directly or indirectly, for military purposes. These legal controls are a serious obligation and UWTSD researchers must actively manage the risks of these being misused to fuel conflict, threaten national security, support terrorism and crime, violate human rights or proliferate Weapons of Mass Destruction.  UWTSD’s Export Control Policy provides a clear six step process to determine if your research is covered by export controls. Please complete the following screening to judge if you need to compete a full export control assessment. If you are in any doubt, then please contact INSPIRE. Any research in UWTSD involving the following high-risk areas must be screened.

Will the research involve:



		Defence

		YES

		NO



		A8.1

		Military equipment and munitions

		☐

		☒



		A8.2

		Defence equipment, including satellites

		☐

		☒



		A8.3

		Technical data, including some border and port information

		☐

		☒



		A8.4

		Dual use research

		☐

		☒



		Materials and Technologies

		YES

		NO



		A8.5

		Nuclear materials, facilities and equipment

		☐

		☒



		A8.6

		Chemicals, microorganisms and toxins

		☐

		☒



		A8.7

		Electronics design, development and production

		☐

		☒



		 A8.8

		Computers

		☐

		☒



		A8.9

		Telecommunications

		☐

		☒



		A8.10

		Sensors and lasers

		☐

		☒



		A8.11

		Navigation and avionics

		☐

		☒



		A8.12

		Marine technology

		☐

		☒



		A8.13

		Composite materials

		☐

		☒



		A8.14

		Aerospace and propulsion

		☐

		☒



		Sensitive Information

		YES

		NO



		A8.15

		Cryptology

		☐

		☒



		A8.16

		Counterterrorism

		☐

		☒



		A8.17

		Counternarcotics

		☐

		☒



		A8.18

		Cyber-related

		☐

		☒



		A8.19

		Non-proliferation

		☐

		☒



		A8.20

		Transnational criminal organisations

		☐

		☒










		Genetic Resources

		YES

		NO



		A8.21

		Genetic material of actual or potential value

		☐

		☒



		A8.22

		Organisms, or parts thereof

		☐

		☒



		A8.23

		Populations (or organisms)

		☐

		☒



		A8.24

		Other biotic components of ecosystems

		☐

		☒



		A8.25

		Domesticated or cultivated species in which the evolutionary process has been influenced by humans

		☐

		☒







		Will you be exporting military or dual-use technology, now or possibly in the future? This information may take many forms, including:

		YES

		NO



		A8.26

		Physical transfer of goods, technologies, material or equipment

		☐

		☒



		A8.27

		Blueprints

		☐

		☒



		A8.28

		Plans

		☐

		☒



		A8.29

		Diagrams

		☐

		☒



		A8.30

		Models

		☐

		☒



		A8.31

		Formulae

		☐

		☒



		A8.32

		Tables

		☐

		☒



		A8.33

		Engineering designs and specifications

		☐

		☒



		A8.34

		Manuals and instructions

		☐

		☒



		A8.35

		Software

		☐

		☒



		A8.36

		Know-how

		☐

		☒







		Will your project transfer technology using any of the following physical methods?

		YES

		NO



		A8.37

		USB flash drives

		☐

		☒



		A8.38

		Portable hard drives

		☐

		☒



		A8.39

		Laptops

		☐

		☒



		A8.40

		Tablets

		☐

		☒



		A8.41

		Intangible forms by using electronic media, such as email, phone storage and cloud file sharing

		☐

		☒



		A8.42

		Physical exports

		☐

		☒







		Will your project involve any of the following?

		YES

		NO



		A8.43

		Oral transfer by phone or videoconferencing or presentations

		☐

		☒



		A8.44

		Travelling overseas for any purpose, while unintendingly carrying any of the above.

		☐

		☒



		A8.45

		Will you be hosting foreign visitors?

		☐

		☒










		If you answer YES to any of questions A8,1-A8.45 then you should complete a full export control assessment and append that to this application. Before doing this please contact INSPIRE who will advise further.

		YES

		NO



		A8.46

		Full export control assessment required?

		☐



		☒





		A8.47

		Full export control assessment completed?

		☐



		☒





		A8.48

		Full export control assessment appended?

		☐



		☒









		

		

		

		

		





		Return to the main form
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