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Royal College of Nursing submission to the Co mmission on Racial and Ethnic Disparities 
(CRED) call for evidence  
 
1. Introduction 
 

1.1. The Commission on Racial and Ethnic Disparities (CRED) review is an important 
part of the work underway to better un derstand racial and ethnic inequalities 
and disparities in the UK. It provides the potential to deliver a degree of much-
needed social justice. The RCN welcomes the opportunity to submit information 
to the Commission’s call for evidence. We look forward to the recommendations 
arising from CRED’s work being implemented in full and informing future policy 
decisions for achieving racial equality.  

 
1.2. Nursing is a profession that is both complex and demanding. In order to deliver 

holistic care to diverse communities, it requires the skilful deployment of a wide 
range of clinical knowledge and expertise in promoting health, preventing illness 
and caring for those who are unwell as well as those who are dying. As such 
nurses and nursing as a profession is we ll-placed to provide insight into the 
impact of racial and ethnic disparities. 

 
1.3. Our focus in this submission is driven by the availability of reliable data sets in 

the English National Health Service (NHS ) as a result of the publication of the 
NHS Workforce Race Equality Standard  (WRES) and therefore makes primary 
reference to the English context. Howeve r, where we are able make references 
and draw conclusions to the wider UK context in terms of our evidence and 
recommendations, we will do so. 

 
1.4. Our submission focuses on three of the questions in the Commission’s call for 

evidence: 
 
1.4.1. Q2: What can be done to improve the representation, retention and progression 

opportunities for people of different ethnic backgrounds in public sector 
workforces?   
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are also conscious that the term itself encompasses the vast array of beliefs, 
cultural norms, faith and religious prac tices and customs that shape different 
ethnic and ‘racial’ traditions. These differences also mean that people within 
these groups face a wide range of different barriers to accessing the labour 
market and securing career progression. 

 
1.7. Our submission is based on an expl
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2.2.2. Include specific action to require public sector bodies and services 
commissioned on behalf of the public sector to transparently design out 
bias and forms of racism and discrimination within the scope of their 
operational activity and strategic decisions and intent 

2.2.3. Require inspectorate bodies like t he Care Quality Commission to build 
progress against delivery of these outcomes into their inspectorate 
frameworks and to strengthen their reporting standards 

2.2.4. Make specific recommendations about improving key employment 
outcomes such as recruitment, retention and progression as well as 
reducing and eliminating disparities in critical employment relations 
processes such as disciplinary and grievance processes.  

2.2.5. Set a clear timeline and accountability framework for delivering parity in 
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3.1. Health and social care services rema in woefully unrepresentative when viewed 
through the lens of BAME representation at  senior levels within organisations. 
Roger Kline’s publication entitled Snowy White Peaks i  pointed to both denial of 
the issues and confusion in how to approach this issue systematically. Alongside 
this is a pattern of over-representation in the presentation of BAME nurses in 
disciplinary and fitness-to-practice re gulatory processes. Challenging and 
changing this must be central to a structured and long-term programme of 
activity designed to deliver systemic change. 

 
3.2. A number of organisations have sought to remedy the under-representation of 

BAME staff in senior leadership positions with distinctive programmes ring-
fenced for BAME staff whilst leaving i nherently discriminatory systems intact 
and unchanged. While we welcome the commitment to addressing these issues, 
often these activities are confined to shor t-term initiatives and delivered without 
seeking to identify and change existing institutional patterns that continue to 
reinforce and reproduce inequality.  Consequently, gains have tended to be 
short-term and temporary in nature. It is  therefore vital that employers actively 
seek to understand how their processes and cultures work to create 
compassionate, psychologically safe and inclusive workplaces for staff that are 
free from discrimination on any ground. 

 
3.3. There is mixed evidence that such programmes have long-term success in 

substantively changing outcomes for BAME staff at the scale needed and 
further investment in research about what activities are most impactful given a 
particular sector would be welcomed. This is in part due to a failure to implement 
such programmes as part of a wider pack age of institutional change, including 
reviewing policies and processes to dete rmine how they reflect and embody the 
commitment to equality and diversity. Th is is important to ensure and support 
better quality and robust systems, policies, processes and cultures which can 
facilitate the full range of talent, skill,  and knowledge of BAME staff and deliver 
better health outcomes for all.  

 
3.4. Failure to take this approach runs the risk of wasting valuable opportunity to 

make much needed change at a point when the UK is facing critical shortages in 
the supply, recruitment and retention of qualified nurses.  There are almost 
40,000 registered nurse vacancies in  the UK and a recent survey of RCN 
members found that over a third (37% ) were thinking about leaving the 
profession 2. 

 
3.5. Racial and ethnic disparities have for  too long been an accepted and often 

unchallenged feature of the operation of many public and private sector 
services. 

 
3.6. At every stage of the nurses’ career, from pre-registration education 

experiences through to the end of thei r careers, nurses from BAME ethnic 
backgrounds experience the culminative impact of both subtle and covert 
disadvantage. BAME nursing staff report experiences of ‘every-day 
discrimination’ and desiccating regularity  of racial micro-aggressions that often 
remain unmeasured and normalised as a legitimate part of delivering nursing 
care whilst Black, Asian or minority ethnic 3.  

 

��
2 Building a Better Future for Nursing. Royal College of Nursing. October 2020 
3 The King’s Fund. Workforce Inequalities a nd inclusion in NHS providers. July, 2020 
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3.7. There is a paucity of publicly available data about the experiences and outcomes 
experienced by BAME nurses across the UK. There remains a strong argument 
about the need for similar levels of data  to be made available across the UK 
context. Our main sources of data are generated by the NHS WRES which shows 
that 19.7% of all staff working in the NHS 4 are from a BAME background. In 
nursing, 21.8% of registered nurses, hea lth visitors and midwives are from a 
BAME background. 5  

 
3.8. The Workforce Race Equality Standards (W RES) data published annually by NHS 

England since 2015 highlights the stark differences in the bands at which BAME 
staff work, compared to their White British counterparts. Data from the NHS 
WRES Nursing report published in March 2019
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3.11.1. In addition, research from the Nursing and Midwifery Council (NMC) which 
acts as the professional nursing regulator found that across the UK: 

3.11.2. Nurses and midwives from a Black and minority ethnic background are 
more likely to be referred to fitness to practise by employers, while White 
professionals are more likely to be referred by the public.  

3.11.3. Black practitioners are more likely to see their case go to the adjudication 
stage, although they’re not more like ly to be removed from the register 
than White nurses and midwives. 

3.11.4. In addition, the research found that Black and Asian students are less 
likely to be accepted onto NMC-appr oved nursing and midwifery courses. 

 
3.11.5. This data demonstrates how institutional racism weaves a tight pattern of 

disadvantage around the careers and lived experiences of BAME nurses at 
every stage of their pre-registration experience through to their time in 
practice. 

 
3.12. Employers have a vital role to play in  reshaping and redesigning this pattern. 

One particular area that requires further research in England, Scotland and 
Wales is whether employers are confident about using the full scope of powers 
under the Equality Act 2010. There is li ttle information about the use of positive 
action in relation to recruitment an d selection and it is unclear whether 
employers need further support to fully understand the conditions and criteria 
under which these provisions can be le gally implemented.  Employers may need 
to be reminded of the scope of what is currently possible under the Equality Act 
2010 and be supported to fully operationalise its current provisions. 

 
3.13. Employers should be proactively completing comprehensive and continuous 

equality impact assessments on their op erations and strategic decision-making 
to ensure that the risk of unfair discri mination is reduced significantly. Across 
the UK, governments and devolved administ rators should be ensuring that their 
activity is effective and impactful in re ducing and ultimately eliminating ethnic 
disparities. 

 
3.14. A number of organisations have sought  to remedy this with distinctive 

programmes for BAME staff such as the Stepping Up programme run by the 
NHS Leadership Academy. 8 We recognise the popularity of such programmes 
with both staff and employers and believe that this reflects a significant 
appetite for change to be substantively  delivered across the health and social 
care sector. 

 
3.15. However, in some cases their activity is  often confined to short-term initiatives 

which, in some cases, is not informed by a robust evidence base regarding which 
interventions will be most effective in  generating systemic change.  This has 
resulted in any gains tending to be short-term and dissipating once 
organisational restructures are completed or when key figures who have driven 
the change leave or are required to focus their attention elsewhere. 

 
3.16. Some approaches that have been designed to improve the representation of 

BAME staff at senior levels have tended  to work within a ‘deficit-model’ which 
assumes that there is a quality or competency inherently lacking in BAME 
nurses, students and healthcare support workers. Such programmes often 
deliver useful insight to staff but may occasionally be unbalanced as they 

��
8 https://www.leadershipacademy.nhs.uk/ programmes/the-ste pping-up-programme/   
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require little or no structural change on the part of the employer or health care 
system itself. These programmes when del ivered separately from and outside of 
a clear and structured programme that requires systemic reflection, 
transparency and change on the part of the organisation; leave both structural 
and institutional forms of racism unchallenged and unchanged within an 
organisation.   

 
3.17. Further evidence is required to assure that such programmes have yield long-

term success in substantively changing outcomes for BAME staff at the scale 
needed. This is in part due to a failure to implement such programmes as part of 
a wider package of changes, including reviewing policies and processes to 
determine how they reflect and embody the commitment to equality and 
diversity. This is important to ensure and support better quality and robust 
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4.3. Reports also indicated that BAME staff were being asked ahead of others to 
care for people with COVID-19 12.  Our members reported feeling invisible, 
dispensable and not valued 13. Furthermore, the Baroness Lawrence review 
highlighted how our members also repo
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most senior level gave this as a reason compared to 48% of those working 
in Bands 1-4 and Bands 5-6 (or equivalent) 

4.5.9. Nearly a quarter (23%) of BAME respondents reported an increase in 
bullying/ harassment compared to 15% of those who are white. 

 
4.6. BAME members have reported that t hey feel uncomfortable and uneasy 

speaking to management about their concerns because managers are 
disproportionately from White Britis h backgrounds. The obvious bias and 
prejudice they witness in opportunities av ailable to BAME staff to progress into 
management roles means that they are then discouraged from engaging with 
the system. This structural exclusion of BAME staff is unacceptable and is not 
conducive to ensuring patient safety as well as staff wellbeing and support. 
 

4.7. 
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sanctions against BAME staff as well as a reduction in overall sickness rates 18. 
Such programmes require employers to work closely with the range of trade 
unions represented in their workforce an d actively seek to embed these roles 
into their structures and practices. 

 
 
5. Consultation question 7: How could inequalities in the heal th outcomes of people in 

different ethnic groups be addressed by go vernment, public bodies, the private sector, 
and communities?  
 
5.1. In early 2020 Sir Michael Marmot pu blished his second report on health 

inequalities: ‘Health Equity in Engl and: The Marmot Review 10 years’. 19   It 
highlighted extensive and deepening healt h inequalities in England that now 
require urgent attention on the part of government and public bodies through 
the development and implementation of a coherent cross-governmental health 
inequalities strategy. Key findings included:  

5.1.1. In the poorest and most deprived ar eas in England, health is poorer, 
preventable mortality rates are higher and life expectancy and healthy life 
expectancy is lower than in richer areas. Those in poorer areas are now 
spending more of their shorter lives in ill health.  

5.1.2. Life expectancy is lower in the North and higher in the South. It is now 
lowest in the North East and highest in London.  

5.1.3. Since 2010, life expectancy for men in the most deprived 10 percent of 
neighbourhoods decreased in the North East, Yorkshire and the Humber and 
the East of England whilst life expectancy for women in the most deprived 
10 percent of neighbourhoods decreased in every region except London, the 
West Midlands and the North West.  

5.1.4. It also highlighted that health outcomes are even worse for many BAME 
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6.1. The Equality Act 2010 provides a fram ework for addressing racial and ethnic 
disparities alongside the range of other protected characteristics. Since its 
enactment this legislation has undergo ne some changes that have arguably 
weakened its impact on addressing racial and ethnic disparities. This has 
included repealing elements that tack le third-party harassment as well as 
removing employment tribunals’ power to make wider recommendations in 
discrimination cases. The failure to comm ence the dual discrimination provisions 
alongside the socio-economic duty in England remain problematic too. 

 
6.2. UK and devolved administrations should  take steps to strengthen employer 

responsibilities to respond decisively to all forms of harassment including third-
party harassment in order to keep staff safe at work in all care settings and to 
maintain trust and confidence in the safety of the work environment.  

 
6.3. The Commission on Racial and Ethnic Disparities should ask the government in 

England to take steps to trigger the full implementation of the public sector 
socio-economic duty as part of any revie w of the Equality Act 2010, where it is 
not currently implemented.  The socio-econ omic duty requires public bodies to 
adopt transparent and effective measures to address the inequalities that result 
from differences in occupation, education, place of residence or social class.  

 
6.4. Anti-racist as well as anti-discriminatory practice across organisations that is 

clearly structured, funded and woven thro ugh operational and strategic activity 
remains central to delivering sustainable progress. The challenge for both 
systems and institutions is to be transparent and accountable for the 
implementation of these programmes Across the UK there are examples of both 
good and poor practice in this but we re cognise that there needs to be a critical 
mass of organisations proactively working towards systemic improvement in this 
arena. This can be plotted across five key areas of activity which are briefly 
summarised below: 

 
6.4.1. Leadership :  Employers should be required to develop clear competency 

frameworks that are sophisticated enough to support and sustain the 
development of compassionate and incl usive workplace cultures, systems 
and processes. These should support psychological safety and equip 
leaders and managers at every level to design workplace processes and 
interactions that are characterised by equality in dignity of condition and 
equitable outcomes. Such skills are like ly to blend both transformative and 
transactional styles of leadership together. Visible, skilled and committed 
leadership is necessary to securing change.  

 
6.4.2. Narrative : Employers should focus on ensuring that both the internal and 

external communications provides a clea r focus on rationale for this work 
both in terms of the importance of the well-being of staff and in delivering 
better patient outcomes and tackling hea lth inequalities.  This work fixes 
race equality as an integral part of an organisation’s value structure and 
should clearly and explicitly articulate  what the organisation intends to do 
in order to deliver and maintain a zero-tolerance approach to racism and 
other forms of unlawful discrimination. 

 
6.4.3. Voice: Employers must be able to list en and respond intelligently to the 

wide range of experiences of the full diversity of service users and staff 
about their lived experience as well as their outcomes. This can provide 
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valuable data about the effectiveness of work designed to tackle racism 
within the workplace and enable employ ers to concentrate their activity in 
areas of greatest impact.  Within this arena, employers should focus on 
enabling all staff to connect through the creation and support of safe 
spaces which should deeply inform and shape improvement plans and 
delivery.  

 
6.4.4. Metrics : Many organisations have a large number of key performance 

indicators– few if any of those focus on inclusion (defined as the ability of 
individuals to feel valued and supporte d to deliver their best work over the 
longest period of time).Typical appr oaches to developing equality 
indicators often focus on measuring the frequency of harms which is very 
important but often fails to contour the paths organisations need to take 
to create safer and more equitable workplaces that have successfully 
designed out and make deliberate in terventions to tackle structural, 
institutional and interpersonal forms of racism and discrimination.  

 
6.4.5. Accountability:  Making sure that should an or ganisation fail to deliver on 

its anti-discriminatory and anti-racist commitments, ways to address and 
fix this are clearly in place. This should be part of the focus of established 
regulatory and inspectorate processes. An important element of 
accountability domain also requires organisations to take responsibility 
for developing a systemic approach to scrutinising and critically 
appraising the entirety of their operational processes, methods and ways 
of working both formal and informal as well as their suite of people 
management policies and practices; for their impact on delivering equity. 

 
 
About the RCN 
The Royal College of Nursing (RCN) is the largest trade union and professional body in 
the world, representing more than 450,000 members across the UK.  
 
For more information please contact: Wendy Irwin, RCN Equalities Lead at 
wendy.irwin@rcn.org.uk  
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