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EXECUTIVE SUMMARY 
Introduction  
 
Our co-created mixed method approach used an iterative process to gain a deeper understanding of 
the extent of and experiences of racism experienced by health, medical and social care staff of in 
NHS settings in the Shropshire, Telford and Wrekin area in the workplace and in the community. 
 
Our three samples (survey n=177, free-text comments n=50 and interviews n=22) were wide-ranging 
and diverse and broadly mirrored the composition of the overall workforce. 
 

• The proportion of non-White respondents in the survey was 56% vs 44% for Whites (out of 
n=156 who provided this information), 62% in the free-text comments compared to 38% for 
Whites and 95% in the interviews compared to 5% for White.  

• The proportion of women was 57% in the survey, 70% in the free-text comments and 82% in the 
interviews.  

• 58% of those who completed the survey were aged 18-45 but 78% of both those who made 
free-text comments and took part in interviews were aged 36-65.  

• The proportion of nurses was 62% in the survey, 55% in the free text comments and 72% in the 
interviews.  

• The proportion of social care practitioners was 25% in the survey, 14% in the free-text and 5% in 
the interviews.  

• The percentage of hospital staff was 46% in the survey, 42% for the free text and 73% for the 
interviews. The percentage of non-hospital (social care, community, mental health and GP) was 
54% in the survey, 58% for the free text and 27% for the interviews 

• The proportion of medical practitioners was 10% in the survey, 22% in the free-text comments 
and 23% in the interviews.  

 
The non-White and White survey samples broadly reflected the composition of the health, medical 
and social care workforce with twice as many South Asians as Black respondents in the non-White 
sample and more than twice as many White British/English as White Others in the White sample. 
The non-White interview sample also had twice as many South Asians as Blacks. The interview 
sample had only one White (British/English) participant. 
 

Key findings  
Racism in the workplace  
Extent of problem 

While 69.2% of White respondents compared with just over 77.2% of non-White respondents had 
observed racism directed at others in the previous year (on average 1-5 times), only 23.7% of White 
respondents compared to 75.9% of Non-White respondents had experienced racism directed at 
them in the previous year (on average 1-5 times). There was no difference between the South Asian 
and Black samples, but more than 4 times as many White Other as White British/English 
respondents had experienced racism directed at them in the previous year. 
 
Only 49.2% of the White survey respondents compared to 84.8% of non-White survey respondents 
agreed that racism from patients and families was a problem in the workplace while 55.9% of the 
White respondents and 78.7% of those in the non-White category agreed that racism between 
colleagues was a problem in their workplace. For both questions there was no statistically significant 
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difference between South Asians and Black respondents, but White Other respondents were twice 
more likely than White British/English to agree with both questions. 

 

 
Only two of the eight newly arrived international nurses who had been in England for two years or 
less (i.e. 10% of the overall interview sample) were working in highly proactive and supportive 
environments and had experienced no racism in their present job.  

Main forms of racism  

From patients and families 

• 12.2% of White respondents compared to 45.9% of Non-White respondents agreed that they 
had been subjected to direct racially abusive language in the workplace, mostly from patients 
and families. There was no significant difference between South Asians and Blacks, but just 
under 3 times as many White Others (60%) than White British/English (24%) had experienced 
verbal abuse.  

• 25% of those who provided free-text comments and 50% of the interviewees referred to 
experiencing or witnessing racism from patients or their families (comments about accent or 
way of speaking, racially abusive language, and requests by patients to be seen and cared for 
only by White/British/English practitioners). 
 

From colleagues 

• 40.5% of White survey respondents compared to 78.7% of Non-White survey respondents 
agreed that they had experienced racially based stereotyped assumptions and micro-
aggressions about their ability and behaviour. There was no statistically significant difference 
between South Asian and Black respondents, but there was between White English (31%) White 
Other (75%) respondents. 

• 44.1% of White but 66.7% of non-White respondents had not always felt included in work 
activities because of their race with more than twice as many South Asians (66.6%) than Blacks 
(27.8%) and more than 15 times as many White English/British (3.3%) than White Other 
respondents (46.9%). 

• 12.2% of White compared to 45.9% of non-White survey respondents had felt intentionally 
excluded from work or social events because of their race with more than twice as many South 
Asians (57.6%) than Blacks (27.8%) and nearly six times as many White Others (42.9%) than 
White English/British (6.9%). 

• 26% of those who provided free-text comments in the survey and 86% of interviewees 
underlined that their input to the team and organisation was less valued 

• 10% of those who provided free-text comments in the survey (non-Whites) and 89% of the 
interviewees not brought up in the UK who did not have English as their first language, i.e. 77% 
of the interview sample, had experienced language and communication issues from colleagues  

• 20% of those who provided free-text comments in the survey and just over 75% of interviewees 
(of whom 80% were not born, brought up, or initially trained in the UK) were made to feel that 
they did not belong or fit in  

• 10% of those who provided free-text comments in the survey and 45% of the interviewees 
emphasised the negative impact of racism on their career progression  

Reluctance to report racism  

• 32% of those who had provided free-text comments in the survey and 73% of interviewees 
reported a reluctance and fear to discuss or report racism, whether experienced or observed, 
hence they never challenged it, spoke about it, reported it, or made a complaint about it. This 
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was because of a perception that complaints were not acted upon and/or a fear of retribution 
and even managers or supervisors advising not to report or challenge racism for the sake of 
career progression. 

• 27% of the interviewees found that, as they became more senior and were subjected to less 
racism, they were more confident in challenging and reporting racism. This was largely because 
they knew that it would be taken into account and acted upon due to their greater seniority. 

Acculturation of international staff 

Even with acculturation sessions focussing on language and communication, individual acculturation 
takes a long time. It was reported that things were easier ten or more years ago when there was no 
input on acculturation because the fewer international nurses benefitted from more individual 
support. The increasing number of international nurses (now approximately 50% of the workforce), 
acculturation sessions and a more proactive approach to career progression appeared to have led to 
more international nurses successfully progressing in their career than in the past.  

Racism in the community  
40% of the overall sample had experienced racism in the community in the previous year: 63% of 
non-White survey respondents compared to 19% of White respondents. The former had also 
experienced racism more often.  

Data from the survey, free text and interviews shows that racism in the community was mostly 
direct and explicit such as racially offensive derogatory comments and abusive language and 
occasionally differential treatment and micro-aggressions. 

Conclusion 
Racism in the workplace is less explicit and more indirect than that experienced in the community. 
Racism in the workplace has become more indirect and more subtle over time, but the impact is as 
damaging. However, members of staff largely still tend to do nothing about it, not even addressing 
issues directly with the person concerned. Our figures show that both non-White and White 
members of staff in the Shropshire, Wrekin and Telford experience more racism than either the 
national average or the average for the West Midlands.1 2  
 

Benefits of our study 
Our study is the only study to have focussed on racism in health and social care in the NHS in the 
Shropshire, Telford and Wrekin. Our study is unique in having examined differences within the White 
British/English and White Other sub-groups and within the South Asian (Indian and Pakistani) Black 
(Black African and Black British) subgroups. In line with the Equality Act 2010, this is an 
acknowledgement that racism is more than just about colour, but also about actual or perceived 
nationality, culture and national origins.  

 

Limitations of our study 
The sample was cascaded, so it is unknown how many potential respondents were reached; 
therefore, the rate of response cannot be established. Rather than say they had not observed racism 
in the workplace in the past year, almost half the sample (48%) did not answer this question 
compared to 11%-15% non-response or non-disclosure of information for the demographic 
questions on gender, ethnicity and age.   
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Suggestions for improvements 
Policies should be reviewed to avoid overlapping policies and initiatives and pathways. 

Anti-racism training should be offered based on a concept of race consistent with the Equality Act 
2020 (i.e. more than just colour) 

‘Nudge’ posters should remind staff and patients of non-racist expected values and behaviours.  

Acculturation sessions for international staff and especially nurses (now approximately 50% of the 
nursing workforce) should be reviewed to best meet their needs but continue to impart a more 
proactive approach to career progression.  

Managers should be trained to proactively support international staff to successfully progress in 
their career.  

All staff should be educated about how challenging it is for international staff not trained in the UK 
and with a different first language to overcome acculturation problems and that even with 
acculturation sessions focussing on language and communication, individual acculturation takes a 
long time and is a two-way process. 

As international staff are clearly needed by the system, more effort should be made by all staff to 
ensure that they are proactively included in activities and made to feel they fit in  
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INTRODUCTION   
The project, funded by Health Education England West Midlands, is a co-creation project between 
the University of Wolverhampton and diverse stakeholders (NHS Trusts; Shropshire, Wrekin and 
Telford [STW] Integrated Care Systems [ICS] and Health Education England. The fieldwork for this 
project (survey and interviews) started in October 2021 and ended in June 2022. Two interim reports 
(each oral and written) were made to stakeholders – 23 November 2021 and 17 March 2022 – to 
inform them of findings to date. 

Racism in health, medical and social care in England  
Racism within the NHS has been described as endemic 3-5 and racist behaviour has long been the 
experience of many healthcare workers, both indigenous and immigrant. 6-10 However, an issue 
common to studies and reports about racism is a lack of granularity about sub-categories within 
White and non-White groups; and yet, greater granularity can shed light on the complexity and 
multi-dimensionality of the racism experienced or observed within health and social care in 
Shropshire, Telford and Wrekin. 

Rural racism in England  
The Commission for Racial Equality (CRE) was set up by the Race Relations Act 1976 to work towards 
the elimination of unfair discrimination.11 12 In 1992, a ground-breaking report published by CRE 12 
investigating the extent of racism in south-west England found a disturbing picture of racial 
prejudice and discrimination directed against ethnic minority residents which led to the setting 
up of the Rural Race Equality Project (RREP) in 1996.13 14 Soon after, the Equality Act (2010) 
replaced all previous equality legislation and the Equality and Human Rights Commission took over 
from CRE to work towards the elimination of unfair discrimination.  
 
Although there have been claims that some progress had been made, there is agreement that 
progress has been slow and clearly insufficient and hate crimes with a racial element have sharply 
increased in rural areas including.11 Calls have recently intensified for a renewed and urgent focus on 
rural racism 15.  Of the emerging but still limited body of research which over the past 30 years has 
begun to challenge ‘problem-free’ constructions of the countryside 16 17 18 19 underlining the 
pervasiveness of racialised ‘othering’ in rural environments 20,  the present study is the only to have 
focussed on health and social care in the NHS and on the Shropshire, Telford and Wrekin area. 

METHODOLOGY 
A co-creation process21 22 was undertaken with representatives of some of the relevant stakeholder 
organisations and advisory group to agree the aims and objectives and develop the scope, 
methodology and design of the study. 
 
The primary aims were to gain a deeper understanding of the extent of racism and of experiences of 
racism experienced by health, medical and social care staff of perceived non-English heritage in NHS 
settings in the Shropshire, Telford and Wrekin area and suggest ways forward for the organisations 
concerned to promote culturally inclusive behaviours in staff, patients and/or visitors. 
 
A mixed-methods approach23 was selected to address the aims of the study using an iterative 
process to gain the deepest understanding of what has been going on. Quantitative data was 
collected from an electronic anonymous survey [n=177] to enable the identification of underlying 
patterns of similarities and differences. Qualitative data was collected  from both the survey [n=50 
participants made at least one free-text comment] and interviews [n=22] with healthcare, medical 
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and social care staff to provide insights into underlying complex social processes.24 In addition, 
individual and collective background meetings were held with members of stakeholder groups [n=8], 
including trade unions representatives, human resources and EDI staff within organisations who 
provided background information and perspectives about racism. 
 
The survey was cascaded to healthcare, medical and social care staff in the various stakeholder 
organisations between October 2021 to June 2022. Respondents had the opportunity to volunteer 
to be interviewed. The sampling strategy was to obtain as representative and balanced a sample as 
possible. Semi-structured interviews with 22 participants were held between November 2021 and 
June 2022. Meetings with EDI-related staff took place between March 2021 and March 2022. A 
comparative table of the profile of the samples is summarised in the Appendix (survey, free-text 
comments and interviews). 
 
The proportion of non-White participants was 56% in the survey (with twice as many respondents 
identifying as South Asian compared to Black), 62% in the free-text comments (with a quarter as 
many South Asians as Blacks) and 95% in the interviews (with twice as many South Asian as Black). 
Women comprised 57% of survey respondents, 70% in the free-text comments in the survey, and 
82% of the participants in the interviews. More than 50% of the those who completed the survey 
were aged 26-45 and 60% of both those who made free-text comments and those who took part in 
interviews were aged 36-55. See table 1. 
 
Informed consent was received from all respondents and participants. Ethical approval for the study 
was granted on 30 April 2021 by the Health, Social Care and Social Work Ethics Sub-panel of the 
University of Wolverhampton.  
 
Quantitative data from the survey was analysed using appropriate statistical means, while the 
qualitative data from the survey as well as the data from the interviews were analysed thematically 
and using the constant comparative method.24 25  

 

QUANTITATIVE DATA ANALYSIS  
Profile of respondents to the survey 
The profile of the survey sample is summarised in table 1. Of note, n= 22 (12.3%) left the question on 
ethnicity blank, n=21 (11.9%) did not provide information on age and n=24 (13.4%) did not provide 
information on gender. While there was approximately the same number of White [n=48] and non-
White females [n=53], the number of White males was approximately half [n=18] of that of non-
White males [n=33].  The mean age of respondents identifying as White was in the 46-55 age group, 
while that of respondents identifying as Non-White was in the 36-45 age group. 
 
Those who completed the survey were primarily non-White [56%], women [57%] and aged 18-45 
[56%]. The majority were nurses [62%], 43% of whom worked in a hospital setting. Other 
respondents were social care practitioners [25%] and medical practitioners [13%] more than 66% of 
whom were GPs and 33% hospital based.  
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Table 1: Demographic and work profile of the survey sample, free-text comments sample and 
interview sample 
 

Items Survey sample n=177 Percentage 
Gender  Female 

Male 
Non-binary 

57% 
29% 
   2.6% 

Age 18-25 
26-35 
36-45 
46-55 
56-65 

  2% 
30% 
20% 
26% 
17% 

Ethnicity 
 

White  
White English/British  
White Other  
Non-White  
South Asian  
Black  
Non-White Other (mixed)  

44% [n=68]     
31%  
12%     
56% [n=88] 
34% [Indian 29%, British Indian 3%, Pakistani 1%] 
15% [Black African 8%, Black British 5% Black Other 1%] 
   8% 

Place of 
work 

Hospital setting 
Social care 
Community care 
Mental health:  
General practice 

46% [75% of whom non-White] 
25% [25% non-White] 
  9% [20% non-White] 
10% [20% non-White] 
10% [80% non-White] 

Main 
type of 
role 
 

Hospital nurses 
Social care practitioners 
Community care nurses 
Mental health nurses 
Hospital medical 
GP practice medical  
Administrative roles  

43% [75% non-White] 
25% [25% non-White] 
  9% [25% non-White] 
10% [25% non-White] 
  3% [all non-White] 
5% [80% non-White] 
5% [75% White]   

 

Racism in the workplace 
The p-value is the probability of the results having occurred by chance in independent samples26. In 
the present work, p<.05 (i.e. there is less than 5% probability of the result being due to chance) is 
taken as the threshold for the result being statistically significant and p<.001 means a less than 0.1% 
probability a result being due to chance). As the data were not normally distributed, the Mann-
Whitney U test was used. 
 

1 Racism from patients and their families,  
 
White vs non-White groups [statistically significant difference p<.001] 

49.2% of White respondents and 84.8% of non-White respondents agreed that racism from patients 
and families and members of the public was a problem. Also, 35.5% of non-White respondents 
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compared to only 15.3% of White respondents agreed to a great extent/a lot that this was a 
problem.  
 

 
Figure 1 To what extent do you consider racism to be a problem in relation to interactions with patients, their 

families and the general public? Non-White cf. White 

 

Black vs South Asian groups [no statistically significant difference] 

87% of South Asian respondents and 81.8% of Black respondents agreed that racism from patients, 
families and the general public was a problem with 34.8% of South Asian respondents and 40.9% of 
Black respondents agreeing to a great extent/a lot and the rest agreeing moderately/a little. 
 

 
Figure 2 To what extent do you consider racism to be a problem in relation to interactions with patients, their 

families and the general public? Black cf. South Asian 

 
White British/English vs White Other groups [statistically significant difference p<.001]. 
41.9% of White British/English respondents but 68.7% of White Other respondents agreed that 
racism from patients, families and the general public was a problem. 18.8% of White Other 
respondents but just 14% of White British/English respondents agreed to a great extent/a lot that 
this was a problem with the rest agreeing moderately or a little. This concurs with the notion that 
those close to the dominant group in society are those least likely to suffer detriment. 
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Figure 3 To what extent do you consider racism to be a problem in relation to interactions with patients, their 

families and the general public? White British/English cf. White Other 

 

2 Racism from colleagues  

White vs non-White groups [statistically significant difference p<.001]. 

55.9% of the respondents who had identified as White and 78.7% of those in the non-White 
category agreed that racism between colleagues was a problem in their workplace. Only 10.2% of 
White respondents but 37.6% of non-White respondents agreed to a great extent/a lot that this was 
a problem while 45.8% of White respondents and 41.3% of non-White respondents agreed a 
moderate amount/a little. 
 

 
Figure 4 To what extent do you consider racism to be a problem in your workplace i.e. in relation to interactions 

between colleagues? Non-White cf. White 

 
Black vs South Asian groups [no statistically significant difference]  

82.9% of South Asian and 82.8% of Black respondents considered racism from colleagues or between 
colleagues to be a problem in the workplace. Respondents were equally divided as to the intensity of 
the problem with 36.2% of South Asian respondents and 40.9% of Black respondents agreeing to a 
great extent/a lot while 34.7% of South Asian respondents and 40.9% of Black respondents agreed 
moderately/a little. 
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Figure 5 To what extent do you consider racism to be a problem in your workplace i.e. in relation to interactions 

between colleagues? Black cf. South Asian 

 
White British/English vs White Other groups [statistically significant difference p<.001]. 

68.7% of White Other respondents and 51.2% of White British/English respondents considered 
racism from colleagues in the workplace to be a problem. 34.1% of White Other respondents agreed 
to a great extent/a lot that this was a problem compared to 7% of White British/English 
respondents. However, in relation to moderately and a little, both groups were in near complete 
agreement [44.7% of White Other and 44.2% of White British/English].   
 

 
Figure 6 To what extent do you consider racism to be a problem in your workplace i.e. in relation to interactions 

between colleagues?  White Other cf. White British/English 

 

3 Racism directed at others in the workplace in the past year 

The picture regarding racism directed at others in the workplace much less clearcut, there being no 
statistically significant difference between White and non-White respondents as well as a large 
proportion who did not give an answer to this question (55 White and 30 Non-White respondents).  
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White vs non-White groups [no statistically significant difference]. 
The majority [69.2% of White and 77.2% of non-White] who responded to this question had 
witnessed workplace racism directed at others in the last year. About the same percentage of White 
[46.2%] and non-White [45.6%] had witnessed racism 1-5 times. A lesser proportion of both White 
respondents [15.4%] and non-White respondents [14%] had observed racism more than 6 times in 
the last year.  

 

 
Figure 7 How often in the last year have you witnessed racism directed at others in your workplace? White cf. 

Non-White 
 

A question hangs over the 85 participants who did not answer this item: it would be very positive if 
indeed there were no racist events to report. It may, however, be the case that there were no events 
that these participants remembered as having recognised as racist or they had limited opportunity 
to observe racism at play as much of the work in health and social care is done individually or in very 
small groups. 
 
Black vs South Asian groups [no statistically significant difference]  

73.5% of South Asian respondents and 80% of Black respondents had witnessed racism directed at 
others in the previous year with 58.9% of South Asian respondents and 73.4% of Black respondents 
having observed this 1-5 times. 
 

 
Figure 8 How often in the last year have you witnessed racism directed at others in your workplace? South 

Asian cf. Black cf. White 
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White British/English vs White Other groups [no statistically significant difference] 

More White English/British respondents [80%] than White Other [74.7%] had observed racism 
directed at others in the previous year with 60% of White British and 45.6% of White Other having 
observed this happen between one and five times. 
 

 
Figure 9 How often in the last year have you witnessed racism directed at others in your workplace? White 

Other cf. White English 

 

4 Racism directed at self in the workplace in the previous year 

White vs non-White groups [statistically significant p<.001]. 

75.9% of non-White respondents had experienced racism directed at them in the workplace in the 
past year compared to 23.7% of White respondents. 50.6% of the non-White sample had 
experienced this 1-5 times compared to 15.3% of the White sample. A minority of White [8.5%] and 
non-White respondents [25.3%] had experienced this 6 times or more. 
 

 

 
Figure 10 How often in the last year have you experienced racism directed at you in your workplace? White cf. 
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Black vs South Asian groups [no statistically significant difference]  

80.4% of South Asians and 71.8% of Black respondents had experienced racism directed at them in 
the past year. This happened between 1-5 times to 54.3% of South Asian respondents and to 50% of 
Black respondents and 6 times or more to 26.1% of South Asian respondents and to 18.2% of Black 
respondents.  
 

 
 

Figure 11 How often in the last year have you experienced racism directed at you in your workplace? South 
Asian cf. Black 

 
White British/English vs White Other groups [statistically significant p<.001] 

14% of those respondents identifying as White British/English had experienced racism directed at 
them in the previous year compared to 50% of those identifying themselves as White Other. This 
happened between 1-5 times to 25.1% to White Other respondents and 11.6% to White 
British/English respondents and more than 6 times to 25% of White Other respondents and to 2.3% 
of White English/British respondents. Those identifying themselves as the dominant group [White 
English/British] are by far least likely to experience racism and they experience racism far less often. 
 

 
Figure 12 How often in the last year have you experienced racism directed at you in your workplace? White 

Other cf. White British/English     
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5 Being falsely accused or criticised because of race  
White vs non-White groups [statistically significant difference p<.001]. 

26.2% of White respondents had been falsely accused or criticised because of their race compared 
to 57.4% of the non-White respondents. This happened occasionally/sometimes for 19% of White 
respondents and 43.3% of non-White respondents and frequently/all the time for 11.5 % of White 
respondents and 13.2% of non-White respondents. 
 

 
Figure 13 I have been falsely accused or criticized because of my race. White cf. Non-White 

 
Black vs South Asian groups [no statistically significant difference]  

66.7% of South Asian respondents and 38.9% of Black respondents reported being falsely accused or 
criticised because of their race. This happened occasionally/sometimes for 54.6% of South Asian 
respondents and 22.3% of Black respondents and frequently/all the time for 12.2% of South Asian 
respondents and 16.7% of Black respondents. 
 

 
Figure 14 I have been falsely accused or criticized because of my race. South Asian cf. Black 
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White British/English vs White Other groups [statistically significant difference p<.001] 

17.2% of White English/British respondents said they had been falsely accused or criticised because 
of their race compared to 54.7% of the White Other respondents. This happened 
occasionally/sometimes for 17.2% of White British/English respondents and 39.1% of White Other 
respondents and frequently/all the time for 0% of White British/English respondents and 15.6% of 
White Other respondents. 

 
Figure 15 I have been falsely accused or criticized because of my race. White Other cf. White British/English 

 

6 Assumptions about ability or behaviour based on racial stereotypes  
White vs non-White groups [statistically significant difference p<.004]. 

78.7% of non-White respondents but only 40.5% of White respondents were subjected in the 
workplace to racially based stereotyped assumptions. This happened occasionally/sometimes for 
21.4% of White respondents and 55.7% of non-White respondents and frequently/all the time for 
19.1% of White respondents and 23% of non-White respondents. 
 

 
Figure 16 Assumptions about my ability or behaviour based on stereotypes of my race. White cf. Non-White 
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Black vs South Asian groups [no statistically significant difference]  

88.7% of South Asian respondents and 78.3% of Black respondents reported having been subjected 
to workplace racially based stereotyped assumptions.  This happened occasionally/sometimes for 
35.8% of South Asian respondents and 47.8% of Black respondents and frequently/all the time for 
15.1% of South Asian respondents and 8.7% of Black respondents. 
 

 
Figure 17 Assumptions have been made about my ability or behaviour based on stereotypes of my race. South 

Asian cf. Black 

 
White British/English vs White Other groups [statistically significant difference p<.001] 

Only 31% of White English/British respondents but 75% of White Other said they had been subjected 
to racially based stereotyped assumptions about behaviour and ability. This happened 
occasionally/sometimes for 20.6% of White British/English respondents and 51.6% of White Other 
respondents and frequently/all the time for 10.3% of White British/English respondents and 23.4% of 
White Other respondents. 

 
Figure 18 Assumptions made about my ability or behaviour based on stereotypes of my race.  White Other cf. 
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7 Direct verbal racial abuse 
White vs non-White groups [statistically significant difference p<.001]. 

Non-White respondents were nearly four times as likely [45.9%] as White respondents [12.2%] to 
say that they had been subjected to direct racial abuse in the workplace. Most of the non-White 
respondents said this happened occasionally/sometimes [39.4%] compared to most of the White 
respondents [7.3%]. 4.9% White respondents said this happened frequently/all the time, but 6.6% of 
non-White respondents indicated that it did.   
 

 
Figure 19 I have been verbally abused because of my race. White cf. Non-White 

 
Black vs South Asian groups [no statistically significant difference]  

Nearly 63.6% of South Asian respondents and 61.1% of Black respondents reported having been 
verbally abused because of their race. This happened occasionally/sometimes for 57.6% of South 
Asian respondents and 44.5% of Black respondents and frequently/all the time for 6% of South Asian 
respondents and 16.7% of Black respondents. 
 

 
Figure 20 I have been verbally abused because of my race. South Asian cf. Black 
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White British/English vs White Other groups [statistically significant difference p<.001] 

24.1% of White British/English respondents said they had been verbally abused because of their 
race, compared to 60.3% of White Other respondents. The verbal racial abuse directed at White 
English/British respondents was only done occasionally [24.1%], but that directed at White Other 
respondents was done mostly occasionally/sometimes [52.3%] with 8% of White Other respondents 
experiencing this frequently/all the time. 
 

 
Figure 21 I have been verbally abused because of my race. White Other cf. White British/English 

 

8 Not always actively included in work activities by colleagues because of 
race/ethnicity 

White vs non-White groups [statistically significant p<.001].  

66.7% of non-White respondents felt that they were not always included in activities because of 
their race compared to 44.1% of White respondents. This had happened occasionally/sometimes for 
1.5% of White and 22.9% of non-White respondents and frequently/all the time for 4.4% of White 
and 13.8% of non-White respondents. 
 

 
Figure 22 Because of my race/ethnicity, I am not always actively included in activities by my colleagues. Non-

White cf. White 
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Black vs South Asian groups [statistically significant difference p=.028]  

66.7% of South Asian respondents had felt not always included in activities because of their race 
compared to 27.8% of Black respondents.  This happened occasionally/sometimes for 42.5% of 
South Asian and 16.7% of Black respondents and frequently/all the time for 24.3% of South Asian 
and 11.2% of Black respondents. 
 

 
Figure 23 Because of my race/ethnicity, I am not always actively included in activities by my colleagues. South 

Asian cf. Black 

 
White British/English vs White Other groups [statistically significant difference p<.001] 

Only 3.4% of White English/British but 46.9% of White Other respondents had felt they were not 
always included in activities by their colleagues because of their race. This happened 
occasionally/sometimes for 3.4% of White British/English respondents and 26.5% of White Other 
respondents and frequently/all the time for 0% of White British/English respondents and 20.3% of 
White Other respondents. 
 

 
Figure 24 Because of my race/ethnicity, I am not always actively included in activities by my colleagues. White 

Other cf. White British/English 
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9 Intentional exclusion from work or social events because of race  

White vs non-White groups [statistically significant difference p<.001].  

Only 12.2% of White respondents but 45.9% of non-White respondents had felt intentionally 
excluded from work or social events because of their race. This happened occasionally/sometimes 
for 7.3% of White respondents and 39.4% of non-White respondents and frequently/all the time for 
4.9% of White respondents and 6.6% of non-White respondents. The extent to which this reflects 
work or social events is not known. 
 

 
Figure 25 Intentionally excluded from work or social events because of my race. White cf. Non-White 

 
Black vs South Asian groups [no statistically significant difference]  

Only 27.8 % of Black respondents but 57.6% of South Asian respondents had felt intentionally 
excluded from work or social events because of their race. This happened mostly 
occasionally/sometimes for 48.5 % of South Asian respondents and 22.3% of Black respondents and 
frequently/all the time for 9.1% of South Asian respondents and 5.6% of Black respondents. 
 

 
Figure 26 Intentionally excluded from work or social events because of my race. South Asian cf. Black 
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White British/English vs White Other groups [statistically significant difference p<.001] 

Only 6.9% of White English respondents compared to 42.9% of White Other respondents had felt 
intentionally excluded from work or social events because of their race. This happened 
occasionally/sometimes for 6.9% of White British/English respondents and 33.3% of White Other 
respondents and frequently/all the time for 0% of White British/English respondents and 9.5% of 
White Other respondents.  
 

 
Figure 27 Intentionally excluded from work or social events because of my race. White Other cf. White 

British/English 

10 Differential treatment due to race/ethnicity  

White vs non-White groups [statistically significant difference p<.001].  

52.9% the White respondents but 86.2% of the non-White respondents felt that they are treated 
differently (less well) because of their race. This happened occasionally/sometimes for 7.4% of White 
respondents and 35.6% of non-White respondents and frequently/all the time for 5.9% of White 
respondents and 19.5% of non-White respondents. This reflection of Othering, whereby the Other is 
seen as not one of us 27. The extent to which this reflects work or social events is not known. 
 

 
Figure 28 Because of my race, I am treated differently. Non-White cf. White 
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Black vs South Asian groups [no statistically significant difference]  

87.5% of South Asian respondents but 72.2% of Black respondents felt that they had been treated 
differently because of their race. This happened occasionally/sometimes for 59.4% of South Asian 
respondents and 50% of Black respondents and frequently/all the time for 28.1% of South Asian 
respondents and 22.3% of Black respondents.  
 

 
Figure 29 Because of my race, I am treated differently. South Asian cf. Black 

 
White British/English vs White Other groups [statistically significant difference p<.001] 

Only 17.9% of White English/British respondents compared to 71.4% of White Other respondents 
felt that they had been treated differently because of their race. This happened 
occasionally/sometimes for 14.3% of White British/English respondents and 46.1% of White Other 
respondents and frequently/all the time for 3.6% of White British/English respondents and 25.4% of 
White Other respondents. The highly statistically significant difference reflects the marked 
difference in experience between the White English/British and White Other groups. 
 

 
Figure 30 Because of my race, I am treated differently. White Other cf. White British/English 
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Racism in the community (outside the workplace)  
 
White vs non-White groups [statistically significant difference p<.001].  

Only 19.6% of White respondents compared to 62.5% of Non-White respondents were subjected to 
racism outside the workplace i.e. in the community during the previous year. This happened 
between 1-5 times for 19.6% of White respondents and for 45.9% of non-White respondents and 6 
times or more for 0% of White respondents but 16.7% for non-White respondents. This reflection of 
Othering, whereby the Other is seen as not one of us 27 
 

 
Figure 31 Frequency of racism directed at you in your local community? White cf. Non-White 

Black vs South Asian groups [no statistically significant difference]  

61% of South Asian respondents but 66.7% of Black respondents had experienced racism outside the 
workplace in the local community. This happened between 1-5 times for 43.9% of South Asian 
respondents and 42.9% of Black respondents and 6 times or more for 17.1% of South Asian 
respondents compared to 23.8% of Black respondents. 
 

 
Figure 32 Frequency of racism directed at you in your local community? South Asian cf. Black 
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White British/English vs White Other groups [p<.001] 

Only 19.4% of White English/British but 54.5% of White Other had experienced racism directed at 
them in the community. This happened between 1-5 times for 19.4% of White British/English 
respondents and 39% of White Other respondents and 6 times or more for 0% of White 
British/English respondents and 15.5% of White Other respondents.  
 

 
Figure 33 Frequency of racism directed at you in your local community? White Other cf. White British/English 
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QUALITATIVE DATA ANALYSIS 
Profile of free-text survey and interview samples  
The profile of the respondents to the survey who provided free text (qualitative data) and the profile 
of the those who took part in interviews is summarised in table 2. 
 
Table 2: Profile of free-text survey respondents and interviewees 
 

Items Free text comments sample n=50 Interview sample n=22 
Gender  Female: 70% 

Male: 28% 
Non-binary: 2% 

Male 18% 
Female: 82% 
Non-binary: 0% 

Age 18-25: 2% 
26-35: 20%   
36-45: 24% 
46-55: 36% 
56-65: 18%  

18-25:  5% 
26-35: 18% 
36-45: 32% 
46-55: 27% 
56-65: 18% 

Ethnicity White: 38% 
White English/British: 24% 
White Other: 14% 
Non-White: 62% 
South Asian: 32% [Indian 28%, Pakistani 4%] 
Black: 24% [Black Africans 12%, Black British 
12%] 
Non-White Other (mixed) 4% 

White: 4% 
White English:4% 
White Other 0% 
Non-White: 95% 
South Asian: 59% [Indian 54%. Pakistani 5%]  
Black: 27% [Black African 27%] 
 
Non-White Other (mixed) 9% 

Place of 
work 

Hospital setting: 42% [4/5 non-White] 
Social care: 24% [3/4 non-White] 
Community care: 6% [1/3 non-White] 
Mental health: 20% [1/3 non-White] 
General practice: 8% [all non-White] 

Hospital setting: 73% [97% non-White] 
Social care: 5% [all Mixed] 
Community care: 0% 
Mental health: 9% [1/2 non-White] 
General practice: 14% [all non-White] 

Main type 
of role 
 

Hospital nurses: 29% [4/5 non-White] 
Social care practitioners: 14% [3/4 non-
White] 
Community care nurses: 6% [1/3 non-White] 
Mental health nurses: 20% [1/3 non-White] 
Hospital medical practitioners: 8% [all non-
White] 
GPs: 8% [all non-White] 
Administrative roles: 14% [1/4 non-White] 

Hospital nurses: 73% [97% non-White] 
Social care practitioners: 5% [100% Mixed] 
 
Community care: 0% 
Mental health: 9% [1/2 non-White] 
Hospital medical practitioners: 9% [all non-
White] 
GPs: 14% [all non-White] 
Administrative role: 0% 

Length of 
time in 
England 

No information n=5 UK <1 year [28%] 
n=3 for 2 years [14%]  
n=4 > 5 years [18%]  
n=10 >15 years [36%] 
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Those who made free-text comments were primarily non-White [62%] (South Asian = 32%; 
Black = 24%), women [70%] and aged 36-55 [60%]. Most of them were nurses [55%] split between 
hospital and community and mental health. Other participants were medical practitioners [22%] split 
between hospital and General Practice, and by social care practitioners [14%].  
 
Those who took part in interviews were primarily non-White [95%] (South Asian = 59%;  
Black = 27%), women [82%] and aged 36-55 [59%]. 82% of them were nurses of whom 89% were 
working in a hospital setting. 5% were social care practitioners; medical practitioners made up 23% 
and, of these, 60% were GPs and 40% hospital based. See the Appendix for more details.  
 
As part of their role, a total of 7 out of 22 clinical interviewees [32%] provided some form of support 
to international students or trainees (85% had been brought up and undertaken their initial 
professional training and education outside the UK, mostly in India, Nigeria, and Pakistan).  
 
All those who provided background information [n=8] had a leading role in health and well-being or 
EDI within local NHS or Local Authority, and/or Royal College of Nursing. The demographic profile 
was 86% female [n=7] and 14% male [n=1] with 29% [n=2] from ethnic minorities and 71% White 
English/British [n=6], all of whom had been brought up, educated and trained in the UK. 
 

Not experienced racism  
Free text data from the survey 
No comments were made about non-experience of racism. 
 

Interviews only 
Only 10% of interviewees had experienced no racism in their present jobs and were working in 
proactively highly supportive environments. They were given clear guidance as to what was required 
of them and were encouraged to speak up; what they suggested was taken into consideration; they 
were made to feel valued, had a supportive mentor, and worked as a team in which there was no 
degrading or disparaging of anybody. Interestingly, those few who experienced no racism were very 
newly arrived international nurses who had experienced racism while working in previous countries. 
 

Racism in the workplace 
Racism from patients/family  
26% of those who provided qualitative comments in the survey and 50% of the interviewees 
referred to experiencing or witnessing racism from patients or their family as they carried out their 
professional duties (comments about accent or way of speaking, racial slurs, and requests by 
patients to be seen and cared for by White/British/English practitioners). 
 
Free-text data from survey 

• 25% of those who provided free-text comments described racism from parents and families. 
54% of these respondents said it was because of their accent or way of speaking, which often 
was equated with lack of professionalism or cultural competence (in relation to British/English 
ways). 

• 23% had experienced racial slurs, including one female White British.  
• 14% had experienced [9%] or witnessed [5%] patients and families asking for 

White/Caucasian/English staff (do not want to be seen by doctors who have hands that are not 
white) 
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• 54% took no action, 20% had spoken to the perpetrator, 26% had either spoken to someone in 
charge of the unit [12%] or reported this to their manager [14%] with only 2% referred to EDI 
for support.  

 
Interviews 

Half the interviewees [n=11], three of whom had spent all or most of their lives in the UK, talked 
about racism from patients and/or their families which can be divided into four main types in 
descending order of frequency: 
 

1 Racially abusive labelling comments directed at minority ethnic groups (“fucking nigger”, 
“you look like a slave”, “you’re black like pooh”, “you’re too black to be a doctor”)  

2 Being told to go back to your country  
3 Patients refusing to take their medication from ethnic minority members of staff, but not 

from White English members of staff  
4 Demands to be seen by English/White/Caucasian staff (prompted by accents from minority 

ethnic groups perceived as foreign by patients/family)  
5 Patients complaining about, and denigrating, the accent or manner of speaking of ethnic 

minority members of staff, including White Other 
6 Minority ethnic groups directing racial abuse at White British member of staff (“White 

bitch”) 
 
Interviewees pointed out that things were made worse because the system is set up in such a way 
that unacceptable racist behaviours are not discouraged but are made more likely. 23% of 
interviewees reported that:  
 
• Some patients ask for a White English doctor as soon as they hear a foreign accent instead of 

asking the clinician to speak a bit louder, clearer or slower 
o If patients are racially abusive to a minority ethnic doctor, they are seen by a White English 

doctor  
o English colleagues do not intervene to help them or provide support  
o Clinical staff are told they should understand the perspective of patients  

• Raising concerns about racism from patients with senior staff is brushed off to the extent that it 
has become the norm, unless they try on purpose to get members of staff in some trouble  

• Very few senior staff tell the patients that making racially abusive comments or asking for 
White, English, or Caucasian staff is unacceptable  

• Refusal to write to the patient to make clear the inappropriateness and unacceptability of not 
wanting to be seen by someone from a minority ethnic group.  

• Requests and suggestions to the senior leadership and decision-makers that letters to patients 
should indicate zero tolerance of racism have yet to be implemented.  

• Typically, there are lots of equality & diversity and dignity at work policies, but these are 
ignored. 
 

Perspectives from EDI-related staff  

• EDI-related staff were aware that some of the ethnic minority workforce had been getting a lot 
of abuse from patient and their families.  

• This tended to be managed by doing nothing if service users had to be looked after for a very 
short period, besides ensuring that service users not be cared for by staff from ethnic minorities 
if they have asked for non-ethnic minority staff or specifically White English staff.  

• All too often staff from ethnic minorities ‘just put up with it’. EDI-related staff were trying to 
help them to no longer put up with such unacceptable behaviour from patients. 
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Racism from colleagues 
1. Racism by members of staff towards patients/clients from ethnic minority 

groups 
Free-text data from survey only   

• A total of n=2 [4%] of those who provided free-text comments referred to witnessing racism by 
White British/English members of staff towards patients/client from minority ethnic groups by 
ignoring or not speaking directly to the patient/client and blaming ethnic minorities patients for 
Covid-19.  

• All those who witnessed this spoke to the perpetrators and supported communication client 
and service user. No interviewee referred to this topic. 

 

2. Racism by ethnic minority members of staff towards White British/White 
English members of staff 

Free-text data from the survey only 

• A total of n=3 [6%] of those who provided free-text comments in the survey referred to 
experiencing [2%] or witnessing [4%] racism by male ethnic minority members of staff towards 
White British/White English female members of staff by direct bullying or making derogatory 
comments against about White females, including labelling them as promiscuous. 

• None of them took any action as they were too shocked and afraid to be accused of racism  

 

3. Racism by White English/British members of staff towards ethnic minority 
members of staff  

3.1. Language and communication  

Free-text data from the survey 

A total of n=5 respondents (10%) of the free-text questions alluded to language and communication 
issues in relation to members of staff. 

Interviews only 

A total of n=17 of interviewees [77% of the interview sample and 89% of the international members 
of staff not brought up in the UK with English not as their first language] referred to language and 
communication issues between ethnic minority and non-ethnic minority colleagues (issues related to 
accent due to not having English as first language which equated to lesser competence, and which 
decreased as seniority increased and different culture and different working practices). Only n=3 
interviewees out of n=17 [18%] raised detrimental issues related to accent with their line manager 
[12%] or the perpetrator [6%] with n=2 receiving no satisfactory action or response.  
Two main language and communication themes and sub-themes emerged:  
 
a) accent due to not having English as first language and  
b) different culture and different working practices. 
 

a) Accent and English not as first language 
• constant references to differences in accent and way of speaking at both individual and 

collective levels 
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• constant requests to repeat what was said  
• disrespect, being ignored or isolated  
• difficulties understanding native accents 
• lesser career progression and job opportunities 
• feeling left out, undervalued and isolated feeling left out, not able to make friends, 

undervalued and isolated 
• frequency of comments slowed down with seniority 
• more accepted when language improved but still not made to feel you fit in   

 
b)  Communications issues linked to different working practices 

• way of speaking to and interacting with patients is very different in England 
• some words are not used in everyday language ‘back home in India’ e.g. ‘please’ and ‘thank 

you’ 
• speaking with international colleagues in their own language while on the ward led to 

patients making complaints 
• international nurses get regular visits on the wards from a team of international nurses to 

check for problems, and, in particular, communication problems 
• managing expectations is a two-way process 

 

Perspectives from EDI-related staff 

• The challenges faced by a nurse not trained in the UK and with a different first language of 
acculturating into the English context were strongly emphasised. 

• Due to the negative impact of senior medical staff speaking disrespectfully to nurses on 
patient outcomes, EDI initiatives to improve civility and respect between NHS colleagues by 
using a nudge theory approach would soon be implemented. 

 

3.2. Made to feel they do not belong and fit in  
A total of n=10 [20%] of those who provided free-text comments in the survey and 17 interviewees 
[77%] (of whom 80% were ‘international’ i.e. not born, brought up, or initially trained in the UK) 
referred to experiencing racism based on micro-aggressions and unconscious bias which led them to 
being made to feel that they did not quite belong or fit in. 
 

Free-text data from the survey 

Micro-aggressions and covert/indirect /subtle/passive racism and feeling they do not quite fit in 
were divided into five categories outlined in descending order of importance: 
• Negative assumptions based on race/ethnicity [40%] 
• Subtle and micro-aggressions that may not be obvious to others [40%] 

o The looks or the suspicions when they meet you and comments directed either at you 
or to other people about you behind your back 

o A lot of unverbalised prejudice, but body language and actions often make the 
perpetuator’s intentions obvious 

• Using outmoded terminology [20%] 
Interviews 

• Of n=19 interviewees not brought up and initially trained in the UK, 75% were international 
nurses and 25% medical practitioners.  

• Most of the international nurses [41% of the sample] emphasised how very welcome they 
were made to feel at the very beginning when they had just arrived. 
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• However, apart from two nurses (9% of the sample) who had been in the UK only for a few 
months, and who said they had experienced no racism in their current post and worked in a 
collegial and supportive environment, ‘international’ nurses and medical practitioners 
reported of being: 
• Viewed with suspicion when they first arrived in their unit/department 
• Made to feel they did not belong with a focus on differences 
• Subjected to negative untrue comments such as ‘you have come in to take all our jobs’ 
• Getting ignored by White/non-ethnic minority colleagues when making casual greetings 

in the corridor  
• Shunned by White colleagues who avoid interacting with them  
o Excluded from paired activities that required two members of staff (because they are 

not understood or assumed to not know what they are doing) 
o Excluded from some work-related social events  
o Non-minority ethnic/native team not talking to, thanking and/or saying goodbye them 

at the end of the shift during handover 
• Made to feel that they would fit in better in an urban rather than a rural area 
• Given mainly patients from visible ethnic minorities and non-English patients from the 

EU who don’t speak English. 
 

3.3.  Contribution to the team and organisation less valued 

A total of n=13 [26%] of those who provided qualitative comments in the survey and n=19 [86%] of 
interviewees referred to differential treatment with input to team and organisation less valued. This 
was done by way of micro-aggressions and unconscious bias. 
 

Free-text data from the survey  

Differential treatment with input to team and organisation less valued was described in the 
following way in order of importance: 
• Constantly undermined and unsupported, put on the spot at meetings and made to feel stupid 

in front of others 
• Not supported by senior staff  

o Always having to prove to senior and other colleagues that they can do the job  
o Made to feel that they do not know what they are doing and should not be there 
o Observing that junior members of staff who are from ethnic minorities had to be very 

careful about everything because of feeling scrutinised and unsupported by their 
managers 

• Not supported by junior staff and having to do all the work themselves instead 
• Given rotas in both secondary and primary care often set up in unfavourable ways without 

adequate senior support and not only providing fewer opportunities for career progression 
because they were Black or Brown medical trainees, but not ensuring patient safety while 
White colleagues were well-supported with many career development opportunities 

• Treated as if they were at a lower grade than they actually were   
• False allegations based on assumptions that people like them are not good at doing the job  
• Derogatory hurtful comments made individually and collectively  
• Their efforts were not recognised 
• Their decisions and authority were questioned. The same decisions made by white clinicians 

were accepted.  
• Mistakes by White staff went unnoticed whilst mistakes by those from ethnic minority groups 

were exaggerated 
• Having to take the blame for things for which they were not responsible  
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• Institutional racism, very difficult to stop, starting at management level 
 

Interviews 

All but two of those interviewed were from visible ethnic minorities [95% of the sample] and had 
experienced various amounts of less favourable treatment and micro-aggressions from senior and 
other staff in relation to their input to the team and organisation with a lesser value attached to 
their contribution. Their experience was similar to those who had made free-text comments: 
• Supervisors and managers underlining that the clinical knowledge of staff not brought up in 

the UK was somehow deficient 
• Contribution not acknowledged when talking to managers or in staff meetings 
• White colleagues praised for making a suggestion for improvement, which had been ignored 

when made by visible ethnic minority staff 
• Mistakes by White staff went unnoticed, but theirs were exaggerated  
• Getting blamed for mistakes and receiving no additional support whilst the same mistake 

made by a White/British colleague would be almost rewarded by reassurance and additional 
support/opportunities  

• Not getting told what has been done wrong but instead being immediately reported to 
someone higher up 

• Colleagues, particularly administrative staff, misusing multisource feedback mandatory 
assessments to target trainees from ethnic minorities by writing very bad and untrue feedback 
in their portfolio which becomes part of their record of work. 

 
Interviewees underlined the disparity in treatment as shocking with those from ethnic minorities 
having to be very careful about everything because they feel so scrutinised for potential mistakes 
and so unsupported by their managers.  
 
Very few interviewees had taken action about being treated less favourably because of their race. 
• 77% had taken no action. 
• Only two interviewees had reported less favourable treatment to their line manager [9%] 
• Only one had filed a formal complaint to the employer [5%] 

 

Perspectives from EDI-related staff 

EDI staff emphasised an unfair pattern in relation to disciplinary procedures. Often White British or 
English nurses who have done ‘exactly the same thing’ as those from minority ethnic groups were 
not even subjected to a slap on the wrist while a nurse from a minority ethnic group was being put 
through a disciplinary process and potentially dismissed. 
 
3.4. Negative impact on career progression  

A total of n=5 [10%] of those who provided free-text comments in the survey and n=10 of 
interviewees [45%] referred to experiencing the negative impact of racism on career progressions.   
 

Free-text data from the survey 

The negative impact of racism on career progression was underlined by both those from ethnic 
minorities and by White English/British respondents as definitely playing a part in who is being 
chosen with unconscious bias preventing opportunity for career progression.  
 
Those from minority ethnic groups also described that: 
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• Race had hindered promotions as others with less knowledge and experience have gone a lot 
further and the only reason that they could think of was race  

• Not being given the same opportunity as others was due to an undertone of non-acceptance of 
non-white British professionals and subtle resistance towards giving them opportunities for 
development and career progression  

 

Interviews 

45% of those interviewed underlined differential treatment by way of lesser career opportunities 
linked to being from their belonging to an ethnic minority group. 
 
• Had to do a lot of routine work that does not lead to career advancement  
• Told several times not to apply for a job as they would not be interviewed  
• When interviewed they were given spurious reasons for not being appointed 
• Not made aware of schemes such as the Clinical Excellence Award until after completion of 

training  
 

Some interviewees said that the notion of equality of opportunity was largely misunderstood by 
managers who did not grasp the concept of equity and the idea of mitigating or removing 
unnecessary barriers to equalise opportunities. 
 
Perspectives from EDI-related staff 

• The negative impact of racism on the career progression of ethnic minority staff has long been 
key concerns for healthcare and medical validating organisations.  

• Members of staff from ethnic minority groups often do not feel that they can put themselves 
forward for promotion. If they do, they are typically told they did well and were ‘almost’ offered 
the job, but somebody else not from an ethnic minority group gave that little bit extra. 

• Detailed feedback for development to enable knowing what to focus on next time is typically 
not given. Soon staff from minority ethnic groups no longer bother to apply for promotion as 
these always seemed to be lined up for someone who is not from a minority ethnic group.  

• Cultural Ambassadors who have been trained to ask key questions to facilitate reflection in a 
structured way have started to be involved in recruitment processes and panels to gain a better 
understanding of how exactly [rationally and objectively] decisions are being made and where 
unconscious bias has overflown to inform appointment decisions.  Trained Cultural 
Ambassadors educate other members of recruitment panels to recognise unconscious bias, so 
that they can make fairer decisions. 

 

 3.5. Reluctance to report racism   

• 32% of those who had provided qualitative comments in the survey and 73% of interviewees 
referred to a reluctance to discuss or report racism (experienced or witnessed).  

• In both the free-text survey sample and interview sample, the reluctance was due to the system 
made it difficult to do anything which led to the difficulty to a fear of blame or negative 
consequences when speaking up and speaking out about racism, no action taken by managers 
or Human Resources, and the difficulty to evidence racism.  

• Interviewees furthermore explained the reluctance to report or discuss racism as the 
consequence of a no accountability position by management and the difficulty in evidencing 
racism (mostly micro-aggressions, which are easy to deny as well as a disagreement over what 
racism) and being advised to not report racism to safeguard career prospects. disagreement 
over what racism means. 
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• Reporting racism was associated with having achieved greater seniority and having more 
confidence in the likelihood that it would be acted upon. 

 
Free-text data from the survey 

Out of the reasons for the reluctance to report racism, the fear of blame and negative consequences 
was more important than managers taking no action or the difficulty to evidence and prove racism. 
• Taking any action was described as ‘a risky activity’ because interviewees had ‘lots of 

experience’ that ‘nothing can be done’ and ‘it cannot be proven’ and that if they complained 
about racism, retribution would be exerted, and they would be ‘targeted’.  

• Some had experienced greater scrutiny and criticism of their work and had been made to 
shadow less experienced colleagues to learn ‘ways of working’.  

• Others had raised the issue with colleagues who disagreed it was racism, with the line manager 
asserting that that there was no racism, and nothing was done.  

 
Interviews 

• 73% of interviewees indicated that they had felt perturbed, upset, stressed, anxious or 
depressed because of racism by colleagues in the workplace.  

• By comparison, only 50% of the interviewees had experienced racism from patients and/or their 
families.  

 
Reasons for not speaking up or not reporting racism were: 
• People feel it is too personal and get so upset and stressed that they are unable to do anything 

about it, so they step back mentally to be able to cope 
o Struggled to speak up and speak  
o Torn between fear of consequences and making excuses for mistreatment and unfair 

discrimination 
o Some let off steam by sharing their experiences in safe spaces with other colleagues from 

minority ethnic groups.  
• Difficult to evidence [in the legal sense] as it is mostly indirect and micro-aggressions 
• Easy for perpetrators to deny what happened and/or say that they had been misunderstood  

o Workplace racism is subtle with derogatory language used in such a way that perpetrators 
can get away with “I did not mean this way, I meant it that way”  

o There is a lot of gaslighting going on when we attempt to raise or discuss issues and our 
experience of racism.  

o Others disagree that a particular micro-aggression is evidence of racism  
• Fear that retribution be exerted and that they will be ‘targeted’  

o Fear of losing their job and be homeless and unable to provide for family, so not taking time 
off despite stress and distress  

o Fear that this will lead to even greater scrutiny, or even blame  
o Fear of unfair negative feedback in workplace-based assessment reports, especially multi-

source feedback  
• The system makes it difficult to do anything about racism 

o Advised by senior staff to ‘keep your head down’ and get on with it 
o Managers often prefer not to know what is going on 
o Complaints are usually ignored, and no action taken 
o Words and policies say that we have support and can make complaints, but the actions of 

people do not match this. The system is set up in such a way that it actively makes it difficult 
for us to do something about mistreatment 
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o There is a lot of ‘pretend’ listening, but nothing seems to be followed through with no 
consequences and no accountability for perpetrators and this hinders victims from reporting 
incidences of racism.  

 
Six interviewees (27%) had eventually overcome their reluctance in speaking up, largely because 
they had become more senior, and their concerns were less likely to be ignored. Ironically, as they 
became more senior, they had experienced less racism. 
 
Perspectives from EDI-related staff 

Cultural Ambassadors who have been trained to ask key questions to facilitate reflection in a 
structured way have started to be involved in investigatory and disciplinary processes and panels to 
help these panels make rational and objective decisions minimising unconscious bias to inform 
decisions.  Trained Cultural Ambassadors can facilitate investigatory and disciplinary processes 
directly or educate panels in recognising how unconscious bias can impact decisions, so that they 
can make fairer decisions. 
 

Racism within the community (outside the workplace) 
20% of the survey free-text sample and 23% of interviewees had experienced racism in the 
community. In the survey, one White British/English respondent had experienced racism and 
another two had witnessed racism against ethnic minority groups in the community. 
 
Free-text data from the survey 

• 20% of respondents had experienced racism in the community, ranging from racial profiling and 
harassment to offensive racial slurs/go back to your country, and micro-aggression (strange 
looks, refused entry, followed in the street).  

• Two White English/British participants had also experienced racism directed at them, and one 
had witnessed racism directed at minority ethnic groups. 

• 50% of the sample had taken no action, but three had challenged perpetrators, including a 
White British/English participant, and two had moved away from the area.  

 
Interviews 

• 22.5% of clinical staff interviewed had experienced racism within the community 
• The issues highlighted were local landlords reluctant to rent accommodation to international 

nurses and one instance of racially abusive language. 
 

Perspective of EDI related staff  

• It was underlined that Brexit ‘lifted the lid’ and allowed people to say whatever they wanted to 
say and that incidents both in the community and at work ‘skyrocketed’ 

• People from Black and Brown minority ethnic groups said that before Brexit they had felt it was 
safe to go running after work, whereas now they are likely to be suspected of being up to no 
good and subjected to harassment. 
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DISCUSSION  
Acculturation of newly arrived international members of staff  
The issue of ‘acculturation’ was not underlined in the free-text data from the survey but was strongly 
emphasised by 53% the interviewees who had arrived in England after completion of initial 
professional education and training and work experience in a different country, typically India or 
Nigeria [n=19 or 86% of the interview sample].  
 
These health, social care and medical professionals had the additional challenge of acculturation to 
the way things are done in England. Key acculturation challenges identified by interviewees were:  
• Different weather and food  
• Difficult to live on your own when you have lived with extended family all your life  
• Different professional practices and assumptions 

o Saying please and thank you which is not part of workplace language and culture in India  
o Writing detailed notes about tasks undertaken  
o The importance of going to drink tea with colleagues to discuss issues 
o Interaction with patients and tasks required when caring for patients are different in India 

and in England  
• Communication and language barriers (accents and being shunned because others struggle to 

understand them and feeling isolated and lonely) 
• International nurses find it insulting to be taught basic clinical things and to have to go through 

OSCEs for things that they already know how to do. 
• Better acculturation to the English language and localised accents by listening to radio and 

watching television makes a positive difference, but does not ensure that you will fit in  
• Even with additional support for language and communication as arranged for international 

members of staff, acculturation takes time 
 
The length of time acculturation takes was underlined by half the interviewees as was the need for 
support, encouragement, and kindness to help international staff overcome the cultural challenges 
they face instead of being ignored or rejected by colleagues who should make proactive efforts to 
support them and to ensure that they are included and made to feel they belong as they are needed 
by the system. 
 
Interviews revealed differential and contrasting perceptions of how different ethnic minority groups 
and sub-groups go through the process of acculturation and how they experience and react to 
racism. There was a perception that younger non-White doctors or nurses who are brought up in 
England are less likely to tolerate racist behaviour and more likely to make complaints. Another 
perception was that African women are more direct and proactive against racism than women from 
India or Pakistan, but less direct and proactive than African men.  Those from India and Pakistan 
appear to be more afraid of potential negative consequences if they say something about racism. It 
was also pointed out that Black African staff are often the only Black members of staff in the 
unit/department whereas Indian nurses work alongside the many other Indian nurses to whom they 
can turn to for support and comradeship. 
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Extent to which things have changed over the last 20 years  
Equality of opportunity has both improved and not improved  
Interviewees described how things have both changed and improved and not changed and not 
improved over the last 20 years. Many pointed out that 30 or more years ago White men were at 
the top of the hierarchy with women and people from ethnic minorities at the bottom. Also, women 
and people from ethnic minorities were paid less well for doing the same job. Furthermore, patients 
and more especially clients in social care commonly refused to interact with Black members of staff.  
 
Visible changes over the past 20 years are that there is much less gender inequality now. More 
women are at the top of the hierarchy and more minority ethnic groups not at the very bottom and 
being promoted to more senior positions. Racism has become more indirect and more subtle, and 
members of staff still largely tend to do nothing about it, not even addressing issues directly with the 
person concerned.  
 
Refusal to interact with Black members of staff is no longer acceptable in social care where there has 
been a whole social change. Progress has been slower in healthcare. Refusal to interact with ethnic 
minorities was less evident in the past. Patients who want to see a clinician of the same ethnic group 
are not infrequently granted this request, especially in primary care. It therefore appears that things 
have changed for the better to a greater extent in social care than in healthcare.  
 
Interviewees remarked that when people will start reacting to wrong things and speak up and speak 
out as the standard approach, the whole system will change.  These views are echoed by 
representatives from the RCN. When the RCN undertook focus groups with nurses to find out about 
what they most needed in terms of support, they struggled against a culture of not wanting to speak 
up or speak out. Gaps in the support available to nurses were nonetheless identified with the aim to 
provide additional support and deliver training to empower international nurses.  
 
Of note, two female and one non-binary respondents to the survey not from minority ethnic groups 
reflected that, if all the survey questions had been asked about gender, every question on unfair 
discrimination would have been answered 'all of the time'.  One White English/British female 
referred to being bullied by a senior male from a minority ethnic group and two White 
English/British females referred to racist comments made by male colleagues from minority ethnic 
groups against White females, labelling all of them promiscuous, which is also evidence of sexism. All 
three were too shocked to do anything about it and feared being accused of racism if they reported 
the behaviour.  
 

Support for international nurses 
Contrasting perspectives emerged from the interviews. On the one hand, for the first batch of 
international nurses, there was no input on acculturation, so they struggled more. On the other 
hand, there were fewer international nurses a decade or more ago, so they had better individual 
support, and more recently arrived international nurses are therefore not getting the same level of 
support than in the past.  
 
Interviewees and EDI staff explained that ten years ago there were very few international nurses, 
but they now make up about 50% of the workforce. They are regularly visited in the wards to see if 
they have any problems, especially communication problems and whether they need extra training. 
Specific acculturation sessions are now routinely provided focussing on language and 
communication to help acculturation because of the feedback received from the previous cohorts. 
Some of the new international nurses now ask proactively for opportunities and training and 
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escalate to their managers or Human Resources if they do not get the opportunities that have asked 
for. The increasing number of international nurses and a more proactive approach to career 
progression has led to more nurses successfully progressing in their career than in the past. 
 

Comparison with other studies 
At the heart of unfair discrimination often lies the notion of Othering 27 and this runs through the 
experiences presented to us in both the survey and the interviews, whether in terms of language 
employed, attitudes towards skill levels or simply preconceptions and stereotyping. Our results 
replicated findings by Edeh28 and Woodhead et al.10 with behaviours which are overt or subtle as in 
micro-aggressions29 30. As MacPherson31 and others10 29 30 have noted, racism in the insidious and 
subtle nature of micro-aggressions is as damaging as in its overt form, a point raised by several of 
our interviewees who felt undermined and demeaned but in subtle ways that the perpetrators could 
defend as “banter” or “misunderstanding.” 
 
In Derbyshire, 17% of BAME colleagues had experienced racism from a colleague in the previous 12 
months and 30% reported racism from patients32. In our study, 78.7% non-White respondents 
agreed that racism between colleagues was a problem and 84.8% of non-White respondents agreed 
that racism from patients and families was a problem in the workplace.  
 
Our figures contrast sharply with the 2021 WRES results where it is reported that 10.2% of BME staff 
and 4.4% White staff personally experienced discrimination from a manager or colleague1. Our 
figures show that 23.7% of White respondents compared to 75.9% of Non-White respondents 
experienced racism from colleagues directed at them, with no statistically significant difference 
between Black [80.4%] and South Asian [68.2%] respondents but a statistically significant difference 
between White English/British [14%] and White Other [50%] respondents. 
 
The 2021 WRES report states that 30.3% of BME staff and 27.9% of White staff experienced abuse 
from patients, relatives or the public, although it is not clear whether this only concerns racist abuse 
or whether it concerns abuse in general1. By comparison, 84.8% of our non-White respondents and 
49.2% of White respondents felt racism to be a problem encountered in the performance of their 
work in relation to interactions with patients and their families, with no statistically significant 
difference between Black respondents [81.8%] and South Asian [87%] but a statistically significant 
difference between of White English/British [41.9%] and White Other [68.7%]. 
 
Almost three times the proportion of White respondents had observed [69.2%] compared to 
experienced [23.7%] racism directed at them in the previous year. Almost the same proportion of 
non-White respondents had experienced [75.9%] racism directed at them in the previous year 
compared to observing [77.2%] racism directed at others. A staggering 48% of the sample did not 
respond to the question about observing racism from colleagues directed at others, yet the 
demographic questions on gender, ethnicity and age generated only 11-15% of non-responses. This 
shows that the very question of observing racism makes many people uncomfortable.  
 
All too frequently, our participants reported having taken no action when they had had experienced 
or observed racism. There were also instances where they reported the racist behaviour and no 
action followed, or when retribution was exerted (including a White British respondent who had 
repeatedly escalated a complaint of racism directed at minority ethnic groups). Gaslighting, the 
denial of reality employed to undermine a person’s confidence, was stated or implied in several 
interviews and free-text comments as being used as a means to silence reporting of racist behaviour. 
This is an example of Othering, where the victim is made to feel that they are not presenting reality 
as it really is but rather some fantasy or misinterpretation of events. All this builds to a reticence or 
fear at reporting racist behaviours. 
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CONCLUSION 
Summary of key findings 

Our co-created mixed-method21 22 24 approach used an iterative process23 to gain a deeper 
understanding of the extent of and experiences of racism experienced by health, medical and social 
care staff of in NHS settings in the Shropshire, Telford and Wrekin area in the workplace and in the 
community. 
 
Our three samples (survey, free-text comments and interviews) were wide ranging and diverse, 
broadly reflecting the composition of the overall health, medical and social care staff. Of those who 
provided information about race/ethnicity in the survey (n=156 out of n=177), the proportion of non-
White respondents was 56%. The proportion of non-Whites was 95% in the interviews (total n=22). 
The survey and interview samples had twice as many South Asians as Blacks. The White survey sample 
(44%) had twice as many White English/British as White Others. The interview sample had only one 
White British/English participant (5%). 
 

Racism in the workplace 
In the survey, 49.2% of the White respondents and 84.8% of non-White respondents agreed that 
racism from patients and families was a problem in the workplace while 55.9% of the White 
respondents and 78.7% of those in the non-White category agreed that racism between colleagues 
was a problem in their workplace. For both questions there was no statistically significant difference 
between South Asians and Black respondents, but White Other respondents were twice as likely 
than White British/English to agree with both questions. 

 

While 69.2% of White respondents compared with just over 77.2% of non-White respondents had 
observed racism directed at others in the previous year (on average 1-5 times), only 23.7% of White 
respondents compared to 75.9% of non-White respondents had experienced racism directed at 
them in the previous year (on average 1-5 times). There was no difference between the South Asian 
and Black samples, but more than 4 times as many White Other as White British/English 
respondents had experienced racism directed at them in the previous year. 
 
Racism took the form of stereotypical assumptions and micro-aggressions, non-inclusion in activities, 
language and communication issues with colleagues (especially if not brought up and initially trained 
in the UK), less value attributed to their input by both their team and their organisation, made to 
feel that they did not fit in, and negative impact on their career progression, 
 
73% of interviewees reported a reluctance and a fear to discuss, challenge or report racism, whether 
experienced or observed (too upset, difficult to evidence, fear of retribution and the system making 
it difficult to do anything e.g. reporting not followed by action).  Reporting racism was associated 
with having achieved greater seniority and having more confidence in the likelihood that it would be 
acted upon. 
 

Racism in the community 

40% of the overall sample had experienced racism in the community over the previous year: 63% of 
non-White survey respondents compared to 19% of White respondents. Non-White respondents 
also experienced racism more often. Data from the free text and interviews show that racism in the 
community was mostly direct and explicit such as racially offensive derogatory comments and 
abusive language with differential treatment and micro-aggressions less common. 
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Benefits and limitations 
Main benefits of our study 
 
It took place in a context of intensified calls for a renewed and urgent focus on rural racism 15.  Of 
the emerging but still limited body of research underlining the pervasiveness of racialised ‘othering’ 
in rural environments 20, the present study is the only to have focussed on health and social care in 
the NHS and on the Shropshire, Telford and Wrekin area. Our figures show that both non-White 
and White members of staff in the Shropshire, Wrekin and Telford experience more racism from 
both colleagues and patients and families than the national average and average for the West 
Midlands.1 2   
 
It is a mixed-method iterative co-creation project between the University of Wolverhampton and 
multiple stakeholders, Health Education England West Midlands, NHS Trusts, and Shropshire, and 
Wrekin and Telford [STW} Integrated Care Systems [ICS]. This meant that the research design and 
survey were very closely linked to the needs and concerns of the stakeholder groups. They were also 
discussed with RCN representatives who also expressed their views and concerns on the problematic 
surrounding racism towards health and social care staff. 
 
Our three samples (survey n=177, free text comments n=50 and interviews n=22) were wide-ranging 
and diverse including hospital and community and mental health nurses, social care practitioners 
and medical practitioners, both GPs and hospital based. 
 
The study was comprehensive, and it is also unique in taking into account differences within the 
White (White English/British and White Other) and Non-White groups (mostly South Asian and 
Black). In line with the Equality Act 2010, our study is an acknowledgement that racism is more than 
just about colour, but also about nationality, culture and national origins, whether actual or 
perceived. 
 
Main limitations of our study 

The sample was cascaded, so it is unknown how many potential respondents were reached, and the 
rate of response cannot be established. There was a low response rate to some questions e.g. racism 
directed at others with n=85 who did not respond i.e. 48% compared to 10%-12% non-response or 
non-disclosure of information for the demographic questions on gender, ethnicity and age. 
 
The size of the project is inevitably a limitation. Although aiming for a balanced sample, we cannot 
pretend that our sample of participants or our findings are representative, but they are indicative of 
the situation. Besides, as Weingardt (and various others) have said, “the world is run by those who 
show up”33. A total of n=177 staff members from health and social care across Shropshire, Wrekin 
and Telford “showed up” to do our survey, n=50 provided detailed free-text comments and n=22 of 
took part in a semi-structured interview. This report has aimed to give them voice. 

SUGGESTIONS FOR IMPROVEMENTS 
Respondents and interviewees suggested that there should be fewer policies and that the number of 
pathways to report racism (e.g. line manager, Human Resources, freedom to speak advisers) should 
be reduced.  Also, overlapping initiatives should be avoided as they create confusion. It is best to 
address the root cause of racism rather than provide well-being tools and counselling.  
 
Concise, emotionally impactful personalised race relations and anti-racism training should be 
designed and implemented and include the following elements: 
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• It should be based on stories rather than abstract concepts (as in the present online training) 
• It should address real issues such as ethnicity being not only about colour, but also about actual 

or perceived nationality, national origins, and first language  
• It should train members of staff to be more confident in challenging inappropriate behaviour. 
• It should ensure that ‘nudge’ posters are displayed on walls showing a diversity of health 

medical and social care practitioners and reminding people of non-racist expected values and 
behaviours.  

• Examples of what people say that is derogatory and racist should be provided, underlining that 
such behaviour is unacceptable.  

 
It should be ensured that managers understand equity and the importance of unnecessary barriers 
being mitigated or removed for those from minority ethnic groups and that they follow policy and 
the recommended course of action when issues of racism are raised or reported. Research and 
education should be undertaken about how patients perceive members of staff from ethnic minority 
groups and why patients still make comments such as You are too black to be a doctor. 

 
All staff, including managers, should be educated about how difficult it is for international staff not 
trained in the UK and with a different first language to overcome acculturation challenges. As 
international members of staff are clearly needed by the system, support, encouragement, and 
kindness are needed to help them overcome acculturation challenges for the benefit of patients.  
 
Acculturation sessions for international staff and especially nurses (now approximately 50% of the 
workforce) should be reviewed regularly in order to best meet their needs.  
 
Proactive efforts should be made to support international staff and ensure that they are included 
and made to feel they belong with a particular focus to paired activities.  
 

For example, if colleagues did proactively pair up with international nurses instead of 
avoiding working closely with them, it would make it easier and quicker for 
international nurses to learn and adapt to the way things are done in England. 

Efforts should be made in language and communication such improve civility and respect between 
NHS colleagues and international staff and speaking more slowly and more clearly and enunciating 
better and likewise for international staff towards patients and colleagues.  

Finally, it should be ensured that detailed feedback is provided for development or after an 
unsuccessful job interview to enable international members of staff to know what to focus on next 
to progress successfully in their career. 
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APPENDIX  
 

Table A: Demographic and work profile of the survey sample, free text comments sample and interview sample 
 

 Survey sample  
n=177 

Free text comments sample  
n=50 

Interview sample  
n=22 

Gender  Female: 57% 
Male: 29%  
Non-binary: 2.6%  

Female: 70% 
Male: 28% 
Non-binary: 2% 

Female: 82% 
Male 18% 
Non-binary: 0% 

Age 18-25: 2% 
26-35: 32% 
36-45: 24%  
46-55: 26% 
56-65: 17%  

18-25: 2% 
26-35: 20%   
36-45: 24% 
46-55: 36% 
56-65: 18%  

18-25:  5% 
26-35: 18% 
36-45: 32% 
46-55: 27% 
56-65: 18% 

Ethnicity White: 44% [n=68]     
White English/British: 31%  
White Other: 12%     
Non-White: 56% [n=88] 
South Asian: 34% [Indian 29%, British Indian 3%, 
Pakistani 1%] 
Black: 15% [Black African 8%, Black British 5% 
Black Other: [1%] 
Non-White Other (mixed): 8%  

White: 38% [n=19] 
White English/British: 24% 
White Other: 14% 
Non-White: 62% [n=31] 
South Asian: 32% [Indian 28%, Pakistani 4%] 
Black: 24% [Black Africans 12%, Black British 12%] 
Non-White Other (mixed) 4% 

White: 5% [n=1] 
White English:5% 
White Other 0% 
Non-White: 95% [n=22] 
South Asian: 59% [Indian 54%. Pakistani 5%]  
Black: 27% [Black African 27%]  
Non-White Other (mixed) 9%   
 

Place of 
work 

Hospital setting: 46% [3/4 non-White] 
Social care: 25% [1/4 non-White] 
Community care: 9% [1/5 non-White] 
Mental health: 10% [1/5 non-White] 
General practice: 10% [4/5 non-White] 

Hospital setting: 42% [4/5 non-White] 
Social care: 24% [3/4 non-White] 
Community care: 6% [1/3 non-White] 
Mental health: 20% [1/3 non-White] 
General practice: 8% [all non-White] 
 

Hospital setting: 73% [97% non-White] 
Social care: 5% [all Mixed] 
Community care: 0% 
Mental health: 9% [1/2 non-White] 
General practice: 14% [all non-White] 
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 Survey sample  
n=177 

Free text comments sample  
n=50 

Interview sample  
n=22 

Main type of 
role 
 

Hospital nurses: 43% [3/4 non-White] 
Social care practitioners: 25% [1/4 non-White] 
Community care nurses: 9% [1/4 non-White] 
Mental health nurses: 10% [1/4 non-White] 
Hospital medical practitioners: 3% [all non-White] 
GP practice: 5% [4/5 non-White] 
Administrative roles: 5% [3/4 White]   

Hospital nurses: 29% [4/5 non-White] 
Social care practitioners: 14% [3/4 non-White] 
Community care nurses: 6% [1/3 non-White] 
Mental health nurses: 20% [1/3 non-White] 
Hospital medical practitioners: 8% [all non-White] 
GPs: 8% [all non-White] 
Administrative roles: 14% [1/4 non-White] 

Hospital nurses: 73% [97% non-White] 
Social care practitioners: 5% [100% Mixed] 
Community care: 0% 
Mental health: 9% [1/2 non-White] 
Hospital medical practitioners: 9% [all non-White] 
GPs: 14% [all non-White] 
 

Length of 
time in the 
UK/England 

No information  No information n=5 UK <1 year [28%] 
n=3 for 2 years [14%]  
n=4 > 5 years [18%]  
n=10 >15 years [36%] 

 


