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Sefylifa / Situation

The Public Sector Equality Duty (PSED) Wales requires that the Health Board produces an
annual report by 31 March each year for the preceding year which details the progress made
against the Health Board’s Strategic Equality Plan (SEP) and objectives. The requirement to
publish an annual workforce equality report has been integrated into the SEP Annual Report
and statistical information is presented as an appendix based on staff employed on 31 March
2026, in line with the PSED requirements.

The Equality Act 2010 (Gender Pay Gap Information) Regulations 2017 came into force on

6 April 2017 and requires employers with more than 250 employees to publish annual data on
their gender pay gap. Although public sector organisations in Wales are exempt from these
regulations, NHS Wales has agreed to work to publish its own gender pay data in line with the
regulations, using a report designed to meet the requirements in Electronic Staff Register
Business Intelligence (ESRBI). Alongside our Gender Pay Gap, we are publishing our pay gap
position for Ethnicity and Disability.

The Board is requested to approve the SEP Annual Report 2025/26, noting that this is a
consolidated report bringing together all reporting requirements established under the Equality
Act 2010 and approve this for publication.

Cefndir / Background

Hywel Dda University Health Board is committed to delivering fair, inclusive and person-centred
care, supported by a diverse and valued workforce. Equality and inclusion are central to both
service delivery and workforce practice.

The Equality Act 2010 covers discrimination relating to the following nine protected
characteristic groups: Age, Disability, Gender Reassignment, Marriage and Civil Partnership,
Pregnancy and Maternity, Race, Religion or Belief, Sex and Sexual Orientation. Public bodies




are required to consider needs, by reference to these characteristics, when designing and
delivering public services.

As a public sector body, the Health Board must, in its policies and practices, have due regard to
the need to:

e Eliminate discrimination, harassment, victimisation and other conduct that is prohibited by or
under the Act;

e Advance equality of opportunity between persons who share relevant protected
characteristics and persons who do not;

e Foster good relations between persons who share relevant protected characteristics and
persons who do not.

The public sector in Wales has an obligation to fulfil PSED as prescribed in law. These duties
include the development and implementation of a rolling 4-year SEP and objectives, and the
publication of an annual report detailing the steps taken to meet the objectives in the SEP. The
following four objectives were agreed for the Health Board:

Objective 1 — Leadership by All | Staff at all levels, including Board members, actively
promote and facilitate a culture of inclusion and wellbeing
across the organisation

Objective 2 — Working Our staff will actively work to reduce health inequalities
Together to improve health
and well-being for all

Objective 3 — Embedding a Our staff use the Health Board values to deliver a person-
person-centred approach centred approach in everything they do

Objective 4 - Being an We will offer equal opportunities for employment and career
employer of choice progression and support the health and well-being of our

staff and volunteers within a fair and inclusive environment

The Pay Gap report (Appendix 2) presents an analysis of the difference in average earnings
between groups of colleagues within the organisation, regardless of what role they are in. This
is a useful way to measure pay equality due to its simple calculation; however, it does not
measure the pay difference between people at the same pay grade, doing the same job, with
the same working pattern. It also does not include any of the personal characteristics that may
determine a person’s pay, such as age. This year, we have also focussed on the median pay
gap, which shows the typical midpoint, not just the average (mean) which can be impacted by
those few outliers with significantly higher salaries. While this shows that for our ‘middle’
earners, the gap between earnings for male and female staff is lower, and almost non-existent
between our disabled and non-disabled staff, we recognise that more work is needed to
understand and address the underlying causes of the more significant gap in earnings at the
higher end.

It should be noted that the headcount figures in the Pay Gap report and the workforce equality
data (Appendix 1) published in the annual report are different. The figures in the workforce
equality data section of the SEP report includes all staff (including bank and locum) whether
they have earned money in the year or not, whereas the Pay Gap report will only include staff
that have earned money in the year and where an hourly rate can be calculated.
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Asesiad /| Assessment

The Strategic Equality Plan Annual Report 2025/26 sets out progress made during the
reporting period against the SEP 2024-2028 objectives. The report reflects the Health Board’s
role as both an employer and provider of services, and demonstrates the actions taken to
advance equality, reduce inequalities and improve outcomes for staff, patients and
communities. As we did last year, we have used an intersectional approach for the analysis of
our workforce equality information as we know that people with more than one protected
characteristic can experience greater disadvantage and multiple challenges.

During 2025/26, the Health Board has continued to build on the foundations established in the
previous year. There has been a clear shift from awareness-raising towards more structured
delivery, with early signs of cultural change and improved practice across the organisation.

The content of the annual report formed part of the Health Board’s SEP assurance report
submitted to Welsh Government earlier in the year, and the feedback from Welsh Government
has been very positive. The Health Board has been recognised for strong leadership and
governance structures, and visible leadership, which demonstrates the growing commitment to
equality. The strong use of workforce data and a well-developed strategic equality plan was
also highlighted.

Areas for improvement include our ongoing work to strengthen evidence of measurable and
sustained impact, including clearer articulation and evidence of cause and effect between
actions and improvements for protected groups.

Overall progress against all four SEP objectives is assessed as on track, with increased
activity, stronger governance and improved organisational maturity in relation to equality,
diversity and inclusion.

Some of the achievements outlined in the report include:

Leadership By All

There has been progress in strengthening inclusive leadership capability across all levels:

e Delivery of programmes such as Active Bystander, LEAP and the Hywel Dda Manager
Programme

e Establishment of the Equality, Diversity and Inclusion (EDI) Taskforce to strengthen
leadership accountability

e Continued progress against the Anti-Racist Wales Action Plan

Early impact includes increased staff confidence to challenge inappropriate behaviour, more
open leadership styles and improved psychological safety within teams.

Working Together to Improving Health and Wellbeing for All

Progress has been made in reducing inequalities and improving access to services:

e Continued expansion of community outreach through the Community Development
Outreach Team

e Targeted work with underserved communities, including refugees, Gypsy, Roma and
Traveller communities, and people experiencing homelessness

e Strengthened partnership working and re-establishment of the Health Equity Group

This work is improving access, engagement and trust, alongside early increases in uptake of
prevention and screening services.
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Embedding a person-centred approach

There has been continued progress in ensuring services are inclusive and responsive to

individual needs:

¢ Delivery of refreshed person-centred care training

e Preparation for implementation of the Welsh Health Circular on Accessible Communication
and Information Standards

e Practical initiatives including learning disability support and improved identification of
carers and communication needs

Staff report increased confidence in adapting care, with improvements in personalised care and
accessibility for patients.

Being an Employer of Choice

The Health Board continues to strengthen an inclusive workplace culture:

e Growth and influence of staff networks

¢ Increased delivery of equality, diversity and inclusion training

e Continued development of a speaking-up culture through initiatives such as Working in
Confidence

e Improved quality and consistency of Equality Impact Assessments

There is evidence of increased staff confidence to speak up, stronger staff voice in decision-
making and improved perceptions of fairness and wellbeing support.

Key Themes

Three key themes have emerged from this year’s report:

e Early signs of cultural change are emerging, reflected in increased staff confidence to speak
up, challenge inappropriate behaviour, support inclusion and create psychologically safe
working environments. Staff feedback and programme evaluations also indicate improved
confidence amongst leaders and colleagues to address discrimination and promote
inclusive practice.

e There is increasing evidence that equality, diversity and inclusion activity is translating into
early impact, including improved access to healthcare services for underserved
communities, increased engagement with screening and prevention programmes, stronger
relationships with local communities, and improved staff confidence in delivering
personalised and accessible care.

e Data remains a key limitation, with further work required to evidence long-term impact and
track inequalities over time

Workforce equality data and pay gap reports:

The workforce equality report (Appendix 1) and pay gap report (Appendix 2) provide an
overview of the characteristics of our workforce and highlight a number of areas where further
action may be required in order to build a more inclusive and equitable workforce.

The ethnicity pay gap data shows that as an average overall, our Black, Asian and Minority
Ethnic colleagues earn more than their White colleagues. However, when an analysis of
difference in average pay has also been carried out by staff group and pay band this shows
that, apart from Additional Clinical Services, they earn less across all other staff groups. The
same analysis by Agenda for Change (AfC) pay band shows that our Black, Asian and Minority
Ethnic colleagues earn less than their White colleagues for band 4, band 7, band 8a and band
8d, with the highest difference at band 8d.

There are no staff from a minority ethnic background represented at Agenda for Change band
9 and only 4 members of staff across the senior bands 8b-8d.
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The gender pay gap has remained relatively static, with no significant improvement over the
years, with the biggest decrease seen in 2021 and 2022 but for other years it has remained
over 21%, with an increase from 22.33% in 2025 to 23.45% in 2026. The highest pay gap by
staff group can be seen for Administration and Clerical, with the pay gap for Allied Healthcare
Professionals decreasing for the second year, from 9.98% in 2025 to 7.98% in 2026. Male staff
earn more than female staff for AfC bands 1-3, 6-7 and 9.

Last year we identified that there were limitations with the data that is available, and the
analysis that was undertaken, to meet statutory requirements. Therefore, we have taken steps
to address those limitations, to be able to produce more meaningful data and develop an action
plan for 2026/27 to undertake a deeper dive and explore the reasons for concerning data
results such as the gender pay gap and lack of representation at senior levels. This, along with
the work of the EDI Taskforce data intelligence workstream, will be able to make a positive
impact to enhance our understanding of the experiences of our staff, and most importantly, the
actions that would have the greatest impact on eliminating discrimination.

Overall Position

The Health Board is making steady progress and is moving in the right direction. There is clear
evidence of improved governance, stronger leadership accountability and increased integration
of equality considerations into practice.

However, much of the impact remains at an early stage. Sustained effort is required to embed
consistency, strengthen data and ensure that equality, diversity and inclusion is reflected in
everyday decision-making and outcomes across the organisation.

The SEP Annual Report and supporting appendices were shared with the Staff Partnership
Forum at their meeting in July 2026, and Trade Union representatives were involved in
workshop discussions. Following this, the report was considered at PODCC in August 2026
where it was agreed to recommend to the Board that these are approved for publication.

Argymhelliad / Recommendation

The Board is requested to APPROVE the Strategic Equality Plan Annual Report 2025/26 for
publication, noting that this is a consolidated report bringing together all reporting requirements
established under the Equality Act 2010.

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix, Teitla | Not applicable
Sgo6r Risg Cyfredol:

Datix Risk Register Reference and
Score:

Parthau Ansawdd: 5. Equitable
Domains of Quality 6. Person-Centred
Quality and Engagement Act
(sharepoint.com)

Galluogwyr Ansawdd: 6. All Apply
Enablers of Quality:
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https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx

All Strategic Obijectives are applicable

Not Applicable

3. Create people-centred employment and development
opportunities that support workforce transformation,
reflect the changing needs of

4. Create an inclusive culture where every voice matters,
individual needs are considered and staff well-being is
promoted and supported

7. Improve health and well-being by focusing on
prevention and early intervention, while working in
partnership to ensure everyone has equal access to care
and opportunities for good health

7. All Apply

Gwybodaeth Ychwanegol:
Further Information:

e Equality Act 2010

e Public Sector Equality Duties (Wales) 2011

e Health Board’s Strateqic Equality Plan and
Obijectives

Included within the body of the report and appendices

An early draft of the report was shared with the Staff
Partnership Forum at their meeting in July 2026, and
Trade Union representatives were involved in workshop
discussions where the findings of the workforce
information and pay gap report were presented. A final
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https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://nhswales365.sharepoint.com/sites/HDD_Nursing-assurance-and-safety/SitePages/Quality-and-Engagement-Act.aspx
https://hduhb.nhs.wales/about-us/your-health-board/board-meetings-2026/board-agenda-and-papers-26-march-2026/board-agenda-and-papers-26-march-2026/19-3-wellbeing-objectives-review-pdf/
https://hduhb.nhs.wales/about-us/your-health-board/board-meetings-2026/board-agenda-and-papers-26-march-2026/board-agenda-and-papers-26-march-2026/19-3-wellbeing-objectives-review-pdf/
https://hduhb.nhs.wales/about-us/your-health-board/board-meetings-2026/board-agenda-and-papers-26-march-2026/board-agenda-and-papers-26-march-2026/19-3-wellbeing-objectives-review-pdf/
https://hduhb.nhs.wales/about-us/your-health-board/board-meetings-2026/board-agenda-and-papers-26-march-2026/board-agenda-and-papers-26-march-2026/19-3-wellbeing-objectives-review-pdf/
https://nhswales365.sharepoint.com/sites/HDD_public-health/SitePages/A-Social-Model-for-Health-and-Wellbeing.aspx
https://nhswales365.sharepoint.com/sites/HDD_public-health/SitePages/A-Social-Model-for-Health-and-Wellbeing.aspx
https://nhswales365.sharepoint.com/sites/HDD_public-health/SitePages/A-Social-Model-for-Health-and-Wellbeing.aspx
https://nhswales365.sharepoint.com/sites/HDD_public-health/SitePages/A-Social-Model-for-Health-and-Wellbeing.aspx
https://www.legislation.gov.uk/ukpga/2010/15/contents
https://www.legislation.gov.uk/wsi/2011/1064/contents
https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/strategic-equality-plan-2024-2028/
https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/strategic-equality-plan-2024-2028/

draft report was considered at People, Organisational
Development and Culture Committee (PODCC) in
August 2026, and it was agreed to recommend to
Board that this is approved for publication.

Effaith: (rhaid cwblhau)

Impact: (must be completed
Ariannol / Gwerth am Arian:
Financial / Service:

There will be costs associated with providing specialist
training to staff in relation to meeting identified training
needs on equality issues where external expertise and/or
lived experience is required/recommended. While there is
a dedicated budget for Business Partnerships and
Inclusion and some courses will be delivered corporately
and through these funds, some external training provided
to individuals as an identified training need will need to be
met from relevant departmental and corporate budgets.

Ansawdd / Gofal Claf:
Quality / Patient Care:

There is evidence to show that generally, protected
groups are disadvantaged at all stages relating to the
planning, development and delivery of public sector
services. The development of realistic and deliverable
objectives set through an equality lens and underpinned
by human rights principles, and positive progress against
those objectives, will improve the quality of services
delivered and patient care, not just for protected groups
but for the population as a whole.

Gweithlu:
Workforce:

There is evidence to show that generally, protected
groups are disadvantaged when seeking employment and
during their careers, facing prejudice and discrimination
within exclusive working environments. Also, it is known
that staff perform better when they can be themselves in
the workplace. Embedding equality into core functions and
HDdUHB’s value base, setting objectives which engender
the recruitment and retention of a diverse workforce,
increasing staff knowledge and breaking down barriers
faced by protected groups will lead to increased wellbeing
amongst staff and can result in lower sickness absence
levels, conserving valuable staff and financial resources.

Tegwch lechyd:

This is an annual update report so a health equity

Health Equity: assessment has not been completed.

Risg: Challenges from staff or the public in relation equality and

Risk: human rights can result in financial and reputational
damage to the Health Board.

Cyfreithiol: Non-compliance with the duties of the Equality Act 2010

Legal: risks the issue of a letter of non-compliance by the
Equality and Human Rights Commission and legal
challenges through judicial review and employment
tribunals.

Enw Da: The SEP Obijectives are designed to reduce the likelihood

Reputational:

of reputational damage by prescribing fair and equitable
treatment of staff and service users and taking action to
meet the objectives. Producing an annual report on
equality objectives is a requirement of the PSED. Non-
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compliance with the PSED would result in legal challenges
and consequent financial and reputational damage to the
organisation.

Information gathered for equality data monitoring
purposes can include details on sensitive personal
information, but this data is anonymised in reports and
cannot be traced back to the individuals concerned.
Information will already be held on Electronic Staff
Records and Health Records if individuals have agreed to
supply the information on a voluntary basis. An
explanation of why the information is being collected and
what it will be used for is included on the relevant data
collection forms.

There is evidence to show that generally, protected
groups are disadvantaged at all stages relating to the
planning, development and delivery of public sector
services. The development of realistic and deliverable
objectives set through an equality lens and underpinned
by human rights principles, and positive progress against
those objectives, will improve the quality of services
delivered and patient care, not just for protected groups
but for the population as a whole.

An Equality Impact Assessment has not been
undertaken as this is an Annual Report.
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Introduction

Hywel Dda University Health Board (the Health Board) is dedicated to placing people at
the core of all our activities. Our vision is to foster an accessible and inclusive
organisational culture and environment for everyone. This encompasses our staff, those
receiving care, their families and carers, as well as our partners, whether they are
statutory organisations, third sector partners, or our communities. We aim to treat
everyone as individuals, adopting a person-centred approach that ensures fairness,
integrity, dignity, and respect for all, regardless of their background or beliefs.
The Equality Act 2010 mandates fair treatment for everyone. This legislation protects
individuals from being treated less favourably due to:

e Age

« Disability

e Gender reassignment

e Marriage and civil partnership

e Pregnancy and maternity

« Race

e Religion and belief (including non-belief)

e Sex

e Sexual orientation

To ensure we treat people fairly, we must collect and utilise information about the
experiences of our staff and service users. It is crucial that our services meet the needs of
all groups and that we maintain fairness in the workplace. Our report includes case study
examples, with fictitious names used to protect the identities of those who have shared
their stories or feedback.

We employ various methods to gather and compile information about our communities
and staff, including:

o Siarad lechyd/Talking Health: Our involvement and engagement scheme that allows
the public to voice their opinions on the planning, development, and delivery of local
health services.

« Engagement and consultation: With staff and communities at public events and
through surveys.

« Data collection: From our patient administration systems.

« Patient feedback: Including compliments and complaints about their experiences
with our services.

o Staff surveys: Data from our electronic staff records and grievance reports.

« Welsh Government initiatives and national reports: Such as those from the Equality
and Human Rights Commission, Older People’s Commissioner, Stonewall, and
others.

e Public Service Board Wellbeing Assessments: For each of the three counties.



We are continually striving to enhance the collection and reporting of equality data for
those using our services. This involves adapting our existing systems to gather this data
and raising awareness about its importance and how it will be used to improve services
and outcomes for patients. The same applies to collecting equality data for our staff, and
we are collaborating with the Welsh Government and other NHS Wales Health Boards and
Trusts to improve our national information systems.

Our efforts to advance the equality agenda are interconnected with several pieces of
legislation, policy drivers, and key reports, including:

e The Welsh Language (Wales) Measure 2011 — National Assembly for Wales

e Well-being of Future Generations (Wales) Act 2015

e The Welsh Language Standards (No.8) Regulations 2022 — Welsh Government
e More than just words — Welsh Government

e The Socio-economic Duty — Welsh Government

e The Armed Forces Covenant Duty — UK Government

« Anti-racist Wales Action Plan — Welsh Government

o LGBTQ+ Action Plan — Welsh Government

e Is Wales Fairer? (2023) — Equality and Human Rights Commission

While our annual report provides an overview of the Health Board’s efforts to promote
equality, diversity, and inclusion, it should be read alongside other key documents listed
below, with hyperlinks provided:

« Hywel Dda University Health Board Annual Report

o Director of Public Health Annual Report

e Our 20-year strateqy - A Healthier Mid and West Wales: Our Future Generations
Living Well
e Our Well-being of Future Generations Act

e Elusennau lechyd Hywel Dda Health Charities Annual reports



https://hduhb.nhs.wales/about-us/performance-targets/our-performance-areas/annual-reports/
https://hduhb.nhs.wales/about-us/your-health-board/board-meetings-2025/board-agenda-and-papers-27-november-2025/board-agenda-and-papers-27-november-2025/annual-report-eng-2026-pdf/?ts=1776342274753
https://hduhb.nhs.wales/about-us/healthier-mid-and-west-wales/
https://hduhb.nhs.wales/about-us/healthier-mid-and-west-wales/
https://hduhb.nhs.wales/about-us/governance-arrangements/the-well-being-of-future-generations-wales-act/
https://register-of-charities.charitycommission.gov.uk/en/charity-search/-/charity-details/5029504/accounts-and-annual-returns

About the Hywel Dda area

Hywel Dda University Health Board plans and provides NHS healthcare services for the
residents of Carmarthenshire, Ceredigion, Pembrokeshire, and neighbouring counties.
Below are some key facts about our Health Board. For more detailed information, please
refer to our Health Board Annual Report 2024-2025:
e Our Health Board covers a quarter of the land mass of Wales.
« We employ approximately 13,000 staff members and have a growing
number of volunteers and apprentices.
o Based on the 2021 Census, we provide healthcare services to around
383,000 residents, as well as numerous visitors to our area.
« We support 47 general practices, 47 dental practices, 97 community
pharmacies, and 43 general ophthalmic practices.
o Our facilities include four main hospitals, seven community hospitals, and
eleven health centres.
e We collaborate with our three local authorities and partners from the public,
private, and voluntary sectors.

Bronglais
Hospital

Tregaron

Aberaeron Hospital

Integrated  «
Care Centre Llandovery
Hospital

Glangwili
Hospital
Cardigan
Integrated
Care Centre

Withybush
Hospital

Tenby

Hospital

South Pembrokeshire

Health and Social Care Prince Philip Amman Valley
Resource Centre Hospital Hospital

We recognise that many individuals within our diverse populations, including those with
protected characteristics, experience socio-economic deprivation. This deprivation is a
significant factor contributing to poorer health outcomes, limited access to education and
employment opportunities, and the perpetuation of the cycle of deprivation.



Our goal is to break this cycle in alignment with the aspirations of the Well-being of Future
Generations (Wales) Act 2015, striving to create a healthier, more equal Wales with
resilient communities working together towards a better future for all.

Information on health and socio-economic factors across the three counties is available
from the Public Health Wales Observatory, the Welsh Index of Multiple Deprivation, and
Stats Wales. Further details about the characteristics and needs of our population can also
be found in the local assessments of wellbeing published by the Public Services Boards in
each local authority area.

Ceredigion Local Well-being Plan - Ceredigion County Council

Carmarthenshire Local Well-being Plan — the Carmarthenshire We Want

Well-being Assessment - Pembrokeshire County Council

Demographic information for the Hywel Dda region is available on the Office for National
Statistics website. Historically, our population has experienced temporary changes, with
significant increases during the summer months due to the tourism industry and transient
student populations throughout the year.

We recognise the importance of continually striving to ensure that our diverse communities
have opportunities to communicate their needs, receive appropriate services, and have
equal opportunities for employment and career progression.

There are high concentrations of Welsh speakers in some areas across the three counties,
and we are committed to providing an active offer to patients who wish to receive their
services in Welsh. We aim to identify our Welsh-speaking service users and encourage
our Welsh-speaking staff to register their language skills on their Electronic Staff Record
(ESR). In accordance with the Welsh Language Standards (No.7) 2018 Regulations, we
have an action plan in place to meet the requirements of the Standards through our
Bilingual Skills Strategy. Further details can be found in our Welsh Language Annual
Reports.

Appendix 1 Annual Workforce Equality Report 2025-2026, illustrates “life in Hywel Dda”
across the protected groups. This information is extracted from data held on the Electronic
Staff Record’s Business Intelligence database. All Health Board employees are
encouraged to record and regularly update their personal data on this system to help
collect more complete and accurate information about our workforce as a whole.

An overview of the population of Hywel Dda University Health Board can be found on the
following page.


https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/media/2ezdmmam/ceredigion-local-well-being-plan-2023-28.pdf
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.ceredigion.gov.uk/your-council/partnerships/ceredigion-public-services-board/ceredigion-local-well-being-plan/
https://www.thecarmarthenshirewewant.wales/
https://www.thecarmarthenshirewewant.wales/
https://www.thecarmarthenshirewewant.wales/
https://midwestwalesfire.moderngov.co.uk/documents/s5070/Appendx%201%20-%20Carmarthenshire%20Well-being%20Plan%202023-28%20english.pdf
https://www.thecarmarthenshirewewant.wales/
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Our population

The infographic below provides an illustration of the characteristics of the people living in
Hywel Dda and is drawn from the averages of the data for each local authority area.
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https://www.ons.gov.uk/census




Our strategic equality plan and objectives

2024-2028

We have four overarching strategic equality objectives outlined in our 2024-2028 Strategic
Equality Plan.

The strategic equality objectives for 2024-28 are:

e Objective 1 — Leadership by all
Staff at all levels, including Board Members, actively promote and facilitate a culture
of inclusion and wellbeing across the organisation.

e Objective 2 - Working Together to improve health and well-being for all
Our staff will actively work to reduce health inequalities

¢ Objective 3 - Embedding a person-centred approach
Our staff use the Health Board values to deliver a person-centred approach in
everything they do.

e Objective 4 - Being an employer of choice
We will offer equal opportunities for employment and career progression and
support the health and well-being of our staff and volunteers within a fair and
inclusive environment.

Our Strategic Equality Plan (SEP) 2024-2028 reaffirms our dedication to advancing
equality, eliminating discrimination, and fostering good relations between those who share
a protected characteristic and those who do not. This comprehensive plan reflects our dual
role as an employer and a service provider, ensuring that our commitments extend to
patients, families, carers, and the broader community.

Our Strategic Equality Plan (SEP) objectives are closely aligned with the Health Board’s
Wellbeing Objectives, which are interconnected with the wellbeing goals established by
the Well-being of Future Generations (WFG) (Wales) Act 2015. The WFG Act is a
cornerstone of our long-term strategy, ‘A Healthier Mid and West Wales: Our Future
Generations Living Well’.

The Health Board’s long-term strategy, ‘A Healthier Mid and West Wales — Healthier lives,
well lived’, is structured around the following four key themes:

Thriving Teams,
Healthier Communities,
Great Care,

Positive Futures
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which guide how we support our people and deliver our services. The examples provided
in this annual report illustrate how the Health Board is actively embedding and promoting
principles to achieve the best possible health and wellbeing outcomes for everyone.

The Health Board is diligently working to address the worsening health inequalities within
our communities. The disproportionate effects on those with protected characteristics and



vulnerable individuals continue to be increasingly evident and are being further

exacerbated by ongoing socio-economic pressures, political instability, and leadership
changes across the UK. Conflict across the World and local tensions also contribute to
these disproportionate impacts.

We are committed to mitigating these impacts and improving health outcomes for all,
particularly for those most affected by external societal factors beyond their control. Our
efforts include targeted initiatives and collaborations with partners and stakeholders to
drive continuous improvements for the most vulnerable members of our communities.

Alongside this annual report, the Health Board regularly submits progress reports to the
Welsh Government on delivery against the actions in the Strategic Equality Plan. The table
below sets out the key areas of focus under each objective and shows overall progress
being made. This report will then go on to highlight some of the Health Board’s key
achievements during 2025-2026.

Strategic Equality Plan

Key areas of focus

Progress

Objective
Workforce development
, Inclusive leadership and culture
Leadership by all
eadership by a Wellbeing support On track
Tackling discrimination
Veteran support
, Reducing inequalities
Working together to : .
: Partnership working
improve health and ,
. Improving access for vulnerable groups On track
wellbeing for all ) ) ,
Listening to our population
Wellbeing and inclusion initiatives
Improving access for vulnerable groups
Embedding a person- p J Jrotp . On track
Raise awareness of protected characteristics
centred approach . .
Co-productive approach Attention
Inclusive leadership development required
Inclusive culture
. Learning and development opportunities
Being an Employer of
. Staff networks
Choice On track

Equitable recruitment and staff retention
Staff wellbeing
Accessible opportunities




Spotlight on: Leadership by all

Our Aim

Staff at all levels, including Board members, actively promote and facilitate a culture of
inclusion and wellbeing across the organisation.

Anticipated Outcome

» The Health Board recognises and values the needs and differences of all staff and
service users.

« Staff, including Board members, will use their lived experiences and act as role
models to create positive experiences for colleagues and service users.

« Staff and service users will stand up to racism and all forms of discrimination and are
empowered to voice any concerns

This section summarises work carried out across the Health Board and outlines progress
against our Strategic Equality Plan objective: Leadership by All.

Active Bystander Training

Why is this important

Evidence from workforce data continues to show that some staff experience bullying,
harassment and discrimination at work, with a disproportionate impact on minoritised
groups. There are also ongoing reports of discrimination from patients, the public and, in
some cases, from managers.

This highlights a clear need to strengthen how staff recognise and respond to
inappropriate behaviour in the moment. Without this, behaviours can go unchallenged,
which risks normalising poor conduct and undermining psychological safety.

The Active Bystander programme was developed by the Diversity and Inclusion Team to
address this gap. It focuses on giving staff practical tools to safely challenge behaviours
such as microaggressions, discrimination and inappropriate language. It also supports
delivery of the Anti-Racist Wales Action Plan and the LGBTQ+ Action Plan by making
inclusion a shared responsibility across the organisation.

What we have done

During 2025-2026, the Diversity and Inclusion Team designed and delivered a bespoke,
in-house Active Bystander training programme. This approach allows the content to reflect
real experiences within the Health Board and ensures it is relevant to our working
environments.

Between April 2025 and March 2026:
« 10 Active Bystander training sessions were delivered
o 281 staff attended from a wide range of roles and departments



« Delivery included both open sessions and targeted team-based sessions (including
Workforce and OD, Obstetrics and Gynaecology, Pharmacy and medical teams)

Feedback has been consistently strong:
e 100% of attendees said they would recommend the training
« Asignificant proportion asked for further or more advanced learning
e Increasing numbers of teams are requesting tailored sessions

In response, the Diversity and Inclusion Team has begun developing a structured delivery
plan to ensure those with the greatest need for the Active Bystander training are able to
receive it in a timely manner.

The impact of what we have done

The Active Bystander sessions are evaluated and feedback from attendees is used to
ensure the course is effective and that the learning objectives are being achieved. 73% of
attendees highlighted that they would like to attend further training on this subject and
95% indicated that they would recommend the session to others. Here are some
examples of the feedback received from the programme:

66

Very informative session and

Thank you for a wonderful really makes you more aware
session, very thought provoking, and gives the confidence to
really useful to attend as a whole intervene and act when you hear
team or see something that's not right
Thank you. Occasions where | have
GO y

witnessed inappropriate behaviour and
have or haven't intervened often play on
my mind. | feel more confident managing
these situations and knowing there are
many different approaches that can be
helpful

Really useful, informative
session which provides
strategies for intervening when
we see inappropriate behaviour.

9

Early feedback shows that the training is making a practical difference. Staff report:
o Better understanding of what constitutes inappropriate behaviour
e Increased confidence to challenge behaviour safely
o Greater awareness of their role in creating an inclusive workplace

This supports a wider cultural shift towards openness and shared responsibility. It also
strengthens safer ways for staff to speak up and challenge issues constructively.

The programme is helping to create the conditions needed to reduce bullying and
harassment over time. However, current workforce data shows that some groups,
particularly Black, Asian and Minority Ethnic staff continue to report higher levels of
negative experiences. This confirms that while progress is being made, sustained and
targeted action is still needed.

11



The longer-term impact will be measured through improvements, over time, in staff
experience data, including national staff survey results.

LEAP (Leadership Engagement with Awesome People)

Why is this important

The LEAP (Leadership Engagement with Awesome People) programme was developed to
strengthen leadership capability across Hywel Dda in response to clear organisational
need. Evidence shows that many leaders experience low confidence, high pressure and a

sense of isolation, which can impact team culture, staff wellbeing and
service delivery.

The Health Board continues to operate in a complex environment, with I_ n P

workforce pressures linked to stress, retention and recruitment. Strong,
consistent leadership is essential to address these challenges and to create

a working environment where staff feel valued, respected and able to thrive.

LEAP was designed to help reset leadership culture by developing compassionate,
inclusive and self-aware leaders. It supports organisational priorities, including equality,
diversity and inclusion, by embedding inclusive behaviours and improving psychological
safety across teams.

What we have done
During 2025-2026, the Health Board continued to deliver the LEAP programme as a key
leadership development initiative for senior staff.
« Four cohorts, consisting of 59 delegates completed their LEAP journey
e Four cohorts consisting of 66 delegates started their LEAP journey
e Since LEAP’s beginning in 2023, 126 leaders have completed the LEAP
programme.

The LEAP programme combines practical learning, reflection and peer support over a 10-
month period. Core areas include:

o Compassionate and values-led leadership

« Equality, diversity and inclusion

e Coaching and communication

o Strategic decision making

e Leading teams through change

The Diversity and Inclusion module, Creating an Environment Where Everyone Can
Flourish and Thrive, remains a central component, helping leaders understand their
responsibilities and foster inclusive team environments. A formal Leadership Pledge has
been introduced, requiring participants to commit to specific behaviour changes. Follow-up
support is also being strengthened to help leaders embed their learning in practice.

12



| will apply the skills from this 3 -1 ]
session in my day to day role by....

Examples of commitments made via the pledge include:

A
R R R
To promote EDI in project
teams by setting up EDI Tackle and challenge
Celebrating Eid with team Encourage staff to focused workshops inappropriate
- sharing different foods, [RSGUSCICREIIUEIEIESY  between designers and communication a
sweets, understanding and including Users to promote better member of my team to
culture! unconscious bias as part understanding of staff another. She didn’t want

of their development. and patient needs. Also, me to do anything, but |
to be a better active can’t be an inactive
bystander bystander.

The impact of what we have done

LEAP is beginning to change how leadership is experienced across the organisation.
Leaders report increased confidence, self-awareness and a clearer understanding of how
their behaviour affects others. Many describe feeling more able to manage pressure, lead
difficult conversations and act in line with organisational values. This is leading to visible
changes within teams. Staff are more likely to speak up, raise concerns earlier and take
ownership of issues rather than passing them upwards. Teams report more open
communication, stronger relationships and a reduction in unresolved conflict. In some
areas, there has been a clear shift from reactive, problem-focused working to more
collaborative and solution-based approaches.

Leaders are also introducing more consistent ways of working, including regular team
meetings, clearer communication and more structured decision-making. This has
improved coordination within teams and strengthened links between services, helping
issues to be resolved more quickly and effectively.

Feedback from participants supports this shift. Leaders describe becoming more confident
and authentic in their roles:
« ‘I don’t feel like an imposter anymore. I'm clearer and more confident in how I lead.”
e “LEAP helped me recognise | already had the skills — | just needed the
confidence.”
o ‘It reignited my desire to lead and reminded me of the difference | can make.”



There is also clear evidence of impact within teams. Leaders report that staff attitudes and
behaviours are changing in response to their leadership:

e “People now come to me with solutions, not just problems.”

e “The team talks more openly now. Issues don’t sit and build like they used to.”

e “Conversations are calmer and more constructive — there’s less tension.”

o “Staff feel more confident to speak up, even when they disagree.”

e “There’s a stronger sense of team — people support each other more.”

Some feedback highlights practical changes in how teams operate:
o “We now have regular meetings - before, we didn’t. It’s stopped things from
festering.”
e “Communication is clearer and more consistent across the team.”
o “We’re working things through together rather than reacting to problems.”

There is also evidence of improved morale and wellbeing:
e “The team feel more positive and supported.”
e “I've created an environment where people feel valued and able to thrive.”

While it is too early to see measurable changes in staff survey data, these early indicators
suggest the programme is helping to create more psychologically safe, inclusive and
supportive team cultures. LEAP is therefore contributing to the wider conditions needed to
improve staff experience, retention and organisational culture over time, even though it
does not directly influence these metrics.

The Hywel Dda Manager Programme
Why is this important

The Hywel Dda Manager programme was developed

to strengthen day-to-day management capability RH EO LWR
across the organisation, particularly for supervisors, )\
first-line managers and those aspiring to leadership
oles. A MANAGER

Feedback and workforce data show that the quality of line management has a
direct impact on staff experience, wellbeing and retention. Managers play a key
role in shaping team culture, responding to concerns, and ensuring fair and
consistent treatment of staff. Where managers lack confidence or skills in these
areas, it can lead to inconsistent practice, reduced psychological safety and poorer
staff experience. The programme addresses this by focusing on practical skills
needed in everyday management. It places a strong emphasis on inclusive and
compassionate leadership, equipping managers to recognise and challenge bias,
support diverse teams and create environments where all staff feel valued and
able to thrive. This is supported by the ‘Being an Inclusive Manager’ session
delivered by the Diversity and Inclusion Team.

What we have done

During 2025-2026, the Hywel Dda Manager programme continued to be delivered
as part of the Health Board’s wider leadership development offer. Seven cohorts
have now been delivered, reaching 140 attendees. Evaluation of the programme



captured that 81% of participants reported a significant increase in their
understanding of inclusive management

The programme covers key areas including:
o Managing self (resilience, wellbeing and self-awareness)
« Managing others (psychological safety, inclusive practice and conflict
management)
e Coaching and performance conversations
« Developing both self and others

The ‘Being an Inclusive Manager’ session remains a key element of the
programme. It supports managers to:

e Understand equality, diversity and inclusion in practice

e Recognise and address discrimination and bias

e Lead inclusive teams and foster a sense of belonging

As with the LEAP approach, an Inclusive Manager Pledge has been introduced to
the Hywel Dda Manager Programme. Participants commit to at least one action
following the session, with follow-up support from the Diversity and Inclusion Team
to help embed these changes.

Examples of commitments made via the pledge include:

R 2

Reviewing recruitment Actively challenging Creating regular Increasing awareness

and selection processes inappropriate behaviour opportunities for staff to and promotion of staff
to reduce bias and and language within share feedback and networks to support

improve fairness teams raise concerns safely inclusion and belonging

Participants identified further development needs, including how to be more
inclusive in practice, reduce bias and better support internationally recruited staff.

The impact of what we have done

The Hywel Dda Manager programme is strengthening the consistency and quality of day-
to-day management across the organisation. Managers’ report increased confidence in
leading people, a clearer understanding of their role, and greater awareness of how their
behaviour affects staff experience. The Inclusive Manager session is a key driver of this,
with both local and national evaluation showing a strong increase in knowledge and
understanding of inclusive practice. Managers feel better equipped to ensure fair
treatment of staff, recognise and reduce bias, and create psychologically safe
environments where staff feel valued and able to thrive.
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This increased confidence is translating into changes in practice. Managers are taking
more consistent and fair approaches to decision-making, improving communication with
their teams, and creating safer spaces for staff to raise concerns. There is also a stronger
focus on understanding and supporting the needs of a diverse workforce, including
internationally recruited staff. The introduction of the Inclusive Manager Pledge is helping
to turn learning into action, with managers committing to practical, measurable changes in
how they lead their teams.

Early feedback suggests these actions are contributing to more supportive and inclusive
team environments. Managers are adopting more reflective and compassionate
approaches, leading to improved relationships, better quality conversations with staff, and
greater focus on wellbeing and psychological safety. While it is too early to evidence
impact through staff survey data, these early indicators show progress towards a more
inclusive and consistent management culture across the Health Board.

Participant feedback highlights this shift:
o ‘I feel more confident in how to be inclusive in my role.”
o “It's helped me think differently about bias and how it affects my decisions.”
e “I want to make sure my team feel safe and able to speak up.”
e “I need to understand more about different cultures and how to support staff better.”
e “It's made me reflect on how | manage people and the environment | create.”
e “I'm more aware of how small behaviours can affect how included people feel.”

16



(" Highlight )
The Coach Approach

Both the LEAP and Hywel Dda Manager programmes encourage a “coach approach” to
support staff development and improve workplace culture. The coach approach includes:

e Training and Development: The Health Board has provided extensive training for
managers and leaders to adopt coaching techniques in their daily interactions with
staff. This includes formal training sessions and ongoing support to ensure the
effective application of these skills.

e Enhanced Communication: By fostering a coaching culture, the Health Board
aims to improve communication across all levels of the organisation. This
approach encourages open dialogue, active listening, and constructive feedback

e Employee Empowerment: The Coach Approach focuses on empowering
employees to take ownership of their development and career progression. This
involves setting personal goals, identifying areas for improvement, and creating
actionable plans to achieve these goals.

e Supportive Environment: Creating a supportive and collaborative work
environment is a key objective. The Health Board has implemented regular check-
ins and mentoring sessions to provide continuous support and guidance to staff.

Anti Racism Wales Action Plan progress

Why is this important

The Anti-Racist Wales Action Plan (ARWAP) sets a national expectation for NHS
organisations to actively tackle racism and deliver equitable outcomes across
employment, leadership, governance and service delivery. It reflects a clear ambition for
Wales to become an anti-racist nation by 2030.

Local workforce data and lived experience continue to highlight inequalities within the
Health Board. While workforce diversity is increasing, disparities remain in recruitment
outcomes, career progression and representation at senior levels. There are also
differences in how staff and service users experience care and the workplace.

This programme of work is therefore required to move beyond awareness and into
sustained, measurable change, addressing structural barriers and embedding anti-racist
practice into everyday decision-making.

What we have done

During 2025-2026, the Health Board has continued to embed delivery of its local Anti-
Racist Wales Action Plan across workforce, service delivery and leadership arrangements.
Progress has been made across all six national focus areas, with a growing emphasis on
coordination, consistency and practical delivery.

A key area of focus this year has been strengthening staff capability and awareness.
Active Bystander training has expanded significantly, with ten sessions delivered to 281
staff, alongside continued promotion of anti-racist e-learning which has reached 91%
compliance. These interventions are supporting staff to recognise and challenge racism

17



and inappropriate behaviour in the workplace. At the same time, organisational practices
have been updated to reflect anti-racist principles, including the removal of outdated
terminology and strengthened use of Equality Impact Assessments to inform policy and
decision-making.

Governance and leadership arrangements have also been strengthened. The
establishment of the Equality, Diversity and Inclusion Task Force has provided clear
Board-level oversight and direction, helping to align activity across the organisation and
ensure a more structured and evidence-based approach. This has been supported by
improvements in how data is used, including the quality assurance of 260 Equality Impact
Assessments and closer working with workforce intelligence teams to strengthen analysis
and reporting.

There has been continued investment in staff engagement and experience. The Black,
Asian and Minority Ethnic Staff Network has been actively supported, providing a platform
for peer support, engagement and co-production. Awareness of routes to raise concerns
has increased through promotion of Speak Up and Work in Confidence platforms,
alongside strengthened induction arrangements that reinforce expectations around
behaviour and inclusion.

In service delivery, there has been a clear shift towards more community-focused and
inclusive approaches. The Community Development Outreach Team has continued to
lead targeted engagement with seldom heard groups, including delivering services in
community settings such as places of worship and community venues. This has improved
access to vaccination, screening and prevention services, and strengthened relationships
with local communities. Cultural awareness and anti-racism training for practitioners has
also been delivered to support more inclusive care.

Progress has also been made in addressing workforce inequalities. Work is underway to
improve fairness in recruitment processes, including reviewing job descriptions and
strengthening feedback to candidates. Ethnicity pay gap reporting and Workforce Race
Equality Standard data are being used to inform targeted actions, alongside the
development of learning and development processes to support progression. While this
work is ongoing, it provides a stronger foundation for addressing inequalities in access to
opportunities.

Targeted support for specific communities has remained a priority. Partnership-based
outreach with refugees and asylum seekers has expanded, providing culturally sensitive
support, improving access to healthcare and building trust through consistent community
engagement.

The impact of what we have done

The ARWAP programme is beginning to influence both organisational culture and service
delivery. There is clear progress in building staff awareness, confidence and capability to
recognise and challenge racism. Increased uptake of training and high compliance with
anti-racist learning indicate that expectations are becoming more embedded across the
workforce.
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Staff experience is improving in key areas. There is greater awareness of reporting routes
and more accessible support for those experiencing bullying, harassment or
discrimination. The Black, Asian and Minority Ethnic Staff Network continues to play a
central role in shaping activity, increasing visibility and providing peer support. These
developments are helping to create safer spaces for staff to speak up and contribute to
organisational change.

At a service level, there is evidence of more inclusive and responsive approaches to care.
Community outreach models are improving access to services for seldom heard groups by
delivering care in trusted settings, supporting increased engagement in prevention and
screening programmes.

There are also early signs of improved organisational capability. Strengthened Equality
Impact Assessment processes and improved use of workforce data are supporting more
informed decision-making, while stronger leadership oversight is improving accountability
and coordination.

However, workforce data continues to show that inequalities persist, particularly in relation
to representation at senior levels and progression. Data quality challenges also remain,
limiting full understanding of inequalities.

Overall, the Health Board has maintained momentum across a complex programme.
While much of the impact is at an early stage, there is clear progress in building the
foundations for long-term change. Long-term impact will be reflected through
improvements in staff survey results and wider workforce and patient experience data.

Aspiring Board Members Programme

Why is this important

It is widely recognised that Boards should reflect the diversity of the workforce and
communities they serve. A lack of diversity at Board level limits the range of perspectives
in decision-making and can reduce understanding of the experiences of under-
represented groups.

The Aspiring Board Members Programme was developed by Welsh Government to
address this gap. It focuses on supporting individuals from Black, Asian and minority
ethnic backgrounds to prepare for Independent Board Member (Non-Executive Director)
roles within NHS Wales. This aligns with the Anti-Racist Wales Action Plan, which sets a
clear expectation to improve representation and create more equitable leadership
structures.

For Hywel Dda, participation in this programme supports the development of a more
diverse leadership pipeline, strengthens succession planning, and helps ensure that future
Board-level decisions are informed by a broader range of lived experiences.

What we have done
During 2025-2026, the Health Board actively supported the delivery of the national
Aspiring Board Members Programme.
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The programme provides participants with:
o Exposure to Board-level decision making
e Development in leadership, governance and strategic thinking
e Opportunities to build networks and understand wider health and care systems

Through supporting placements, the Health Board contributes directly to the development
of future Board members while also benefiting from new perspectives and insights brought
into the organisation.

The impact of what we have done

By supporting placements, the organisation is helping to build a pipeline of future Board
members who bring broader lived experiences and different perspectives to decision-
making.

There are early signs of impact at both an organisational and individual level. Participation
in the programme is increasing awareness of diversity at senior levels and reinforcing the
importance of inclusive leadership. It also provides an opportunity for the Health Board to
reflect on its own governance practices and ensure these are inclusive and representative.

The presence of Aspiring Board Members within the organisation is helping to:
o Broaden perspectives within discussions and decision-making spaces
e Increase visibility of diverse talent and leadership potential
« Strengthen understanding of the experiences of under-represented groups

The extension of the placement reflects the value of the programme and the positive
contribution participants are making. While the long-term impact will be seen through
increased diversity in Board appointments over time, this programme is an important step
in building a more inclusive leadership pipeline across NHS Wales.

Equality, Diversity and Inclusion Task Force

Why is this important

Workforce data and feedback continue to show inequalities in staff experience, including
under-representation of some groups at senior levels, variation in progression, and
differences in how staff experience the workplace. While overall workforce diversity is
improving, these differences highlight the need for more focused and coordinated action.
The Board recognised that existing activity was not delivering change at the pace
required. A dedicated Board seminar in December 2024 brought together multiple sources
of evidence, including workforce data, staff survey findings and lived experience, which
highlighted persistent inequities and gaps in data quality.

In response, the EDI Task Force was established to accelerate progress, strengthen
leadership accountability and ensure a more structured, evidence-based approach. The
Task Force aims to move beyond isolated initiatives by bringing together leadership, lived
experience and data to drive meaningful and sustained cultural change across the
organisation.
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What we have done

Since its establishment, the EDI Task Force has provided Board-level oversight and
direction for the organisation’s equality, diversity and inclusion work and brings together
Board members, staff network leads and organisational partners to drive change
collectively.

Three priority workstreams have been established:
« Board Allyship — strengthening visible leadership commitment and defining how
the Board actively champions inclusion
« Engagement and Co-production — improving how staff contribute to shaping EDI
priorities through lived experience and shared ownership
« Data and Intelligence — improving the quality, use and analysis of workforce data,
including intersectional analysis

A key milestone during the reporting period was the “Big Conversation” staff engagement
event held in November 2025. During this event:
o 41 staff attended, generating over 40 ideas for change
e Focus areas included open feedback, empowerment, communication and
accountability
e The proportion of participants feeling fully empowered to promote EDI increased
significantly during the session (35.6% at the start of the session to 61.5% by the
end).

The outputs from this event are now being taken forward through dedicated Task and
Finish groups aligned to each workstream.

The impact of what we have done

The EDI Task Force is beginning to influence organisational culture by strengthening
leadership focus, improving engagement and creating clearer direction for change. There
is increased visibility of EDI at Board level, reinforcing that inclusion is a core leadership
responsibility rather than a standalone initiative.

There is also growing openness in how the organisation discusses inequality. More honest
conversations are taking place, supported by safer spaces for staff to share their
experiences. This is helping to build trust and encourage wider engagement, particularly
through the expansion of staff networks and co-production activity.

The Task Force has also highlighted important gaps in data and systems, which is driving
work to improve how equality data is collected, analysed and used. This will support more
targeted, evidence-based decision making over time.

21



Overall, the Task Force is helping to create the conditions for long-term change by aligning
leadership, data and lived experience. Early indicators show increased engagement,
stronger leadership commitment and a more open and accountable approach to equality,
diversity and inclusion across the organisation.

O ozazar

Screenshot of the big conversation 2025
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Spotlight on: Working together to improve
health and well-being for all

Our Aim
Our staff will actively work to reduce health inequalities.

Anticipated Outcome

* We will continue to listen to our population, especially those who traditionally find it
difficult to access services and often have poorer health outcomes. We will use their
feedback and experience to help us when we are planning and providing services.

» The Health Board will work with partners, such as other organisations, Third Sector
and communities to reduce health inequalities and remove barriers to accessing
health and care services.

This section summarises work carried out across the Health Board and outlines
progress against our Strategic Equality Plan objective: Working together to
improve health and well-being for all.

Supporting our diverse populations

The Community Development Outreach Team (CDOT) continues to play a key role in
supporting diverse communities across Hywel Dda. The team works closely with local
populations to understand their needs and provides information, advice and practical

support to improve access to healthcare services.

Community Engagement:
They meet and converse with
community members,
encouraging participation in
public engagement events.

Healthcare Empowerment:
They empower individuals to
access healthcare services and
promote vaccine uptake.

aaa

Public Health Messaging:
They disseminate crucial

Community Events:
In partnership, they plan and

attend community events to
celebrate diversity and inclusion.

Interpretation Services:

They support health staff in using
interpretation services to ensure
patients have access to
interpreters when needed,
enhancing patient and clinician
experiences.

|

public health information.

Agency Connections:
They connect people with
other agenices and third-
sector organisations.
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Over the past year, CDOT has maintained strong partnerships with third sector
organisations and local authorities, delivering a range of engagement and wellbeing
activities across all three counties. This work has remained particularly important in the
context of ongoing cost-of-living pressures and wider social challenges, which continue to
affect many individuals and communities.

Through a consistent community presence and targeted outreach, CDOT has helped
ensure that support is accessible, responsive and aligned to the needs of those most at
risk of inequality.

Why is this important

Many of the communities served by Hywel Dda experience barriers to accessing
healthcare. These include poverty, homelessness, language barriers, low health literacy
and mistrust of services. Without targeted support, these factors can lead to poorer health
outcomes and reduced engagement with prevention and treatment services.

The role of the CDOT is to address these inequalities by acting as a bridge between
communities and the Health Board. The team focuses on those most at risk, including
homeless and vulnerably housed individuals, minority ethnic communities, Gypsy, Roma
and Traveller communities, and Refugees and asylum seekers, ensuring that services are
accessible, inclusive and responsive to need.

What we have done

During 2025-2026, CDOT has continued to deliver a high level of targeted outreach
across all three counties, working in close partnership with local authorities, third sector
organisations and NHS services.

The team has strengthened a community-based model of delivery, maintaining a
consistent presence in settings such as soup kitchens, emergency accommodation,
places of work, Traveller sites, Mosques, community cafés and wellbeing events. Through
this approach, CDOT has specifically delivered over 70 targeted engagement activities
with homeless and vulnerably housed individuals, alongside wider outreach across
diverse communities.

A key focus this year has been improving access to healthcare services through practical
support. This has included signposting to primary care, distributing GP registration
resources, supporting navigation of Wales 111 services, and providing digital
demonstrations to improve health literacy. CDOT has also facilitated access to key public
health interventions, including vaccination, smoking cessation and screening programmes,
working closely with specialist teams such as Hepatology and Community Immunisation.

Partnership working has been a central strength. CDOT has enabled collaboration
between community organisations and NHS services, helping to establish new referral
pathways, regular clinics and joint initiatives. This includes supporting community settings
such as Pembrokeshire Association of Volunteer Services (PAVS) to connect with multiple
NHS teams, resulting in ongoing health and wellbeing provision tailored to local need.
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Targeted work has continued with specific communities. Outreach with Refugees and
asylum seekers has focused on delivering multilingual information, improving
understanding of NHS services and supporting access to care. Engagement with Gypsy,
Roma and Traveller communities has included regular site visits, health drop-ins and
vaccination delivery, helping to build trust and improve access.

CDOT has also supported wider organisational priorities by enabling participation in public
consultations and service planning, ensuring that the voices of seldom heard groups are
represented in decision-making.

The impact of what we have done

CDOT’s work is contributing to a more inclusive and community-centred approach to
healthcare delivery. Regular presence in community settings has helped build trust with
individuals who are less likely to engage with traditional services, creating opportunities for
earlier intervention and support.

There is clear evidence of improved access to services. Individuals have been supported
to access housing, engage with vaccination programmes, and take up smoking cessation
and screening opportunities.

Health literacy has increased through direct engagement, including the use of translated
materials, practical demonstrations and culturally appropriate communication. This has
enabled individuals to make more informed decisions about their health and better
understand how to access services.

Importantly, CDOT has helped ensure that the experiences and voices of vulnerable and
marginalised groups are better represented within Health Board planning and decision-
making. This is supporting a shift towards more co-produced and responsive services.
While this work is ongoing, it is contributing to the early identification of need, improved
engagement with prevention services and a reduction in barriers to care for some of the
most underserved communities. Long-term impact is expected to be reflected in improved
access, outcomes and patient experience over time.

Photo taken by the Community
Development Outreach Team at
the Polish wellbeing café.

25



- Gase Study

The Community Development Outreach Team (CDOT) identified a group of young
Unaccompanied Asylum Seeker Children (UASC) through partnership working with the local
authority and ongoing community outreach activity. Multi-agency discussions highlighted that
some young people had limited access to safe, structured and supportive spaces within the
community.

In response, the Health Board’s Arts in Health programme secured funding for a creative
engagement project. CDOT supported young people to attend a graffiti art session designed to
encourage participation, build confidence and create opportunities for informal conversation.

At the start of the session, one young person appeared quiet and cautious, with low
expectations of what the day would involve. Through informal engagement with a local artist
and community staff, the environment became more relaxed. As the session progressed, the
young person began to take part in sketching and shared activities, gradually building trust and
confidence. Over time, they became more comfortable engaging in conversation and began to
talk more openly about their interests and experiences since arriving in the area.

The setting also created a safe and non-judgemental opportunity to share health information.
Translation resources were introduced, helping to build confidence that appropriate support
would be available when accessing healthcare services. The young person later described the
session as one of the most positive and enjoyable information sessions they had attended.

Following this initial engagement, the young person reconnected with a local youth group
facilitated by People Speak Up. This was a significant step, as they had previously experienced
racism and felt isolated within the community. Since re-engaging, the young person has started
to build local relationships and participate more confidently in group activities.

This case highlights how creative, community-based approaches can help reduce isolation,
build trust and support access to services for young people who may otherwise be excluded.
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Supporting our Gender Diverse Communities

Why is this important

National policy and recent legal developments have created increased complexity in how
organisations support gender diverse individuals within both workplaces and healthcare
settings. The UK Supreme Court ruling in For Women Scotland Ltd v The Scottish
Ministers and subsequent EHRC guidance have highlighted the need for NHS
organisations to carefully balance legal compliance with inclusive, person-centred care.

At the same time, feedback from staff networks and wider engagement activity shows that
gender diverse staff and patients can experience barriers, including misunderstanding,
inconsistent practice and lack of clarity in processes and environments. This creates a
need for clear guidance, informed decision-making and ongoing staff education to ensure
that care remains inclusive, respectful and safe.

What we have done

During 2025-2026, the Health Board has taken a structured and proactive approach to
strengthening support for gender diverse communities, with a focus on governance,
engagement and staff capability.

The Health Board has updated its LGBTQ+ Local Action Plan, working closely with staff
networks to ensure that actions are grounded in lived experience and aligned with national
priorities. This has strengthened clarity, accountability and the ability to monitor progress
over time.

A key area of focus has also been improving staff awareness and confidence. LGBTQ+
awareness training, with a particular emphasis on trans identity and gender expression,
has been commissioned and delivered during the reporting period. This has been
supported by the development and promotion of practical resources to help staff use
inclusive language and better understand the experiences of gender diverse individuals.

The impact of what we have done

This work is beginning to strengthen how the Health Board understands and responds to
the needs of gender diverse staff and patients. There is increased awareness at both
Board and operational level of the complexities involved alongside clearer recognition of
the need to balance legal requirements with inclusive practice.

Engagement with staff networks has helped ensure that lived experience is central to
decision-making. This has improved the relevance of action plans and strengthened trust
and collaboration between staff and the organisation. It also marks a shift towards more
co-produced approaches, where solutions are shaped by those directly affected.

Early feedback from training indicates that staff feel more confident in understanding
gender identity, using appropriate language and supporting gender diverse colleagues and
patients. This is helping to create safer, more respectful working environments and
improving day-to-day interactions.

Overall, progress during this period has focused on building strong foundations, including
governance, understanding and capability. While the full impact will take time to realise,
these steps are supporting a more informed, inclusive and coordinated approach to
meeting the needs of gender diverse communities. Long-term impact is expected to be
reflected in improved staff and patient experience, including through staff survey data and
feedback from LGBTQ+ communities.
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Pilot Women’s Health Hub Initiative

Why is this important

Women’s health outcomes in Wales have historically been poorer in key areas, with many
conditions under-diagnosed, under-treated or not consistently prioritised. Feedback from
women has highlighted difficulties accessing timely care, particularly for menopause,
menstrual health and contraception, as well as wider concerns about fragmented services
and lack of continuity of care.

The Welsh Government’s Women’s Health Plan set out a clear commitment to address
these inequalities by improving access to specialist support and bringing services closer to
communities. The introduction of women’s health hubs forms a key part of this response,
aiming to provide more coordinated, accessible and person-centred care across the life
course.

What we have done

During 2025-2026, Hywel Dda University Health Board continued implementation of the
NHS Wales Women's Health Plan and successfully established a Women's Health Hub
pilot based within the Sexual Health Integrated Building in Aberystwyth. The pilot has
provided valuable learning to inform the future development of a wider Women's Health
Hub model across the Health Board.

While a network of cluster-based Women's Health Hubs has not yet been established
across Hywel Dda, significant progress has been made in laying the foundations for future
implementation. This has included developing an integrated hub model, strengthening
pathway design and establishing a clearer interface between primary, community and
secondary care services.

A major focus during the year has been workforce development. Accredited training
programmes were delivered to GPs, practice nurses, community staff, midwives and
health visitors, increasing local capability in menopause care, menstrual health,
contraception, coil fitting and pessary services. This work is helping to build the skills
needed to deliver more women's health services within community settings and closer to
home.

The Health Board has also developed a multidisciplinary approach to women's health,
bringing together expertise from primary care, gynaecology, physiotherapy, psychology
and bladder and bowel services. Work has commenced on developing a single point of
access model, supported by virtual triage and care navigation arrangements, which will
help women access the right service at the right time.

This work supports the wider "shift left" principle within the NHS Wales Women's Health
Plan, aiming to move appropriate care from hospital-based services into primary and
community settings wherever clinically appropriate.

The impact of what we have done

As the programme remains in the early stages of implementation, the primary impact
during 2025-2026 has been the establishment of the infrastructure, partnerships,
workforce capability and governance arrangements needed to support future
transformation.

The Aberystwyth pilot has demonstrated strong professional engagement and provided
valuable insight into how a future Women's Health Hub model could operate within Hywel
Dda. Learning from the pilot is informing plans for the development of cluster-based hub
arrangements and integrated women's health pathways across the Health Board.
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The longer-term ambition is to improve access to women's health services, reduce
avoidable referrals into secondary care, strengthen Self-Management and improve patient
experience through more coordinated pathways. Future impact will be measured through
the development of a dashboard that will incorporate patient-reported outcome measures
(PROMSs), patient-reported experience measures (PREMs), access measures and
pathway performance indicators.

Overall, the work undertaken during 2025-2026 has established a strong foundation for the
future rollout of a more integrated, community-based Women's Health Hub model across
Hywel Dda.

("Highlight )

The Menopause Café is a peer support network that meets regularly via MS Teams,
providing a safe and inclusive space for staff to share experiences, access support,
and increase understanding of menopause. Each session forms part of the
Menopause Journey series and features a guest speaker who provides expert insight
into the stages and impacts of menopause. One session was specifically designed
for partners, colleagues and managers, helping them understand the impact of
menopause and how best to support those experiencing it.

Members are encouraged to engage openly by submitting questions to speakers,
either in advance or anonymously during sessions. To ensure continued access to
information and support, all sessions are recorded and made available on the
SharePoint page as an ongoing resource for staff.

The network is open to all staff, including those who are peri-menopausal,
menopausal, or supporting someone experiencing menopause at home or in the
workplace.

During 2025/26, membership of the Menopause Café increased to 330 members,
representing an increase of 115 people (563.5%). A total of six sessions were
delivered throughout the year, reflecting the continued growth and positive impact of
the network across the organisation.

Re-launch and strengthen the Health Equity Group

Why is this important

Persistent health inequalities remain across Hywel Dda, particularly for communities
experiencing poverty, deprivation and wider social disadvantage. These inequalities affect
access to services, experience of care and long-term health outcomes.

There is a clear need for a more coordinated and systematic approach to embedding
equity across all areas of service planning, delivery and decision-making. Re-establishing
the Health Equity Group provides a structure to bring together partners, align priorities and
ensure that reducing inequalities is a shared responsibility across the system.

What we have done
During 2025-2026, the Health Equity Group has been re-established, with governance
arrangements strengthened to provide clearer leadership and direction. The group
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reconvened in October 2025 and has since supported a more coordinated, system-wide
approach to tackling health inequalities.

A key area of focus has been embedding equity into prevention and service planning. This
includes supporting delivery of the 20four7 prevention framework, targeting the 20% most
deprived communities, and ensuring that equity is consistently considered in planning
decisions.

New tools and approaches have also been introduced to strengthen this work. The
development of an Equity Focused Health Impact Assessment tool is supporting services
to assess how their activity may affect health inequalities. The Population Health
Dashboard has improved access to data, enabling better understanding of local need and
supporting more targeted interventions.

Partnership working has continued to develop through the Social Model for Health and
Wellbeing programme, alongside closer alignment with related initiatives such as the
Vaccine Equity Group. Training, including poverty awareness, has also been delivered to
build shared understanding and capability across staff and partners.

The impact of what we have done

The re-establishment of the Health Equity Group is helping to embed equity more clearly
within organisational culture and practice. There is increasing expectation that services
demonstrate how they are addressing inequalities, supported by improved tools, data and
governance.

The introduction of the impact assessment tool and Population Health Dashboard is
strengthening decision-making. These approaches are enabling teams to better identify
where inequalities exist and to target actions more effectively.

Partnership working has also improved, with stronger collaboration across health, local
authorities and third sector organisations. This is supporting more coordinated responses
to complex issues such as poverty and access to care.

There are early signs of a shift towards more community-focused and preventative
approaches, particularly through the focus on the most deprived communities. Staff report
increased awareness of the wider determinants of health and greater confidence in
considering equity in their work.

While this work is at an early stage, it provides a stronger foundation for reducing health
inequalities and supporting more equitable outcomes over time. Longer-term impact will
depend on sustained delivery and continued alignment across programmes and partners.
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Spotlight on: Embedding a person-centred

approach

Our Aim

Our staff use the Health Board values to deliver a person-centred approach in
everything they do.

Anticipated Outcome

« Staff will have access to training and development opportunities to enhance their
knowledge of equality, diversity and inclusion.

« Staff will have an awareness and understanding of the individual needs of our
service users and diverse population and strive to meet those needs.

* We will actively engage with and listen to the diverse population that we serve, and
ensure their needs are at the centre of all that we do.

This section summarises work carried out across the Health Board and outlines
progress against our Strategic Equality Plan objective: Embedding a person-
centred approach.

Person Centred Approach training

Why is this important

Delivering equitable, high-quality care relies on staff understanding how to tailor services
to individual needs rather than applying a one-size-fits-all approach. The Person-Centred
Approach training supports this by reinforcing key principles of equality, dignity and
respect, alongside legal responsibilities under the Equality Act and Public Sector Equality
Duty.

Feedback from staff and wider organisational priorities highlight the need to strengthen
understanding of unconscious bias, recognise the impact of individual experiences, and
ensure that people’s needs, preferences and identities are considered in all interactions.
Embedding this approach from induction onwards is essential to building a consistent and
inclusive culture across the Health Board.

What we have done

During 2025-2026, the Person-Centred Approach training programme has continued to be
delivered as a core element of staff induction and ongoing development. 11 sessions were
delivered during the reporting period, reaching 166 staff.

During this period, the EDI team completed a full refresh of the training programme. This
included significant updates to both the delivery style and content to ensure that the
training remains relevant, practical and aligned to current organisational priorities. The



refreshed sessions place greater emphasis on interactive learning, using case studies,
group discussion and reflection to help staff apply learning in real-life scenarios.

The programme continues to cover key areas including equality legislation, protected
characteristics, unconscious bias and equitable treatment. It also strengthens signposting
to staff networks, support services and additional learning opportunities, helping staff
understand where to access further guidance and support.

Regular evaluation continues to inform ongoing improvement of the training, ensuring that
it remains responsive to staff feedback and organisational need.

The impact of what we have done

The refreshed training is helping to strengthen staff understanding of what a person-
centred approach means in practice and how it applies to their role. Feedback indicates
that staff are more confident in adapting their approach to meet individual needs and in
recognising how unconscious bias can influence behaviour.

Evaluation data shows that a significant proportion of participants report increased
knowledge, with the majority indicating that they intend to apply their learning in their daily
practice. This includes improving communication, involving individuals in decisions and
considering the impact of services on different groups.

The revised delivery approach has supported greater engagement, with interactive
elements enabling staff to reflect on their own practice and learn from others. This is
contributing to more consistent and inclusive behaviours across teams.

Embedding the programme within induction continues to ensure that new staff have a
clear understanding of expectations from the outset. This supports a shared organisational
approach to person-centred care.

Overall, the training is contributing to a wider cultural shift towards more inclusive,
respectful and responsive care. While impact is currently based on participant feedback, it
provides a strong foundation for improving both staff experience and patient care over
time.

To date 75% of attendees reported that they had increased their knowledge and 94% of
attendees report that they would be applying their learning daily. Feedback from

participants includes:

A good refresher
session. Having been
with the HB for 10 years,
you can lose focus on
these areas trying to get
through the day-to-day

A reminder of the importance

of being respectful,
understanding and patient.
New information in terms of
what NHS offers that | didn't
know about before. ’,

| had already done this course
as a part of my induction last
year and | found it very
valuable; it was good to have a
refresher though being more
established in my role.
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Accessible Communication and Information Standards (ACIS)

Why is this important

Accessible communication is essential to delivering safe, effective and person-centred
care. The Welsh Government introduced the Accessible Communication and Information
Standards (ACIS) to ensure that communication barriers are removed and that people can
access, understand and engage with healthcare services.

The updated standards broaden the original focus on sensory loss to include a wider
range of communication needs. This includes people whose first language is not English
or Welsh, individuals with disabilities or neurodivergence, those with low literacy, and
carers who may also require support.

Without consistent approaches to identifying and responding to these needs, patients may
struggle to understand information, access services or make informed decisions. This can
lead to poorer outcomes and inequalities in care.

What we have done
During 20252026, the Health Board has focused on preparing for the implementation of
ACIS and embedding accessible communication more consistently across services.

Significant work has been undertaken to raise awareness of the new standards. A
dedicated SharePoint page has been developed, providing staff with guidance, resources
and accessible materials, including Easy Read and British Sign Language (BSL) content.
This has been supported by wider communication activity across internal platforms and
direct engagement with senior leaders and operational teams.

Governance arrangements have been strengthened through the establishment of an ACIS
Stakeholders and Implementation Group. This group has brought together partners from
across the organisation to review current practice, identify gaps and agree responsibilities
for implementation and reporting. Workshops linked to this group have helped highlight
both strong practices, such as the provision of information in alternative formats, and
areas requiring further development.

Practical tools and systems have continued to be developed and refined. The Sensory
Loss Aware Self-Assessment (SLASA) Checklist has been updated to align with the
broader scope of the new standards and is being used to support local assessments of
communication accessibility and service improvement.

There has also been continued focus on improving how communication needs are
identified and recorded. Staff guidance for recording communication needs within systems
such as Wales Patient Administration System (WPAS) has been widely shared, supporting
more consistent documentation and visibility of patient requirements.

Alongside this, services have continued to strengthen accessible communication in
practice. This includes:
« Increased use of alternative contact methods, including digital platforms, email and
text
o Greater use of interpretation and translation services
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« Expansion of accessible information formats, such as large print, Easy Read and
audio

« Improvements to appointment systems, allowing more flexible access based on
individual need

Staff awareness and capability have been strengthened through a mix of training and
awareness activity. This includes neurodivergence training with a focus on communication
skills, structured learning sessions to build knowledge and targeted campaigns such as
Deaf Awareness Week.

The impact of what we have done

This work is contributing to a more consistent and proactive approach to accessible
communication across the Health Board. Staff are increasingly recognising the importance
of asking about, recording and acting on communication needs, helping to ensure that
individuals receive information in a way they can understand.

There is evidence of improved accessibility in service delivery. Patients are now able to
access services through a wider range of communication channels, reducing reliance on
traditional methods such as telephone contact and improving access for those with
additional needs.

The use of tools such as the SLASA Checklist and improved data recording is beginning
to support more informed decision-making. Services are better able to identify gaps in
accessibility and take targeted action to address them.

Partnership working has also strengthened, with collaboration across teams, third sector
organisations and service areas supporting a more joined-up approach to meeting
communication needs.

( Highlight ]
WPAS Sensory Loss Marker

The Patient Administration System for Wales (WPAS) features a sensory loss marker to
highlight patients’ communication needs. To promote its use, the Health Board continued
to raise awareness of the WPAS Recording of Sensory Loss staff guide through our Viva
and partnership forums. Through training and awareness initiatives, staff have actively
collected and recorded patient communication preferences, leading to a significant
increase in recording patients who have a sensory loss. As of the 315t March 2026, 423
patients were recorded on WPAS, an increase by 201 or 90.54% since 315t March 2025.

Number of patients who have had
Sensory Loss needs recorded on WPAS

2024/25 Q4 222

2025/26 Q1 313
2025/26 Q2 351
2025/26 Q3 387
2025/26 Q4 423
o 100 200 300 400 500
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- (ase Study

Learning Disability Packs in Emergency Care

People with learning disabilities can face barriers when accessing emergency care, particularly
in busy and unfamiliar environments. This can lead to increased anxiety and difficulties
understanding what is happening during their visit.

To address this, Hywel Dda University Health Board introduced Learning Disability Packs,
designed to provide clear, accessible information and reassurance during emergency care. The
packs were first piloted in the Emergency Department at Glangwili Hospital. Following positive
feedback, the initiative was rolled out across all acute sites in Carmarthenshire, Ceredigion and
Pembrokeshire, including A&E departments and the Acute Medical Assessment Unit.

The packs include easy-read information, pictures and symbols, explanations of what will
happen during the visit, and guidance on who staff are and how they can help. Patients, carers
and families can request a pack on arrival, supporting timely access to information.

The Learning Disabilities Team worked closely with frontline staff to support implementation.
This included awareness sessions, local promotion and embedding the packs into routine
practice. The initiative also encourages the use of Health Profiles, helping staff better
understand individual needs and make appropriate adjustments.

Early impact suggests the packs are helping to reduce anxiety and improve understanding for
patients with learning disabilities. Staff report increased confidence in providing person-centred
care, supported by clearer communication and better awareness of individual needs.

This initiative shows how simple, practical changes can make emergency care more accessible
and inclusive. It supports the Health Board’s wider aim to reduce inequalities and ensure that
services respond to the needs of all patients.

Further information on the Health Boards introduction of Learning Disability Packs can be found
here.
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Improving the health of veterans

Why is this important

Veterans can experience specific health needs linked to their service, including physical
injury, mental health challenges and difficulties transitioning to civilian life. There is also a
recognised risk that veterans may face disadvantage in accessing care if their status is not
identified or understood.

The Armed Forces Covenant sets out a clear commitment that those who have served
should face no disadvantage in accessing healthcare, with additional consideration given
where conditions relate to military service. Embedding this principle within services is
essential to ensure equitable access, consistent practice and improved outcomes for
veterans and their families.

The Health Board serves approximately 382,800 people in West Wales, and the 2021
census recorded that 15,637 (4.08%) had served in the UK Armed Forces. As of March
2026, the Health Board employs 151 staff members who have declared their armed forces
status.

What we have done

During 20252026, the Health Board has strengthened its approach to improving the
health and wellbeing of veterans through a coordinated programme led by the Business,
Partnerships and Inclusion team.

A key focus has been improving identification and visibility of veterans across services.
This includes promoting consistent recording of veteran status within GP systems and
WPAS, supported by staff guidance and targeted awareness activity. As a result, there has
been a steady increase in the number of veterans identified across both primary and
secondary care settings.

Work has also progressed to better understand veterans’ needs and experiences. This
includes targeted research into substance misuse and mental health pathways, alongside
engagement and feedback mechanisms to capture veterans’ experiences of care. Findings
have helped identify gaps in awareness, consistency and access, informing ongoing
service improvement.

Staff capability has been strengthened through the review and refresh of the national
Armed Forces Covenant e-learning module. The updated training provides clear guidance
on identifying veterans, understanding their needs, and applying priority treatment
appropriately.

Partnership working has remained central to delivery. The Health Board continues to work
with third sector organisations, local authorities and national partners to improve access to
services and reduce disadvantage. Community-based outreach activity has increased,
providing health information, signposting and practical support to veterans, including those
experiencing socioeconomic challenges.
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(" Highlight )
VE Day 80

2025 marked the 80th anniversary of the VE (Victory in Europe) Day. The Health Board
celebrated with the nation by coming together to honour and pay tribute to veterans of
the Second World War and their families through various events including Fish and
Chips Day at all hospital canteens, board displays in service areas, and tea and cakes
within teams and services.

/wel Dda Celebrated VE Day

& AT
RS -

How did you celebrate? Let us know
tegicPartnerships.hdd@wales.nhs

Primary care has also been strengthened through increased uptake of the Health
Education and Improvement Wales (HEIW) Veteran-Friendly Practice scheme, alongside
improvements in planned care pathways. This includes clearer guidance for staff on
managing veterans’ care and applying priority treatment considerations.

The impact of what we have done

This work is improving the visibility of veterans within the health system, which is a
critical first step in delivering equitable care. Increased identification and recording
means that staff are better able to recognise veteran status and apply appropriate
support, including priority treatment where relevant.

Staff knowledge and confidence is also improving. The refreshed training and
targeted resources are helping to build a more consistent understanding of the
Armed Forces Covenant and how it applies in practice.

Partnership working and outreach activity are strengthening access to support,
particularly for veterans who may be less likely to engage with traditional services.
This is helping to reduce barriers and ensure that veterans receive timely,
appropriate care and wider support.
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At an organisational level, the work demonstrates that Armed Forces Covenant
principles are becoming more embedded within governance, service delivery and
workforce practice. This is supporting progress towards more equitable outcomes
for veterans and the wider Armed Forces community.

("Highlight )

Armed Forces Covenant Health Action Plan (2024—-2026)

The Health Board refreshed it's Armed Forces Covenant Health Action Plan outlining key
priorities for 2025 — 2026. The Action Plan is a dynamic document and is coordinated by
the Business, Partnerships and Inclusion team in partnership with our Armed Forces
champions and is continually shaped and informed by discussions within the Armed
Forces Covenant Steering Group, Armed Forces Staff Network, and various local,
regional and national partnership forums. It sets out the Health Board objectives and
actions in line with the Covenant, relevant accreditation schemes, and other Health
Board’s strategic objectives such as the Strategic Equality Objectives. The actions set out
in the Action Plan are regularly reviewed and are delivered by working collaboratively with
colleagues within the organisation as well as with the public and the voluntary sector
partners.

The Health Board priorities for this reporting year are:

Working collaboartively to Promoting Hywel Dda as an

reduce disadvantage for employer of choice for Actively supporting veterans
veterans and the Armed veterans and the Armed and the Armed Forces

: : community through awareness
Eoimes cormunity Forces community. raising g/ents, gs;taff training

and partnership working.

Understanding the health care
needs of our veterans and the
Armed Forces community.

Supporting our Faith Groups - Enhancing Holistic Care and
Organisational Support

Why is this important

Providing inclusive care means recognising and responding to people’s spiritual, religious
and cultural needs alongside their physical health. For many individuals, faith and belief
are central to how they understand iliness, make decisions and cope with difficult
experiences, particularly at times of crisis or end of life.

There is also a clear organisational responsibility to ensure that services are respectful of
different faiths and beliefs, including those who identify as non-religious. Without this,
there is a risk of unmet needs, poorer experience and inequity in care. Supporting faith
groups therefore forms an important part of delivering truly person-centred and equitable
healthcare.
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What we have done

During 2025-2026, the Chaplaincy service has continued to play a central role in
supporting patients, families and staff across the Health Board. The service provides
inclusive, person-centred support for individuals of all faiths and beliefs, including those
with no religious affiliation.

The team has supported a wide range of faith-based needs in practice. This includes
facilitating religious observance such as Ramadan, Lent, Diwali and Christmas, and
ensuring that cultural and spiritual needs are considered within care planning. The
Chaplaincy team also provides advice and guidance to staff on faith-related healthcare
issues, helping teams respond appropriately to diverse needs.

Chaplaincy continues to contribute to wider organisational life through the delivery of
reflective spaces, commemorative events and responses to significant moments. During
this period, this included Remembrance activity and marking the five-year anniversary of
the COVID-19 pandemic, alongside support during global and local events that impact
staff and patients.

At end of life, the service works closely with multidisciplinary teams, funeral directors and
registrars to support families. This helps ensure that care is delivered with dignity and
respect, while also easing practical and legal processes for families and reducing pressure
on clinical services.

("Highlight )

Key event - Remembrance Day event

On Remembrance Day, services were held across the Health Board to honour Veterans
and the wider Armed Forces community, with strong staff attendance, including at Prince
Philip Hospital. Thanks are extended to Euryl Howells and the Spiritual Care Team for
leading the services, and to all staff who showed their support.
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The service operates as part of a multidisciplinary approach, providing expertise on
spiritual, cultural and social aspects of care to complement clinical practice and support
holistic care delivery.

The impact of what we have done

This work is helping to ensure that care across the Health Board is more inclusive and
responsive to the needs of diverse communities. Patients and families are better
supported to express and meet their spiritual and cultural needs, particularly at key points
such as illness, bereavement and end of life.

Staff are also benefiting from increased access to advice, guidance and reflective support.
This helps build confidence in responding to faith-related needs and supports staff
wellbeing, particularly during challenging periods.

The presence of Chaplaincy within multidisciplinary teams is strengthening a more holistic
approach to care. By considering spiritual, cultural and social factors alongside clinical
needs, services are better able to provide personalised and compassionate care.

There are early signs of a continued cultural shift towards recognising the importance of
spiritual care as part of overall health and wellbeing. The service’s flexibility and
responsiveness also ensure that it can adapt to increasingly diverse beliefs and needs
across the population. You can find further information on the health boards Spiritual Care
Department through the following link: Spiritual Care Department - here for your journey
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Supporting unpaid carers

Why is this important

Unpaid carers play a vital role in supporting the health and wellbeing of individuals across
West Wales. Many provide significant levels of care, often alongside employment or other
responsibilities, and may experience impacts on their own physical, emotional and
financial wellbeing.

There is a clear system-wide responsibility to identify, recognise and support unpaid

carers early, ensuring they can access timely help and continue in their caring role where
they choose to do so. This work is aligned to the West Wales Strategic Plan for Unpaid
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Carers 2025-2030, which focuses on two core priorities: ensuring carers are visible and
valued, and that carers are supported.

What we have done

During 2025-2026, the Health Board has continued to strengthen its approach to
supporting unpaid carers through partnership working, workforce development and
targeted service improvements.

The Investors in Carers (liC) scheme remains a key driver of this work. It focuses on early
identification, staff training and building a network of Carer Champions across health,
social care, education and the voluntary sector. During the year, significant numbers of
carers have been identified and referred for support, while staff engagement with training
has increased knowledge and confidence in recognising carers and signposting them to
appropriate help.

Training and awareness have been a central focus. A wide range of carer awareness
sessions have been delivered across multiple settings, alongside the ongoing rollout of
mandatory Carer Aware e-learning for all staff. This ensures a consistent baseline
understanding of the role and needs of unpaid carers across the workforce.

Examples of feedback from staff attending the carer awareness training include:

“l found the session really engaging, very

helpful and informative and gained more of

my knowledge about unpaid carers and “
how to support them.”

“The training was very informative and
highlighted the impact that caring can have
. on the individual is providing unpaid caring
roles.”

“Excellent presentation — Staff thoroughly
enjoyed and are now confident in ’,
signposting unpaid carers for further help

and support.”

Since May 2023, the Carer Aware e-learning programme has been mandatory for all
Health Board staff. As at 31t of March 2026, 92% of staff had completed the training,
which demonstrates strong organisational engagement and providing assurance that
much of the workforce has a core understanding of who unpaid carers are and why their
identification and support is essential.
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Partnership working has continued to strengthen support available to carers within the
community. The Health Board works closely with local authorities and third sector
organisations to deliver Carers Information and Support services. These services have
reported increased identification and engagement with unpaid carers, with more
individuals receiving advice, guidance and practical support.

Targeted support has also been developed at key points of care, particularly within
hospital discharge pathways. Dedicated Carer Officers work alongside clinical teams to

identify carers early; involve them in decision-
making and ensure they are supported to care
safely at home.

Support for staff who have caring responsibilities
has also been strengthened. This includes
promotion of working carer registration through
ESR, delivery of line manager training, and
ongoing facilitation of a Staff Carers Peer
Support Network. Regular engagement and
survey feedback have been used to inform
improvements to organisational support.

“I've found the Carers Support Group online and the
recorded sessions they offer, a fantastic resource and
source of support. With dad and now mum’s rapidly
declining health, the manual handling session which |
watched the recording of proved completely invaluable
when dad fell recently and we had to safely recover
him from the floor. Without it | wouldn't have had a
clue on the safest way to get dad up and might well
have caused him further injury. Absolutely essential
viewing I'd say. Thank you.”

Accessible information and signposting have been enhanced through platforms such as
the Carers Support West Wales website, providing a central source of up-to-date advice
and resources for carers and staff. The link to the platform is here: Carers Support West

Wales | Cymorth Gofalwyr Gorllewin Cymru.

The impact of what we have done

This work is improving the visibility of unpaid carers across the Health Board and wider
system. More carers are being identified earlier, allowing them to access support before

reaching crisis point.

Staff confidence and capability have increased, supported by training and clear guidance.
This is helping to embed carer-aware practice into everyday interactions across services,
ensuring carers are recognised and involved appropriately in care planning.

Partnership working and commissioned services are enabling more carers to receive
timely advice, information and practical support. There is evidence of increased numbers
of carers being supported, alongside improvements in wellbeing outcomes such as feeling

informed, listened to and supported.

Support for working carers is also improving. Increased self-identification, peer support
activity and targeted training for managers are contributing to a more open, inclusive and

supportive workplace culture.

Overall, this work is contributing to a broader cultural shift. Unpaid carers are increasingly
recognised as partners in care, and their needs are being considered more consistently
within service delivery, workforce practice and system planning.
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Spotlight on: Being an employer of choice

Our Aim

We will offer equal opportunities for employment and career progression and support the
health and well-being of our staff and volunteers within a fair and inclusive environment.

Anticipated Outcome
« Staff and volunteers are encouraged to develop and progress in their roles and are
supported in their health and well-being.

* Any inequalities, unfair practice and bullying and harassment are identified and
addressed promptly.

» The Health Board’s commitment to being an inclusive employer is visible, and staff
are able to be their true selves at work.

This section summarises work carried out across the Health Board and outlines
progress against our Strategic Equality Plan objective: Being an employer of
choice.

Celebrating Diversity

Why is this important

Celebrating diversity helps create an inclusive workplace where staff feel recognised,
respected and valued. It also improves cultural awareness, helping staff understand the
experiences of colleagues and the communities they serve.

Without consistent awareness activity, there is a risk that important cultural, religious and
identity-based events are overlooked. This can limit understanding and reduce
opportunities to promote inclusion across the organisation.

What we have done
During 2025-2026, the Business, Partnerships and Inclusion Team has continued to
deliver a coordinated programme of awareness activity.

The annual Diversity Calendar and monthly ‘What’s On’ newsletter remain central to this
approach, helping teams identify key events and encouraging engagement across the
organisation.

Several awareness campaigns and events were supported during the year. These include:
« Black History Month 2025, promoting the theme Standing Firm in Power and

Pride. Activity included sharing learning resources, promoting anti-racism training,
and highlighting relevant materials and staff networks.



« Pride Month 2025, with staff attending local Pride events to increase visibility and
allyship. Access to the Enfys (LGBTQ+) staff network was also expanded, enabling
staff to connect using personal devices.

« International Women’s Day 2026, promoting the theme of gender equality and
collaboration. Activity included sharing local and national events, resources and
opportunities for staff to engage with discussions on equity and inclusion in health
and care.

« Neurodiversity Celebration Week, raising awareness and understanding of
neurodivergence. This included sharing resources, promoting learning opportunities
and supporting wider engagement through staff networks and communications.

All activity has been supported through internal communication channels, helping ensure
consistent visibility across services.

The impact of what we have done

This work is helping to improve awareness and understanding across the workforce. Staff
have more opportunities to engage with diversity and inclusion activity and to learn about
different communities and experiences.

Participation in national campaigns such as Pride, Black History Month and International
Women’s Day has strengthened visibility and demonstrates the Health Board’s ongoing
commitment to inclusion.

The structured approach, through the Diversity Calendar and regular communications, is
supporting more consistent engagement across teams and helping to embed awareness
into day-to-day practice.

There are also early signs that this activity is supporting wider engagement with staff
networks and learning resources, contributing to a more inclusive culture.

Supporting Pride events

[ Highlight ]
Members of the Business, Partnerships and Inclusion team alongside members of
the Health Board’s Enfys LGBTQ+ staff network represented the Health Board at

several local Pride events, including PRIDE Cymru (Cardiff), Swansea Pride and
Carmarthen.

Other speciality services, including
Immunisations and vaccinations, midwifery,
Community Development Outreach Team and
the Wellbeing Team attended various events to
promote the Health Board’s commitment to
LGBTQ+ communities both as an employer and
as a healthcare provider. During Pride events
members of the public were able to access
health promotion information, discuss any
matters of concern and seek advice.




Higtigh

Diwali Celebration Unites Cultures at Hywel Dda Health Board

On Sunday 26th October 2025, Hywel Dda University Health Board hosted its annual
Diwali celebration, a vibrant and inclusive event jointly organised by the Diversity and
Inclusion team and members of the Black, Asian, and Minority Ethnic Staff Network. The
gathering reflected the Health Board’s ongoing commitment to fostering cultural
awareness and promoting inclusivity across its workforce.

Held at Glien House, the venue was transformed into a radiant celebration space, adorned
with colourful Rangoli designs, flickering Diyas, and traditional decorations that beautifully
captured the essence of Diwali, the triumph of light over darkness.

The evening commenced with a warm welcome and an insightful presentation on the
significance of Diwali, offering attendees a deeper appreciation of its customs, symbolism,
and spiritual meaning.

This year’s programme featured captivating performances of classical Indian dance and
music, which brought energy and joy to the room. Interactive games and a themed quiz
added a lively and engaging element, encouraging laughter and connection among
colleagues.

A standout moment of the evening was the multicultural feast, with staff members
generously sharing homemade dishes representing a rich tapestry of cultural
backgrounds. The diverse flavours and aromas celebrated not only Indian cuisine but also
the broader heritage of the Health Board’s community, turning the meal into a shared
experience of unity and appreciation.

More than just a festive occasion, the 2025 Diwali celebration served as a powerful
reaffirmation of the Health Board’s values. By embracing cultural traditions and
encouraging cross-cultural dialogue, the event strengthened interpersonal bonds and
highlighted the importance of inclusivity in the workplace. It stood as a glowing example of
how shared celebrations can cultivate understanding, respect, and joy among colleagues.
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Staff Networks

Why is this important
Staff networks play an important role in creating an
inclusive workplace where people feel supported, valued

Are you aware

and able to contribute. They provide safe spaces for peer of our Staff
support, while also giving staff a voice in shaping s

organisational culture, policies and services. Sroubs

They are particularly important for groups who may experience barriers or inequality,
ensuring lived experience informs decision-making and helping the organisation respond
to diverse staff needs.

What we have done

During 2025-2026, the Business, Partnerships and Inclusion Team has continued to
support and grow a diverse range of staff networks. These include the Armed Forces
Network, Black, Asian and Minority Ethnic Network, Enfys (LGBTQ+) Network,
Menopause Café, RespectAbility and Neurodivergent staff Networks and Unpaid Carers
Network.

Each network provides a space for peer support, shared learning and engagement.
Regular sessions have included guest speakers on topics such as wellbeing, menopause,
Access to Work and health board services, shaped by feedback from members.

Membership and engagement across all staff networks have increased, with more staff
getting involved in network activity and contributing to a stronger and more inclusive
organisational culture.

Annual number of Staff Network Members
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*During 2025/26 the RespectAbility staff
network made the decision to split into two
separate networks and the Neurodivergent staff
network was established. The RespectAbility
network still meets for staff who have a chronic
or long-term condition.

%

Networks have also played an active role in organisational engagement. This includes
contributing to consultations such as the Anti-Racist Action Plan and LGBTQ+ Action Plan,
ensuring lived experience informs strategic priorities.
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The impact of what we have done

Staff networks are helping to create a more inclusive and supportive workplace culture.
They provide safe spaces for staff to share experiences, build connections and access
support.

There is evidence of increased engagement, with growing membership across networks
and strong participation in events and discussions. This is helping staff feel more valued
and connected to the organisation.

The networks are also strengthening organisational learning. Feedback from members is
informing policy development, consultation responses and local action plans, ensuring that
decisions reflect lived experience.

Importantly, networks are supporting wellbeing. By providing access to peer support, they
are helping staff manage challenges both inside and outside of work, from caring
responsibilities to long-term health conditions.

Overall, this work is contributing to a more open, inclusive and responsive organisation,
where staff feel able to be themselves and influence change.

- Case Study

Staff story

A line manager raised questions about how best to support a newly appointed apprentice
joining their team. The new starter was a young Muslim man with specific faith-based needs,
including time for prayer and access to culturally appropriate support. Rather than waiting for
issues to arise, teams across Future Workforce, Operational Workforce, Culture and Diversity
and Inclusion worked together with clinical colleagues in advance of the new staff members
start date.

The health board has an established process for supporting new starters through a “buddy
scheme” and a local physiotherapist volunteered to act as a point of contact, sharing a
welcome pack developed specifically to meet the needs of Muslim staff. This included
information on prayer space, halal food options, local mosques, and community links. The
discussions also prompted wider consideration of existing prayer facilities on site and how this
information could be made more visible for future new starters.

Clear communication during the induction period reassured staff that support was in place
without placing the burden on the apprentice to raise sensitive issues himself. The approach
helped normalise conversations about faith, culture, and inclusion as part of everyday
workforce practice.

Over time, the impact extended beyond the initial onboarding. The volunteer buddy supporting
the apprentice strengthened links with existing staff, including colleagues from the Black, Asian
and Minority Ethnic Staff Network, and became more connected locally by attending prayer
services in the area. This helped reinforce a sense of belonging, not only for the new starter but
also for staff involved in supporting him.
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Equality, Diversity and Inclusion Training

Why is this important

Embedding equality, diversity and inclusion into everyday practice requires staff to have
the right knowledge, skills and confidence. Training helps staff understand the experiences
of people with protected characteristics, challenge discrimination and provide more
inclusive care.

It also supports a culture where staff feel able to respond appropriately to difference,
reduce bias and improve both staff and patient experience.

What we have done
During 2025-2026, the Health Board has delivered a wide-ranging programme of Equality,
Diversity and Inclusion training, combining both mandatory and specialist learning.

A total of 59 specialist training sessions were delivered, alongside broader organisational
programmes, reaching 1162 staff members. Topics included:

e Cultural awareness in healthcare

« Disability awareness and reasonable adjustments

e Anti-racism for Practitioners

« Religion and belief

e LGBTQ+ inclusion

o Trans Identity and Gender Expression Training

e Neurodiversity and sensory loss

o Carer awareness and menopause

This offer is supported by a growing library of online learning resources, including
recorded sessions, podcasts and guidance materials, enabling staff to access training
flexibly.

Mandatory training compliance has continued to improve across key areas. As of the end
of March 2026:

e anti-racism training: 93.12%

« Learning Disability Awareness: 94.27%

e Autism Awareness: 94.27%

e Carer Awareness: 91.96%

« Equality, Diversity and Human Rights: 88.27%

The impact of what we have done

There is clear evidence that training is improving staff knowledge, confidence and
behaviour. Staff report better understanding of equality issues and greater confidence in
applying this in their roles.

A key area of impact is increased confidence in challenging inappropriate behaviour,
including discrimination, bias and microaggressions. This is supporting a more open and
respectful workplace culture.
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Training has also improved practical capability, with staff reporting greater confidence in
making reasonable adjustments, adapting communication and responding to individual
needs. This is contributing to more consistent inclusive practice.

There has been a positive impact on patient care, with staff describing increased
awareness of how culture, identity and lived experience shape interactions. This is helping
to build trust, improve communication and reduce barriers to care.

More broadly, the training programme is supporting:
o Greater awareness and understanding of equality and inclusion
e Improved consistency in inclusive decision making
« Stronger empathy and understanding across teams
e A more inclusive organisational culture

Feedback from staff that attended these training sessions included:

- 66

It is wonderful to see the positive change in
people when it comes to understanding and
supporting transgender individuals. Educating
people in this area is so important, and | truly
hope the powerful and compassionate
message that Heath shared continues to
spread and encourage even more

This session was a very informative and
as a staff of a diverse background | felt
very emotionally affected by how
patients’ treatment was affected because
of their religion and culture/beliefs
Cultural Awareness Training

awareness, understanding, and acceptance. ’,
Trans Awareness and Gender Expression
Training )
Given my own neurodiversity, it was a pleasure
1 to see this training delivered in a practical, easy
to understand format. During the breakout room,
“ it was clear the course had challenged how staff
thought about neurodiversity- both in terms of
Appreciate having a platform to go to in practical understanding, reflections on their own
relation to Menopause and Alan biases and their level of empathy. Thank you so
expressing this is a natural and biological much for helping me feel seen - | look forward to
transition of change. It can easily feel like the next course
you are the only one with the symptoms Neurodiversity Training
and effects of menopause.

Menopause Café

9

Listening to our staff - Speak Up and Make Meaningful Change

Why is this important

A strong speaking-up culture is essential for patient safety, staff wellbeing and
organisational learning. Staff need to feel safe to raise concerns, challenge poor practice
and report incidents without fear of reprisal.

Embedding psychological safety supports openness, trust and early identification of
issues. Without it, concerns may go unreported, impacting both staff experience and
quality of care.



What we have done
During 2025-2026, the Speak Up and Make Meaningful
Change initiative has continued to support cultural change

make

across the Health Board. This includes promoting = meaningful

psychological safety, strengthening communication channels change
and ensuring staff have clear routes to raise concerns.

Practical resources and support have been made available to
staff, including guidance for staff and leaders, access to Speak Up Guardians, and links to
wellbeing services, ensuring multiple routes for raising concerns.

The Health Board has also introduced and embedded the Working in Confidence platform.
This provides a secure, anonymous space where staff can raise concerns, ask questions
or share feedback directly with senior leaders or support teams. The platform enables two-
way communication while maintaining anonymity, making it easier for staff to raise
sensitive issues such as bullying or discrimination. It complements existing channels and
supports a more open and responsive environment.

To further strengthen support, a member of the Diversity and Inclusion Team has joined
the network of Working in Confidence Champions. This ensures that concerns relating to
equality, diversity and inclusion are supported with appropriate expertise and handled
sensitively.

Alongside this, Organisational Development and Relationship Managers (ODRMs) have
continued to support teams through a structured culture programme. Using a bespoke
culture survey aligned to seven key themes, ODRMs have worked with 77 teams and
engaged over 1,500 staff. This has been supported by over 750 staff taking part in culture
conversations, helping to co-produce locally relevant improvement plans based on lived
experience.

The 2025 NHS Wales Staff Survey highlights continued improvement across several key
areas since 2023:

e 76.4% of staff feel that reporting errors and incidents is encouraged

o 84.5% of staff say they treat patients and service users with compassion

o 73% of staff feel theirimmediate manager recognises the importance of emotional
wellbeing

e 53% of staff feel that those involved in incidents are treated fairly

The impact of what we have done

There is evidence of a strengthening culture of openness across the organisation. More
staff report feeling encouraged to speak up, and improvements in perceptions of fairness
and action suggest progress towards a more just culture.

The introduction of Working in Confidence has widened access to safe and confidential
reporting, particularly for sensitive concerns. This is helping to reduce barriers and
increase staff confidence in raising issues.
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Staff engagement activity and the use of qualitative insights, such as personal stories, are
helping the organisation better understand lived experience and identify areas for
improvement.

ODRM-led culture work is also supporting more localised improvement, with staff actively
shaping solutions based on their experiences. This is helping embed cultural change at
team level, rather than relying solely on organisational initiatives.

Overall, this work is contributing to a more transparent and supportive environment, where
staff feel increasingly empowered to raise concerns and contribute to improvement.

Equality Impact Assessment (EqlAs)

Why is this important

Equality Impact Assessments (EqlAs) are essential to ensure that decisions about policies,
services and service changes are fair, evidence-based and inclusive. They help identify
potential impacts on different groups, including the nine protected characteristics, as well
as wider factors such as Welsh language, socio-economic disadvantage and the Armed
Forces community.

A robust EqlA process supports better decision making, reduces the risk of unintended
inequality and ensures the Health Board meets its legal duties while improving outcomes
for the communities it serves.

What we have done

The Diversity and Inclusion Team has strengthened both the quality and consistency of
EqlAs across the organisation. This has been supported by an enhanced package of tools,
including a revised template, updated screening process, practical guidance, video
resources and an improved scoring matrix. Staff feedback on these resources has
remained positive, with users reporting greater clarity and confidence.

A strong focus has also been placed on training and capacity building. EqIA training
continues to be delivered across departments and is embedded within the Enabling
Quality Improvement in Practice (EQIiP) programme. Plans are in place to extend this
further into programmes such as STAR and leadership development programmes.

The Diversity and Inclusion team provides active support and challenge through
participation in policy approval groups and service redesign steering committees. This
ensures equality considerations are built into decision making at an early stage, rather
than being applied retrospectively.

During 2025-2026, the Diversity and Inclusion Team supported and quality assured 260
EqlAs, reinforcing its commitment to inclusive and equitable healthcare development and
decision making.

The impact of what we have done

There is clear evidence of improvement in the quality, depth and consistency of EqlAs.
Assessments are increasingly informed by relevant data and include more meaningful
analysis, clearer mitigation actions and stronger links to population need.
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The introduction of internal auditing has been particularly important. It is supporting a more
consistent standard across the organisation, reducing variation in quality and
strengthening confidence in the EqlA process. It also enables continuous learning,
ensuring that good practice is identified and shared, and that feedback to services is more
structured and effective.

EqlAs are increasingly being used as a decision-making tool, rather than a compliance
exercise. This reflects a wider cultural shift towards more thoughtful, evidence-based
consideration of equality impacts.

Training and governance arrangements are strengthening accountability, while improved
engagement is ensuring a broader range of voices are considered in decision making.
Overall, this work is embedding equality more firmly into everyday practice and supporting
more inclusive and equitable service development.

Consultation and Engagement

Why is this important

Meaningful engagement with the public, staff and stakeholders is essential to ensure that
decisions about services are informed, transparent and responsive to local needs. It helps
the Health Board understand lived experience, build trust and ensure that changes are
shaped by the people who use and deliver services. It is particularly important to hear
from people who may face barriers to accessing services or who experience poorer health
outcomes.

Listening to these voices helps the Health Board understand inequalities, shape services
more effectively and ensure decisions are fair, transparent and inclusive.

What we have done

During 20252026, the Health Board has undertaken a wide programme of engagement
activity linked to major service planning and development. This has included engagement
on the Clinical Services Plan, urgent and planned care developments, and the wider
Healthier Mid and West Wales strategy.

A range of specific consultations and engagement activity have been delivered, including:
e Prince Philip Hospital Minor Injuries Unit (MIU)
e Primary care developments in Pontyates and St David’s
« Adult mental health referral pathways in North Ceredigion
e Carmarthen Hwb and Pentre Awel schemes
e Development of a new urgent and planned care hospital

Engagement has involved close working with local authorities, third sector organisations,
clinicians, elected representatives and community groups, alongside direct engagement
with patients, carers and people with lived experience.

A mixed-method approach has been used to improve accessibility, including face-to-face
events, community outreach, public meetings and digital platforms. Equality monitoring
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has supported a better understanding of who is engaging and where further outreach is
needed.

Detailed equality monitoring has been used to track participation and ensure engagement
reaches individuals across protected characteristics, as well as those who may be less
likely to engage. The Diversity and Inclusion Team has supported targeted outreach to
under-represented groups to ensure a broader range of voices are included.

Alongside this, the Health Board has strengthened how it listens to and uses feedback.
The Civica Experience system is now fully embedded across services, supported by
national surveys and the Friends and Family Test. A pilot with Public Health Wales in GP-
managed practices has also strengthened engagement within primary care.

The introduction of the People’s Experience Framework provides a structured approach to
gathering inclusive feedback, particularly from groups who may find services harder to
access. Feedback is routinely reported through governance structures and is increasingly
being used to inform service design and assurance processes.

The impact of what we have done

This work is helping to create a more inclusive and responsive approach to engagement.
There is clear progress in moving from engagement as a one-off activity to a more
continuous process of listening and learning.

Lived experience and feedback are increasingly shaping EqlAs, service planning and
decision making, ensuring that proposals reflect the needs of diverse communities and
consider the impact on health inequalities.

The use of structured feedback systems has strengthened a culture where listening is part
of everyday practice. There is greater visibility of how feedback is used, supported by
reporting through governance groups and Board structures.

The focus on reaching under-represented groups, alongside varied engagement methods,
is helping to reduce barriers and include a wider range of voices. This is particularly
important in understanding the needs of those who traditionally struggle to access
services.

Overall, this approach is supporting more transparent decision making, improved trust with
communities and greater confidence in delivering complex service change.
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Recognition and Awards 2025-2026

Hywel's Applause Awards 2025

The 2025 Hywel's Applause Awards celebrates the dedication, compassion, and ingenuity
across Hywel Dda University Health Board.

The Awards have several categories including the Diversity, Inclusion and Belonging
award. This category recognises individuals and teams who have championed equity,
representation, and meaningful change across our organisation.

Winner: Clare Pound, Data Standards Manager, Digital Services

Clare has led a transformative approach to identifying and supporting vulnerable patients,
implementing system changes that are both simple and profoundly effective. Her work has
delivered lasting impact, ensuring that those most in need are recognised and cared for
with greater precision and empathy.

Highly commended: Jennie McClymont (Workforce Advisor) for her work organising the
Health Board’s Diwali event, which brought staff together to celebrate and raise
awareness of cultural diversity, and the Carers Team for their work supporting carers
across the organisation, including providing advice, guidance and practical support.
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Looking forward to 2026/27

This report highlights the breadth of work delivered during 2025-2026 to support the
Health Board’s Strategic Equality Plan 2024—-2028. It shows steady progress in embedding
equality, diversity and inclusion across services, workforce practice and decision-making.
Our approach remains guided by four clear objectives:

e Leadership by all

e Working together to improve health and wellbeing for all
« Embedding a person-centred approach

« Being an employer of choice

A detailed action plan underpins these objectives, setting out priorities, responsibilities and
outcomes. A mid-point review is currently underway. This gives us a chance to reflect on
what is working, where gaps remain and where we need to strengthen our approach over
the next two years.

Engagement continues to be central. Listening to staff, patients and communities’ helps
ensure our work reflects real experience and meets the needs of diverse populations. This
includes a focus on those who are less likely to be heard or who may face poorer
outcomes.

Looking ahead, the priority is to build on this progress and move further from commitment
into consistent, visible practice. This means strengthening accountability, improving how
we use data and insight, and ensuring equality considerations are routinely embedded into
everyday decisions.

There are also several areas of focused development for the next period. These include
progressing the Equality, Diversity and Inclusion Taskforce workstream, developing a
Wellbeing passport, and continuing to strengthen and support staff networks as a key part
of our inclusive culture.

Creating a fair and inclusive organisation takes time. It requires continued effort, honest
reflection and a willingness to challenge established ways of working. By building on the
progress made so far, the Health Board will continue working towards a more equitable,
inclusive and person-centred system for both staff and the communities we serve.
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Introduction

Hywel Dda University Health Board continues to recognise that equality, diversity and
inclusion (EDI) is complex and requires sustained focus. During 2025-2026, the organisation
has built on the foundations established in 2024—-2025, moving from raising awareness and
strengthening governance towards embedding more consistent practice and early cultural
change.

This report outlines progress against the four Strategic Equality Plan (SEP) objectives:
1. Leadership by all
2. Working together to improve health and wellbeing for all
3. Embedding a person-centred approach
4. Being an employer of choice

The report reflects the Health Board’s role both as a provider of healthcare and as an
employer. It demonstrates continued commitment to reducing inequalities, improving access
and ensuring fair treatment for staff, patients and communities.

There is now clear evidence that equality considerations are more visible within leadership,
workforce practice and service delivery. Early indicators show improvements in staff
confidence, engagement and access to services. However, measurable outcomes remain at
an early stage and will require continued focus.

About the Hywel Dda Area

The Health Board serves approximately 383,000 residents across Carmarthenshire,
Ceredigion, and Pembrokeshire, covering a quarter of the landmass of Wales. The region is
characterised by a diverse population, including high numbers of Welsh speakers, socio-
economically deprived communities and seasonal population fluctuations due to tourism and
student migration.

The Health Board acknowledges the impact of socio-economic deprivation and other wider
determinants on health outcomes and is committed to addressing these disparities. Our work
is aligned to duties within other key legislation which include, but are not limited to, the
Wellbeing of Future Generations (Wales) Act 2015, the Social Services and Wellbeing
(Wales) Act 2024, the Armed Forces Covenant Duty.



Overall progress

Overall, the Health Board is making steady and measurable progress in delivering its
Strategic Equality Plan 2024—2028. All four strategic objectives are currently assessed as on
track, with clear evidence of increased activity, stronger governance and growing
organisational maturity in relation to equality, diversity and inclusion.

This year has seen a shift from building awareness to more structured, evidence-based
delivery. There is stronger leadership accountability through the establishment of the EDI
Taskforce, alongside increased use of workforce data, equality impact assessments and lived
experience to inform decision-making.

There are clear signs of progress in staff capability and culture. Training, leadership
development programmes and speaking-up initiatives are improving confidence to challenge
inappropriate behaviour, support inclusion and create psychologically safe environments.
Staff engagement activity and survey results also point to improvements in areas such as
wellbeing support and reporting concerns.

In service delivery, there is growing evidence of more inclusive and accessible care.
Targeted community outreach, improvements in accessible communication, and practical
initiatives such as learning disability support and carers’ identification are helping reduce
barriers for some of the most underserved groups.

However, the report also highlights that inequalities persist, particularly in workforce
representation, career progression and data quality. While progress has been made in
building the foundations for change, the full impact will take time and requires sustained,
targeted action.

Overall, the organisation is moving in the right direction. The next phase will focus on
embedding consistency, strengthening accountability, and ensuring that equality, diversity
and inclusion are reflected in everyday decisions and outcomes across the Health Board.



Leadership by All

Progress

There has been clear progress in developing inclusive leadership at all levels.

Programmes such as Active Bystander training, the LEAP leadership programme and the
Hywel Dda Manager Programme have strengthened staff confidence to challenge
inappropriate behaviour, lead inclusively and create psychologically safe teams. Participation
has increased, with strong feedback showing improved awareness and confidence in
addressing discrimination.

The establishment of the Equality, Diversity and Inclusion (EDI) Taskforce marks an
important step in strengthening leadership accountability. It brings together leadership, data
and lived experience to drive more focused and coordinated action.

Work to implement the Anti-Racist Wales Action Plan has also progressed. Training
compliance has increased, governance has been strengthened, and there is clearer
alignment between workforce data and action planning. However, workforce data continues
to show inequalities in progression and representation, particularly for Black, Asian and
Minority Ethnic staff.

Impact
There are early signs of meaningful cultural change:
« Staff report increased confidence to raise concerns and challenge behaviour
o Leaders are demonstrating more open and collaborative approaches
o Teams are reporting improved communication and reduced unresolved conflict
« There is greater visibility of leadership commitment to inclusion

These changes are contributing to more psychologically safe environments.
Ongoing challenges

o Workforce data continues to show inequalities in experience for some groups
« Improvements are not yet consistently reflected in staff survey outcomes



Working Together to Improve Health and

Wellbeing for All

Progress
The Health Board has continued to strengthen its work with communities to reduce health
inequalities and improve access to services.

The Community Development Outreach Team has expanded its reach, delivering targeted
engagement with seldom-heard groups, including refugees, asylum seekers, Gypsy, Roma
and Traveller communities, and people experiencing homelessness. This community-based
approach is improving access to prevention, screening and wider health services.

Targeted work has also supported specific groups. This includes improving support for
gender diverse individuals through updated action plans and training, introducing women’s
health hubs to provide more accessible and coordinated care, and strengthening partnership
work to address wider health inequalities through the re-established Health Equity Group.

There are early signs of improved access, increased engagement and stronger relationships
with communities. This work provides a stronger foundation for reducing inequalities over
time.

Impact
This work is improving access and engagement:
e More individuals from under-served communities are accessing healthcare services
e Increased uptake of screening, vaccination and prevention programmes
e Improved health literacy and understanding of how to navigate services
o Stronger relationships and trust between communities and the Health Board

There is also improved coordination between health, local authorities and third sector
partners.

Ongoing challenges
e The impact on long-term health outcomes and inequalities is not yet measurable
o Greater use of population health data is needed to demonstrate sustained change



Embedding a Person-Centred Approach

Progress
Progress continues in ensuring services are inclusive, accessible and responsive to
individual needs.

The refreshed Person-Centred Approach training is improving staff understanding of equality,
unconscious bias and inclusive care. Feedback shows increased confidence in adapting care
to meet individual needs.

Work to improve accessible communication has also advanced. Preparation for the
Accessible Communication and Information Standards, alongside practical tools such as the
sensory loss marker and updated assessment checklists, is helping staff better identify and
respond to communication needs.

Other initiatives, including learning disability packs in emergency care, improved support for
veterans and stronger recognition of unpaid carers, demonstrate practical changes that are
making services more inclusive.

Together, these actions are helping reduce barriers and improve both patient experience and
access to care.

Impact

These actions are improving how services are experienced:
« Staff report increased confidence in adapting care to individual needs
e Improved recording of communication needs is enabling more personalised care
« Carers and veterans are being identified earlier and supported more consistently
« Patients are receiving more accessible information and communication

There is also a growing recognition of person-centred care as a core aspect of quality and
safety.

Ongoing challenges
e Impactis primarily evidenced through staff feedback
o Limited data is available to demonstrate improvements in patient experience and
outcomes



Being an Employer of Choice

Progress

The Health Board continues to build a more inclusive and supportive workplace.

Staff networks have grown and play a key role in shaping organisational culture and decision-
making. Alongside this, a wide programme of equality, diversity and inclusion training has
improved staff knowledge, confidence and behaviour, supporting more inclusive practice.

Work to strengthen a speaking-up culture has progressed through initiatives such as Working
in Confidence and local culture programmes. Staff survey results show improvements in
areas such as reporting concerns and perceptions of wellbeing support.

Equality Impact Assessments have also improved in quality and consistency, supporting
more informed and equitable decision-making across services.

Impact
There is clear evidence of positive cultural change:
e Increased staff confidence in speaking up about concerns
« Improved perceptions of fairness and organisational response
o Stronger staff voice influencing policy and decision-making
e Increased sense of belonging and support through staff networks

These changes are contributing to a more open and inclusive workplace.
Ongoing challenges

o Workforce inequalities remain in areas such as progression and representation
« Data quality and disclosure continue to limit full understanding of inequality.



Key themes

1. Cultural change is emerging

There is clear progress in awareness and behaviour. Staff feel more confident and
supported. However, this is not yet consistently embedded across all areas.

2. Activity has translated into early impact

Compared to 2024-2025, there is stronger evidence that actions are influencing culture,
access and practice.

3. Data remains a key limitation

While progress has been made, improved data is needed to demonstrate sustained impact
and track inequalities over time.

Workforce equality data insights

The Health Board publishes workforce equality data as well as pay gap reports for gender,
disability and ethnicity. Some of the key insights are:

e Since we began reporting on the gender pay gap, the overall figures have remained
largely unchanged—except for 2021 and 2022, when we saw a slight improvement.
This year, we have also focussed on the median pay gap, which shows the typical
midpoint, not just the average (mean) which can be impacted by those few outliers
with significantly higher salaries. While this shows that for our ‘middle’ earners, the
gap between earnings for male and female staff is lower, we recognise that more work
is needed to understand and address the underlying causes of the more significant
gap in earnings at the higher end.

e Medical and Dental staff have the highest levels of underreporting equality information
on the Electronic Staff Record (ESR) system.

¢ Non-disclosure rates for equality information are half that of the NHS Wales average
and are improving year on year.

e Older staff are less likely to self-report their equality information on ESR.

e Younger staff are more likely to share their sexual orientation status. This may reflect
growing confidence among younger people and the impact of our efforts to be a visibly
inclusive and welcoming employer for LGBTQ+ communities.

e Workforce data shows that females represent a majority in all Agenda for Change pay
grades until band 9 where they become the minority and significantly under
representative of the female workforce. This underrepresentation is also seen in the
medical workforce in the Consultant, Specialty Doctor, Other Doctors in Training and
Other Medical and Dental roles.



e There are no staff from a minority ethnic background represented at Agenda for
Change band 9 and only 4 members of staff across the senior bands 8b-8d

Priorities for 2026-2028

The Health Board will continue to build on this progress over the next year.

Key priorities include strengthening the use of data and insight, progressing the EDI
Taskforce workstreams, improving equality in career progression, and continuing to embed
inclusive practice across all services and teams.

There is a clear focus on moving from commitment to consistent delivery. This means
ensuring that equality, diversity and inclusion are part of everyday decisions and experiences
for staff and the communities we serve.



Workforce Equality Information

Hywel Dda University Health Board is committed to providing outstanding patient care and
we do this by ensuring we have a diverse, talented and high performing workforce.

In this section of the annual report we present an overview of our workforce equality
information; the detailed datais included as Appendix 1 to this report. It should be noted
that disability, ethnicity, religious belief and sexual orientation are self-reported categories
on the Electronic Staff Record. As staff can reserve the right to decline the opportunity to
complete equality data monitoring, we acknowledge that the data presented may not fully
reflect the demographic profile of the workforce.

This section outlines comparisons between workforce equality data published as of 31st
March 2026 against data published as of 31st March 2025.

Appendix 2 of this report outlines the narrative provided by the Workforce Team in respect of
data presented in Appendix 1 covering Formal Disciplinary and Respect and Resolution
cases.

The health board has separately published pay gap reports on disability, ethnicity and
gender. The data within the pay gap reports reflect individuals who received payment during
the year whilst the workforce equality data is based on all staff engaged as workers
(including locum and bank staff).

Age

The 2021 Census identified between 57-60% of the population across the 3 counties
being of working age (16-65 years). The majority of the workforce as of 315t March 2026
were aged between 31-60 years which accounted for approximately 71% of staff.

% of the population
classed as of working

% of the population
classed as of working

O] age (16-65 years) ages (16-65 years)
Census 2021 Census 2011
Ceredigion 60% 68.5%
Pembrokeshire 57% 60%
Carmarthenshire 58.5% 60%

Source: Office of National Statistics, Census 2021




Compared to 2025, workforce information data on 315t March 2026 showed:

e The percentage of staff identifying within the age profile for the ages of 55 and
below has decreased by 0.56%.

e The percentage of posts offered to candidates above 60 years is lower than the
younger age groups. However, in comparison to the number of applications
received from these age groups, candidates aged above 60 have a better success
rate (10.63%) compared to those aged Under 24 (6.34%), 71 offers of
employment were made to candidates over 60 years old.

e Around 34% of leavers are in the age bracket 16-35, 19% are in the age bracket
36-50, 36% are in the age bracket 51-65 and 11% in the age of 66 and above. The
percentage of leavers per age group is proportionate to their population
percentage with the exception of those aged 56 and over and those aged 26 and
under where we see a comparably higher percentage of leavers.

¢ Analysis of the reasons why employees left the organisation shows:

o The majority of employees aged 16-35 was as Voluntarily Resigned. The main
reasons for Voluntary Resignation included: Other/Not Known, (31.36%) and
Relocation, (14.69%).

o The highest proportion of those aged 36-50 Voluntarily Resigned 35.64% of
leavers in this category were shown as Other/Not Known and 10.89% left the
organisation because of Work Life Balance.

o Around 39.43% of leavers aged 51-65 were of Retirement Age. Around 11.49%
opted for early retirement.

Disability

On 31st March 2026, the Health Board employed 834 staff who identified as Disabled,
which accounted for 6.29% of our workforce. 9.93% of staff had not recorded their
response to this characteristic on their ESR record. Based on 2021 Census data for
Carmarthenshire, 23% of the population declared a limiting long-term illness. In
Ceredigion 20% and in Pembrokeshire 20.3%. Whilst workforce data reflects those of
working age, it is important to note that Census data captures people of all ages.

County % of the population who are disabled
under the Equality Act

Ceredigion 20%

Pembrokeshire 20.3%

Carmarthenshire 23%

Source: Office for National Statistics, Census 2021



Compared to 2025, workforce information data on 315t March 2026 showed:

* The percentage of staff identifying as not disabled has increased by 0.12%.

» The percentage of staff identifying as having a disability has increased in the
reporting period by 0.92%.

* The percentage of staff preferring not to provide this information has decreased by
0.02%

* It should be noted that since 2024/25 the number of Employees having not recorded
their Disability status on ESR has decreased by 1.02%, indicating an increased use of
ESR for recording data.

+ Of a total 76,097 applications submitted for vacancies, 3.2% (2,424) of candidates
declared themselves as having a disability. Of those 2,424 applicants, 168 (6.3%)
were offered employment, which is 6.3% of all offers made. 1.2% of applicants chose
not to disclose whether they had a disability or not at the time of application.

» The conversion rate of shortlist to offer is 27.4% for those who have declared a
disability and 28.8% for those who declared no disability on application. The overall
rate for all offers in comparison to shortlist is 29.4%.

+ 5% of those leaving the Health Board identified as having a disability which is less
than the proportion of disabled staff (6.29%). Their top 3 reasons for leaving were:

o Voluntary Resignation due to Other/Not Known
o Retirement Age
o Voluntary Resignation(s) — Promotion and Relocation.

Ethnicity

At 31st March 2026 the Health Board employed 1,353 staff who identified their ethnic
group as Asian or Asian British, Black or Black British, Mixed, or any other ethnic group.
This accounted for 10.20% of our workforce and an increase of 104 staff compared with
2025 data. Based on 2021 Census data for Carmarthenshire and Pembrokeshire, over
2% of the population identified as being a minority ethnic group, whereas in Ceredigion,
around 3% of the population identified as being a minority ethnic group. 653 employees
(4.93%) have chosen not to record their ethnicity on ESR which makes data analysis and
comparisons less accurate.

% of the population identifying as from
County a Black, Asian or Minority Ethnic
background
Ceredigion Approx. 3%
Pembrokeshire Approx. 2%
Carmarthenshire Approx. 2%




Compared to 2025, workforce information data on 315t March 2026 showed:

Sex

The percentage of staff identifying as White has decreased by 0.65%.
The percentage of staff identifying as Black or Black British has increased
between the reporting periods by 0.20%.
The percentage of staff identifying as Asian or Asian British has increased by
0.43%.
The percentage of staff identifying as having mixed ethnicity has increased by
0.09%.
The percentage of staff identifying as from Any Other Ethnic Group has increased
by 0.14%.
Those staff whose ethnicity is not recorded on ESR has decreased by 0.21%.
A higher proportion of candidates who are White are offered employment when
compared to the percentage of candidates who apply from other ethnic minority
groups.
The success rate of ethnic minority groups in being offered the role once
shortlisted is 18%, this is almost half that of white at 34%. The lowest of which is
Black or Black British where 11.5% of the 1,291 shortlisted candidates are offered
the role.
12% of those leaving the Health Board identified as being from an ethnic minority
group, which is slightly higher than the proportion of Black Asian and Minority
Ethnic staff (10.2%). The main reasons given by Black Asian and Minority Ethnic
staff leaving the organisation include:

o Voluntary Resignation — Other/Not Known

o Voluntary Resignation — Relocation

o Retirement Age

At 31st March 2026, the Health Board employed 13,262 staff of which 79.09% identified
as female and 20.91% identified as male. Census data for 2021 showed the following

male/female percentages

% of the population who

% of the population who

County identified as a Male identified as a Female
Ceredigion 48.9% 51.1%
Pembrokeshire 48.7% 51.3%
Carmarthenshire 48.8% 51.2%

Source: Office for National Statistics, Census 2021




The medical and dental staff group is the only staff group where there are more
males employed than females.
Females represent a majority in all agenda for change (AfC) pay grades until band
9 where they become the minority and significantly under representative of the
female workforce. This underrepresentation is also seen in the medical workforce
in the Consultant, Specialty Doctor, Other Doctors in Training and Other Medical
and Dental roles.
Of a total 76.097 applications submitted for vacancies during the year 35.9%
(27,285) were from male candidates compared to 63.8% (48,586) from females
with 0.3% not disclosing their gender. Of the 9,033 applicants shortlisted, 30.0%
were male applicants and 69.3% were female applicants. Of the total offers of
employment (2,655 jobs), 25.5% (676) were male compared to 73.9% (1,963) of
females. This shows that females were more successful in their applications at
shortlisting and in offers of employment.
The success rate for females from shortlisting to interview is 31.3% and 24.9% for
males.
77.25% of those leaving the Health Board were female compared to 22.75% who
were male which is broadly comparable to the proportion of females and males in
the workforce. Reasons for voluntary resignation included:

o Other/not known — Female 198/Male 62

o Retirement Age — Female 185/Male 40

o Relocation — Female 55/Male 35

o Work Life Balance — Female 56/Male 13

Gender Reassignment
According to the Census 2021, 91-93% of the population across our three counties
identify as being the same sex registered at birth.

County Non-Binary Tnl;laar:‘s Trans Woman aDtI f;tiarl;t:‘n(tntgt rseg;ti?i;e dc;
Ceredigion 0.22% 0.06% 0.12% 0.14%
Carmarthenshire 0.04% 0.06% 0.06% 0.12%
Pembrokeshire 0.04% 0.06% 0.06% 0.12%

Source: Office for National Statistics, Census 2021

Statistics are not currently collected on the Health Board’s Electronic Staff Record
system so no further analysis of data is possible.



Marriage and Civil Partnership
According to the 2021 Census, between 43-47% of the population in our 3 counties
identify as being “Married”, and around 31-38% reported as being “Single”.

% of the population | % of the population who identify
County who identify as being as never married and never
married registered in a civil partnership
Ceredigion 43.1% 38.7%
Pembrokeshire 47.3% 31.8%
Carmarthenshire 47.3% 32.4%

Source: Office for National Statistics, Census 2021

Compared to 2025, workforce information data on 315t March 2026 showed:

e The percentage of staff detailing marital status information has decreased by
0.24%.

e The above decrease will be influenced by a decrease in headcount between the
two years of 125.

e There are no large fluctuations in representation across marital groups between
reporting periods. There has been a slight increase in civil partnerships and an
equal reduction in legally separated (+/- 0.11%), a slight decrease (-0.05%) of
divorced employees and a 0.03% increase in widowed employees.

e Overall leavers who have disclosed their marital status, only those declared as
civil partnership or married have a higher proportion of staff leaving in the year
than head count.

e A higher number of ‘Married’ employees left because of ‘Retirement Age’
compared to those who are single.

e More ‘Single’ employees left the organisation compared to the others, due to
Voluntary Resignation - Other/Not Known, Relocation and to Undertake Further
Education or Training. However, the percentage of single leavers is still
proportionate to the percentage of single staff.

Pregnancy & Maternity

No pregnancy and maternity data was collected in the 2021 Census. However, the
number of employees recorded as taking maternity and adoption leave is 627, which is
5.14% of the workforce. This is an increase of 0.54% on the data reported on 31t March
2025.



Religious Beliefs
According to the 2021 Census, around 46-48% of our counties’ population are Christian,
around 43-44% have no religion and 6-7% would prefer not to say. In all counties less

than 1% of their population identified as Buddhist, Hindu, Jewish, Muslim, Sikh or ‘other’,

o % | hno | TEE % % | % | % | % | %
Christian | religion Buddhist | Hindu | Jewish | Muslim | Sikh | Other
answer
Ceredigion 46.7% 43% 7.7% 0.5% 0.2% 0.1% 0.7% 0% | 0.9%
Pembrokeshire 48.8% 43% 6.6% 0.4% 0.1% 0% 0.5% 0% | 0.6%
Carmarthenshire 47.6% 44.4% 6.2% 0.3% 0.2% 0.1% 05% | 0.1% | 0.6%

Source: Office for National Statistics, Census 2021

e The percentage of staff identifying a specific religion or belief has risen by 0.69%
compared to data reported on 31st March 2025. The workforce profile of Hywel
Dda highlights that 42.81% are Christian, 18.23% reported as atheists and
17.48% preferred not to say. 7.22% of the workforce are not recorded on ESR,

which makes drawing a conclusion on the data more difficult.

e 14.26% of our workforce identify as another religion (Buddhism, Hinduism, Islam,
Jainism, Judaism, Sikhism, Other). All these religions are over represented in our

workforce compared to the census data with the exception of Judaism.

e |tis important to note that we currently do not have an option for staff to choose
‘No Religion’ in ESR and therefore staff that identify in this way may choose ‘other’
which makes up 10.51% of our workforce.

e Of a total 76,097 applications submitted for vacancies during the year 58.9%
(44,798) were from Christian candidates compared to 15.4% (11,735) Islamic

candidates, 8.9% (6,744) Hindu and 6% (4,571) from atheists with 5.9% not

disclosing their religious belief. Of the 9,033 applicants shortlisted 29% were
offered roles. Whilst proportionally a higher proportion of offers were made to

those with Christian beliefs (38% of all offers made), when comparing the
conversion rate by religious belief of shortlist to offer, 25% of Christian applicants
shortlisted are offered, this is in line with Islam and is lower than Atheist (35% of
those shortlisted are offered) and Buddhist at 29%.

e 37% of those leaving the Health Board identified as holding Christian beliefs, this
is less than the proportion of Christian staff (42.8%). Conversely 4% of leavers
held Islamic beliefs which is a higher proportion than the 1.7% of our workforce
with this belief. The top reasons for leaving are:

o Voluntary Resignation - Other/Not Known

o Retirement Age
o Voluntary Resignation — Relocation




Sexual Orientation

Data from the 2021 Census shows how the population across the three counties have
identified their sexual orientation.

County Bisexual | Gay/Lesbian | Heterosexual/Straight 2l L
respond
Ceredigion 2.63% 1.5% 84.70% 10.43%
Carmarthenshire 1.02% 1.07% 89.80% 7.89%
Pembrokeshire 0.96% 1.9% 89.73% 7.92%

Source: Office for National Statistics, Census 2021

At 315t March 2026 Health Board data showed that 2.59% of staff had recorded their
sexual orientation as Lesbian, Gay or Bisexual, which is a decrease of 0.02% from 315t

March 2025.

Compared to 2025, workforce information data on 315t March 2026 showed:

The percentage of staff identifying as heterosexual or straight has increased by
1.98%

The percentage of staff choosing not to disclose this information has decreased by

3.05%.

Those staff whose sexual orientation is not recorded on ESR has risen by 1.09%
t0 8.76%.

Of a total 76,097 applications submitted for vacancies 2.3% of candidates
identified themselves as lesbian, gay or bisexual (LGB) whilst 2.7% chose not to
disclose their sexual orientation at the time of application. 4.3% of those who
identified as LGB were offered employment. Of the 1,932 LGB+ applicants 123
(6.4%) were offered employment compared with the 3.2% conversion of
heterosexual or straight applications. The success rate of LGB+ applicants from
shortlisting to interview is comparable to heterosexual applicants (29.64% and
28.50% respectively).

The highest proportion of leavers were heterosexual (74%) compared to a staff
population of 81.2% with the second highest proportion not declaring a sexual
orientation (12.8%) compared to a staff population of 7.10%. The proportion of
leavers who were bisexual was 1.8% compared to staff population of 1.10%, the
proportion of leavers who were gay or lesbian leavers was 1.5% which is the
same as the staff population and the proportion of leavers who identified with an
‘other’ sexual orientation was 0.3% compared to a staff population of 0.2%.

Voluntary resignation — Other not known is the primary reason for leaving across most

categories with the exception of those declared as bisexual, where 32% of these
leavers were voluntary resignation — relocation.



Welsh Language

According to the National Population Survey 2022 published by the Welsh Government,
around 48% of the Hywel Dda population are able to speak Welsh. The 2021 Census
data reported significantly different profiles of Welsh Speaking across the three counties.
Ceredigion has 45.3%, Carmarthenshire was slightly lower at 39.3% whilst
Pembrokeshire has 17.2%.

% of the population who have Welsh
G speaking ability
Ceredigion 45.3%
Carmarthenshire 17.2%
Pembrokeshire 39.9%

Source: Office for National Statistics, Census 2021
On 31st March 2026, Health Board data recorded that:

e 34% of the workforce have Welsh language skills at foundational level or higher,
which is 1% lower than that reported in 2024/25, there is an increase in headcount
of an additional 408 employees at foundation level and above.

e 41% of the workforce have recorded their ability as having no Welsh language
skills, which has seen an increase by 0.63% from the previous year.

e Those staff whose Welsh Language Skills are not recorded on ESR is 2% (312
employees). This has increased by 61, when compared to the headcount reported
in 2024/25.



Appendix 1 —
HDUHB Workforce Equality Data 2025-26

Age

I Our Workforce

Headcount
‘ Headcount % ‘
<= 20 years 210 1.6%
21to0 25 832 | 6.3%
26 to 30 1,245 | 9.4%
31t0 35 1,533 | 11.6%
36 to 40 1,690 | 12.7%
411045 1,591 | 12.0%
46 to 50 1,452 | 11.0%
51 to 55 1,655 | 12.5%
56 to 60 1,564 | 11.8%
61 to 65 1,097 | 8.3%
66 to 70 304 | 2.3%
>=71 years 89 0.7%




1.2 Age Band Headcount by staff Group

:;‘éfTsecc'ﬁ:}'cf; 1] 02% 10 2.3% 46 | 10.8% 70 | 16.4% 78 | 18.3% 74 | 17.3% 57 | 13.4% 40 | 9.4% 31 7.3% 11 2.6% 4| 09% 5| 12% 427
Additional
Clinical 114 | 38% | 372 | 12.4% 318 | 106% | 379 | 12.7% | 343 | 115% | 312 | 104% | 257 | 86% | 296 | 99% | 205 | 99% | 237 | 7.9% | 60 | 2.0% 9| 03% 2,992
Services
Administration o o o o, o o o o o o, o 0
ot Clories) 19 | 0.8% 62 2.5% 168 | 6.8% | 209 | 85% | 280 | 11.4% | 304 | 12.3% | 205 | 12.0% | 394 | 16.0% | 402 | 16.3% | 241 | 98% | 67 | 27% | 24 | 1.0% 2,465
Allied Health 0, 0, [ 0, 0, 0, 0, 0, 0, 0, 0, 0,
Brorasag 0| 0.0% 67 7.6% 101 | 1.4% | 144 | 163% | 122 | 138% | 137 | 155% | 104 | 11.8% 92 | 10.4% 65 | 7.4% 39 | 44% | 11| 13% 1| 01% 883
EStates and 0, 0, 0, 0, 0, 0, 0, 0, 0, 0y 0, 0,
Ancllors 76 | 6.7% 93 8.1% 60 | 5.3% 83 | 7.3% o4 | 82% | 102 | 89% | 116 | 101% | 107 | 94% | 174 | 152% | 168 | 147% | 53 | 46% | 17 | 15% 1,143
Healthcare o o 0 o o o o o o o o o
Seontioe 0| 0.0% 13 5.8% 22| 98% 31 | 13.8% 33 | 14.7% 29 | 13.0% 35 | 15.6% 25 | 11.2% 22| 9.8% 9| 40% | 4| 18% 1| 05% 224
Medical and 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
Denter 0| 0.0% 2 0.2% 86 | 93% | 113 | 122% | 128 | 13.8% | 141 | 152% | 115 | 124% | 127 | 137% | 100 | 10.8% 60 | 65% | 36| 39% | 20| 22% 928
Nursing and
Midwifery 0| 00% | 213 5.1% 444 | 106% | 504 | 12.0% | 612 | 146% | 492 | 1.7% | 473 | 11.3% | 574 | 137% | 475 | 13% | 332 | 7.9% | 69 | 16% | 12| 03% 4,200
Registered

tal 210 | 1.6% | 832 | 63% | 1,245 | 9.4% 1'5§ 11.6% 1'63 12.7% 1’5‘1’ 12.0% 1'43 11.0% 1’62 12.5% 1’52 1.8% 1'0*7’ 8.47% 32 24% | 89 | 07% | 13,262




%

%

Band 1 of %21 of oo% ol 00% ol o00% ol o00% 1| 14.3% 1| 14.3% 1| 14.3% 1| 143% 2| 286% | 1| 143% o| oo0% 7
Band 2 124 G;,Z 2 12;/60 151 | 82% | 164 | 89% | 146 | 79% | 156 | 5% | 142 | 77% | 155 | 8a% | 249 | 135% | 215 | 117% | 77 42% 31 | 17% | 1,841
Band 3 g1 | 32| 2| oe% | 237 | 94% | 312 | 125% | 279 | 112% | 255 | 102% | 233 | 93% | 258 | 103% | 291 [ 11.7% | 248 | 99% | 55 2.2% 10 | o04% | 2498
Band 4 2| 92| a5 | 32% | 83| 75% | 10| 99% | 146 | 132% | 131 | 118% | 127 | 115% | 184 | 166% | 166 [ 150% | 91 [ 82% | 25 2.3% 7| o6% | 1107
Band 5 3 0/1 23 99% | 388 | 148% | 332 | 127% | 386 | 147% | 275 | 105% | 237 | 90% | 268 | 102% | 254 | 97% | 167 | 64% | 48 1.8% 7| 03% | 2625
Band 6 of 02| s7| 27% | 227 | 107% | 205 | 139% | 335 | 158% | 260 | 127% | 252 | 119% | 285 | 134% | 204 | 96% | 158 [ 75% | 28 1.3% 12| o06% | 2122
Band 7 of %2 7| os% | 59| as% | 146 | 114% | 171 | 130% | 211 | 161% | 196 | 149% | 220 | 168% | 176 [ 134% | 102 [ 78% | 24 1.8% 1| 01% | 1,313
Band 8a of %21 1| o2%| 13| 27% | 52| 108% | 68| 141% | 98| 204% | 88| 183% | 80 | 166% | 58| 124% | 20 [ 42% | 3 0.6% o 0.0% 481
Band 8b of %21 of oo% 1| o07% 7| 5% | 20| 146% | 30| 210% | 20| 212% | 25| 183% | 17 | 12.4% 7| s1% | o 0.0% 1| o7% 137
Band 8¢ of %2 of oo% 0| 0.0% 2| 21% 9| o95% | 12| 126% | 18| 190% | 25| 263% | 23| 24.2% 5| 53% | 1 1.1% o| o0o0% 95
Band 8d of %21 of oo% ol o.0% 0| o00% 0| o00% 1| 30% 5| 152% | 16 | 485% 6| 182% 5| 152% | o 0.0% o 0.0% 33
Band 9 of %2 of oo% ol o0.0% o| o00% o| o00% 7| 29.2% 3| 125% 3| 125% 7| 29.2% 4| 167% | o 0.0% o| o0o0% 24
Consultant 0 0;,2 0| oo0% ol o0.0% 5| 14% | 27| 77% | 58| 165% | 54| 153% | 78| 222% | s8| 165% | 35| 99% | 25 7.1% 12| 34% 352
Speciality o %0 o o0o0% 6| 26% | 24| 104% | 57| 248% | 48| 209% | 40| 174% | 24 | 104% | 14| 61% 7| 30%| s 3.5% 2| 0.9% 230
Doctors %

Other 0.0

Doctors in o %2 2| oo% | 0| 354% | 74| s25% | 31| 136% | 22| o7% 8| 35% 3| 1.3% 2| 09% 6| 26% | o 0.0% o| o00% 228
Training

Hospital

?g‘%‘ﬁﬁgg" 0 0;,2 0| 0.0% 0| 00% 0 0.% o 0.0% 0| 0.0% 0| 0.0% 0| 0.0% 0| 00% o 0.0% 1| 100.0% o 0.0% 1
Assistants

Other

Medical o %91 o oo% ol o0.0% 1] 1.8% 4| 7.0% 6 | 10.5% 5| 88% 14 | 24.6% 13 | 22.8% 8 | 140% | 2 3.5% 4| 7.0% 7
and Dental % . (] B 0 B 0 B 0 B 0 . 0 B 0 . 0 B 0 . 0 B ] 5
Staff

Other of %21 of oo% ol 00% 9| 81% 1| 99% 1| oo% | 14| 126% | 16| 144% | 25| 225% | 17| 153% | s 5.4% 2| 18% 1M1
Total ‘ 210 1;/‘: 8| e3% 1'22 9.39% 1'53 11.6% 1’63 127% | Y| 120% [ M5 110% 1'62 125% | % | 118 [ 09| a3u | 30 23% | 80 | 07% | 13262




1.4 Average Salary by Age Band and Staff Group

g;‘i’:ntiﬁc s Agﬁi::‘c’;a' Admin & Allied Health ~ Estates &  Healthcare Medical & :‘n‘l‘;‘sl;:‘fgrg‘

Technical S Clerical Professionals Ancillary Scientists Dental Registered
>=20 years £31,516.00 £25,844.25 £25,305.82 £0 £25,120.10 £0 £0 £0 £25,662.19
21to 25 £43,337.70 £26,835.37 £27,205.50 £34,342.26 £25,155.64 £34,477.16 £40,857.00 £33,046.82 £29,939.09
26 to 30 £46,681.31 £27,699.06 £30,812.79 £40,077.66 £25,573.19 £41,566.20 £49,890.96 £36,791.38 £35,066.53
31t0 35 £51,844.86 £27,274.13 £32,433.74 £45,487.02 £26,497.27 £48,668.11 £63,008.98 £40,073.62 £38,185.54
36 to 40 £51,946.78 £27,703.53 £36,705.24 £47,061.22 £26,943.56 £46,859.14 £87,255.05 £41,717.23 £41,652.58
41to 45 £56,623.07 £27,865.03 £41,736,39 £51,311.49 £26,829.87 £49,038.63 £105,463.75 £44,539.18 £46,256.32
46 to 50 £54,915.60 £27,798.24 £42,469.82 £52,233.49 £26,423.51 £52,010.65 £112,268.26 £46,066.17 £46,926.96
51to 55 £57,010.16 £28,515.77 £40,665.52 £53,942.77 £26,652.17 £53,199.18 £126,162.34 £47,396.42 £47,765.45
56 to 60 £59,061.16 £27,991.36 £38,465.96 £54,099.84 £25,987.08 £56,753.70 £133,203.02 £47,830.91 £45,348.77
61to 65 £51,338.46 £27,686.70 £35,507.09 £50,500.30 £26,571.10 £53,078.63 £131,100.21 £47,860.66 £41,812.91
66 to 70 £54,516.36 £27,370.45 £30,721.02 £55,565.28 £27,443.77 £52,781.33 £135,445.10 £44,761.57 £46,592.26
;:a7r; £43,865.35 £27,557.78 £31,791.58 £47,280.00 £25,117.06 £0 £133,394.61 £43,503.81 £58,245.56
£53,148.52 £27,625.41 £37,618.34 £47,525.79 £26,362.03 £48,744.64 £103,135.19 £43,107.36 £42,325.03

The above table shows analysis of pay using mean annual salary as the basis and the figures
shown are those for March 2026.

1.5 Contract Type and Working Pattern

Contract Type

Peranent Fixed Term Non-Exec
Temp Director/Chair
<= 20 4 0, 0, 0, 0, 0,
years 140 66.7% 7 3.3% 0 0.0% 0 0.0% 63 30.0% 210
21to 25 624 75.0% 51 6.1% 0 0.0% 0 0.0% 157 18.9% 832
26 to 30 1,010 81.1% 117 9.4% 2 0.2% 0 0.0% 114 9.2% 1,245
31to 35 1,292 84.3% 116 7.6% 9 0.6% 0 0.0% 116 7.6% 1,533
36 to 40 1,502 88.9% 84 5.0% 8 0.5% 0 0.0% 96 5.7% 1,690
41to 45 1,433 90.1% 71 4.5% 6 0.4% 0 0.0% 81 5.1% 1,591
46 to 50 1,334 91.9% 53 3.7% 1 0.1% 1 0.1% 63 4.3% 1,452
51to 55 1,539 93.0% 46 2.8% 5 0.3% 1 0.1% 64 3.9% 1,655
56 to 60 1,464 93.6% 39 2.5% 2 0.1% 1 0.1% 58 3.7% 1,564
61 to 65 964 87.9% 42 3.8% 6 0.6% 2 0.2% 83 7.8% 1,097
66 to 70 241 79.3% 16 5.3% 3 1.0% 2 0.7% 42 13.8% 304
>;;; 67 75.3% 3 3.3% 5 5.6% 0 0.0% 14 15.7% 89
m 11,612 87.7% 645 4.9% 47 0.4% 7 0.1% 951 7.2% 13,262




Working Pattern

‘ Full Time Part Time

<= 20 years 39.5% 60.5% 210
21to 25 471 56.6% 361 43.4% 832
26 to 30 801 64.3% 444 35.7% 1,245
311035 810 52.8% 723 47.2% 1,533
36 to 40 895 53.0% 795 47.0% 1,690
41 to 45 879 55.3% 712 44.8% 1,591
46 to 50 889 61.2% 563 38.8% 1,452
51 to 55 985 59.5% 670 40.5% 1,655
56 to 60 668 42.7% 896 57.3% 1,564
61 to 65 266 24.3% 831 75.8% 1,097
66 to 70 57 18.8% 247 81.3% 304
>=71 years 5 5.6% 84 94.4% 89
6,809 51.3% 6,453 48.7% 13,262

1.6 Recruitment

Note: As the Recruitment data is extracted from Trac rather than ESR the Age Bands are
reported differently to that in ESR.

Total Total Total
Nun_lbel_' of Num_ber of Num_ber of %
Applications = Applicants Applicants
Received Shortlisted Offered
<= 20 years 739 218 29.5% 74 33.9%
20 to 24 5,477 919 16.8% 320 34.8%
25t0 29 20,476 1,575 7.7% 431 27.4%
30 to 34 18,625 1,634 8.8% 441 27.0%
35to 39 13,190 1,341 10.2% 390 29.1%
40 to 44 8,748 1,109 12.7% 349 31.5%
4510 49 4,522 753 16.7% 222 29.5%
50 to 54 2,383 720 30.2% 204 28.3%
55 to 59 1,268 499 39.4% 153 30.7%
60 to 64 508 223 43.9% 59 26.5%
>= 65 years 160 41 25.6% 12 29.3%
Undisclosed 0 0 0.00% 0 0.0%
76,096 9032 12% 2,655 29%

Note: The figure shown as 76,096 (rather than the overall total of 76,097) of the Total
Number of Applications Received and the figure shown as 9,032 (rather than the overall
total of 9,033 of the Total Number of Applications Shortlisted) were due to protecting
confidentiality. Any reported number with a value less than 5 has been rounded down to
zero.



1.7 Leavers

Headcount %

<= 20 years 29 2.8%
21to 25 105 | 10.0%
26 to 30 128 | 12.1%
31t0 35 92 8.7%
36 to 40 85 8.1%
411045 62 5.9%
46 to 50 55 5.2%
51 to 55 93 8.8%
56 to 60 137 | 13.0%
61 to 65 153 | 14.5%
66 to 70 96 9.1%
>=71 years 20 1.9%
1,055 100%

1.8 Training Attendance

Attendance /
Courses

Completed
;:azrg 2520 | 3.2%
21to 25 7,823 9.9%
26 to 30 9,270 11.8%
31t0 35 10,386 | 13.2%
36 to 40 10,408 | 13.2%
41to 45 8,006 | 10.2%
46 to 50 7,740 9.8%
51 to 55 8,643 11.0%
56 to 60 7,906 | 10.0%
61 to 65 4,582 5.8%
66 to 70 1,438 1.8%
o 167 | 0.2%
m 78,889 100%




1.9 Staff Involved in Formal Disciplinary Procedures

Headcount %

<= 20 years 0 0.0%
21to 25 7 11.7%
26 to 30 5 8.3%
31t0 35 5 8.3%
36 to 40 4 6.7%
411045 7 1.7%
46 to 50 9 15.0%
51 to 55 10 16.7%
56 to 60 3 5.0%
61 to 65 8 13.3%
66 to 70 1 1.7%
>=71 years 1 1.7%

1.10 Staff Involved in Formal Respect and Resolution Procedures

‘ Headcount ‘ % ‘
<= 20 years 0 0.0%
21to 25 2 2.8%
26 to 30 2 2.8%
31to0 35 6 8.5%
36 to 40 1 15.5%
41 to 45 10 14.1%
46 to 50 1 15.5%
51 to 55 10 14.1%
56 to 60 8 11.3%
61 to 65 8 11.3%
66 to 70 3 4.2%
>=71 years 0 0.0%

1.11 Staff involved in Formal Capability Procedures

‘ Headcount ‘ % ‘
26 to 30 1 20.0%
46 to 50 1 20.0%
51 to 55 3 60.0%




I Our Workforce

2.1 Headcount

Headcount

Disabled 834 6.3%
Not Disabled 11,061 83.4%
Prefer Not to Answer 50 0.4%
Not Recorded on ESR 1,317 9.9%

2.2 Headcount by Staff Group & Disability

Disabled et i e

il Answer on ESR
Prof Scientific and Technic 20 | 6.8% 366 | 85.7% 1| 02% 31| 7.3% 427
Additional Clinical Services 168 | 5.6% 2505 | 86.7% 10| 03% 219 | 7.3% | 2,992
Administrative and Clerical 193 7.8% 2,036 82.6% 16 0.7% 220 8.9% 2,465
Allied Health Professionals 79 9.0% 729 82.6% 1 0.1% 74 8.4% 883
Estates and Ancillary 64 | 56% 896 | 78.4% 2| 02% 181 | 15.8% | 1,143
Healthcare Scientists 10| 45% 176 | 78.6% o| 00% 38 | 17.0% 224
Medical and Dental 21| 23% 724 | 78.0% 2| 02% 181 | 19.5% 928
Rurcing and Midwifery 270 | 6.4% 3539 | 84.3% 18| 0.4% 373 | 89% | 4,200
h 834 | 63%| 11,061 | 83.4% 50 [ 0.4% 1,317 | 9.9% | 13,262




2.3 Analysis of Pay by Disability
Disability Headcount and Pay Grade

) Not Prefer Not
Disabled Disabled /-{?stv:Zr Recorded
Band 1 0 0.0% 4 57.1% 0 0.0% 3 42.9% 7
Band 2 114 6.2% 1,517 82.4% 8 0.4% 202 11.0% 1,841
Band 3 169 6.8% 2,119 84.8% 7 0.3% 203 8.1% 2,498
Band 4 63 5.7% 904 81.7% 5 0.5% 135 12.2% 1,107
Band 5 161 6.1% 2,201 83.9% 12 0.5% 251 9.6% 2,625
Band 6 172 8.1% 1,769 83.4% 5 0.2% 176 8.3% 2,122
Band 7 92 7.0% 1,102 83.9% 8 0.6% 11 8.5% 1,313
Band 8a 21 4.4% 425 88.4% 3 0.6% 32 6.7% 481
Band 8b 8 5.9% 124 90.5% 0 0.0% 5 3.7% 137
Band 8¢ 4 4.2% 85 89.5% 0 0.0% 6 6.3% 95
Band 8d 2 6.1% 30 90.9% 0 0.0% 1 3.0% 33
Band 9 2 8.3% 20 83.3% 0 0.0% 2 8.3% 24
Consultant 6 1.7% 283 80.4% 1 0.3% 62 17.6% 352
Specialty 4 1.7% 185 80.4% 1 0.4% 40 17.4% 230
?rt;f]irngmors in 7 3.1% 176 77.2% 0 0.0% 45 19.7% 228
Hospital
Praciitioners & 0 0.0% 0 0.0% 0 0.0% 1 100.0% 1
Clinical
Assistants
Otner Mecteel « 2 3.5% 36 63.2% 0 0.0% 19 33.3% 57
Other 7 6.3% 81 73.0% 0 0.0% 23 20.7% 111
834 6.3% | 11,061 83.4% 50 0.4% 1,317 9.9% | 13,262
2.4 Average Salary by Disability and Staff Group
‘ Disabled Not Disabled ‘ Prefer not to Answer s Reézgered on ‘ Total

Prof Scientific & Technical £53,129.96 £53,619.83 £55,532.00 £46,426.60 £53,148.52

Additional Clinical Services £27,596.57 £27,582.73 £26,532.99 £28,205.22 £27,625.41

Admin & Clerical £35,301.14 £37.913.86 £40,415.79 £36,626.95 £37,618.34

Allied Health Professionals £45,552.29 £47,342.59 £47,280.00 £51,512.40 £47,525.79

Estates and Ancillary £26,070.07 £26,519.88 £24,833.00 £25,773.52 £26,362.03

Healthcare Scientists £47,564.14 £48,272.08 £0 £51,411.44 £48,744.64

Medical & Dental £06,732.13 £101,865.96 £121,896.74 £109,834.25 | £103,135.19

g:;siisr:grg‘ dMidWifery £43,145.15 £43,281.36 £43,429.25 £41,331.03 £43,107.36
£39,043.29 £42,239.71 £42,465.22 £45222.42 £42,325.03

The above table shows analysis of pay using mean annual salary as the basis and the
figures shown are those for March 2026.



2.5 Contract Type and Working Pattern

Contract Type

Non-Exec

0,
Permanent %o Director/Chair

Disabled

754 | 90.4% 30 3.6% 1 0.1% 1 0.1% 48 5.8% 834

giostabled 9,659 | 87.3% 554 5.0% 39 0.4% 5 0.0% 804 7.3% 11,061
Prefer
Not to 47 94% 1 2.0% 0 0.0% 0 0.0% 2 4.0% 50
Answer
Not
Recorded 1,152 | 87.5% 60 4.6% 7 0.5% 1 0.1% 97 7.4% 1,317
on ESR

11,612 | 87.6% 645 4.9% 47 0.4% 7 0.1% 951 7.2% 13,262

Working Pattern

Full Time % Part Time

Disabled 402 48.2% 432 51.8% 834
Not o o
Disabled 5,766 52.1% 5,295 47.9% 11,061
Prefer Not 27 54.0% 23 46.0% 50
to Answer
Not
Recorded 614 46.6% 703 53.4% 1,317
on ESR

6,809 51.3% 6,453 48.7% 13,262

2.6 Recruitment

Total Number of

Total Number of

Total Number of

Applications Applicants Applicants
Received Shortlisted Offered
Disability: Yes 2,424 3.2% 614 6.8% 168 6.3%
Disability: No 72,789 | 95.7% 8.046 | 89.1% 2,316 | 87.2%
Disability: o o o
Undisclosed 884 1.2% 373 4.1% 171 6.4%
76,097 100% 9,033 100% 2,655 100%




2.7 Shortlist to Offer

Total Total Total
Number of Number of o Number of

Applications = Applicants Applicants
Received Shortlisted Offered

Disability: 2424 614 |  25.3% 168 | 27.4%
Yes
Disability: No 72,789 8,046 | 11.05% 2316 | 28.8%
Disability: 884 373 | 42.2% 171 | 45.8%
Undisclosed

76,097 9,033 |  100% 2,655 | 100%

2.8 Leavers

Headcount %

Disabled 51 4.8%
Not Disabled 855 | 81.1%
oot +] oan
ElgtRRecorded on 145 | 13.7%
1,055 100%

2.9 Training Attendance

Attendance /

Courses
Completed
Disabled 2,836 3.6%
Not Disabled 40,859 | 51.8%
Zrefer Not to 168 0.2%
nswer

Not Recorded on
ESR

Total 78,889 | 100%

35,026 | 44.4%

2.10 Staff Involved in Formal Disciplinary Procedures

‘ Headcount ‘ % ‘
Disabled 6 10.0%
Not Disabled 45 75.0%
Prefer Not to Answer 1 1.7%
Not Recorded on ESR 8 13.3%




2.11 Staff Involved in Formal Respect and Resolution Procedures

Headcount %
11

|

Disabled 15.5%
Not Disabled 54 76.1%
Prefer Not to Answer 1 1.4%
Not Recorded on ESR 5 7.0%

Total 71 100%

2.12 Staff Involved in Formal Capability Procedures

Headcount %

Disabled 4 80.0%

Not Disabled 1 20.0%
5 100%

thnicity

I Our Workforce

|

M

w
N
-
®
)
Q
0
(©)
c
S
—*
S

Headcount

Ethnic Minority Total 1,353 10.2%
Asian or Asian British 786 5.9%
Black or Black British 210 1.6%
Mixed 130 1.0%
Any Other Ethnic Group 227 1.7%
White 11,256 84.9%
Not Recorded on ESR 653 4.9%




3.2 Headcount by Staff Group & Ethnicity

Asian

Black

Any

or or Other Not
Asian Black % Ethnic % R:If"E’g;d
British British Group
ng%ecn;::g 8| 1.9% 6| 1.4% 7| 1.6% 389 | 91.1% 7| 1.6% 10 | 2.3% 427
Additional
Clinical | 101 | 3.4% 38 | 1.3% 28 0.9% | 2,725 | 91.1% 26 | 0.9% 74| 25% | 2,992
Services
Adar?]g'étlﬁg’; 28 | 1.1% 12 | 0.5% 21109% | 2,333 | 94.7% 11 | 0.5% 60 | 2.4% | 2,465
é'r'c')?gs':ﬁ;'gl‘s 30| 3.4% 27 | 3.1% 6| 07% 777 | 88.0% 8| 0.9% 35| 4.0% 883
/Efgﬁzsrya”d 46| 4.0% 5| 0.4% 7106% | 1,004 | 87.8% 14 | 1.2% 67 | 59% | 1,143
gsiae';'t‘i‘;?;e 9| 4.0% 7| 3.1% 2109% | 191 |853% 2| 0.9% 13| 58% | 224
'\D"gr‘]’t'gf" and 287 | 30.9% 57 | 6.1% 24 | 26% | 302 | 32.5% 75 | 8.1% 183 | 19.7% | 928
Nursing and
Midwifery 277 | 6.6% 58 | 1.4% 35| 08% | 3535 | 84.2% 84 | 2.0% 211 | 5.0% | 4,200
Reqistered
h 786 | 5.9% | 210 | 1.6% | 130 | 1.0% | 11,256 | 84.9% 227 | 1.7% 653 | 4.9% | 13,262
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3.3 Analysis of Pay by Ethnicity
Ethnicity Headcount and Pay Grade

Asian Black Any

or o or . . (0]{,1-1¢ -

Asian | ® | Black Ethnic Sl )

British British
Band 1 0| 0.0% 0| 0.0% 0| 0.0% 6| 857% 0| 0.0% 1| 14.3% 7
Band 2 9% | 52% 21| 1.1% 14 | 0.8% | 1,621 | 88.1% 19 | 1.0% 70| 3.8% | 1,841
Band 3 56 | 2.2% 24| 1.0% 23109% | 2,300 | 92.1% 23| 0.9% 72| 2.9% | 2,498
Band 4 10| 0.9% 4| 0.4% 7106% | 1,062 959% 4| 04% 20| 1.8% | 1,107
Band 5 252 | 9.6% 56 | 2.1% 27 | 1.0% | 2,046 | 77.9% 63 | 2.4% 181 | 6.9% | 2,625
Band 6 54 | 2.5% 36| 1.7% 2009% | 1,927 | 90.8% 25 | 1.2% 60 | 2.8% | 21122
Band 7 21| 1.6% 8| 06% 8|06% | 1231 93.8% 1| 0.8% 34| 26% | 1,313
Band 8a 9| 1.9% 3| 06% 4| 0.8% 446 | 92.7% 7| 15% 12| 2.5% 481
Band 8b 0| 0.0% 0| 0.0% 1] 0.7% 136 | 99.3% 0| 0.0% 0| 0.0% 137
Band 8c 0| 0.0% 0| 0.0% 2| 21% 91| 95.8% 0 | 0.05% 2| 21% 95
Band 8d 1 3.0% 0| 0.0% 0| 0.0% 32| 97.0% 0 | 0.05% 0| 0.0% 33
Band 9 0| 0.0% 0| 0.0% 0| 0.0% 24 | 100.0% 0| 0.0% 0| 0.0% 24
Consultant 107 | 30.4% 17| 4.8% 7| 2.0% 161 | 45.7% 21| 6.0% 39 | 11.1% 352
gg‘ét%fgty 89 | 38.7% 25 | 10.9% 9| 39% 45| 19.6% 23 | 10.0% 39 | 17.0% 230
Other
Doctors in 63 | 27.6% 13| 57% 71 3.1% 36| 15.8% 24 | 10.5% 85 | 37.3% 228
Training
Hospital
Z%ﬁt‘fig‘lers 0| 0.0% o| 00% 0| 0.0% 1| 100.0% 0| 0.0% o| 00% 1
Assistants
Other
Medical and 17 | 29.8% 1 1.8% 0| 0.0% 26 | 45.6% 4| 7.0% 9| 15.8% 57
Dental Staff
Other 11| 9.9% 2| 1.8% 11 0.9% 65 | 58.6% 3| 2.7% 29 | 26.1% 11
Total \ 786 | 5.9% 210 | 1.6% | 130 | 1.0% | 11,256 | 84.9% 227 | 1.7% 653 | 4.9% | 13,262
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3.4 Average Salary by Ethnicity and Staff Group

Asian or Black or
Asan | Black  Mied | White  gqi SR N Rorid
Prof Scientific & Technical £55,508.74 | £45,001.00 | £53,739.25 | £53,255.27 |  £53,769.11 £51,813.03 | £53,148.52
Additional Clinical Services |  £26,389.18 | £26,042.44 | £28,179.60 | £27,673.79 |  £26,970.96 £27,763.08 | £27,625.41
Admin & Clerical £34,807.30 | £32,536.08 | £34,778.39 | £37,790.45 | £36,823.65 £34,351.05 | £37,618.34
Allied Health Professionals |  £43,788.19 | £41,208.68 | £43,950.25 | £48,031.98 | £41,787.38 £47,049.35 | £47,525.79
Estates and Ancillary £05142.87 | £24,833.00 | £24,833.00 | £26,501.34 |  £25,028.48 £25,590.37 | £26,362.03
Healthcare Scientists £44,145.91 | £41790.46 | £38,448.50 | £49.287.74 |  £44,358.50 £51,304.67 | £48,744.64
Medical & Dental £98.570.16 | £91,732.98 | £96,197.37 | £123,708.18 |  £93,400.76 £85,562.91 | £103,135.19
g:;'s';grg‘  Midwifery £35,552.41 | £36,572.29 | £41,264.22 | £4443548 | £39,586.38 £37,138.11 | £43,107.36
£58,292.44 | £51,705.88 | £48,610.22 | £40,316.52 | £56,494.35 £47,027.20 | £42,325.03

The above table shows analysis of pay using mean annual salary as the basis and the
figures shown are those for March 2026.

3.5 Contract Type and Working Pattern

Contract Type
Fixed
Non-Exec o
Permanent % Term Director/Chair %
Temp
‘B\fi‘t?sr‘horASia” 592 | 75.3% | 111 | 14.1% 10 | 1.3% 0loo%| 73| 93%| 786
g'r?tfskhorB'aCK 150 | 71.4% | 33| 15.7% 0| 0.0% 1]105% | 26|124% | 210
Mixed 107 | 82.3% 11| 85% 0] 0.0% 0| 0.0% 12| 9.2% 130
White 10,103 | 89.8% | 395 | 3.5% 25 | 0.2% 2100%| 731| 65% | 11,256
Any Other o o o o o
Ethnic Group 189 | 83.3% 27 | 11.9% 21 09% 0| 0.0% 9| 4.0% 227
Eﬁg‘?omed 471 | 72.1% 68 | 10.4% 10 | 1.5% 4(06% | 100 15.3% 653
11,612 | 87.6% | 645 | 4.9% 47 | 0.4% 7101% | 961 | 7.3% | 13,262

Working Pattern

Full Time ‘ % Part Time % Total
Asian or Asian British 562 71.5% 224 28.5% 786
Black or Black British 158 75.2% 52 24.8% 210
Mixed 73 56.2% 57 43.9% 130
White 5,525 49.1% 5,731 50.9% 11,256
Any Other Ethnic Group 158 69.6% 69 30.4% 227
Not Recorded on ESR 333 51.0% 320 49.0% 653
6,809 51.3% 6,453 48.7% 13,262




3.6 Recruitment

Total Number of Total Number of Total Number of
Applications Applicants Applicants
Received Shortlisted Offered
Asian or Asian British 20,922 27.5% 1,287 14.2% 287 10.8%
Black or Black British 36,681 48.2% 1,291 14.3% 149 5.6%
Mixed 1,770 2.3% 194 2.2% 49 0.9%
White 13,722 18.0% 5,822 64.5% 1,979 74.5%
érr‘g’uopther Ethnic 1,046 | 2.5% 206 2.2% 54 2.0%
Undisclosed 1,056 1.4% 233 2.6% 132 5.0%

76,097 | 100% 9,033 100% 2,650 | 99.8%

Note: The figure shown as 2,660 (rather than the overall total of 2,655) of the Total
Number of Applicants Offered was due to protecting confidentiality any reported number
within the Ethnic Group sub categories of a value less than 5 has been rounded down to
zero and therefore the percentage rate was 99.8% rather than 100%.

3.7 Shortlist to Offer

Total Number Total Total
of Number of Number of

Applications Applicants Applicants
Received Shortlisted Offered

g‘ﬁiﬁa:hor Asian 20,022 1,287 6.2% 287 22.3%
g'r?‘tfskhor Black 36,681 1,291 3.5% 149 11.5%
Mixed 1,770 104 11.0% 49 25.3%
White 13,722 5,822 42.4% 1,979 34.0%
g’:g’uopther Ethnic 1,946 206 10.6% 54 26.2%
Undisclosed 1,056 233 22.1% 132 56.7%
76,097 9,033 12% 2,650 29.3%

3.8 Leavers

Headcount %

Asian or Asian British 75 7.1%
Black or Black British 21 2.0%
Mixed 15 1.4%
White 847 80.3%
Any Other Ethnic Group 16 1.5%
Not Recorded on ESR 81 7.7%
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3.9 Training Attendance

Attendance /
Courses Completed

%

Asian or Asian

0,
British 7,422 9.4%
Black or Black o
British 2,386 3.0%
Mixed 1,012 1.3%
White 61,128 77.5%
Any Other Ethnic 1,839 239
Group
Not Recorded on o
ESR 5,097 6.5%

3.10 Staff Involved in Formal Disciplinary Procedures

‘ Headcount ‘ %
White 51 85.0%
Black or Black British 4 6.7%
Mixed 1 1.7%
Any Other Ethnic Group 1 1.7%
Not Recorded on ESR 3 5.0%

3.11 Staff Involved in Formal Respect and Resolution Procedures

Headcount %

White 62 | 87.3%
Asian or Asian British 3 4.2%
Black or Black British 2 2.8%
Any Other Ethnic Group 3 4.2%
Not Recorded on ESR 1 1.4%
Total 71 100%

3.12 Staff Involved in Formal Capability Procedures

Headcount

White 4 80%

Asian or Asian British 1 20%
5 100%




I Our Workforce

4.1 Headcount

Headcount

%

Female 10,489 79.1%
Male 2,773 20.9%
13,262 100%

Female 8,222.33 78.0%
Male 2,315.62 22.0%
10,537.94 100%

4.2 Headcount by Staff Group & Sex

‘ Female Male Total
Headcount Headcount Headcount
Prof Scientific and Technic 337 78.9% 90 21.1% 427 3.2%
Additional Clinical Services 2,499 83.5% 493 16.5% 2,992 22.6%
Administrative and Clerical 2,013 81.7% 452 18.3% 2,465 18.6%
Allied Health Professionals 687 77.8% 196 22.2% 883 6.7%
Estates and Ancillary 605 52.9% 538 47.1% 1,143 8.6%
Healthcare Scientists 120 53.6% 104 46.4% 224 1.7%
Medical and Dental 345 37.2% 583 62.8% 928 7.0%
Nursing and Midwifery Registered 3,883 92.5% 317 7.6% 4,200 31.7%
10,489 79% 2,773 21% 13,262 100%
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4.3 Analysis of Pay by Sex
Sex Headcount and Pay Grade

Female Male Total
Headcount % Headcount % Headcount %
Band 1 5 71.4% 2 28.7% 7 0.05%
Band 2 1,339 72.7% 502 27.3% 1,841 13.9%
Band 3 2,040 81.7% 458 18.3% 2,498 18.8%
Band 4 968 87.4% 139 12.6% 1,107 8.4%
Band 5 2,303 87.7% 322 12.3% 2,625 19.8%
Band 6 1,782 84.0% 340 16.0% 2,122 16.0%
Band 7 1,103 84.0% 210 16.0% 1,313 9.9%
Band 8a 372 77.3% 109 22.7% 481 3.6%
Band 8b 102 74.5% 35 25.6% 137 1.0%
Band 8¢ 57 60.0% 38 40.0% 95 0.7%
Band 8d 24 72.7% 9 27.3% 33 0.3%
Band 9 1 45.8% 13 54.2% 24 0.2%
Consultants 112 31.8% 240 68.2% 352 2.7%
Specialty Doctors 89 38.7% 141 61.3% 230 1.7%
Other Doctors in Training 93 40.8% 135 59.2% 228 1.7%
Hospital Practiioners & 0 0.0% 1| 100.0% 1 0.00%
Other Medical and Dental 26 45.6% 31 54.4% 57 0.4%
Other 63 56.8% 48 43.2% 111 0.8%
10,489 79.1% 2,773 20.9% 13,262 100%

4.4 Average Salary by Sex and Staff Group

‘ Female Male Total
Prof Scientific & Technical £52,282.84 £56,206.65 £53,148
Additional Clinical Services £27,618.35 £27,657.06 £27,625.41
Admin & Clerical £35,613.36 £45,723.52 £37,618.34
Allied Health Professionals £47,643.73 £47,140.12 £47,525.79
Estates and Ancillary £25,218.80 £27,379.93 £26,362.03
Healthcare Scientists £48,838.47 £48,635.02 £48,744.64
Medical & Dental £96,606.13 £106,963.65 | £103,135.19
Nursing & Midwifery Registered £43,043.49 £43,825.90 £43,107.36
£39,750.20 £51,467.79 £41,325.03

The above table shows analysis of pay using mean annual salary as the basis and the
figures shown are those for March 2026.



4.5 Contract Type and Working Pattern

Contract Type

Female Male Total

Assignment

Category ‘ Headcount Headcount Headcount
Permanent 9,315 88.8% 2,297 82.8% 11,612 87.6%
Fixed Term Temp 437 4.2% 208 7.5% 645 4.9%
Locum 9 0.1% 38 1.4% 47 0.4%
NonExee 2 0.0% 5 0.2% 7| 0.0%
Bank 726 6.9% 225 8.1% 951 7.2%
10,489 100% 2,773 100% 13,262 100%

Working Pattern

‘ Female Male Total

Employee Category ‘ Headcount Headcount Headcount

Full-Time 4,883 46.6% 1,926 69.5% 6,809 51.4%
Part-Time 5,606 53.5% 847 30.5% 6,453 48.7%
10,489 100% 2,773 100% 13,262 100%

4.6 Recruitment

Total Number of Total Number of Total Number of
Applications Applicants Applicants
Received Shortlisted Offered
Female 48,586 63.8% 6,262 69.3% 1,963 73.9%
Male 27,285 35.9% 2,710 30.0% 676 25.5%
Undisclosed 226 0.3% 61 0.7% 16 0.6%
Total ‘ 76,097 100% 9,033 100% 2,655 100%

4.7 Shortlist to Offer

e % of

Total Number of Total Number applicants Total Number sho:tlisted

Applications of Applicants shortlisted of Applicants offered within
Received Shortlisted within own Offered

group own group
Female 48,586 6,262 12.3% 1,963 31.3%
Male 27,285 2,710 9.9% 676 24.9%
Undisclosed 226 61 27.0% 16 26.2%

_ 76,097 9,033 11.9% 2,655 29.4%




4.8 Leavers

‘ Headcount ‘ %

Female 815 77.25%
Male 240 22.75%
1,055 100%

4.9 Training Attendance

Attendance /
Courses
Completed

Female 62,997 79.9%

Male 15,892 20.1%
78,889 100%

4.10 Staff Involved in Formal Disciplinary Procedures

Headcount ‘ % ‘

Female 34 56.7%
Male 26 43.3%
h 60 100%

4.11 Staff Involved in Formal Respect and Resolution Procedures

Female 52 73.2%

Male 19 26.8%
Total 71 100%

4.12 Staff Involved in Formal Capability Procedures

Headcount ‘ % ‘
Female 4 80%
Male 1 20%




Marital Status

(Marriage and Civil Partnership)

I Our Workforce

5.1 Headcount

‘ Headcount ‘ % ‘
Civil Partnership 294 2.2%
Divorced 938 7.1%
Legally Separated 86 0.7%
Married 6,566 | 49.5%
Single 4,369 | 32.9%
Widowed 163 1.2%
Not Recorded on ESR 846 6.4%

5.2 Headcount by Staff Group & Marital Status

Not

Civil Legally

Partnership Divorced Separated % Married Single Widowed % Rs:c;’g;d
Prof Scientifc 9| 21% 22| °2 of %0 22| %BZ| 1as| %) 2| % 26 | % | a2
gzgicgj 107 | 3.6% 196 6;,2’ 28 0;,2 1,225 40;/90 1,267 42;,/30 40 1;,/3o 129 4;,2 2,992
Administrative 3| 1.7% 225 9;,/1 19 O;,Z 1,324 53;,/1 685 2752 38 10/50 131 5;,2 2,465
Allied Health 1] 12% 49 5;,2 4 O;,Z 437 49;,2 322 36;,2 7 00/80 53 6;2 883
Fonptes and 27| 24% or [ 82 7|00 aer | 0| st | 202 22 | 12 72| %31 1,43
Healthcare 2| 0.9% g 39 2 [ %01 120 %30 72 | %%} of %2 20 82| 224
Medical and 9| 1.0% 29| %) 3| %01 eor| 0| 1e2| 2 5( % go | % | 928
EAZJ?EE;ZT 86| 2.0% 318 7;,2’ 23 0;,2 2,169 51;/60 1,229 29;,/30 49 1;,/2o 326 7;,2 4,200
m 204 | 2.2% oag | T g6 | %0 | 6566 | 0| 4360 | %) 163 | 12 846 | O | 13,262

31



5.3 Analysis of Pay by Marital Status - Marital Status Headcount and Pay Grade

Civil . % Divorced Legally Re(:)?'tcied
Partnership Separated
Band 1 0| 0.0% 0| 0.0% 0| 0.0% 3| 429% 2| 28.6% 0| 0.0% 2| 286% 7
Band 2 43| 2.3% 135 | 7.3% 12| 0.7% 703 | 38.2% 832 | 45.2% 33| 1.8% 83| 45% | 1,841
Band 3 102 | 4.1% 180 | 7.2% 22| 08% 1,050 | 42.0% 989 | 39.6% 40| 16% 15 |  46% | 2498
Band 4 19 | 1.7% 102 | 9.2% 1| 1.0% 509 | 54.1% 313 | 28.3% 16 | 1.4% 47| a2% | 1,07
Band 5 49 | 1.9% 170 | 6.5% 6| 0.2% 1146 | 43.7% 963 | 36.7% 31| 1.2% 260 | 9.9% | 2625
Band 6 44 | 21% 151 | 7.1% 14| 07% 1132 | 53.3% 638 | 30.1% 16 | 0.8% 127 60% | 2122
Band 7 18| 1.4% 93| 7.1% 10| 0.8% 797 | 60.7% 208 | 22.7% 12| 0.9% 85| 65%| 1,313
Band 8a 71 15% 3| 7.3% 4| 08% 317 | 65.9% 96 | 20.0% 3| 06% 19 4.0% 481
Band 8b 2| 1.5% 14| 10.2% 3| 2.2% 87 |  635% 2 | 24.1% 2| 1.5% 7| 51% 137
Band 8¢ 1 1.1% 1| 11.6% 0| 0.0% 65| 68.4% 12 12.6% 3| 3.2% 3| 32% 95
Band 8d 0| 0.0% 7| 21.2% 1] 3.0% 21| 63.6% 4| 121% 0| 0.0% o| 00% 33
Band 9 o| 0.0% 4| 16.7% 0| 0.0% 17 | 70.8% 1| 42% 0| 00% 2| 83% 24
Consultant 1] 0.3% 15| 4.3% 0| 0.0% 267 | 75.9% 38| 10.8% 2| 06% 29| 82% 352
Speciality Doctors 2| 0.9% 71 3.0% 0| 0.0% 167 | 72.6% 39| 17.0% 1] 0.4% 14| 6.1% 230
Other Doctors in Training 4| 18% 2| 09% 0| 0.0% 86| 37.7% 99 | 43.4% 1] 04% 36 | 15.8% 228
gﬁjg;?igggﬁgers & o| 0.0% 0| 0.0% o| 0.0% 1] 100.0% o| 00% 0| 0.0% o| 00% 1
gtt;‘;r Medical and Dental 1] 18% 2| 35% ol 00% a2 | 737% 9| 15.8% o| 0.0% 3| 53% 57
Other 1] 0.9% 10| 9.0% 3| 27% 66 | 59.5% 14| 12.6% 3| 27% 14| 12.6% 11
204 | 2.2% 938 | 7.1% 86 | 0.6% 6,566 | 49.5% | 4,369 | 32.9% 163 | 1.2% 846 | 6.4% | 13262




5.4 Average Salary by Marital Status and Staff Group

L \[o]
il . Divorced peaally Married Single Widowed Recorded
Partnership Separated
on ESR

Prof
Scientific & £51,700.33 £47,198.70 £0 £56,298.07 | £49,692.61 £90,013.00 | £51,304.28 £53,148.52
Technical
Additional
Clinical £26,997.88 £27,595.58 £28,011.38 £27.926.40 | £27,337.40 £27,205.51 | £28,095.79 £27,625.41
Services
é?e?lcna? £31,206.29 £39,782.55 £40,824.24 £39,921.55 | £33,019.00 £34,644.28 | £38,232.95 £37,618.34
Allied Health

. £46,950.51 £50,226.05 £55,967.33 £51,181.32 | £42,683.40 £57,855.76 | £46,557.75 £47,525.79
Professionals

Estates and
Ancillary
Healthcare
Scientists
Medical &
Dental
Nursing &
Midwifery £42,574.67 £47,209.14 £50,697.72 £44,986.48 | £40,167.84 £43,500.87 | £38,726.29 £43,107.36
Registered

Total £34,996.76 | £42,179.22 | £41,943.53 | £46,584.77 | £36,711.23 | £38,306.73 | £41,780.41 £42,325.03

£25,950.09 | £26,608.96 | £24,833.00 | £26,817.38 | £25,891.15 | £25,549.89 | £26,162.50 | £26,362.03

£47,280.00 | £51,951.39 £43,911.29 | £51,300.58 | £44,652.51 £0 | £48,581.63 | £48,744.64

£82,112.40 | £120,429.66 | £141,425.61 | £109,956.45 | £79,873.96 | £108,226.32 | £96,669.51 | £103,135.19

The above table shows analysis of pay using mean annual salary as the basis and the
figures shown are those for March 2026.

5.5 Contract Type and Working Pattern

‘ Contract Type
Permanent % e 1o % Locum % _Non-Exec . % Bank %
Temp Director/Chair
gg’rltlnership 260 88.4% 15 5.1% 2 0.7% 0 0.0% 17 5.8% 294
Divorced 848 90.4% 30 3.2% 2 0.2% 1 0.1% 57 6.1% 938
Legally 80 | 93.0% 2| 02% 0| 00% 0| 0.0% 4| 47% 86
Separated
Married 5,888 89.7% 301 4.6% 24 0.4% 4 0.1% 349 5.3% 6,566
Single 3,654 83.6% 246 5.6% 16 0.4% 1 0.0% 452 | 10.3% 4,369
Widowed 144 88.3% 7 4.3% 0 0.0% 1 0.6% 11 6.7% 163
bt Recorded 738 | 87.2% 44| 52% 3| 04% o| 0.0% 61| 7.2% 846
‘ Total ‘ 11,612 87.2% 645 4.9% 47 0.4% 7 0.1% 951 7.2% | 13,262
‘ Working Pattern
| Full Time | | Part Time Total
Civil Partnership 141 48.0% 153 52.0% 294
Divorced 448 47.8% 490 52.2% 938
Legally Separated 47 54.7% 39 45.3% 86
Married 3,140 47.8% 3.426 52.2% 6,566
Single 2,447 56.0% 1,922 44.0% 4,369
Widowed 57 35.0% 106 65.0% 163
Not Recorded on ESR 529 62.5% 317 37.5% 846
‘ Total 6,809 51.3% 6,453 48.7% 13,262




5.6 Recruitment

Total Number of Total Number of

Total Number of

Applications Applicants Applicants
Received Shortlisted Offered
Civil Partnership 1,163 1.5% 272 3.0% 87 3.3%
Divorced 1,209 1.6% 349 | 3.9% 102 | 3.8%
Legally Separated 175 0.2% 42 0.5% 15 0.6%
Married 41,417 | 54.4% 4,162 | 46.1% 1,071 | 40.3%
Other 1,085 1.4% 397 | 4.4% 141 5.3%
Single 29,971 | 39.4% 3,493 | 38.7% 1,069 | 40.3%
Widowed 174 | 0.2% 48 | 0.5% 16 | 0.6%
Unknown 767 1.0% 146 1.6% 40 1.5%
Unspecified 136 0.2% 124 1.4% 114 4.3%
_ 76,097 | 100% 9,033 | 100% 2,655 | 100%

5.7 Shortlist to Offer

Total Number of

Total Number of

Total Number of

Applications Applicants Applicants
Received Shortlisted Offered
Civil Partnership 1,163 272 23.4% 87 32.0%
Divorced 1,209 349 28.9% 102 29.2%
Legally Separated 175 42 24.0% 15 35.7%
Married 41,417 4,162 10.1% 1,071 25.7%
Other 1,085 397 36.6% 141 35.5%
Single 29,971 3,493 11.7% 1,069 30.6%
Widowed 174 48 27.6% 16 33.3%
Unknown 767 146 19.0% 40 27.4%
Unspecified 136 124 91.2% 114 91.9%
76,097 9,033 12% 2,655 29%

5.8 Leavers

Civil Partnership 21 1.99%
Divorced 89 8.44%
Legally Separated 9| 0.85%
Married 493 | 46.73%
Single 376 | 35.64%
Widowed 23 | 2.18%
Not Recorded on ESR 44 | 417%




5.9 Staff Involved in Formal Disciplinary Procedures

Headcount %

Civil Partnership 2 3.3%
Divorced 9 15.0%
Legally Separated 1 1.7%
Married 21 35.0%
Single 24 40.0%
Widowed 1 1.7%
Not Recorded on ESR 2 3.3%

ota 60 100%

5.10 Staff Involved in Formal Respect and Resolution Procedures

Headcount %

Civil Partnership 2 2.8%
Divorced 7 9.9%
Legally Separated 1 1.4%
Married 39 54.9%
Single 19 26.8%
Widowed 1 1.4%
Not Recorded on ESR 2 2.8%

5.11 Staff Involved in Formal Capability Procedures

Headcount ‘ %
Married 3 60%
Single 1 20%
Not Recorded on ESR 1 20%




Maternity and Adoption

(Pregnancy and Maternity)

I Our Workforce

6.1 Headcount

Headcount %
Staff taken Maternity Leave & Adoption Leave 627 5.1%
6.2 Leavers
Headcount %
Leaving Reason due to Maternity or Adoption 0 0.0%

Religion and Belief (Including No Belief)

I Our Workforce

7.1 Headcount

‘ Headcount ‘ % ‘
Atheism 2,417 18.2%
Buddhism 89 0.7%
Christianity 5,678 42.8%
Hinduism 158 1.2%
Islam 231 1.7%
Jainism 2 0.0%
Judaism 7 0.1%
Sikhism 10 0.1%
Other 1,395 10.5%
:?zlci)g'i\:)(r):/;\gﬁgfto Disclose my 2318 17.5%
Not Recorded on ESR 957 7.2%




7.2 Headcount by Religious Belief and Staff Group

o | do not

> =y X wish to ' < Not

- (7} a o disclose g oy Recorde

Iy g' g ° my o 7 don

3 £ E religion/ 3 3

< belief
Prof Scientific . . . . . .
o Toopric 101 o 3 o | 91 o 4l o 55| %, 3| %l o ul of Tu a4 | T 0 Ty 26| 6.1% 427
Additional
Clinical 611 | 041 6| 02| 1258| 420 4g| 06 488 [ 1631 21| 07| of 00| 4| OO0} ,og| 136 4] 0.0 181 6.0% | 2,992
Senvices % % % % % % % % % %
Administrative 18.6 0.3 47.0 0.4 15.1 0.4 0.0 0.1 10.4 0.0
nd Clarieal 459 bt 8| "o | 1161 " 9| a2 | 1%, ol "l of Tl 2| ul 27| el 1| e 187 | 7.6% | 2,465
Allied Health 2238 0.2 434 0.8 15.6 12 0.1 0.0 9.1 0.1
Brofossionals 201 o 2| | 383 o [ 138 | ol | 1| | 1] o | O o 80| "o | 1| o 59 |  6.7% 883
Estates and 15.7 03 419 0.4 17.3 0.2 0.0 0.0 9.7 0.0
Ancillary 180 o 4| " | 419 o 5| % 198 | 1o 2| Sl o] Syl of S| v Tyl of T 164 | 14.3% | 1,143
Healthcare 232 0.9 326 18 17.4 13 0.0 0.0 9.4 0.0
oot 52 o 2| %, 73 o al 39| o sl |l o Tl of Ty 21| ol o o 30 | 13.4% 224
'\D":r‘]’t'gf' and 48| 52% | 46 5;,2 156 16;,2 84 9;,/1 286 30;,2 168 18;,/1 1 0;,/1 1 Oé/j) 23 25/5: 4 0;2' 11| 12.0% 928
Nursing and
ursir 18.2 0.4 47.0 0.6 17.7 0.3 0.0 0.1 10.7 0.1 .
E”é%ﬂiﬁiﬁd 765 v | 18| o | 1977 wl 27| o a2 [Vl el TO ol Ty s Ty | 4st| e | 4| e 199 | 4.7% | 4,200
18.2 0.7 42.8 1.2 17.5 1.7 0.0 0.1 10.5 0.1 .
2,417 v | 89| o | 5678 w | 158 ‘o 2318 | 1231 | | 2| | 7| T, | 1395 o0 (10 o 1,395 | 10.5% | 13,262




7.3 Analysis of Pay by Religious Belief - Religious Belief Headcount and Pay Grade

oo =

5: roy a. =] c_’o Q. g_ s A

o o ° = o o ~ 3 o m%

o = s = c 17} = o, 0

g = g @ © £ 2 : e

3 g 3 32> &

6" [« X
Band 1 o 00%| olo0.0% ol 00%| o 0.0% 1| 143%| ol 00%| 0]|00%| 0]0.0% 11143% | 0|00% | 5| 71.4% 7
Band 2 357 | 19.4% | 5|03% | 801 |435% | 14| 08% | 289 | 157% | 10| 05% | 0|00% | 0|00% | 193|105% | 0| 0.0% 1; 9.3% | 1,841
Band 3 475 | 19.0% | 5| 02% | 1,074 | 43.0% | 10| 04% | 414 | 166% | 17| 07% | 0|00% | 0| 00% | 335|134%| 0| 00% 12 6.7% | 2,498
Band 4 173 | 156% | 6| 05% | 496 |448% | 3| 03% | 172| 155% | 2| 02% | 000% | 2|02% | 128|11.6% | 0] 0.0% 12 11.3% | 1,107
Band 5 527 | 201% | 10 | 0.4% | 1,110 | 423% | 29| 1.1% | 495 | 189% | 14| 05% | 0|00% | 2|01% | 28| 11.0% | 1| 0.0% 13 5.7% | 2,625
Band 6 455 | 21.4% | 10 | 05% | 966 | 455% | 10| 05% | 340 | 16.0% | 11| 05% | 0]00% | 1]00%| 217|102% | 2|01% | 10| 52% | 2122
Band 7 2221 16.9% | 2|02% | 654 |498% | 5| 04% | 201 | 153% | 4| 03%| 1[01%| 0|00% | 147 | 112% | 2|02% | 75| 57%| 1,313
Band 8a 106 | 22.0% | 3| 06% | 240|499% | 2| 04% | 64| 133%| 4| 08%| 0]00%| 0] 0.0% 41| 85% | 1|02% | 20| 4.2% 481
Band 8b 32| 234% | 1]|07% 74 | 54.0% | 0| 00%| 19| 139%| 0| 00%| 0]|00%| 0] 0.0% 8| 58%| 0]00%| 3| 22% 137
Band 8¢ 13137% | 1| 1.1% 54 | 56.8% | 0| 00%| 13| 137% | o] 00% | 0|00% | 1] 1.1% 5| 53%| 0]|00%| 8| 84% 95
Band 8d 6|181% | 0 0.0% 21636% | 1| 3.0% 2| 60%| o] 00%| 0]00%]| 0]00% 2| 60%| 0/00%| 1| 3.0% ag
Band 9 2| 83%| 0]0.0% 121 50.0% | 0| 0.0% 6| 250%| 0| 00%| 0]00%]| 0]00% 30125% | 0]00%| 1| 42% 24
Consultant 21| 6.0% | 17 | 4.8% 71| 202% | 38 10;,2 101 | 287% | 45| 128% | 0]00% | 1|03% 10| 28% | 2|06% | 46| 13.1% 352
Speciality Doctors 11| 05% | 11| 0.5% 35|152% | 21| 91% | 71| 309% | 66 |287% | 1|04% | 0] 0.0% 2| 09%| 1]04%| 11| 05% 230
(T)::ii'irnzo"tors'” 4| 1.8% | 16 | 7.0% 231101% | 15| 66% | 81| 355% | 52| 228% | 0]00% | 0] 0.0% 6| 26% | 1|04%| 30| 13.2% 228
zogl‘l’r']tli;rg:l';'t‘;’;‘z o| 00%| ol o00% 0| 00%| o 00% 0| 00%| 0| 00%| 0|00%| 0]0.0% 0| 00%]| 0]00%]| 1]100.0% 1
géhnetgl'\"setg;’a' and 4| 70%| 102w | 13|228%| 5| 88%| 15| 263% | 2| 35%| 0|00% | o|00% 2| 35%| 0|00%| 15| 263% 57
Other o 81% | 1] 0.9% 33|207% | 5| 45%| 34| 306%| 4| 36%| 0|00%| 0]0.0% 8| 72% | olo00%| 17| 153% 11
2,417 18.2% | 89 | 0.7% | 5,677 | 42.8% | 158 | 1.2% 2'3; 17.5% | 231 | 17% | 2|00%| 7| 01% | 1,396 | 10.5% | 10 | 00% | o| o0.0% | 13262




7.4 Average Salary by Religious Belief and Staff Group

Prof Additional " " " Nursing &
A T . Admin & Allied Health Estates & Healthcare Medical & irsing
Scientific & Clinical " . N L Midwifery
- " Clerical Professionals Ancillary Scientists Dental A
Technical Services Registered

Atheism £50,923,07 | £27,591.22 | £37,559.16 £44,545.24 | £26,657.40 | £45,933.17 | £113,049.07 | £42,134.39 | £39,133.55
Buddhism £57,655.27 | £29,096.62 | £34,065.29 £41,707.50 | £25,457.81 £51,897.00 £92,274.90 | £45,736.26 | £69,663.17
Christianity £56,475.59 | £27,555.79 | £38,324.81 £48,155.03 | £26,713.01 £50,724.64 | £108,535.17 | £44,314.30 | £40,995.35
Hinduism £61,251.00 | £26,260.47 | £34,203.06 £41,183.29 | £24,833.00 | £41,393.50 | £104,668.99 | £36,064.32 | £73,882.48

| do not wish to
disclose my £53,921.37 | £27,600.69 | £36,953.73 £48,551.69 | £26,219.19 | £47,799.83 | £108,200.28 | £41,567.29 | £43,801.70
religion/belief

Islam £59,358.00 | £26,160.62 | £47,966.38 £38,979.11 | £24,833.00 | £42,214.29 £87.276.51 £37,667.43 | £75,007.59
Jainism £0 £0 £0 £51,028.00 £0 £0 £88,389 £0 | £77,714.43
Judaism £0 | £27,898.00 | £63,733.65 £0 £0 £0 | £121,264.00 | £38,882.65 | £59,822.62
Sikhism £0 £0 | £55,532.00 £0 £0 £0 £95,453.50 | £49,487.75 | £70,588.56
Other £45,342.25 | £27,758.48 | £35,248.71 £49,346.15 | £25,723.00 | £49,911.72 | £111,102.30 | £43,100.65 | £37,606.35
Not Recorded on ESR £46,860.46 | £28,159.07 | £37,493.73 £52,016.83 | £25,786.20 | £50,626.90 | £113,982.53 | £41,572.53 | £44,148.71

£53,148.52 | £27,626.41 | £37,618.34 £47,525.79 | £26,362.03 | £48,744.64 | £103,135.19 | £43,107.36 | £42,325.03

The table above shows analysis of pay using mean annual salary as the basis and the
figures shown are those for March 2026.

7.5 Contract Type and Working Pattern

Contract Type
Permanent % Locum Dilr"::::rtlt;fl)((:elfair

Atheism 2,095 86.7% 111 4.6% 2| 01% 0| 0.0% 209 8.6% 2,417
Buddhism 62 69.7% 24 | 27.0% 0| 0.0% 0| 0.0% 3 3.4% 89
Christianity 5,107 89.9% 202 3.6% 11 0.0% 41 0.1% 364 6.4% 5,678
Hinduism 122 77.2% 25 | 15.8% 11 0.6% 0| 0.0% 10 6.3% 158
| do not wish
tm°ydi3°'ose 1955 | 84.3% | 116 | 5.0% 35 | 1.5% 2|00% | 210 91% | 2318
religion/belief
Islam 135 58.4% 79 | 34.2% 3| 1.3% 0| 0.0% 14 6.1% 231
Jainism 2 | 100.0% 0 0.0% 0| 0.0% 0| 0.0% 0 0.0% 2
Judaism 5 71.4% 11 14.3% 0| 0.0% 0| 0.0% 11 14.3% 7
Other 1,259 90.3% 52 3.7% 11 0.1% 0| 0.0% 83 5.9% 1,395
Sikhism 8 80.0% 11 10.0% 0| 0.0% 0| 0.0% 11 10.0% 10
Not
Recorded on 862 90.1% 34 3.6% 41 0.4% 11 0.1% 56 5.9% 957
ESR

11,612 87.6% 645 4.9% 47 | 0.4% 7| 01% 951 7.2% | 13,262




Working Pattern

Full Time % Part Time

Atheism 1,325 54.8% 1,092 45.4% 2,417
Buddhism 63 70.8% 26 29.2% 89
Christianity 2,859 50.4% 2,819 49.6% 5,678
Hinduism 121 76.6% 37 23.4% 158
| do not wish to disclose my 1,116 48.1% 1,202 51.9% 2,318
religion/belief

Islam 184 79.7% 47 20.3% 231
Jainism 1 50.0% 1 50.0% 2
Judaism 4 57.1% 3 42.9% 7
Other 691 49.5% 704 50.5% 1,395
Sikhism 9 90.0% 1 10.0% 10
Not Recorded on ESR 436 45.6% 521 54.4% 957
Total 6,809 51.3% 6,453 48.7% 13,262

7.6 Recruitment

Total Number of Total Number of

Total Number of

Applications Applicants Applicants
Received Shortlisted Offered
Atheism 4,571 6.0% 1,819 20.1% 641 24.1%
Buddhism 1,006 1.3% 119 1.3% 35 1.3%
Christianity 44,798 58.9% 4,056 44.9% 1,019 38.4%
Hinduism 6,744 8.9% 350 3.9% 67 2.5%
Islam 11,735 15.4% 655 7.3% 163 6.1%
Jainism 53 0.1% 5 0.1% 0 0%
Judaism 8 0.0% 5 0.1% 0 0%
Sikhism 258 0.3% 22 0.2% 5 0.2%
Other 2,410 3.2% 827 9.2% 264 9.9%
Undisclosed 4,514 5.9% 1,175 13.0% 460 17.3%

Note: The figure shown as 2,654 (rather that the overall total of 2,655) of the Applications
Offered was due to protecting confidentiality any reported number with a value less than
5 has been rounded down to zero.



7.7 Leavers

‘ Headcount %
Atheism 181 17.2%
Buddhism 14 1.3%
Christianity 397 37.6%
Hinduism 14 1.3%
Islam 42 4.0%
Other 105 10.0%
| Do Not Wish to Disclose my Religion/Belief 204 19.4%
Not Recorded on ESR 98 9.3%

7.8 Training Attendance

Attendance / Courses

Completed
Atheism 15,517 19.7%
Buddhism 805 1.0%
Christianity 31,547 40.0%
Hinduism 1,583 2.0%
Islam 2,800 3.6%
Judaism 22 0.00%
Jainism 14 0.0%
Sikhism 64 0.1%
| Do Not Wish to Disclose my Religion/Belief 13,771 17.5%
Other 8,287 10.5%
Not Recorded on ESR 4,479 5.7%

7.9 Staff Involved in Formal Disciplinary Procedures

‘ Headcount ‘ %
Atheism 14 23.3%
Christianity 28 46.7%
| Do Not Wish to Disclose my Religion/Belief 7 11.7%
Islam 1 1.7%
Other 4 6.7%
Not Recorded on ESR 6 10.0%

41



7.10 Staff Involved in Formal Respect and Resolution Procedures

Headcount %

Atheism 12 16.9%

Christianity 32 45.1%
Hinduism 2 2.8%
Islam 1 1.4%
| Do Not Wish to Disclose my Religion/Belief 7 9.9%
Other 10 14.1%
Not Recorded on ESR 7 9.9%

7.11 Staff Involved in Formal Capability
Headcount %

Christianity 2 40%

| Do Not Wish to Disclose my Religion/Belief 3 60%
5 100%

g‘

Sexual Orientation

I Our Workforce

8.1 Headcount

Headcount ‘ %
Bisexual 140 1.1%
Gay or Lesbian 203 1.5%
Heterosexual or Straight 10,769 81.2%
{\(l)oltDrSot\:;\itde: ;g:sr:gg:ésked but Declined 1162 7.1%
Not Recorded on ESR 943 8.8%
Other Sexual Orientation Not Listed 25 0.2%
Undecided 20 0.2%




8.2 Headcount by Sexual Orientation and Staff Group

Not stated
(Person Other Not
. Gay or Heterosexual Asked but sexual .
Bisexual Lesbian % or Straight Declined to % orientation ° Undecided % Roenc%rggd
provide a Not Listed
Response)
/T*gfh';iré’f Scientific and 7| 1.6% 7 | 1.6% 361 | 84.5% 24 | 56% 2 | 0.5% 0| 0.0% 2 | 6.1% 427
Additional Clinical Services 37 | 1.2% 45 | 1.5% 2571 | 85.9% 152 | 5.1% 8 [ 0.3% 5 | 0.2% 174 | 58% | 2,992
Administrative and Clerical 30 | 1.2% 42 [ 1.7% 2,061 | 83.6% 141 | 5.7% 5 | 0.2% 3| 0.1% 183 | 7.4% | 2,465
Allied Health Professionals 12 | 1.4% 17 | 1.9% 716 | 81.1% 79 | 8.9% 1] 01% 2 [ 0.2% 56 | 6.3% 883
Estates and Ancillary 9| 08% 20 | 1.7% 850 | 74.4% 100 | 8.7% 4] 03% 3| 0.3% 157 | 13.7% | 1,143
Healthcare Scientists 2 [ 0.9% 3 [ 1.3% 165 | 73.7% 23 [ 10.3% 0 [ 0.0% 1] 05% 30 | 13.4% 224
Medical and Dental 6| 0.6% 4| 0.4% 546 | 58.8% 257 | 27.7% 1] 0.1% 2 [ 0.2% 12 | 12.1% 928
g:rsilsr:grzgd Midwifery 37 | 0.9% 65 | 1.5% 3,499 | 83.3% 386 | 9.2% 4| 01% 4 01% 205 | 4.9% | 4200
_ 140 | 1.1% 203 | 1.5% 10,769 | 81.2% 1,162 | 8.8% 25 | 0.2% 20 | 0.2% 943 | 7.1% | 13,262




8.3 Analysis of Pay be Sexual Orientation - Sexual Orientation Headcount and Pay Grade

Not Stated
(Person
Not Other Sexual
Bisexual % Gay_or % Heteros_exual O] Ask_ed S Recorded Orientation Undecided
Lesbian straight Declined to .
. on ESR not Listed
Provide a
Response)
0

0.0% 7

Band 1 0| 0.0% 0.0% 1] 14.3% 1] 14.3% 5| 71.4% o| 0.0% 0

Band 2 23| 12% 34 | 1.8% 1470 | 79.8% 140 | 7.6% 165 9.0% 5| 03% 4| 02% 1,841
Band 3 29 [ 1.2% 36 | 1.4% 2139 | 85.6% 19 | 4.8% 163 6.5% 8| 03% 4| 02% 2,498
Band 4 13| 1.2% 15 | 1.4% 895 | 80.8% 57| 5.1% 124 | 1.2% 2| 0.2% 1] 01% 1,107
Band 5 28| 11% 40 | 1.5% 2103 | 80.1% 202 | 11.1% 156 5.9% 1] 0.0% 5| 02% 2,625
Band 6 2| 1.0% 35 | 1.6% 1797 | 84.7% 157 | 7.4% 106 5.0% 1] 0.0% 4| 02% 2,122
Band 7 10| 1.0% 24 | 1.8% 1121 | 85.4% 85| 65% 69 5.3% 4| 03% 0| 00% 1313
Band 8a 6| 12% 10| 21% 427 | 88.8% 16| 33% 20 4.2% 1] o0.2% 1| 0.2% 481
Band 8b 3| 22% 2| 15% 120 | 87.6% 8| 58% 4 2.9% o| 0.0% 0| 0.0% 137
Band 8¢ 0| 00% 2| 21% 74 | 77.9% 10| 10.5% 8 8.4% 1 1.1% 0| 00% 95
Band 8d 0| 0.0% 0| 0.0% 30 | 90.9% 1] 30% 1 3.0% 1] 3.0% 0| 0.0% 33
Band 9 0| 00% 0| 0.0% 19| 79.2% 4| 16.7% 1 4.2% 0| 0.0% 0| 00% 24
Consultant 1] 03% 4 1.1% 213 | 60.5% 85 | 24.1% 48|  136% o| 0.0% 1| 03% 352
Speciality Doctors 2| 0.9% 0| 0.0% 144 | 62.6% 72 | 31.3% 11 4.8% 1] 04% 0| 0.0% 230
?rz‘iﬁ[ngomors in 2| 0.9% 0| 0.0% 118 | 51.8% 77 | 33.8% 30| 13.2% 0| 0.0% 1] 0.4% 228
gﬁﬁg;?i;?scgﬁger & 0| 0.0% 0| 0.0% o| 00% o| 00% 1] 100.0% 0| 0.0% 0| 0.0% 1
Other Medical and 1] 1.8% 0| 0.0% 29 | 50.9% 12| 21.1% 15|  26.3% 0| 0.0% 0| 0.0% 57
Other 0| 0.0% 1] 0.9% 68 | 61.3% 26 | 23.4% 16| 14.4% 0| 0.0% 0| 0.0% 111

140 | 1.1% 203 | 15% 10,768 | 81.2% 1162 |  8.8% 943 7.1% 25| 0.2% 21| 02% | 13262




8.4 Average Salary by Sexual Orientation and Staff Group

Not Stated
G MeereESE (Person Asked Other Not
Bisexual Lesﬁian or Straiaht but declined to Sexual Undecided Recorded on
9 Provide a QOrientation ESR
Response)

zr%fhcrfc”;;f'c £52,571.80 | £42,006.94 £53,598.70 £55,116.88 | £73,776.57 £0 | £46,860.56 | £53,148.52
Additional
Clinical £27,886.36 | £26,986.61 £27,567.18 £28,150.05 | £30,281.98 | £25767.20 | £28,095.63 | £27,625.41
Services
é?e";‘i'cnaf‘ £31,602.57 | £38,096.21 £37,714.06 £37,74511 | £42,51550 | £31,085.79 | £37,277.59 | £37,618.34
Allied Health

‘ £42485.94 | £40,736.41 £47,334.61 £48,727.12 | £55,532.00 | £39,398.00 | £52,188.93 | £47,525.79
Professionals
Estates and
Ancllany £24.833.00 | £25,439.25 £26,602.32 £25658.36 | £24,833.00 | £24,833.00 | £25,827.49 | £26,362.03
Sif‘e'i'?.‘;?f £47,280.00 | £39,444.00 £48,622.42 £48,235.97 £0 | £39,263.00 | £51,527.35 | £48,744.64
'\D"eer‘]‘tigf"& £86,849.40 | £127,603.00 | £100,279.97 £106,146.85 | £62,117.00 | £95702.00 | £115.226.63 | £103,135.19
Nursing &
Midwifery £42.937.07 | £44,890.28 £43,597.23 £30,174.61 | £47,479.22 | £46,358.50 | £41,021.20 | £43,107.36
Registered
Total £38,262.41 | £39,433.64 £41,569.40 £49556.88 | £41,422.05 | £40,911.27 | £44,564.99 | £42,325.03

The above table shows analysis of pay using mean annual salary as the basis and the figures
shown are those for March 2026.

8.5 Contract Type and Working Pattern

Contract Type
Permanent Fixed Term LG Non-Exec
Temp Director/Chair

Bisexual 117 83.6% 6 4.3% 0 0.0% 0| 0.0% 17 | 12.1% 140
Gay or Lesbian 185 91.1% 2 1.0% 0 0.0% 0| 0.0% 15 7.4% 203
gﬁ;‘;‘gﬁex“a'or 9,501 |  88.2% 515 | 4.8% 10| 0.1% 4)00%| 73| 68%| 10,769
Not Stated
(Person Asked
but Declined to 913 78.6% 81 7.0% 33 2.8% 2| 0.2% 133 | 11.4% 1,162
Provide a
Response)
Not Recorded 850 | 90.1% 34| 36% 4| 04% 1| 0.1% 54 | 57% 943
Other Sexual
Orientation Not 23 92.0% 1 4.0% 0 0.0% 0| 0.0% 1 4.0% 25
Listed
Undecided 14 70.0% 51| 25.0% 0 0.0% 0| 0.0% 1 5.0% 20
11,612 87.6% 645 4.9% 47 0.4% 7| 0.1% 951 7.2% 13,262




Working Pattern

Bisexual 84

60.0% 56 40.0% 140
Gay or Lesbian 134 66.0% 69 34.0% 203
Heterosexual or Straight 5,599 52.0% 5,170 48.0% 10,769
Not Sta_ted (Person Asked but Declined 529 45.5% 633 54.5% 1,162
to Provide a Respond)
Not Recorded on ESR 440 46.7% 503 53.3% 943
Other Sexual Orientation Not Listed 10 40.0% 15 60.0% 25
Undecided 13 65.0% 7 35.0% 20

8.6 Recruitment

Total Number
of Applicants

Total Number
of Applicants %

Total Number

of Applications

Received Shortlisted Offered
Bisexual 1,155 1.5% 206 | 2.3% 58 | 2.2%
Gay or Lesbian 644 0.8% 184 | 2.0% 56 | 2.1%
Heterosexual or Straight 72,057 | 94.7% 8,139 | 90.1% 2,320 | 87.4%
Other 133 0.2% 25| 0.3% 9| 0.3%
Undecided 71 0.1% 17 | 0.2% 7| 0.3%
Undisclosed 2,037 2.7% 462 | 5.1% 205 | 7.7%
_ 76,097 0% 9,033 | 100% 2,655 | 100%

8.7 Shortlist to Offer

Total Number of

Applications
Received

Total Number
of Applicants
Shortlisted

Total Number
of Applicants
Offered

Bisexual 1,155 206 | 17.8% 58 | 28.2%
Gay or Lesbian 644 184 | 28.6% 56 | 30.4%
Heterosexual 72,057 8,139 1.3% 2320 |  285%
or Straight
Other 133 25 | 18.8% 9| 36.0%
Undecided 71 17| 23.9% 7| 412%
Undisclosed 2,037 462 | 227% 205 | 44.4%

76,097 9,033 12% 2,655 29%




8.8 Leavers

Headcount %

Bisexual 19 1.8%
Gay or Lesbian 16 1.5%
Heterosexual or Straight 783 74.2%
Not Stated (person asked but o
declined to provide a response) 135 12.8%
cher sexual orientation not 3 0.3%
listed

Undecided 3 0.3%
Not Recorded on ESR 96 9.1%

8.9 Training Attendance

Attendance /

Courses
Completed
Bisexual 1,115 1.4%
Gay or Lesbian 1,279 1.6%
Heterosexual or Straight 64,088 81.2%
Not Stated (person asked but o
declined to provide a response) 7,603 9.6%
Other sexual orientation not o
listed 164 0.2%
Undecided 211 0.3%
Not Recorded on ESR 4,429 5.6%

8.10 Staff Involved in Formal Disciplinary Procedures

‘ Headcount ‘ %
Gay or Lesbian 3 5.0%
Heterosexual or Straight 46 76.7%
Not Stated (person asked but declined to o
; 4 6.7%
provide a response)
Not Recorded on ESR 7 11.7%




8.11 Staff Involved in Formal Respect and Resolution Procedures

Headcount %

Gay or Lesbian 1 1.4%

Heterosexual or Straight 57 80.3%

Not Stated (person asked but declined to
provide a response)

Not Recorded on ESR 4 5.6%

Total | 71 100%

9 12.7%

8.12 Staff Involved in Formal Capability Procedures

Headcount %

Bisexual 1 20%

Heterosexual or Straight 3 60%

Not Stated (person asked but declined to 1 20%
provide a response) °

Welsh Language

Our Workforce

9.1 Headcount by Staff Group

‘ 0-No ‘ = ‘ o 3- 4- 5-— Not Recorded
Skills Entry Foundation Intermediate Higher Proficiency on ESR
Add Prof Scientific and Technic 142 103 42 22 44 78 1 432
Additional Clinical Services 1,023 584 240 238 232 283 20 2,620
Admin & Clerical 860 701 273 225 178 245 16 2,498
Allied Health Professional 360 179 80 59 65 131 5 879
Estates and Ancillary 498 198 71 53 65 114 42 1,041
Healthcare Scientists 81 45 16 14 24 36 2 218
Medical & Dental 552 106 32 15 7 30 83 825
Nursing & Midwifery 1,679 821 353 288 307 483 82 4,013
Registered
5,195 2,737 1,107 914 922 1,400 251 12,526
41% 22% 9% 7% 7% 1% 2% 100%




9.2 Leavers — Welsh Language Skills 2025/26

Primary
Headcount
Not Recorded / NA 143 13.55%
0 — No Skills / Dim Sgiliau 440 41.71%
1 — Entry / Mynediad 182 17.25%
2 — Foundation / Sylfaen 73 6.92%
3 — Intermediate / Canolradd 60 5.69%
4 — Higher / Uwch 60 5.69%
5 — Proficiency / Hyfedredd 97 9.19%

9.3 Hires — Welsh Language Skills 2025/26

Primary
Headcount
Not Recorded / NA 201 15.27%
0 — No Skills / Dim Sgiliau 617 | 46.85%
1 — Entry / Mynediad 176 13.36%
2 — Foundation / Sylfaen 84 6.38%
3 — Intermediate / Canolradd 73 5.54%
4 — Higher / Uwch 61 4.63%
5 — Proficiency / Hyfedredd 105 7.97%




Appendix 2 —

Formal Respect and Resolution,
Disciplinary and Capability Narrative

Analysis has been undertaken of the equality data for all formal cases in regard to Respect &
Resolution, Disciplinary and Capability cases and a summary has been provided in this
section.

This analysis indicates an overall increase in activity, consistent with the continued
emphasis on encouraging staff to raise concerns and speak up. There were 60 formal
disciplinary cases, 71 Respect & Resolution cases, and 5 capability cases recorded in
2025/26.

As in previous years, the Workforce Team continues to promote early resolution and
informal approaches, although informal activity is not fully captured corporately. The
relatively low number of capability cases (5) should be considered when interpreting trends,
as small numbers limit statistical reliability. Overall, the data suggests that case volumes
are concentrated within mid-career staff groups, broadly aligning with workforce
composition.

The Workforce team continues to encourage a compassionate approach to its processes
and where necessary every effort is made to address concerns and conduct issues in an
informal manner to encourage learning from events and a compassionate approach to such
matters.

Respect and Resolution

The 2025/26 data demonstrates that there is a continued increase in the use of the Respect
& Resolution process, indicating a positive cultural shift toward staff feeling more able and
willing to raise concerns. Respect and Resolution cases remain the most frequently utilised
of the formal employee relations processes, with a total of 71 cases recorded during the
reporting period.

The distribution of cases continues to reflect the organisation’s workforce profile, with
activity concentrated predominantly within mid-career age groups. The highest proportion of
cases is observed within the 36-40 age band, with no cases recorded among those aged 20
and under. This pattern suggests that case volumes are largely influenced by workforce
composition and the increasing complexity of roles and interpersonal dynamics that can
arise as staff progress through their careers, rather than age acting as a determining factor in
itself.



A notable feature of the data is the higher proportional involvement of disabled staff within
Respect and Resolution cases. Staff with a declared disability, who make up approximately
6.3% of the workforce, account for 15.5% of cases. This trend was presentin 2024/25 but is
now more clearly defined.

This pattern may reflect a number of factors, including the possibility that disabled staff
experience additional workplace barriers or challenges that lead to concerns being raised
more frequently. These may relate to working conditions, access to adjustments, or broader
aspects of workplace inclusion. It may also indicate a greater likelihood of disabled staff
engaging with formal processes where issues arise. Importantly, the data does not indicate
that disability is the cause of the concerns raised, and it may reflect a more open culture
and improved confidence in raising concerns, but it does highlight the importance of
ensuring that inclusive practices and early support mechanisms are consistently applied
across the organisation.

In terms of ethnicity, the distribution of Respect and Resolution cases is broadly
proportionate to the workforce profile, with the majority of cases involving staff who identify
as White. There are no clear or consistent trends indicating disproportionate representation
among minority ethnic groups within this process. This suggests that, overall, the Respect
and Resolution framework is being accessed in a way that reflects the diversity of the
workforce, and there is no indication from the data that ethnicity is a contributing factor in
the raising of concerns or in the processes themselves.

From a gender perspective, female staff account for approximately 73% of Respect and
Resolution cases. While this appears high in isolation, it is broadly reflective of the overall
workforce profile, where the majority of employees are female. The data may also suggest a
greater propensity for female staff to engage with formal mechanisms for raising concerns,
potentially reflecting differing approaches to conflict resolution or willingness to utilise
organisational processes. However, there is no evidence to suggest that gender itself is a
significant driver of cases beyond this proportional representation.

Analysis of marital status shows that married staff represent the largest group within
Respect and Resolution cases, followed by those who are single. This mirrors the general
workforce distribution and does not indicate any disproportionality linked to marital status.
Similarly, there are no discernible trends in relation to religion and belief or sexual
orientation, with case distribution broadly aligned to workforce demographics and no
evidence that these characteristics have contributed to the concerns raised.

Overall, the Respect and Resolution data suggests that while most characteristics are
proportionately represented, the higher involvement of disabled staff warrants ongoing
attention. This should be considered within the wider context of workplace experience and
the need to ensure that organisational practices are inclusive and responsive to individual
needs.



Disciplinary

The number of disciplinary cases in 2025/26 (60 cases) shows broad consistency with the
previous year, suggesting that the use of formal disciplinary processes remains stable. Thus
indicating that there has been no significant escalation in conduct-related issues, and that
thresholds for entering formal disciplinary processes have remained consistent. This
stability is generally a positive indicator, reflecting controlled and proportionate use of
formal procedures within the organisation.

The distribution of cases demonstrates a similar pattern to Respect and Resolution, with
activity concentrated within mid- to late-career age groups. The highest proportion of cases
is observed within the 51-55 age band, although overall the spread of cases reflects the
workforce age profile. As with previous years, there is no evidence of a significant or
consistent age-related disproportionality.

As with Respect and Resolution, disabled staff are proportionately more represented within
disciplinary cases, accounting for 10% of cases compared to approximately 6.3% of the
workforce i.e. 6 cases of the 60 raised. This overrepresentation is likely to be influenced by a
combination of factors, including the impact of long-term health conditions on attendance
and performance, as well as the increased level of engagement with formal organisational
processes that disabled staff may experience. It may also reflect situations where earlier
intervention or adjustments could have mitigated the escalation of issues. The data does
not suggest that disability itself is a causal factor in conduct-related issues and given in
context we should not be alarmed rather be mindful of this trend and reinforce the
importance of consistent and proactive support.

Ethnicity data indicates that the majority of disciplinary cases involve staff who identify as
White, which is consistent with overall workforce composition. However, there are some
indications of slight overrepresentation among Black and Mixed ethnicity staff when
compared to their respective proportions within the workforce. While these differences are
based on relatively small numbers, they highlight an area that would benefit from continued
monitoring to determine whether this represents an emerging trend or statistical variation.
When considered alongside wider workforce data, including recruitment and contract
patterns, it may reflect broader structural factors rather than issues directly related to the
disciplinary process itself.

The gender profile of disciplinary cases shows a more balanced distribution than that seen
in Respect and Resolution, with approximately 57% of cases involving female staff and 43%
involving male staff. Given the predominantly female workforce, this suggests that male
staff may be proportionately more represented within disciplinary processes, although the
difference is not substantial. This may reflect differences in role types, working
environments, or exposure to situations that give rise to conduct-related issues, rather than
any systemic bias in the application of processes.



Marital status within disciplinary cases shows that single staff represent the largest group,
followed by married staff, which again reflects the underlying workforce profile. There is no
evidence of any disproportionate impact associated with marital status. Similarly, the
distribution of cases across religion and belief and sexual orientation aligns with workforce
demographics, with no clear trends indicating unequal treatment or impact.

In summary, disciplinary cases in 2025/26 are broadly proportionate across most
characteristics, although the data highlights areas, particularly disability and some aspects
of ethnicity, where continued monitoring and further qualitative understanding would be
beneficial.

Capability

Capability cases remain very low in number, with only five formal cases recorded during
2025/26. and this stability is itself a positive indicator, suggesting that formal performance
management processes are used only where necessary.

Given the low numbers recorded any analysis must be treated with caution, as small
numbers can significantly distort proportional representation and limit the ability to draw
firm conclusions.

The age profile of capability cases shows a concentration within the 51-55 age group, which
may reflect the intersection of longer service, cumulative workplace demands, and the
potential impact of health conditions over time. However, given the small number of cases,
this does not constitute a definitive trend.

The most notable feature of the capability data is the high proportion of cases involving
disabled staff, with four of the five recorded cases relating to individuals with a declared
disability. While this appears disproportionately high, itis important to recognise that this
reflects a very small number of individuals. The pattern is likely to be influenced by the
relationship between long-term health conditions and sustained performance, as well as
the extent to which appropriate adjustments and support mechanisms are in place. It may
also indicate opportunities to strengthen early intervention and ensure that managers are
effectively supported to manage performance in the context of disability.

Ethnicity data suggests that the majority of capability cases involve White staff, with a
smaller proportion involving Asian staff. While this represents a higher proportional
involvement for Asian staff compared to their workforce representation, the very small
number of cases means that this finding cannot be considered statistically reliable and
should instead be viewed as a prompt for continued observation over time.

The gender distribution indicates that the majority of cases involve female staff, which is
consistent with the overall workforce profile. Similarly, marital status data shows that most
individuals involved are married, again reflecting the broader workforce demographic rather
than indicating any causal relationship.



There are no discernible patterns in relation to religion and belief or sexual orientation within
capability cases, although again this is influenced by the very small dataset.

Overall, the capability data does not indicate systemic inequality but does highlight areas

where further qualitative analysis would be valuable. In particular, the interaction between
disability, health, and performance management requires careful consideration to ensure
that processes remain supportive, fair, and focused on enabling staff to succeed.

Overall Position

Across all three processes, the 2025/26 data indicates that most demographic groups are
represented in a way that broadly reflects workforce composition. Variations that do exist,
particularly in relation to disability and, to a lesser extent, ethnicity, appear to reflect the
interaction between workforce characteristics and organisational processes rather than
clear evidence of inequity. The data reinforces the importance of continued monitoring,
alongside deeper qualitative exploration, to ensure that any emerging themes are
understood and addressed appropriately.
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Introduction

Hywel Dda University Health Board is committed to providing outstanding patient care and we
do this by ensuring we have a diverse, talented and high performing workforce.

We are working hard to create an inclusive and compassionate culture and to ensure that
equality is considered throughout the employee life cycle.

This report provides an overview of our data but should be read alongside our Strategic
Equality Plan Annual Report which includes information on the actions that we have taken to
promote diversity and inclusion in the workplace.

The Equality Act 2010 (Gender Pay Gap Information) Regulations 2017 came into force on 06
April 2017 and requires employers with more than 250 employees to publish annual data on
their gender pay gap. Although public sector organisations in Wales are exempt from these
regulations, NHS Wales has agreed to work to publish its own gender pay data in line with the
regulations using reports designed to meet the requirements in Electronic Staff Register
Business Intelligence (ESRBI).

Alongside our Gender Pay Gap, we are publishing our Ethnicity and Disability Pay Gap.
Hywel Dda University Health Board is committed to ensuring that our pay practices are
transparent, fair and equitable. It should be noted that the data within this report is based on
staff who have earned money during the reporting period. The figures may vary from those
reported within the Workforce Equality Data chapter of our Strategic Equality Plan Annual
Report which includes staff engaged as workers and employees and will include bank and
locum staff.



What is the Pay Gap?

The pay gap is the difference in average earnings between group of colleagues within the
organisation, regardless of what role they are in.

The pay gap is useful in measuring pay equality due to its simple calculation; however, it does not
measure the pay difference between people at the same pay grade, doing the same job, with the
same working pattern. It also does not include any of the personal characteristics that may
determine a person’s pay, such as age.

We aim to look at the pay differences between men and women, our Black, Asian & Minority
Ethnic and white colleagues, and those identified as having a disability and those who do not.

Gathering the Information

The following data was produced using the ESRBI report. The report includes all employees (those
with a contract of employment) who have earned money in the reporting period whereby an hourly
rate can be calculated. Agency workers and contracted staff are excluded from the report on the
basis that they will form part of the headcount of the agency/company that provides them, and not
the employer to which they are on assignment.

All pay gap data provided in this report was obtained through the national Pay Gap dashboards via
the ESR Business Intelligence report as of 31 March 2026. The data includes staff on Agenda for
Change, staff on non-Agenda for Change terms and conditions. Clinical Excellence Awards for
medical staff are included in both ordinary and bonus pay calculations.

Agenda for Change and Medical and Dental pay evaluation ensures that jobs are evaluated and
not the post holder. Some of our employees are appointed on a fixed rate salary such as our
apprentices, whilst other staff groups are employed on a band which includes salary progression
through a national scale.

Regulatory Requirements for Gender Pay Gap
According to the Regulations, this report presents the following:

1. Average gender pay gap as a mean average

2. Average gender pay gap as a median average

3. Proportion of males/females when divided into four groups, ordered from lowest to highest
pay

Average bonus gender pay gap as a mean average

Average bonus gender pay gap as a median average

Proportion (ratio) of males/females receiving a bonus payment

ook



The calculations used within this report are based on a total of 12,211 employees as at 31
March 2026. Analysis of our internal equality data indicates our gender split is:

79% 21%
Female Male
Employees (9,625) Employees (2,586)

The gender pay gap is defined as the difference between the mean or median hourly rate
of pay of females and males.

The mean gender pay gap is the difference between the average hourly earnings of
females and males.

Male £27.98
Female £21.42
Difference £6.56

The average hourly rate of pay is calculated from a specific pay period, in this case March 2026.
The hourly rate is calculated for each employee based on ‘ordinary pay’, which includes basic pay
and allowances such as unsocial enhancements.

The figures above shows that the mean hourly rate for a male is £27.98 compared to
£21.42 for female staff members; males received on average £6.56/hour more than
females, a pay gap as a mean average of 23.45% (the 2025 figure was 22.33%).




The median hourly pay gap is the difference between the midpoints in the ranges of hourly
earnings between men and women and excludes payments of overtime but includes
enhancements for shifts and weekend working.

Gender Ave Hourly Rate
Male £21.19
Female £19.62
Difference £1.57
Pay Gap % 7.42%

As a median average, males received £1.57/hour more than females, a pay gap at a median

of 7.42% (the 2025 figure was 6.64%).

Yearly Comparison of our Mean Gender Pay Gap

Our first Gender Pay Gap report was published in 2018, where there was a difference of
22.88% between the average earnings of male and females. Since then, we have seen
fluctuations in the gender pay gap with the lowest mean pay gap reported in 2021 (17.6%).
In 2026, the percentage mean pay gap has risen 1.12% since 2025 and is currently

23.45%.
Average Hourly Rate
Year Male Female Difference % Pay Gap
2018 £19.86 £15.12 £4.74 22.88%
2019 £20.09 £15.48 £4.61 22.90%
2020 £21.06 £15.87 £5.19 24.65%
2021 £20.63 £17.01 £3.62 17.60%
2022 £21.67 £17.56 £4.11 18.95%
2023 £22.49 £17.49 £5.00 22.24%
2024 £23.89 £18.85 £5.04 21.11%
2025 £26.06 £20.24 £5.82 22.33%
2026 £27.98 £21.42 £6.56 23.45%




Our median pay gap has also fluctuated since 2018 with the lowest pay gap reported in
2021 at 0.69%. In 2026 the median pay gap is currently 7.42%. which is a 0.78% increase
since 2025 but a 0.22% decrease since 2018.

Median Hourly Rate

Male Female | Difference | % Pay Gap
£14.70 £13.58 £1.12 7.64%
£15.24 £13.96 £1.27 8.37%
£16.54 £14.45 £2.09 12.64%
£15.66 £15.55 £0.11 0.69%
£16.27 £16.13 £0.14 0.86%
£17.12 £15.89 £1.23 7.20%
£18.37 £17.37 £1.00 5.46%
£20.28 £18.94 £1.35 6.64%
£21.19 £19.62 £1.57 7.42%




By Staff Group
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By Staff Group
B Female H Male

Add Prof Scientific  Additional Clinical Administrative and Allied Health Estates and Healthcare Medical and Dental Nursing and
and Technic Services Clerical Professionals Ancillary Scientists Midwifery
Registered

Males have a higher average hourly rate in all the staff groups except Healthcare
Scientists:

e Additional Professional Scientific and Technical
e Admin and Clerical

e Allied Health Professionals

e Estates and Ancillary

¢ Medical and Dental

e Nursing and Midwifery

e Additional Clinical Services

Administration and Clerical have the highest percentage gender pay gap of 21.73% (£5.01
per hour), followed by Medical and Dental with a pay gap of 8.21% (£4.59 per hour).

The pay gap for Allied Healthcare Professionals fell again from 9.98% last year to 7.98%
this year (£2.19 per hour).

The male average hourly rate for Medical and Dental was £4.59 higher than females (the
2025 figure was £1.54). This is an average hourly pay gap of 8.21%, which is higher than
the previous year (the figure was 3.04%).




By pay band

This is the third year that we have provided gender pay gap data by Agenda for Change

(AfC) pay bands, showing that:

Males have a higher hourly rate than females for AfC pay bands 1-3, 6-7 and band 9,
where the highest difference is band 1 at 18.86%, band 6 at 3.40% and band 7 at 1.13%.

Females have a higher average hourly rate than males for bands 4-5, & 8a — 8d, where the
highest difference is band 8c with a negative pay gap of -3.49% & band 5 at -2.89%.
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£40.00

£30.00

£20.00

£10.00

£0.00

B Male M Female

Hourly Rate by AfC Band

Band 1 Band 2 Band 3 Band 4

Band 5

Band 6 Band 7

Band 8a Band 8b

Band 8c Band &d Band 9

Pay Band Male Female | Difference | Gap

Band 1 £16.78 £13.62 £3.16 18.86%
Band 2 £15.38 £15.30 £0.09 0.56%
Band 3 £15.38 £15.21 £0.17 1.10%
Band 4 £15.47 £15.59 -£0.12 -0.77%
Band 5 £19.72 £20.29 -£0.57 -2.89%
Band 6 £24.34 £23.51 £0.83 3.40%
Band 7 £27.67 £27.36 £0.31 1.13%
Band 8a £30.29 £30.77 -£0.48 -1.58%
Band 8b £35.51 £35.76 -£0.26 -0.72%
Band 8c £41.71 £43.16 -£1.45 -3.49%
Band 8d £49.88 £50.37 -£0.48 -0.97%
Band 9 £60.72 £60.20 £0.53 0.87%




By Age Band

By Age Band

B Female H Male

£40.00

£30.00

£20.00
) | I | | | |

£0.00
<=20 Years 21-25 26-30 31-35 41-45 46-50 51-55 56-60 61-65 66-70 >=71 Years

Females aged 25 years of age and under have a higher average hourly rate than males of
the same age. In other age bands, males have a higher average hourly rate than females
of the same age.

There is a pay gap of 53.12% (£21.48 per hour) for those aged 71 years and over, and a
pay gap of 40.69% (£14.17 per hour) for those aged 66 - 70 years old.

Quartiles are calculated by ranking pay for all colleagues from lowest to highest, and
splitting into four groups, showing the percentage of males and females in each group.

. and over
£19.65 £25.58
£15.66 £19.64

up to £15.66




The infographics below shows the proportion of males and females divided into four pay
band quartiles.

2026 2025
Upper Quartile

Female Male Female Male
68.8% 31.2% 68.9% 31.1%

Middle Upper Quartile

L B
Female Male Female Male

84.6% 15.4% 85.2% 14.8%

Middle Lower Quartile

é w
Female Male
82.5% 17.5% 81.6% 18.4%

Lower Quartile

Bon

Female Male

Female Male
79.2% 20.8% 80.6% 19.4%

Females were over-represented in the middle two quartiles (83% and 85%) and
underrepresented in the upper quartile (69%), compared to the proportion of women in the
workforce (79%).



Bonus Payments

Consultants receive payments called ‘Clinical Excellence Awards’. Although contractually these are
classed as a bonus.

o 2026

Average
Bonus Pay
Gap

£0 £15,500.00
Average Bonus Pay for Average Bonus Pay for

Female employees Male employees

Male bonus pay as an average was £15,500.00 higher than females (2025 was £1,378.44). This
equates to a 100% average bonus pay gap, which is higher than the previous year, although the
numbers involved are now extremely small.

2026

100%

Median
Bonus Pay
Gap

£0
_ £15,500.00
Median Bonus Pay for Median Bonus Pay for

Female employees Male employees

Male median bonus pay was £15,500.50 higher than females (2025 was £1458.61). This equates
to a 100% median bonus pay gap, which is higher than the previous year, although the numbers
involved are now extremely small.

Staff Receiving a Bonus

= X

0% 0.07% 0.01%
Female employees Male employees Overall Workforce
Received bonus payment Received bonus payment Received bonus payment

compared to 0.46% in 2025 compared to 3.98% in 2025 compared to 1.19% in 2025



Disability Pay Gap

Yearly Comparison of our Mean Disability Pay Gap

This is the fifth year that we are voluntarily publishing our information on our disability pay
gap. This helps us to be more open and transparent about our people. Although not
required, reporting pay differences between disabled and non-disabled colleagues is
encouraged as a means of improving inclusion and to tackle inequality in the workplace.

Over the past five years, the average and median disability pay gap has been:

Average Hourly Rate

Year Non-Disabled Disabled Difference % Pay Gap
2022 £18.05 £16.76 £1.29 7.15%
2023 £18.22 £16.78 £1.44 7.90%
2024 £19.69 £18.09 £1.60 8.13%
2025 £21.34 £19.55 £1.79 8.39%
2026 £22.61 £20.56 £2.05 9.07%

Median Hourly Rate

| Non-Disabled

Disabled

Difference

% Pay Gap

£16.03 £15.07 £0.96 5.99%
£16.05 £16.09 -£0.04 -0.25%
£17.80 £17.17 £0.63 3.54%
£18.94 £18.85 £0.09 0.48%
£19.64 £19.62 £0.02 0.10%

We hope that publishing these reports will also encourage more people to share their
disability information in order for us to better understand our workforce and remove barriers
that may be impacting their day-to-day lives.

According to the Office for National Statistics, around 21.1% of people in Wales and the
Hywel Dda area have some form of disability that affects their daily lives. Analysis of our

internal equality data indicates our workforce profile as:




Workforce Profile - Disability Status

' = 6.39% Disabled

m 83.06% Non-Disabled
0.39% Prefer Not to Share

10.16% Not
Declared/Unspecified

The 6.39% disabled percentage represents 780 staff, and the 85.01% non-disabled
percentage represents 10,142 staff.

6.39% of our workforce have shared with us that they have a disability, which is
considerably lower than the percentage of disabled people in Wales and the Hywel Dda
area (21.1%), however it is an increase on 5.53% of our workforce in 2025 and 4.45% in
2024.

The percentage of people that preferred not to share this information was 0.39%, which is a
decrease since last year (0.42%).

10.16% of people have not declared this information on ESR, which is a decrease since
last year (11.22%) and is better than the NHS Wales average of 15.6%.
The above indicates a growing confidence in sharing this information.

To get a more accurate understanding of our disability pay gap, we need more colleagues
to share their diversity data and this continues to be an organisational aim. As a result, our
pay gap is likely to fluctuate as more people share this information.

Rates of Pay
The mean disability pay gap is defined as the difference between the average hourly rate of
pay of our disabled and non-disabled colleagues.

Disability Ave Hourly Rate
Non-Disabled £22.61
Disabled £20.56
Difference £2.05
Pay Gap % 9.07%




The average hourly rate of pay is calculated from a specific pay period, in this case March
2026. The hourly rate is calculated for each employee based on ‘ordinary pay’, which
includes basic pay and allowances such as unsocial enhancements.

The figures above shows that the mean hourly rate for colleagues identifying as having a
disability is £20.56 compared to £22.61 for non-disabled colleagues; our colleagues
identifying as having a disability received on average £2.05/hour less than non-disabled
colleagues, a pay gap as a mean average of 9.07%.

The split by gender was:

Male Ave Hourly Rate
Non-Disabled £27.38
Disabled £20.75
Difference £6.63
Pay Gap % 24.21%

Female Ave Hourly Rate
Non-Disabled £21.38
Disabled £20.51
Difference £0.87
Pay Gap % 4.07%

By Staff Group

Average Hourly Rate by Staff Group, Disabled and Non-Disabled staff
£60.00

£50.00 B Non-Disabled M Disabled
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£0.00
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Further analysis of the information by staff group has highlighted that non-disabled staff
have a higher average hourly rate of pay in all staff groups.



By Pay Band
Average Hourly Rate by Pay Band, Disabled and Non-Disabled staff
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Further analysis of the information by AfC pay bands shows that disabled staff have a higher
average hourly rate of pay than non-disabled staff in bands 8c and 8d. For all other bands
non-disabled staff have a higher average hourly rate of pay. It should also be noted that
there are no disabled staff at band 1.

Quartiles are calculated by ranking pay for all colleagues from lowest to highest, and
splitting into four groups, showing the percentage of disabled staff and non-disabled staff in
each group. The percentage of staff by disability in each of the quartiles is:




Ethnicity Pay Gap
Yearly Comparison of our Mean Ethnicity Pay Gap

This is the fifth year that we are voluntarily publishing our information on our ethnicity pay
gap. This helps us to be more open and transparent about our people. Although not
required, reporting pay differences between Black, Asian & Minority Ethnic and White
colleagues is encouraged as a means of improving inclusion and to tackle inequality in
the workplace.

Over the past five years, the average and median ethnicity pay gap has been:

Average Hourly Rate
Year White Black, Asian & Difference % Pay Gap
Minority Ethnic
2022 £17.63 £28.01 -£10.38 -58.88%
2023 £17.76 £26.62 -£8.86 -49.89%
2024 £19.10 £27.61 -£8.51 -44.55%
2025 £20.44 £28.89 -£8.45 -41.34%
2026 £21.57 £30.63 -£9.06 -42.00%

Median Hourly Rate

White Black, Asian & Difference % Pay Gap
Minority Ethnic

-54.99%
£15.58 £21.53 -£5.95 -38.19%
£17.00 £22.64 -£5.64 -33.18%
£18.62 £22.26 -£3.64 -19.55%
£19.62 £23.37 -£3.75 -19.11%

We hope that publishing these reports will also encourage more people to share their
ethnicity information in order for us to better understand our workforce and remove barriers
that may be impacting their day-to-day lives.

According to the Office for National Statistics, 6.2% of the population of Wales and around
2.79% of the Hywel Dda population identify as being from a Black, Asian and Minority

Ethnic background. Analysis of our internal equality data indicates our workforce profile
as:



Workforce Profile - Ethnicity

m 10.22% Black, Asian, and Minority Ethnic

= 85.01% White

m 4.77% Not Stated/Blank

The 10.22% Black Asian and Minority Ethnic percentage represents 1,248 staff, and the 85.01%
white percentage represents 10,380 staff.

10.22% of our workforce identify as being from a Black, Asian and Minority Ethnic
background, which is significantly higher than the percentage of the Hywel Dda population
(2.79%) and is also an increase on 9.41% reported last year and 7.81% the previous year
showing a steady increase in the diversity of our workforce.

4.77% of employees have not provided this information on ESR or have left this section
blank. This is a decrease from 4.9% last year and 4.94% the previous year indicating an
increasing confidence in sharing this information. It is also significantly less than the NHS
Wales average for ethnicity information not recorded (9.8%).

To get a more accurate understanding of our ethnicity pay gap, we need more colleagues to
share their diversity data and this continues to be an organisational aim. As a result, our pay
gap is likely to fluctuate as more people share this information.

The mean ethnicity pay gap is defined as the difference between the average hourly rate of
pay of our Black, Asian & Minority Ethnic and white colleagues.

White £21.57
Black, Asian, and Minority Ethnic £30.63
Difference -£9.06

The average hourly rate of pay is calculated from a specific pay period, in this case March
2026. The hourly rate is calculated for each employee based on ‘ordinary pay’, which
includes basic pay and allowances such as unsocial enhancements.



The figures above show that the mean hourly rate for our Black, Asian & Minority Ethnic
colleagues is £30.63 compared to £21.57 for white colleagues; our Black, Asian &
Minority Ethnic colleagues received on average £9.06/hour more than white colleagues, a
negative pay gap as a mean average of 42.00%. However, it is important to note that
while the pay gap is useful in measuring pay equality, it is calculated using average
hourly rates and it does not measure the pay difference between people at the same
pay grade, doing the same job, with the same working pattern. As you will see
demonstrated by the data below, while there will be Black, Asian & Minority Ethnic
colleagues who have a higher hourly rate, which increases the average overall, for
most staff groups, white colleagues earn more than our Black, Asian & Minority Ethnic
colleagues.

By Staff Group

By Staff Group
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Further analysis of the information by staff group has highlighted that there is a negative
pay gap for Black, Asian & Minority Ethnic colleagues working in Additional Clinical
Services. This means that Black, Asian & Minority Ethnic colleagues within this staff
group earn more than white colleagues.

In all other staff groups there is a pay gap whereby white colleagues earn more than our
Black, Asian & Minority Ethnic colleagues. This is most significant in the Medical and Dental
staff group with a pay gap of £12.36 per hour (19.68%).



By Gender

By Gender
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The figures show that the mean hourly rate for our Black, Asian & Minority Ethnic male
colleagues is £36.85 compared to £24.55 for white male colleagues; our Black, Asian &
Minority Ethnic male colleagues received on average £12.30/hour more than white male
colleagues, a negative pay gap as a mean average of -50.10%.

The mean hourly rate for our Black, Asian & Minority Ethnic female colleagues is £25.96
compared to £20.91 for white female colleagues; our Black, Asian & Minority Ethnic female
colleagues received on average £5.05/hour more than white female colleagues, a negative
pay gap as a mean average of -24.15%.

By Pay Band
This is the third year that we have provided ethnicity pay gap data by Agenda for Change
(AfC) pay bands, showing that:

The AfC pay bands where Black, Asian & Minority Ethnic colleagues have a lower average
hourly rate than their white colleagues are band 4 (1.65%), band 7 (0.04%), band 8a
(1.96%) and Band 8d (5.78%) and the highest gap is seen for band 8d (5.78%). The
highest negative pay gap, where Black, Asian & Minority Ethnic colleagues have a higher
average hourly rate than their white colleagues is for band 2 with a negative pay gap of —
17.70%.

It should also be noted that there are no Black, Asian & Minority Ethnic colleagues
represented at band 1, band 8b and band 9, but we have seen representation at band 8d
since last year.



Hourly Rate by AfC Band
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Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8a Band 8b Band 8c Band 8d Band 9

Band 1 £15.42

Band 2 £15.10 £17.77 -£2.67 -17.70%
Band 3 £15.20 £15.48 -£0.28 -1.86%
Band 4 £15.58 £15.32 £0.26 1.65%

Band 5 £20.07 £20.81 -£0.74 -3.69%
Band 6 £23.58 £23.91 -£0.33 -1.39%
Band 7 £27.41 £27.40 £0.01 0.04%

Band 8a £30.68 £30.08 £0.60 1.96%

Band 8b £35.70

Band 8c £42.54 £43.73 -£1.19 -2.81%
Band 8d £50.32 £47.41 £2.91 5.78%

Band 9 £60.48

Quartiles are calculated by ranking pay for all colleagues from lowest to highest, and splitting into four
groups, showing the percentage of Black, Asian and Minority Ethnic staff and White staff in each group. The
percentage of staff by ethnicity in each of the quartiles is:




Actions to support an Inclusive Workplace

We continue to make efforts to address any pay gaps within our workforce. Pay gaps are still
present in the Health Board, and the gender pay gap has increased slightly since last year.

Our Strategic Equality Plan and Objectives 2024 - 2028 for the Health Board states that we “will
work together to achieve our objectives and create a fairer, more equitable and inclusive
environment for all. Within the theme of being an employer of choice and the associated objective,
we are developing our understanding of the issues impacting on pay gaps, in particular gender,
disability and ethnicity and continue to analyse and report on pay gap data and will use this to take
action to address identified issues."

An Equality Diversity and Inclusion Task Force has been established to accelerate our work to
eliminate discrimination and foster an inclusive and equitable environment within our organisation.
With support from the Health Board’s Quality Improvement team, the Task Force has adopted a
quality improvement approach, to achieve system-wide change.

In addition, we are committed to taking the following actions:

Data analysis:
e In addition to the analysis of bonus payments received by staff, we will include overtime and
unsocial hours payments (for evening and weekend working).

Recruitment:

e Encourage those who need reasonable adjustments to come forward during recruitment
drives.

e Volunteers and those on work experience who require reasonable adjustments will also be
encouraged to come forward.

e Continue the Pathway 4 programme, which is a work experience programme for individuals
with additional learning needs to access work experience opportunities to suit their needs.

e Actively support Appointing Managers to ensure awareness regarding reasonable
adjustments, providing one to one support if required.

¢ |dentify how we can encourage people to apply for roles and development opportunities in
sectors where there are greater pay gaps.

e Continually review and monitor policies and processes to ensure there is no bias in the
starting salaries of new employees.

e Implement recruitment practices which include ensuring mixed gender panels for selection
and remuneration purposes.

e Continually review and monitor policies and processes to ensure accessibility for all.

¢ Audit/observation of recruitment/selection processes to ensure fair and kind processes.

Employee experience:

e Progress our evidence towards achieving ‘Disability Confident Leader - Level 3’ whereby
the Health Board will actively promote and show disabled people that we are leading the
way in getting businesses to become a more inclusive workplace.

e Continue to reinforce our health board values through senior leaders and managers, to
develop a working environment that fosters diversity and does not tolerate bias towards
people with a protected characteristic, even if it is unconscious.

e Cultural intelligence training.

e NHS staff survey 2025 results highlighted 3 lowest scoring themes:



o Staff engagement

o Patient safety

o Morale
As such actions have been recommended focussed on

o Local ownership and application

o Staff experience

o Act on burnout as a system risk, not an individual issue

o Staff involvement in change

o Protect and scale what is working
Continue the success of programmes to raise awareness of individual needs including
learning disabilities, disability, dyslexia, ASD, ADD/ADHD. For example Autism Wales
allowed the Health Board to deliver its ‘Introduction to Autism’ online training session via the
Health Board’s electronic staff record system and this is now mandatory for all staff. As of
March 2026, 94% of Health Board staff are compliant with the Autism Awareness
competency on ESR; [the highest compliance of all Health Boards across Wales].
Roll out a programme of bite size learning sessions remain ongoing on a broad variety of
topics e.g. sensory loss awareness, carer awareness etc. that are open to all Health Board
staff.
Support a climate of disclosure, whereby employees feel comfortable to disclose their
equality information (e.g. disability which is not reported by over 10% of employees) and
request any additional organisational support they may need.
Continue to increase promotion and recognition of the Health Board’s staff networks,
including our networks for Black, Asian and Minority Ethnic staff, those with a disability, long
term condition or are neurodivergent and our Menopause cafe.
Continue to explore and understand the reasons why our Black, Asian & Minority Ethnic
employees consider leaving/leave the organisation by using the exit interview process.
Adopt the recommendations outlined in the Welsh Government’s Anti-racist Wales Action
Plan and as a result of the annual Workforce Equality Standard reports and align these with
our cultural development plan.

Career progression:

Continue to work with other NHS organisations and partners to learn from best practice and
explore opportunities to develop joint activities e.g. apprenticeship, work experience and
volunteering programmes.

Work in conjunction with the Black, Asian and Minority Ethnic Staff Network to enhance our
understanding of the experiences of minority ethnic staff and the actions which could be
taken to support them to enhance and develop their careers.

Explore how we can better support female employees and encourage the next generation of
female leaders.

Continue to foster a culture of continuous professional development (CIPD) with clear
pathways to support career progression for all staff. Progression frameworks for Agenda for
Change Bands 2-4 are currently in development, aimed at addressing and overcoming
barriers to CPD, promoting engagement, and enhancing progression opportunities.
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