
  

 

Fellowship call for applications 

Research to strengthen equity, diversity and inclusion in 
healthcare improvement  

 

1 Call for applications 
THIS Institute wishes to award funded fellowships to researchers based in UK universities or 
other research-intensive environments to lead projects on strengthening equity, diversity and 
inclusion in improvement efforts in healthcare. 

 

2 Background 
The health and life expectancy of people across the UK demonstrates multiple unwarranted 
variations.  People living in the most deprived areas have on average 19 fewer years of 
general good health (1), with men from the most deprived parts of the country tending to die 
on average nine years sooner than those in the least deprived areas.  Black women are more 
than three times more likely to die in childbirth than white women, with the increasing impact of 
deprivation and multiple disadvantage in recent years (2).  The gaps are widening (3) and 
indeed are worsening since the pandemic (4).  Some have argued that we are witnessing a 
`syndemic’ in which existing inequalities interact with disease, given unequal levels of 
exposure, vulnerability and treatment (5). Much is now known about how the wider social 
determinants of health, from income to housing, influence how long and well people live (3). 
But the role of healthcare in equity should not be neglected, including its potential to both 
reduce and exacerbate wider inequalities, and is the focus of this call. 

Improving equality, diversity and inclusion in healthcare is a key priority. A key imperative 
arises from the marked differences that are evident in provision, outcome and experience of 
services for people from different socioeconomic and demographic backgrounds.  Analysis 
suggests, for example, that poorer and more socially disadvantaged people use less 
preventive care, are less likely to be referred for certain specialist investigations and 
experience worse outcomes, including avoidable mortality and hospitalisation (6).  Another 
example is the evidence from a recent rapid review by the NHS Race and Health Observatory, 
which highlighted inequalities in healthcare experienced by people from different ethnic 
groups. In mental healthcare, for instance, there is both poorer access to general services and 
higher rates of involuntary treatments among minoritised ethnic groups (7).  Among the range 
of likely causes are low referral rates and fear of discrimination, restraint, and seclusion among 
patients if they seek help (8). Systemic differences in healthcare are also patterned by sex and 
gender. The recent Women’s Health Strategy for England (9) recognised that services have 
often been designed with ‘men as default’ – with consequences, for example, for under-
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recognition and undertreatment of conditions such as cardiovascular disease (10) and autism 
(11) in females. At the same time, males too may experience gender-related inequities in 
services that may have a role in their generally poorer health (12, 13).  Future improvement 
efforts need good evidence to support services in addressing differences in quality and access 
that are structured by sex/gender.  

More broadly, not enough is known about the impact of various interventions designed to 
address inequalities in quality and safety of care.  To date, efforts to improve the quality and 
safety of healthcare have not always paid enough attention to who benefits. One risk is that 
well-intentioned improvement efforts might (perversely) amplify inequities, for example by 
disproportionately benefitting already high-performing organisations serving more affluent or 
less complex populations, for whom it is easier to meet financial targets (14). Equally, more 
research is needed on the quality of data used to target and monitor improvement efforts, and 
on systemic biases in healthcare processes, tools and measures.  Finally, and crucially, efforts 
to improve equity in accessing services and foster inclusiveness and wellbeing in a diverse 
NHS workforce may require greater research and evaluation attention. 

This call seeks applications from researchers with relevant expertise at any level from post-
doctoral to professor to lead studies to address issues to strengthen how equality, diversity 
and inclusion are addressed in efforts to improve healthcare. The call covers all areas of 
equality, diversity and inclusion, and applications relating to single or multiple protected 
characteristics, as defined by the 2010 Equality Act, are welcome.  We would also greatly 
value proposals for improvement research focused on poverty, employment and other 
socioeconomic dimensions and the interplay between different forms of disadvantage (for 
example through explorations of intersectionality).  Applications should target one of the four 
priority areas for this call listed below. 

 

3 Research priorities for this call 
This call for fellowship applications is focused on four areas of research need. All research 
questions contained in proposals should be clearly formulated and demonstrate relevance to 
at least one of these priority areas. Proposals in all areas of healthcare are welcome, but 
should be clearly justified in relation to existing research knowledge and relate where 
appropriate to ongoing improvement work in the healthcare system.  There are no restrictions 
on the study design and disciplinary approach that may be used in the proposed study. 
Proposals relating to any or all of the four healthcare systems of the United Kingdom are 
welcome. 

 

3.1 Improving improvement through attention to equity, 
inclusion and diversity 
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Unwarranted variations in quality of care between organisations have been a persistent 
feature of the NHS (15) (16), and have often been the focus of major large-scale improvement 
programmes. However, considerations of diversity, inclusion and equity have not always been 
prominent in improvement efforts in healthcare. Such efforts could be strengthened by further 
attention to how systemic patterning of disadvantage in access, quality and safety of care 
could best be targeted, given disturbing evidence that the inverse care law (17) endures more 
than 50 years after it was first identified. For example, GP practices in more deprived areas of 
England perform less well on average across  a range of quality indicators compared with 
practices in wealthier areas. (18)  Focusing attention on poor quality and performance in 
struggling organisations might also have unintended effects for catchment populations, such 
as problems in recruiting and retaining staff in those organisations labelled as failing (19).  We 
welcome research on how improvement efforts can best be designed to support organisations 
that struggle to improve while serving disadvantaged populations, including (but not limited to) 
how to design incentives schemes for quality that optimise equity. 

Further, specific patient groups are systematically exposed to risk of poorer care, including 
people with particular disabilities and health conditions. As illustrative examples, the 2019 
Learning Disabilities Mortality Review Programme (20) revealed a pattern of premature death 
for people with learning disability, with average age of death 23 years younger than the 
general population for men and 27 years younger for women. Similarly, those with severe 
mental health challenges have a life expectancy 15-20 years shorter (21, 22) than the general 
population. Reduced life expectancy is found across the entire spectrum of mental health 
conditions (23). The majority of excess deaths in this group are caused by physical illness, 
including cardiovascular and respiratory disease, diabetes, hypertension, cancers, and other 
physical disorders. It is now clear that quality of care of people with mental health conditions 
for these physical conditions is often suboptimal (24-28). We welcome proposals for how 
improvement efforts can best support vulnerable groups at high risk (not limited to the 
examples given here or to those – relating to socio-economically disadvantage, minority 
ethnicity, and sex/gender – given in the introductory section above).  

We also welcome proposals for studies of how forms of discrimination and bias may be built 
into tools, technologies, devices, risk prediction models and processes routinely used in 
healthcare. As examples, pulse oximetry devices perform less well in people with darker skin, 
meaning that black patients may be much more likely to have undetected occult hypoxia (29). 
Similarly, the Apgar score for assessing wellbeing of newborns, which was developed mainly 
in white populations, may perform less well in those with brown or black skin colours. Biased 
algorithms that may discriminate on the basis of sex, ethnicity or other socio-demographic 
variables are also a focus of increasing concern. How such challenges can be addressed, 
through all stages of design, development, testing, regulation and delivery, is a key area for 
research. 

3.2 Equity, inclusion and diversity in access 

As noted in the Introduction above, socioeconomic, ethnic, gender/sex-based and other 
inequities are evident in access to healthcare, including, for example, appointments, 
procedures and treatments (30, 31). Cardiovascular care, for example, demonstrates 
patterning of access by sex, age, socio-economic status, and ethnicity.(32, 33) (34) One way 
of understanding the influences on such disparities is offered by the candidacy framework, 
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which was developed to offer a holistic perspective on access to healthcare.(35) Originally 
developed in the context of access to healthcare by vulnerable groups, it seeks to provide a 
theory-informed analysis of how people’s ‘candidacy’ for access to health services is culturally, 
institutionally, and professionally constructed within a context of operating conditions including 
resources and organisational forms, while being powerfully shaped by structural features 
including patients’ socio-economic status, wider demographic characteristics, and social 
capital.   

Though the candidacy framework has been influential in the academic literature since its 
publication in 2007, the more comprehensive understanding of access to healthcare that it 
offers is rarely considered in policy and practice attempts to find and evaluate solutions for the 
access problem. Failure in policy and practice to attend to this full range of influences on 
access to care may lead to selection of suboptimal solutions. Also, if the selected solutions do 
not account for possible unintended consequences, they risk failing to address or exacerbating 
existing inequities. Changes to eligibility criteria, access arrangements (for example mediation 
through triage) or staff groups (eg changing skillmix) might, for example, have implications for 
how easily patients (particularly in disadvantaged groups) can identify and find their way to the 
service most appropriate for their needs, for their views on whether their concerns are 
appropriate for healthcare attention, and for continuity and coordination of care.  

We welcome proposals for research that addresses inequities in access, particularly those 
arising in the ways services interact with patients (for example in making ‘adjudications’ about 
diagnoses, treatments, referrals and other resources), that examines how the organisation and 
structuring of services may reduce access by some groups, and that investigates how new 
forms of mediation of access could result in new or amplified forms of disadvantage. We are 
especially interested in proposals that seek to design and evaluate approaches to improving 
equity and inclusion in access to care. 

3.3 Inclusion, diversity and equity in the NHS workforce 

Recent figures show that more than 22% of staff in NHS organisations are of minority ethnicity 
(36). But discrimination, racial harassment and abuse, incivilities and exclusion remain 
pervasive challenges for this diverse workforce (37). Since 2015, NHS organisations have 
been required to report activity and progress around key indicators in standards on race and 
disability.  The most recent report (36) shows some progress, for instance in appointing very 
senior managers from black and minority ethnic groups. But continuing higher levels of staff 
bullying and harassment experienced by staff from ethnic minority backgrounds are also 
reported. A recent rapid review commissioned by NHS Race and Health Observatory (7) 
highlighted the greater risks and exposure to harm of staff from ethnic minority groups during 
the pandemic, high levels of racism experienced by black staff (particularly nurses), and mixed 
evidence on differential rates of work-related stress and burnout (7). An evidence base for 
strategies that might address these problems is needed. (37) 

We welcome research focused on improving equity and inclusion in the diverse NHS 
workforce, including the impact of the race equality standard and what more might be done to 
deliver on its aspirations effectively. Proposals relating to other dimensions of diversity besides 
ethnicity are also welcome. Such research might, as illustrative examples, include studies of 
organisational culture and leadership, the effectiveness of equality and inclusion initiatives, 
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and what organisations can learn from each other and from improvement initiatives on equality 
outside healthcare. We also welcome proposals for further measures to address ‘structural 
competency’ (38), moving beyond focus on actions and awareness of individuals to 
addressing more systemic issues of stigma and inequity within and outside healthcare.   

3.4 Data, methods and measurement relating to equity 
and improvement 

The data needed to understand the needs of diverse populations, and to monitor changes in 
inequalities and biases in organisation and delivery of care is of variable quality and often 
incomplete. For example, measures of socio-economic deprivation that are suitable for use in 
improvement efforts and research about healthcare improvement remain often problematic, as 
do data relating to ethnicity. For instance, the new community services dataset has only 60% 
completed ethnicity records, as opposed to over 85% for hospital-based datasets (39).  The 
NHS Health and Race Observatory has highlighted the importance of good quality ethnicity 
coding in routine datasets to monitor efforts to reduce inequalities.  Missing, incorrect or 
incomplete ethnicity information is also an issue in national clinical audits (9) which can trace 
patterns of access, processes of care and outcomes of organisations and services, enabling 
benchmarking and the identification of opportunities for improvement.  The existence of a 
large and growing proportion of people whose ethnicity is categorised as `not known’, `not 
stated’ or `other’ makes meaningful monitoring, analysis of data and identification of patterns 
of inequality difficult. Beyond completeness, categorisations and methods used for collecting 
data may be problematic – for example, important differences between and within minority 
groups and intersectional issues arising from multiple forms of disadvantage may be obscured.  

Applications are welcome for research projects to improve the quality and consistency of 
routine data for healthcare improvement by better coding and data linkage on ethnicity, 
deprivation and other dimensions of equity across settings.  This might include applying or 
adapting different datasets and measures of disadvantage for use in healthcare improvement 
activity and research.  It might also include theoretical work to develop, test or modify equity 
frameworks to evaluate improvement interventions.  Such work would build on and 
complement existing work by NHS Health and Race Observatory, Data Science for Health 
Equity and others in this field relevant to ethnicity, gender/sex, disability, age, socio-economic 
status, and other variables implicated in inequities in care.   

 

4 Application requirements 
All applications should include a specification of a high quality to be undertaken by the fellow 
during their award. This call is open to a wide range of study designs (including, for example, 
systematic reviews, empirical studies using quantitative or qualitative data, secondary 
analyses of existing quantitative and qualitative datasets, and additions that build on existing 
studies with supplementary data collection and/or analysis). The following considerations are 
important to all projects: 

https://www.nhsrho.org/
https://www.datascienceforhealthequity.com/
https://www.datascienceforhealthequity.com/
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• Studies may be designed for conduct in one locality but explicit consideration should be 
given to the transferability of findings to different contexts. Stakeholders and project 
advisory groups should demonstrate diversity and be drawn from outside one specific 
locality.  

• Proposals should build on available evidence. Applications should demonstrate awareness 
of the available and ongoing research in the area, and where appropriate show alignment 
and avoidance of duplication. 

• Studies should aim to contribute both to the scholarly literature and to generating 
actionable learning to improve policy and practice.  

• Projects should have thoughtful and embedded stakeholder engagement, including 
appropriate staff, patient and public input and attention to under-served groups. 

• A diverse range of methodological and theoretical approaches may be relevant to this call, 
but all must use sound research principles and methods. 

• This call is intended for research and/or evaluation studies (not quality improvement 
projects) and should be conducted to appropriate standards of scientific rigour and ethics. 
Plans for obtaining the necessary approvals for the study should be outlined. 

Applicants for fellowships should be experienced researchers who can lead their project 
independently while sustaining excellent relationships with collaborators, clinicians, and wider 
health service stakeholders.  THIS Institute is looking to support researchers from a wide 
range of relevant backgrounds and disciplines and at different stages of career (from professor 
to post-doctoral).  Given historic under-representation of health service/improvement 
researchers from ethnic minorities (40), people with disabilities and other minoritised groups, 
we hope to see a broad range of applicants to this call. 

Applicants should have a PhD in a relevant discipline or, exceptionally, equivalent 
postgraduate research experience. Applicants should demonstrate a good publications record 
for their stage of career, including peer-reviewed outputs.  

This scheme is open to people with expertise in all relevant disciplines, including those from 
both clinical and non-clinical backgrounds. Successful applications are likely to demonstrate a 
commitment to, and ideally experience in, meaningful and embedded stakeholder 
engagement, with thoughtful approaches to working with appropriate staff, patients and 
members of the public, and attention to under-served groups. 

These fellowships are suitable for applicants who are currently in post at UK universities or 
other research-intensive environments. The successful applicant will remain employed by their 
own university or host organisation.  

The appointed fellows will be offered a professional development programme, to be discussed 
on award and customised to the specifics of each fellow’s needs, commitments, and fellowship 
duration. The programme may include, for example, membership of a learning set, coaching, 
and/or mentoring. Full engagement with the agreed programme will be expected.  

The appointed fellow(s) will remain employed in their own organisations, but individual fellows 
will have the opportunity to discuss possibilities for collaborative working with Lisa Hinton, 
Senior Research Associate, Tara Lamont, Senior Fellowship Adviser and Graham Martin, 
Director of Research at THIS Institute.  
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5  Budget  
The maximum amount of the award is £220k.  The submitted budget should cover salary costs 
(at the agreed proportion of FTE) and research expenses directly relevant to the project. This 
fellowship should be completed in 24 months, or up to a maximum of 36 months if part-time. It 
is expected that the fellowship(s) will begin in summer 2023. Only direct costs can be paid, 
including appropriate and thoughtful engagement with relevant stakeholders.  

The appointed fellow should be in post at their own university or host institution at time of 
application, with the intention that they remain employed by that organisation for the duration 
of the fellowship. 
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