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Executive Summary

0.1
This report is based on the findings from 175 interviews with a total of 223 individuals (including 96 interviews involving 120 Department of Health (DH) staff; and 78 interviews with 103 individuals including the Health Protection Agency (HPA), Scientific Advisory Committee (SAC) members and other external stakeholders).There were three workshops with DH staff: one to launch the GO-Science Review, one to discuss emerging issues, and another with the secretariats of the Scientific Advisory Committees. In addition, there were two workshops with the independent Steering Panel: one on the scope of the GO-Science Review, and another on the emerging findings from the Case Studies (for methodology see Annex 9). It is important to appreciate that this document contains summaries of the perceptions and opinions of those who were interviewed. The GO-Science Review makes no judgement on the views in this document. This report is only one of the various evidence streams (including: case studies, desk research, written consultation and peer review) that have been taken into account in identifying the good practice and areas for improvement in the main report.  
1. 
Science Strategy

0.2
DH Staff interviewees were divided on the need for a Science Strategy. Some asked if there was a need, how it would add value as a separate strategy and if it was achievable. Others considered that a strategy would draw everything together in one place. A key Department of State function was to set the strategic direction for the National Health Service (NHS) and Arms Length Bodies (ALBs) – some interviewees acknowledged this included science, as well as policy and funding etc. 

0.3
There was an issue for some interviewees on whether or not DH develops a ‘Science and Innovation Strategy’ or an ‘Evidence and Innovation Strategy’. Whichever name is adopted, it was suggested that it should encompass science in the broadest sense. This would help identify the Department’s evidence needs and help with the prioritisation of research. 
0.4
A key issue for staff was to clarify how the Strategy supports the Department and Directorate level business plans and helps understanding of the complexity of science across the Department. Mapping out the role of science in achieving the corporate goals should be a key element. Staff also suggested that the Strategy should also consider the congruence of goals for DH and its ALBs, and effective communication to stakeholders. 

0.5
A case was made for the Strategy to be principle-based, setting out the broad principles that specific action plans (cancer, etc.) should take into account: scientific principles about the way evidence should be used; a framework for practice and ensuring the correct basis for policy; systematisation of evidence collection; and allowing personalised knowledge alongside research evidence; and formally collected data. 
0.6
Discussion at one of the DH staff workshops suggested that it would help to have a science and innovation lead staff member within each policy team, who was involved in developing the ‘Science and Innovation Strategy’ and also ensured the appropriate use of science in the development of policies.
2. 
Horizon Scanning

0.7
Staff suggested that the proper use of horizon scanning should, over time, help policymakers anticipate the full range of potential developments (and hence underpinning evidence) in a given policy area. Therefore, policy makers in DH need to use horizon scanning to identify the knowledge they need and what science needs to be commissioned. Equally, biomedical, health and social care scientists need to be able to alert DH on what new science developments may have medium or longer term policy implications for DH. 

0.8
DH staff explained how horizon scanning has been carried out informally in a number of sectors and at different levels of the Department, including Scientific Advisory Committees (SACs), Expert Panels, and Arms Length Bodies. For the SACs involved in horizon scanning, the challenge has been working out how to horizon scan, and systematically scan across the many horizons. It was considered important that the horizon scanning activities supported by the Department use a wide spectrum of scientific expertise (including the private/commercial sector) and look at the wider horizon scanning initiatives that could impact on human health such as climate change, coastal flooding and water management. 

0.9
In addition to meeting regularly, it was suggested by staff that the new Horizon Scanning Unit (HSU) Network group may also need smaller groups addressing particular issues to look at threats and opportunities on the horizon. 

0.10
Staff and stakeholders valued the ‘Foresight’ approach to open doors, help understand the problems, provide a bridging role between the Departments involved, and help to improve relationships with experts. The key limitation in their view was the resource available to pursue issues identified.

3. 
Harnessing existing science and identifying gaps

0.11
There was mixed opinion among stakeholders on how well the Department reviews existing science and identifies and addresses gaps in knowledge, based on differing experience. Some viewed the Department as responding well to providing evidence where there is an emergency (e.g. variant Creutzfeldt-Jakob disease (vCJD) and pandemic influenza), but not so well in other policy areas. Some external stakeholders did not always know what mechanism DH was using and felt that the lack of any obvious or formalised pathway to feed their evidence and reports into DH, or opportunity to review the evidence base, made it more difficult to feed in their views. 

0.12
Some DH staff suggested that access to the DH datasets in the context of wider libraries of evidence would add value to their work. It would also help them to have better institutional knowledge about the data sets that DH sponsor/fund and where the lead for their management/access lies.

0.13
DH staff considered that the Scientific Advisory Committees (SACs) and their secretariats were good at assembling existing and emerging evidence in their subject areas. Some SACs regularly updated papers on key priority research areas.

0.14
There was a strong view amongst DH staff that attended two GO-Science Review workshops, that there should be a shift in the research balance from clinical research to organisational research; and a need to address perceived inequalities in funding and uneven evidence capacity across the whole science base of the Department. It was also considered important by staff to ensure that when big issues for the Department are addressed, social care issues are integrated at the same time. 

4. 
Commissioning and managing new science
0.15
There was positive feedback from stakeholders on the Best Research for Best Health (BRBH) Strategy, National Institute for Clinical Excellence (NICE) clinical guidelines, ‘Explaining NHS deficits’ publication, and the Genetics White Paper funding for innovative gene therapy research. 

0.16
A number of internal interviewees requested that the Policy Research Programme (PRP) review jointly with the Policy and Strategy Directorate and other Directorates, how the PRP could best be used across the Department and have a more strategic approach to research prioritisation. The DH has recently led a review with the Policy Support Unit to look at how the PRP could engage more with other Directorates. Staff and external stakeholders consider the role of the Research Liaison Officers to be extremely helpful and effective. Likewise, they welcomed the use of composite research initiatives (collection of research projects on a given theme) that add value to individual studies (e.g. healthcare associated infections, and modernisation of adult social care).

0.17
Some SAC members were concerned that Scientific Advisory Committees identified and advised DH on research needs, but they did not always get feedback from DH on how the research priorities were determined. It could also be difficult to get funding for the research needs identified through the PRP or other external funders. 

0.18
Staff and stakeholders believed that there was a case for more long-term studies and that the commissioned research was not always joined up with other initiatives within DH or more widely. Some stakeholders requested more opportunities to work with the Department on collaborative initiatives.

5. 
Ensuring quality and relevance of science

0.19
Making use of science was regarded as the key to ensuring quality in policymaking. Quality assurance on the evidence base collected by the Department was seen as largely through the fact that the evidence was mainly gathered from experts who are leaders in their field; and making sure all the experts with views were there to discuss the issues. However, there was a suggested need from staff for a more systematic (external) assurance across the Department on the quality of work, and more peer review prior to policy formulation. Some examples of good practice cited in this respect included: NICE guidelines, analysis for the DH Comprehensive Spending Review, the Advisory Committee on Resource Allocation and development of the workforce plan. 

0.20
While the breadth of responsibilities for the Department was considered vast covering NHS, public health and adult social care; there was an overwhelming view among staff and stakeholders alike, that there had been a focus on the NHS; and to address the well-being and health of the general public in a holistic approach, it was important for the Department to look across all three areas in determining strategic direction and policy priorities, and where resources should be directed. 

0.21
The Department was viewed by central government officials and external stakeholders as having a strong track record in the delivery of NHS targets by setting clear high quality targets, which are met and sustained. Central to the successful delivery of targets was DH’s capability to manage and track performance, which has led to notable successes in identifying and deploying appropriate interventions at a local level. However, some stakeholders considered that the Department does not employ the same approach in other policy areas and would benefit from doing so.

0.22
A request was made for policy teams across the Department to make more use of the Health Care Quality team to consider safety and quality impacts in policy development. 
0.23
Operational researchers’ economists and statisticians within the Department generally worked in multi-disciplinary teams at the Directorate level. Cross-disciplinary working was generally well established. Analysts considered that the recent move to embed analyst teams within the policy teams had meant they were in a better position to help policymakers; by acting as an intelligent customer to ensure quality assurance in the development of policy. However, there were concerns that the allocation of analysts and resources across the Department means there was insufficient analytical support in some policy areas and high level strategic priority working groups. 

 0.24.
Some stakeholders perceived there was on occasion a mismatch between the research that is funded and what they believed was needed. For example, in rheumatoid arthritis it was only discovered when patients were involved that pain was not the dominant concern, fatigue was, yet researchers had not recognised this aspect at all. It is therefore important to be clear on the outcomes that really matter to patients. 

6. 
Using science
0.25
Those stakeholders interviewed recognised that science both defines the problems and possible solutions in many areas covered by DH. A workshop with DH staff identified a number of challenges they felt needed addressing in using science; these include: 

· information overload or paucity; 

· translation of scientific information into a useable format for policymakers; 

· access to the best evidence;

· resource, capacity and speed with which to gain and use evidence for policy; 

· managing stakeholder interests; and 

· understanding the role of science in managing uncertainty and treating risk.

0.26
Policy formulation on pandemic influenza was recognised as strongly science-based and had addressed the possible cost effective policies/interventions, including foreign-born risk and prison population. However, within DH and externally there was a strong perception that the use of science in policymaking needs to be more consistent across all areas of policy. Some staff thought the decision making process needs to be consistently more rationale. This included:

· identifying the problem to be answered first, and only then deciding how to tackle the issue, then identifying the appropriate interventions and monitoring the outcomes;

· stronger working links externally across other government departments and internally with directorates across DH; 

· supporting wider inclusion of stakeholders in the development of policy (from an early stage) through professional organisations, external reference groups (ERGs) and Scientific Advisory Committees (SACs);

· establishing an effective working relationship between policy and research colleagues;

· involving analysis and modelling in scoping the evidence at an early stage, and integrating scientific findings; and

· developing more robust processes for handling highly uncertain evidence.

0.27
Some staff suggested that a framework approach was needed to collate the evidence for policy submissions. In addition to costs and public perception, submissions should also include analysis and horizon scanning. 

0.28
Some staff felt the decrease in numbers of scientists meant they were less able to evaluate scientific advice received. Staff had found it was often necessary to undertake peer review of particular issues to ensure that the evidence for policy decisions was correct. Staff valued access to scientific advice from external sources including networks with Universities, Foresight, expert panels and Scientific Advisory Committees. Scientists in the NHS also provided a huge resource and the challenge was to harness the expertise within the NHS in the different scientific disciplines rooted in science, and use the advice to inform policy. 

0.29
Expert panels/expert advisory groups were usually not appointed in line with the Appointments Commission requirements, except perhaps for some of the larger longer-term groups. DH staff sourced the individuals, to minimise the bureaucracy and ensure timely appointments. 

7. 
Publishing results and debating their implications

0.30
There was a general recognition that the Department was operating in a more demanding environment than previously, with an increased appreciation from the public for understanding risk, and a higher expectation for answers to queries. Although the Department published increasingly more information, there were real concerns among stakeholders that more could be done to address the issue of greater transparency of the underpinning evidence to inform policymaking. They also considered it important to have peer review and an audit trail of the evidence, and set out/reference the relevant evidence in all published policy documents.

0.31
One of the benefits of the 18 week patient pathway programme had been the transparency of the evidence produced, highlighting the data available to policy staff, Chief Executives and Ministers involved, as well as being in the public domain.

0.32
It was generally acknowledged that most of the work of the Scientific Advisory Committees was made publicly available, unless it was commercially or security sensitive. Annual reports, scientific reports, statements, guidance, press releases and records of meetings were published on their websites or available on request. Several SACs had open and public meetings; and some of these also had their own Press Officer (for example, the Spongiform Encephalopathy Advisory Committee (SEAC) secretary also functions as SEAC Press Officer).
0.33
Project leaders for research commissioned by the DH confirmed they were encouraged to publish the research funded. There was guidance from DH and conditions in project contracts to ensure that DH was consulted 28 days before results were put in the public domain, and there were disclaimers on views. An issue raised by stakeholders was the need to ensure the research documents published had accessible summaries.

0.34
DH analytical staff told the GO-Science Review they were encouraged to publish in the external public domain once a year. Other DH scientists, also, where possible tried to publish each year.

8. 
Sharing and managing knowledge

0.35
The review recognised that the DH website had recently been re-designed and hosts a large amount of information, including peer-reviewed papers of research projects. However, some external stakeholders would have liked to better understand the structure of the Department and whom to contact in specific policy areas. 

0.36
Several staff thought it would be valuable to map knowledge by policy areas and suggested implementing a system for which in each policy area, there is a document (for internal use) of key questions and issues, and sources of information. 

0.37
Staff made a number of suggestions to help share best practice and improve networking and collaboration across the different Directorates of the Department. These included more workshop-type activities to share best practice; flexible rotations of specialists into policy posts, and short internal secondments; and re-igniting a networking culture through formal (e.g. monthly science meetings, training etc.) and informal (e.g. opportunities to meet) networks. The cross-directorate “stock take” groups (e.g. weekly vCJD stock take meetings) were highlighted as a valuable means to share knowledge and ascertain gaps; as well as bringing together recommendations and policy guidance for Ministers.

0.38
The role of the National Director in overseeing the development and implementation of a national service framework (NSF) was highlighted as good practice in working with policy and delivery teams, external networks (where applicable) and the NHS management community to achieve joined up action.

0.39
DH staff and external stakeholders were in agreement that the Department needed to address the mechanisms it uses to inform its stakeholders, as many stakeholders are not aware of many of the activities and initiatives in DH relevant to them. There was also a perceived need by staff and stakeholders to work more pro-actively with partners/stakeholders to pilot new policy ideas and innovations, and share learning/knowledge/best practice.

0.40
Some stakeholders viewed that the strength of the focus on the NHS by DH had been at the expense of close and effective working with other Departments. A good practice model highlighted was the sharing and co-ordination of research information between DH on the NHS fund allocation scheme, and the Department for Communities and Local Government regarding their scheme to allocate funds to local Government. DH staff suggested that relationships with Other Government Departments could work well on all levels, for example: the Food Standards Agency (FSA) had recently used a DH model of salmonella in eggs developed over seven years ago. DH staff identified a key gap across Whitehall as being the integration of research across different Government Departments on a particular theme; and suggested that Government Departments could take lead responsibility for certain areas of research that is then made accessible by other Departments (e.g. DH on medical devices).

9. 
Use of Scientific Advice
0.41
The secretariats of SACs regarded the GO-Science Code of Practice for Scientific Advisory Committees
 as important and it was their duty to promote the code among their members. Several secretariats interviewed felt the code could be briefer/shorter and more modern in layout, format and tone. Some SACs had developed their own Code of Conduct based on the Code of Practice

0.42
The valuable role of the formal Scientific Advisory Committees sponsored by DH was recognised by staff and SAC members for their independent view and help with consultation, peer reviews, strategies, advice to Ministers, certification and regulation. Staff commented that DH depends on the goodwill of many expert scientists and lay members involved who give their time freely. 

0.43 
In general, the Chairs and members of SACs interviewed thought that the formal appointment process for members with Nolan Procedures through the Appointments Commission was appropriately rigorous and fair. However, several interviews expressed their concern that the appointment process may not necessarily be delivering the best members. Some chairs and secretariats commented that some key people had been discouraged from applying, because of the lengthy formal selections procedure. Other chairs and secretariats used their networks to encourage the appropriate experts to apply. Stakeholders considered that it was critical to identify clearly the skill set required of SAC members to ensure the best complement of members for an effective SAC.

0.44
Some agency based secretariats of SACs had concerns on stakeholder perceptions of the status and ‘kudos’ of their Committees because they were not internal to DH and their ability to attract high calibre members. Several secretariats based at HPA felt divorced from the policy context, and therefore spent a couple of days a week in DH to keep up to date. With the smaller number of specialists scientists in the Department, some stakeholders expressed their concerns as to how DH will in future maintain the informed customer function (with the appropriate expertise) to provide functional links for SACs managed externally to DH, and to take forward the advice from the SACs. 

0.45
There was generally a perception among DH staff that there was no conflict between secretariats being based in DH and the committee being independent. In-house secretariats were considered by some DH staff to provide quicker response times to policy issues and the value in direct access to policymakers could improve the focus.

0.46
DH staff at the GO-Science Review workshop felt that the SACs (and their sub-groups) worked well for reviews, but were not always so effective as working groups. For working groups concentrating on problem areas, a good model was that used by independent expert committees with departmentally managed working groups, comprising of both internal and external members.  

0.47
Some SACs hosted open meetings for public attendance on a regular basis in various formats (e.g. the Genetics and Insurance Committee (GAIC) public meeting in London on family history, genetics and insurance in November 2007); and others only had closed sessions. The SACs that had public meetings generally had reserved sessions for issues to be addressed in a closed forum to address issues of patient confidentiality or commercial sensitivity. A key element in favour of closed meetings was the ability to have a free and full discussion of all the issues, including technical and historical information. 

0.48
For several interviewees, the route to DH, including who and at what level their reports and recommendations go to, was not clear and perhaps should be clarified. SAC members also raised the issue of educating SACs in policy processes so that there was a better understanding of how their advice was used by DH. There was a sense that communication channels were important, particularly as fewer civil servants in DH had caused a lack of easy access to policymakers.  

0.49
Secretariats of SACs clarified there was no formal mechanism for the monitoring or evaluation across all the SACs. Some had regular independent reviews using Cabinet guidelines, while others were reviewed informally on an annual basis to clarify their role. Some of the SACs, by their nature were self-monitoring in terms of their role and remit e.g. the Commission of Human Medicines (CHM), and the Gene Therapy Advisory Committee (GTAC).

0.50
Several interviewees from DH and SACs suggested there were opportunities for more formal and informal (virtual) networking between the SACs, through the secretariats and the Chairs. They considered this would be particularly helpful to exchange information and learn from each other’s experience. 

10. 
Use, maintenance and development of scientific expertise

0.51
DH had a strong, committed and skilled professional workforce within the Department. As quoted by the recent Capability Review and endorsed by interviewees, “In some areas, particularly in the medical and scientific research and development, the Department possesses expertise and professional skills that are world class. The Department takes a leading role in international health issues and is highly influential in the World Health Organization (WHO) and in Europe.” The Estates and Facilities Directorate had the largest group of scientists and engineers in DH to cover building designs, facilities and clinical parameters including surgery within buildings – there were lots of sensitivities in this area so a strong need for a good evidence base.

0.52
The Department has reduced its head count significantly in recent years and several of the scientific functions previously undertaken by DH have been transferred to arms length bodies. One example quoted by interviewees with negative impact, was in the Directorate of Health Improvement and Protection where the specialist area with the largest number of specialist scientists was toxicology and the number of scientists had been reduced in 20 years to 10 –11 from 30-40 scientists. A concern voiced by a large number of interviewees (both internal and external) was how effective the low numbers of scientific staff could be for thorough and effective use of science for the planning and implementation of policy. In summary, they strongly felt that the Department needed enough of a critical mass of scientists for an intelligent customer function, succession planning, and career progression. It was therefore considered critical that DH needed to address how it monitors and maintains the intelligent customer function in an increasingly networked organisation with less internal expertise but the ability to obtain the expertise needed through its networks.

0.53
Some scientists in DH felt there were career opportunities within DH, partly because there were a number of policy areas. Others interviewed, felt there were fewer career opportunities for scientists and a decent career progression; in particular there were problems for those specialists who wished to remain in their specialism. Scientists tended to stay within the Directorates relevant to their expertise and some had the same job long term. In contrast, economists, statisticians and operational researchers tended to move around more often with career moves timed to manage business. A wider concern raised was that DH recruits policymakers from outside into the Department, which contributed to a lack of opportunity for staff progression internally, including scientists moving into policy posts. 

0.54
Staff were encouraged to attend meetings, conferences and training courses; however, an issue raised by several interviewees was the lack of time and the cover required to address urgent issues in their absence. According to staff, analysts had a clear network for professional development, whereas the scientists do not. Networking for Analysts takes place through monthly meetings in both Leeds and London. A similar initiative had just started for scientists and had been well received by staff interviewed.

0.55
One of the barriers for scientists in the Department, highlighted by staff interviewees, related to the lack of internal computing capacity to support scientific needs e.g. they could not process images from Polymerase Chain Reaction (PCR), chromatography etc. nor could they carry out classical social science modelling. There was only capacity for very basic statistics. Literature searches were also laborious on the DH systems so scientists resorted to using external systems at academic institutions (e.g. Imperial College) to save time. Analysts could access specialist packages, but found it frustrating having to have clearance for their use on network machines. One interviewee commented that the Department of Work and Pensions had a good specialist Information Technology (IT) support group for the analyst team which could be a model for DH to consider.

0.56
Examples were provided in interviews of the many secondments into the Department (e.g. from HPA, NHS, and the Faculty of Public Health at the Royal College of Physicians); as the Department was valued as a good place to get experience. This had proved useful both for the Department and the experts or trainees.

0.57
Some staff interviewed suggested all senior civil servants should have the skills needed in being a relationship manager, and working as a policy designer with the confidence in using evidence (economics, statistics, science). It was proposed that the Chief Scientist and Chief Analyst should sit on the Appointment Boards of Senior Civil Servants to help ensure that DH recruits a cadre of staff with the ability to produce and use rigorous robust evidence.

Findings

Introduction

0.1
This report is based on the findings from 175 interviews with a total of 223 individuals (including 96 interviews with 120 DH staff; and 78 interviews with 103 individuals from the Health Protection Agency (HPA), Scientific Advisory Committee (SAC) members and external stakeholders). The findings are presented under the headings of the ten success criteria for the effective management of science and research within Government (strategy, horizon scanning, etc.). 
0.2
There were three workshops with DH staff: one to launch the GO-Science Review, one to discuss emerging issues, and another with the secretariats of the Scientific Advisory Committees. In addition, there were two workshops with the independent Steering Panel: one on the scope of the Science Review and another on the emerging findings from the Case Studies.

0.3
It is important to note that the focus of the GO-Science Review was the Department’s role as a Department of State covering the full breadth of policy on healthcare, adult social care and public health. Also, how DH works with Other Government Departments (OGDs), in particular how evidence streams pull together to form advice for policymaking.   
0.4
The independent Steering Panel was keen to see the Science Review help specifically with the following:

· Improving external understanding of DH’s complexity: Also improving access to information – both in and out. How can this be achieved? Possibly building on the information provided by DH for the Science Review?

· Ensuring science used is fit for purpose: Is DH making effective use of science in general?  Should more be done to recognise the relevance of science for national wealth gain, and not just health gain? How does DH use more international information as well as national level data to assess effectiveness?

· From Department of Health Care to Department of Health: DH’s role has changed over the years, with implications for the way public health policy is developed and the public health research that underpins it. Is public health research an orphan in the UK? Does the public health profession need more of a presence within DH?

· Analysing the skills base: People issues are fundamental to the way science is used in DH. As well as understanding DH’s current capacity and capability; how does DH ensure the balance between in-house and external expertise; and anticipate future skills that will be needed to deal with emerging issues?

· Incentives: How can DH design incentives to ensure scientific research is used appropriately?


0.5
Also, DH identified the following areas of their work where they felt the Science Review could really help:

· Mapping and linking across the breadth of their work: How can DH articulate better the huge range of work undertaken by and for the Department and ensure they maintain the links between the work?

· Developing the science strategy for DH:  The existing science strategy needs updating. How can DH articulate a clear science strategy and ensure the strategy covers the right ground?

· Systematically using science to inform policy-making: There are many good examples of this, but DH has not been consistent in the use of science in policy making. Steps are already being taken to improve this, but is there even more that DH can do?  

· Engaging with policy leads around commissioning science: DH has some excellent programmes of research. How can DH ensure policy research is being used systematically across the Department and map policy against Departmental priorities?

· Managing their Scientific Advisory Committees: What should be the governance arrangements for Scientific Advisory Committees? Who should support these Committees and to whom should they provide advice?

0.6
A broad definition of ‘science’ was used, which includes natural and social sciences, research and data collection (monitoring and surveillance) activities. For the ten review criteria, interviewees have identified some areas of good practice, along with suggested areas for improvement and, in some cases, proposals for how such improvements might be achieved. 

0.7
All interviews were carried out in confidence and the outcomes presented are non-attributable. Quotes from individual stakeholders are provided with speech marks where appropriate and where they aptly illustrate a succinct point. The footnotes are mainly used to indicate sources of evidence using the letters (a) to (z) to indicate information provided by DH staff and external interviewees (unattributably), and the five workshops (aaa - eee) - three internal with staff (with approximately 20 senior staff at each), and two with the independent Steering Panel. Put together, these help to provide an indication of the importance of some of the issues raised.

0.8
It is important to appreciate that this document reflects the perceptions and opinions of those who were interviewed. The GO-Science Review makes no judgement on the views in this document. This stream of evidence is only one of the various evidence streams (including: case studies, desk research, written consultation and peer review) that have been taken into account in identifying the good practice and areas for improvement in the main report.  
1. 
Science Strategy

Need for Strategic Coherence across the Department

1.1
There was a concern for some staff interviewees that the Department needed more of a strategic and systematic process to address situations in all policy areas.
 In order to address these issues, the Policy and Strategy Directorate was set up with three objectives: 1) Bringing coherence and a sense of intellectual rigour (a critical element of the last twelve months) across some of the current initiatives e.g. health reform programme; payment by results; and development of a new regulator; 2) New attention to policy making governance and fresh thinking on the way to do policy – with fresh thinking and implemented through training courses etc.; and 3) Bringing the pre-existing strategy unit into a wider corporate context tied into the Department of State role and providing a source of methodological input to improving strategy across the Department.
 There are a lot of different strategies across the Department, which are often responses to Whitehall initiatives (e.g. Sustainability Commission) and usually written in isolation, without wider consultation or coherence to other initiatives across the Department. The Directorate is trying to build strategy capability across the Department, and set the strategic context for Ministers, so the Policy and Strategy Directorate become the first port of call. Initially, there has been a large focus on the health reform agenda.

Rationale for a Science and Innovation Strategy

1.2
Staff interviewees were divided on the need for an S& I strategy. Some interviewees asked if DH needed a strategy, and if it was achievable. Others were concerned “how it would add value if it was a separate strategy,”
 given that “science was integral to policy making.”
 

1.3
Most staff and external interviewees were more supportive of a single strategy addressing science and innovation. They considered that a clear ‘Science and Innovation Strategy’ (updated at least every three years),
 and linked to the Department’s strategic objectives
 would help address the need to be more proactive rather than reactive to issues and facilitate better collaboration across directorate silos.
 In addition, it could bring some co-ordination across a range of individual strategies and action plans, and help map priorities for policies and funding allocations for research,
 for different Public Service Agreement (PSA) targets. There was concern that it was already “tricky” to define the Department’s business plan against the discrete areas of work, especially as there are a lot of work areas involving several directorates.
 Therefore a key issue would be to clarify how it supports the Department and Directorate level business plans and helps to understand the complexity of science across the Department; preferably looking at top down targets and bottom up empowerment.
 The strategy needed to be cohesive and long-term; and viewed as a long term investment.
 It would be helpful if the Department could communicate the overall science strategy succinctly.

Developing a Science and Innovation Strategy 

1.4
DH staff raised the issue of whether the Science Strategy should be called an ‘Evidence and Innovation Strategy’ or ‘Science and Evidence Strategy’. Whichever name was adopted, it was suggested that it should encompass statistics, economics, and social science, plus service and delivery evaluators (of NHS) (that tend to get missed), and strengthen the relationship between innovation and evidence. 
 This would address all the social and economic implications in health policy
 and ensure that the research had a good analytical basis.
  “Workshops along the lines of ‘better policy making’ should be used to raise awareness of the Science and Innovation Strategy.”
  

1.5
At the GO-Science workshop with DH staff, several issues were raised and discussed:

· There were considered to be logical links between the Science and Innovation Strategy and the DH business plan. “All roads lead to business planning – or should do!”  The suggestion was made that either they become part of the same process, or that there should be stronger links between the people conducting both processes. The congruence of goals between DH, constituent ALBs and effective communication to stakeholders was proposed as another reason for linking the ‘Science and Innovation Strategy’ to the Business Plan.
 

· A case was made for the Science and Innovation Strategy to be principle-based, setting out the broad scientific principles that specific action plans (cancer, etc.) should take into account (e.g. principles of good scientific practice developed by HPA
). This would include, for example, principles about the way evidence should be used (including personalised knowledge alongside research evidence and formally collected data); and a framework for practice to ensure the correct basis for policy, and systematisation of evidence collection.

· It would help to have a science and innovation lead staff member within each policy team; that was involved in developing the Science and Innovation (S&I) strategy and also ensuring the appropriate use of science in the development of policies. Also, that explicit reference to an S&I strategy in specific policy documents would increase Departmental cohesiveness and make that more apparent to external stakeholders.

1.6
 Some strategies/frameworks to be considered in developing the Science and Innovation Strategy, as suggested by interviewees, included: 

· An International Policy/Strategy Framework was being developed to co-ordinate internally focussed activities across DH, and ensure that the UK was involved appropriately to meet international objectives.
  

· DH was also leading on a Cross Governmental Global Health Strategy to join up with the Deparment for International Development (DFID) (trade agenda such as IP for medicines and devices), HO (health of migrant workers), and Defra (environment and climate change implications).
  

· ‘Choosing Health’ published 2-3 years ago, was the driver behind the work programme on public health, which set out the issues, and included information and the intelligence strategy.
 Public health depends on the science base.

Best Research for Best Health

1.7
The National Institute for Health Research was a virtual organisation. A recommendation of the Cooksey Review was that it should be a semi-independent body (e.g. Non Departmental Public Body (NDPB)) with a Chief Executive, like a Research Council or the Food Standards Agency by 2009. Any delay in establishment of the new body would make the transition more difficult as the existing structure would become entrenched.
 The ring-fenced funding by Treasury was welcomed by external interviewees.

Innovation
1.8
The Health Innovation Council was welcomed as a positive development. However, it was considered important that the Department should take the opportunity to consolidate some health-related policies, rather than initiating yet another body or initiative, of which there were so many that there is a danger of fatigue setting in among stakeholders. Current initiatives should ‘bed in’ before any more new ones are announced.
 

Social Care

1.9
DH set the policy context and strategy in which social care was delivered through local government, including certain pieces of legislation that defined the quality of social care services. Unlike the NHS, there was no executive responsibility. ‘Our Health, Our Care, Our Say’ - White Paper 2005/06 built on ‘A Vision and Framework for Social Care’ – Green Paper 5/2004, and outlined a radical and bold agenda to move to more care closer to home in the community.
 It had a huge evidence base and public engagement.
 As part of the consultation, the general public wanted the opportunity for those requiring social care services to remain in their own homes and keep active. Policies were being developed to promote the independence of individuals, based on two key approaches to introduce wholesale change: a) Individual budgets - funding allocations based on the assessment of people’s needs which allow the individual to procure their own services needed as required; and b) Prevention of Older Peoples Partnerships (POPP) – aimed to ensure earlier interventions before problems become radically more expensive, while maintaining independence in communities.
 

1.10
The business plan (published on the DH website) identified how the strategy will be delivered and the reform programme populated. Organising principles of the reform programme included four influences: people power – users shaping the service from below (listening to people); performance management; market incentives to increase efficiency and quality; and capability and capacity (includes issues of science, commissioning and developing providers). Previously the emphasis has been on performance management. The next approach was to understand what the customer needs, improve commissioning and the operation of the market. It was important that the operation of the infrastructure is underpinned by evidence. The Social Care Reform model was based on a model used by the Cabinet Office and provided a tool to understand the process rather than be prescriptive on the process. It also allowed DH to map its initiatives with other Government Departments.

1.11
Relative to the scale of the sector, the spend on social care was considered insignificant. There was no private sector driving the agenda or introducing challenge (unlike the NHS and drug companies). The challenge for DH was how to commission research to gain evidence and knowledge to inform what social workers do. Questions that needed answering included: What was the National Government role? If it was not the role of National Government, then whose was it?
 There was an identified need for a champion to help encourage more funds for social care research with infrastructure funding. This would be achieved through regular engagement with those that are able to influence, and working with Department of Children, Family and Schools (DCFS), Communities and Local Government (CLG) and the Department of Work and Pensions (DWP).

Science in DH supported Arms Length Bodies

1.12
DH grant-in-aid funding was vital to the Arms Length Bodies to enable them to follow curiosity based research; giving them the flexibility to advise DH and WHO effectively and decide what research projects should be pursued further.

2. 
Horizon Scanning

Challenges

2.1
The challenges for horizon scanning as highlighted by staff interviewees and at two workshops with DH staff were as follows: 

· the proper use of horizon scanning should, over time, make policymakers more aware of the full range of developments (and hence underpinning evidence) in a given policy;

· horizon scanning needs to be used as an integral resource from inception of a policy initiative (medium to long term);
· there was a perceived need to develop a horizon scanning process that is inclusive and not the preserve of a chosen few; 

· it would help if horizon scanning was more focused and labelled; which is useful, systematic (disciplined), evidence based and accessible (presentational); and 
· it was important to identify best practice in horizon scanning and develop horizon scanning methods, especially for novel or unexpected issues; and those leading to big ethical/ societal concerns – cloning, genetics and hybrids etc.

2.2
Although the Horizon Scanning Unit (HSU) network group will meet every couple of months, and representatives from Directorates were taking a stronger function and role within their Directorates;
 staff suggested there would also be a need for smaller network groups addressing particular issues to look at threats and opportunities of what is on the horizon. The HSU would also need to look at other horizon scanning initiatives outside DH, including Foresight.
 

Current topics

2.3
A few examples of current horizon scanning topics across the different Directorates, highlighted by staff and external stakeholder interviewees included:

· The Horizon Scanning Unit had provided a tailored scan on particular challenges for the attention of the National Stakeholder Forum (comprised of Ministers, Directors Generals, Permanent Secretaries, Key Leaders NHS and wider NHS Trusts), to look ahead.

· The Office of the Chief Analyst was looking at cross-cutting issues, e.g. the environmental footprint, NHS spend and forward look; and also talking to the SoS and the DGs to find where they see support needed and identify analytical programme priorities.”

· The Medicines, Pharmacy, and Industry (MPI) Directorate’s horizon scanning included: the move from genomics to patient-specific medicine which has huge implications for care facilities and costs; and medicines and devices merging via delivery mechanisms e.g. artificial pancreas - glucose testing and drug delivery.

· Work on children and maternal health, involved a cross-Governmental initiative to identify families with multiple needs and where the impact might be from different policies.
 

· Activities linked to the workforce supply were looking at the potential future impacts of the shape and supply of the workforce availability, undergraduates and graduates, geographic variations, job creation and careers etc.
 
· Horizon scanning to determine the sustainability of the 18 weeks patient pathway programme, was dovetailing around the NHS Next Stage Review and the work of the NHS Foundations developing at the local level.

· The Innovation Hubs and the Centre for Evidence Based Purchasing were horizon scanning by trawling across all pathways developing technologies to access all the emerging technologies.

· Foresight exercises, for new and emerging problems, the approach of which opened doors, helped understand the problems, provided a bridging role between the Departments involved, and helped to improve relationships with experts.
 The key limitation was the resource available to pursue issues identified.

Mechanisms of horizon scanning

2.4
An issue raised by many DH staff was their own time constraint to horizon scanning, and their heavy reliance on other sources of information that included the following:

· Scientific Advisory Committees
 (e.g. the National Expert Panel on New and Emerging Infections (NEPNEI)’s members include the Chairs of SACs on issues related to infectious diseases; and its emerging infections report is useful to those SACs);
 
· The Forward Thinking Group (FTG), with NHS managers, GPs, Ambulance managers and the private sector;

· Informal access through their scientific non-departmental bodies (HPA, Medicines and Healthcare products Regulatory Agency (MHRA) etc.), and other European and worldwide organisations (e.g. European Union (EU) and WHO);

· National Service Frameworks;

· Market studies and meetings with industry (e.g. vaccine manufacturers, pharmaceutical companies);
 and
· Meetings with the NHS to find innovation of best practice that ties, links, and integrates with the existing service.
 

Suggestions

2.5
Some suggestions raised by DH staff interviewees included:

· Although, the immediate priorities were clear; they would need continuous review and updating;

· There were choices for the whole Department and for individual Directorates. It was important that each understood the others business;

· A ‘Foresight’ project for the Global Health Strategy would be worth considering.

· The scenario work being led by the Ministry of Defence (MoD) and the Foreign and Commonwealth Office (FCO) could be used as a model for dialogue within policy areas;
 and
· Cross cutting horizon scanning in the Department should include the implications of international development in health policy areas and how this would feed into wider government policy.

Scientific Advisory Committees

2.6

For Scientific Advisory Committees involved in horizon scanning, the challenge according to members interviewed, had been working out how to horizon scan, and systematically scan across the many horizons. The Human Genetics Commission (HGC) had found it valuable to hold seminar workshops (hosted adjacent to main meetings) on specific topics (e.g. pharmacogenetics, and genetic databases) gathering information, planning work and anticipating long term scientific developments. Likewise, the Advisory Committee on Antimicrobial Resistance and Healthcare-Associated Infection (ARHAI) hosted a focus session each meeting on a specific topic.
 Other SACs, hosted an agenda item in meetings, a focus session each meeting to discuss a key topic area
 or an annual one day meeting on horizon scanning,
 with individual SAC members scanning the literature on issues to be given priority.
 Some SAC recommendations for research are for horizon scanning projects to identify gaps.
 The Commission on Human Medicines (CHM) meets with industry twice a year including the Association of the British Pharmaceutical Industry (ABPI), British Generics Manufacturers Association (BGMA),
 BioIndustry Association (BIA)
 and the Proprietary Association of Great Britain (PAGB)
 to learn what issues are coming through the system.
 Many SAC members interviewed found these horizon scanning initiatives useful.
 An important element was the contribution SAC members brought by their attendance at international meetings etc.
 It was considered important to prioritise the issues that arise and therefore it could be more appropriate to have a horizon scanning meeting once every two years, so the pipeline is not too large.
 

Stakeholder perceptions

2.7
It was not clear to some stakeholders outside DH how effective horizon scanning was in DH.
Some stakeholders had experienced a lack of participation by DH in relevant external horizon-scanning activities with appropriate partners, and using key resources to horizon scan.
 There was also a perceived sense of a lack of awareness in DH of wider horizon scanning initiatives that could impact on human health such as the Foresight exercises on climate change and coastal flooding or the House of Lords Science and Technology Select Committee report on water management.

3. 
Harnessing Existing Science and Identifying Gaps

3.1
There was mixed opinion among staff interviewed on how well the Department reviewed existing science; and identified and addressed gaps in knowledge. Some felt the Department responded well to providing evidence where there was an emergency (e.g. vCJD and pandemic influenza), but was not so good in other policy areas.
 Systematic reviews where they took place – were considered to “work well e.g. liver disease survey.”
 However, for some staff, there was often no evident process or a systematic sweep for evidence, for reviewing or identifying gaps.
 
3.2
Some external stakeholders considered that DH was good at reviewing and harnessing science but identifying gaps and opportunities was more difficult and that DH could learn from other organisations. 
 Staff and external stakeholders considered it was important that DH had a mechanism for systematic reviews for identifying areas where there was a lack of or gaps in the evidence.
 DH did not always publish systematic reviews and some of the documents published were not always clearly referenced.
 A model example highlighted, was the comprehensive review of research by the National Cancer Research Network (NCRN) which discovered that only 2% of research expenditure was on cancer prevention, leading to establishment of the National Prevention Research Initiative (NPRI) into which the British Heart Foundation (BFH) also put £250,000.
 In addition, the National Cancer Intelligence Network (NCIN) was being set up to enable better collection and recording of some basic data on serious issues (e.g. the recording of stage diagnosis), to provide better information to help patients make decisions.
 

3.3
Some external stakeholders did not know what mechanism DH used, and felt there was no obvious or formalised pathway to feed their evidence and reports into DH.
 In particular, DH could make more use of existing reports produced by stakeholder organisations; or work more closely with stakeholder organisations to review the evidence base.
 Likewise, there was a recommendation that in future, a more systematic statistical and scientific approach was developed to quantify and qualify the results of public consultation.
 Some stakeholders hold useful informal meetings with DH contacts, but find it difficult to organise and commission more complementary activities with DH that they feel could add value.

Data collection and analysis

3.4
The majority of the data collection work by the Department was put out in 2005 to the Information Centre of Health and Social Care (ICHS). As a result, a large number of DH statisticians moved out to ICHS. Analysts retained close liaison with contacts in ICHS for their areas of data, and held regular meetings with ICHS. However, some staff and stakeholders considered that data collection was variable: there were some specific electronic systems for (weekly and monthly) data collection, while others were less frequent, and there was variation in the quality of data collection between Foundations.
 Social care data collected was often patchy and was not systematically reviewed.

3.5
Data availability was greatly improved compared to previously and was not seen by some staff as a general issue. On the other hand, staff felt that access to such datasets in the context of wider libraries of evidence would add value. Also, better institutional knowledge about what data sets DH sponsored/funded and where the lead for their management/access lies would help (particularly in retaining corporate knowledge). Some staff found there were also difficulties in achieving policy engagement with routine data collection; as a number of Directorates had to internally prioritise analytical work.
 The informatics team of the NHS Next Stage Review were reviewing all the data that the Department collects; to provide clarity on what all the data means and determine the different ways some data was collected.
 
3.6
External stakeholders valued the accessible publication of data collected, but the issue was how quickly – there was often a time delay before they were published e.g. MRSA data are a quarter behind so hospitals cannot make comparisons in a timely fashion.
 An identified challenge was to maintain the quality and accuracy of the data, when publishing quickly.
 
Prioritisation of Research

3.7
DH staff at the two GO-Science Review workshops highlighted the need to shift the research balance from clinical research to organisational research; and to address inequalities in funding and uneven evidence capacity across the whole science base of the Department.
 
3.8
External interviewees suggested that research would be needed to deliver policy in 2, 5 and 10 years time. The infrastructure needed to be in place to allow DH to commission research for evidence when it was needed and not years too late. There was a need for foresight to see the policy implications of where the field was going and with the ability to commission the appropriate research needed.

3.9
Internal and external interviewees considered there were a number of ‘orphan’ areas of research that were not addressed by DH.
 The UK’s health research priorities should not just be about number of patients, but also take into account the scale of unmet medical need – for example diseases with smaller patient populations, such as cystic fibrosis – as well as research areas where the UK has a competitive advantage, such as stem cell research.
 The model of the NHS Chair in pharmacogenetics was considered a good one for orphan areas or areas of market failure.
 Some suggestions of other gaps are given in Table 1.

Scientific Advisory Committees 
3.10
DH staff at two of the GO-Science workshops commented that the SACs and their secretariats were good at systematic reviews, assembling existing and emerging evidence, and providing advice on research priorities.
 For example: the Expert Advisory Group on Aids (EAGA) secretariat carries out systematic searches of literature and presents these to the Committee; and Committee on Medical Aspects of Radiation in the Environment (COMARE) reviewed research on a three yearly basis to identify future research needs. Some SAC members were concerned that they provide advice for research but did not get feedback from DH,
 and it was difficult to get DH funding for the research needs identified. Having SAC members on the committee with insight to alternative funding sources etc. helped.
 ARHAI had set up a sub-group linked to the National Research Priorities Advisory Group (NRPAG) in healthcare associated infection research which advised DH on a strategic programme of research.

Other initiatives 

3.11
Healthcare – Some external stakeholders felt there was a tendency for DH policy to treat symptoms rather than causes, and not look at the fundamental cause of the issue.
 There was also a perception of a lack of confidence among DH staff (because of lack of science expertise) to take a long-term view, after a problem is “solved” or to get the NHS to do better monitoring.
 Fifteen years ago, the Treasury model of economy was mimicked to develop the bed model. However, there was no quantitative model of how the NHS system works, with flows in and out, so DH needs to develop its modelling capability.
 “The NHS was an evolved structure which was impossible to control, with public expectation expanding faster than the budget can ever hope to match, so it would be better to study it and then it may be possible to identify ways to control it.”
 A small external modelling unit (overseen by an internal Steering Committee) to supplement DH capability for modelling had been commissioned for an initial 3 year period. It will involve economists, statisticians and operational researchers to build a high level whole system model and relevant sub-models.
 The whole system model would not be able to answer every question, however, it was proposed that this would be a structure to organise more focussed sub-models e.g. patient choice; location of NHS facilities, reconfiguration.

3.12
Health Reform - The NHS reform programme was a major change from a monolithic system to a devolved administration; and a complex and adaptive system. DH had extensively used evidence from Australia (payments) and other countries to help inform the process. The Policy Strategy Unit was working with Surrey and West Sussex Primary Care Trusts (PCTs) looking at the impact of the reform – understanding attitudes and learning the key messages. The Health Reform Evaluation Panel was looking at the gap analysis and independent scientific analysis.
 

3.13
Social care had received less political attention than health.
 The National Indicator Set (NIS) of 198 national indicators used by Local Authorities for performance management did not adequately address the social care agenda. Although, DH were involved in the consultation stages of the development of the NIS, the requirements of the social care sector was overlooked, in part as there was no one to champion the needs of the social care sector at a time before the arrival of the Social Care Director.
 This was now changing, with more support for social care and the move to put both on the same agenda; the main constraints were differences in the payment mechanisms for patients according to whether a problem is seen as health or social.
 Also, there were attempts to correlate statistics with a social issue, measuring social care outputs within both the private and public sector.
 A missing gap was how to ensure that when big issues for the Department were addressed, social care issues were integrated at the same time.
 For example, those patients with long-term health conditions discharged from hospital are frequently re-admitted. A major contributor to this was the lack of an adequate understanding of the range of factors that affect their wellbeing and the support systems that could enable them to live independently in their own homes.
 Although, the Patients at Risk of Re-hospitalisation (PARR) case finding tool had begun to make inroads into the needs of the acute sector, a more systems-based ‘holistic’ approach was needed to understand the factors that could contribute to patients’ well-being other than through a clinical approach based on a prescription regime. Factors, such as personal safety, condition of housing and the need to adapt it for declining mobility needed to be considered.

3.14
Public health – Health England
 was a national reference group looking at health and well-being in England to understand what was the right amount of budget and how to get people to be more health aware. A team at the London School of Economics (LSE), was looking at the proportion of NHS money spent on the prevention of ill health, compared with national and international comparisons. “Other countries had different definitions so it was not a black and white scientific answer, and one could not overlook peoples’ choices in health matters.”

3.15
Communications - The Communications Directorate used four key insights in segmentation research to inform strategy: a) creative development research to design campaigns; b) what works with the public; c) tracking research – talking to the public about awareness of the issue; and d) message take-up – recall.
 

3.16
Homeopathy – Homeopathic medicine was part of the NHS, so the scientific evidence for its effectiveness was clearly important.
 While the reviews of the published evidence were useful, the scientific basis of homeopathy remained highly questionable.
 A programme for a stronger evidence base would necessitate agreement between practitioners, patients and researchers on what should be evaluated, and on relevant endpoints. Flagship trials should be run in the most promising areas, chosen on plausibility, and patient demand. These should be well planned, including pre-defined agreement on what constitutes a minimally important clinical effect, and adequate resource, so that the results were clear-cut. Innovative methods may be needed, for example, if there was a waiting list, then randomisation is as fair a way as any of deciding who gets treatment. The difficulties in setting up such a programme robustly cannot be underestimated. The Health Technology Assessment Programme provided a framework that should be as applicable to research on homeopathy as to any other therapy.

Table 1. 
Gaps in DH funded science identified by Stakeholders

· Basic science that was not now hugely novel, but which could translate directly into patient benefit.

· A potential knowledge gap was sports science, particularly relevant in the light of the impending Olympics in London. There was a dearth of scientists in this area and the Department of Culture, Media and Sport (DCMS) did not feel that DH was engaging appropriately in this issue.
 

· There were queries on the extent to which DH were covering nanotechnology, biotechnologies and links with engineering, observing that much of the most interesting research took place at the interfaces between disciplines.
 

· Dentistry - A lot of dental procedures did not have a research base and were without evidence of health gain. There was not the academic and research substructure in dentistry that there was in medicine; and therefore a need for increased research capacity in dentistry through a proper funded Research and Development (R&D) strategy. DH was setting up a dentistry strategy through the R&D Directorate, but there was concern on issues of who would be able to bid competitively, given that R&D is currently funded in responsive mode.
 

· More funding into cognitive behavioural therapy is needed given its importance as an intervention for many conditions.

· There seemed to be a mismatch between the disease burden (causes of mortality and morbidity) and actual investment of funds for research.
 For example, whereas 1:2 people will be affected by coronary heart disease compared to 1:4 by cancer, the cancer charities are predominant.

· “Too much funding was directed to basic research with less than 10% going towards evaluation of treatments.”

· More time and analytical resource was needed to address the issue of  tuberculosis (TB), given the connection to migration.
 

Table 1.
Gaps in DH funded science identified by Stakeholders contd.

· Research on ill health due to environmental chemicals was low priority unless there was public concern (e.g. cot death was suggested to be caused by fire retardants in mattresses, so research was funded which disproved that hypothesis). Generally air pollution receives more funding than environmental chemicals.

· There was a need for more behavioural science with improved qualitative research methods.

· Surveillance should be treated as a valid research area although there were issues around how to validate.

4. 
Commissioning and Managing New Science
4.1
Various stakeholders acknowledged that DH commissions some good science: 
· Best Research for Best Health
 - The BRBH strategy had been received
 positively by stakeholders including organisations such as the Association of the British Pharmaceutical Industry (ABPI), and individual companies such as AstraZeneca. Robert Goldstein, Chief Scientist for the Juvenile Diabetes Research based in New York, commented that BRBH could bring the UK to the position where “its clinical medicine is the best in the world.”
 The consultation leading up to it was also done well.
 However, how it meshes with the rest of the Department was not so clear to stakeholders.

· NICE Clinical Guidance - As part of their commitment to ensure they were developing clinical guidelines in the most effective way, NICE asked the World Health Organization (WHO) to review their clinical guidance work in 2006. As part of this review, the WHO commented that “NICE is internationally a leading institution in guideline development” and is the “largest, most productive and best organized developers of clinical guidelines in the world”.
 
· ‘Explaining NHS deficits’ was widely circulated amongst Strategic Health Authority leaders and was warmly received in both the House of Lords and various NHS publications, including the Health Service Journal (HSJ). An article in the HSJ of 29th March 2007 written by Simon Stevens - visiting professor at the LSE - praised the work on NHS deficits for “carefully and empirically managing to detonate many of the most powerful urban myths surrounding the contemporary NHS.”
 The DH Capability Review praised the progress the Department made in tackling NHS deficits through strengthening its planning and resource management capabilities. ‘Finance Deficits in NHS’ by Barry McCormick is an extremely good analysis with incredible insight using complex techniques – one of the best works in DH during the last three years.

· The ‘Our Inheritance, Our Future’ White Paper
 funding for innovative gene therapy research worked well.
 The White Paper was published in 2003, with a £50m strategy to harness advanced genetics by the NHS. Funding allocations included: equipment purchase; support to ten GPs to act as specialists for advice; £10m on research to harness gene therapy for the benefits of healthcare; and a small amount for underpinning safety. GTAC provided advice in proposal assessment and monitoring project progress reports. A review entitled ‘Progress Review of the Genetics White Paper’ started last year and included peer review of projects now coming to an end. All key stakeholders were consulted to find out about the current progress, the next steps and value for money.

Commissioning research

4.2
Individual Directorates usually commissioned research through the Project Liaison Officers and the Research and Development Division. However, sometimes Directorates, like the Health Care Quality, Equality and Human Rights, and Health Improvement Directorates, commissioned work directly, if it was needed urgently and there was enough resource available.
 With a small project specification they would usually approach groups with a known track record and agree contracts directly.
 The Estates and Facilities Directorate had its own R&D programme (overseen by the Engineering and Science Advisory Committee) but mostly funds joint projects in partnership with others including academia and the private sector.

4.3
Staff and external interviewees emphasised the importance of ensuring that research was commissioned with specific objectives in mind, and that evidenced research is procured. Also, any commissioned study should have clear lines of accountability i.e. knowing what will be delivered and when. If evidence was gathered without linking to policy teams there was a risk that political decisions are made before the evidence is fully available.
 

4.4
Both internal and external stakeholders felt that “long-term studies did not always have the right sense of urgency.”
 There was a stakeholder perception that if an area was seen as a high priority then funding was provided for a fixed term. However, if further work was needed, it was usually difficult to obtain the necessary funding. There was also a perceived need for more longitudinal studies to address the long term issues on healthcare
 and determine outcomes over a period of time i.e. to understand whether people’s lives significantly change as a result of social care policy interventions.
   
4.5
External stakeholders were particularly concerned that there was often little opportunity for open partnership in setting strategy for research, and research commissioned was not joined up (there had been some lost opportunities between DH, the Medical Research Council (MRC), Charities and Universities).
  Some stakeholders hold useful meetings with DH contacts, but would like more complementary activities with DH to add value i.e. more collaborative research.
 Competition among Universities could be counterproductive; and there needed to be more opportunity to pool funding and patient resources.
 The new seven Collaborations for Leadership in Applied Health Research and Care (CLAHRCs) 
 involved a health community-wide partnership between an academic organisation and a consortium of NHS organisations for applied health research with practical application for the benefit of patients.

4.6
The Laboratory of the Government Chemist (LGC) was now responsible for all research commissioning under the National Institute for Health Research (except for HTA managed by Southampton University) and the Policy Research Programme, and aim to harmonise the processes across DH and NIHR in due course.
 Some of the open competitions for funding operate with very short timescales – sometimes with only two weeks to prepare and submit proposals.
  
4.7
There had been significant improvements in turnaround times for research ethics approval of projects. Sometimes delays were mistakenly attributed to the regulatory system when in fact there could be other causes, such as getting NHS sites or slow returns of documentation by researchers etc. DH had negotiated model clinical trials applications that cover the legal side to save time for applicants. Also, the UK Clinical Research Collaboration (CRC) had launched a system to log trial preparations so all sites in a multi-site trial can follow progress and be ready to act and sign off.

Policy Research Programme

4.8
The PRP addressed the DH Secretary of State remit looking at health promotion, social care and NHS policy. Interviewees requested a review, jointly with R&D, and policy and strategy directorates, of the policy research programme (PRP) to identify how it could best be used.
 Staff found PRP use of composite research initiatives add value to individual studies e.g. the Health Technology Assessment Programme (HTA), hospital assocaited infections, and modernization of adult social care.
 Also, the“Role of the liaison officers in the policy research unit was extremely helpful and effective.” 
4.9
Directorates commissioned policy research through the PRP unless it was operational research.
 These PRP funded projects tended to address specific issues rather than continuous research. For continuous research there would need to be better horizon scanning about where DH wants to be. There was a tendency to address what Ministers need now, rather than looking ahead. “It feels reactive.”
 The former Health Improvement Directorate had no direct contact to engage with PRP and issued its own calls for commissioned research without the same level of quality control as PRP.
 More detail on the findings from the interviews regarding the Policy Research Programme are provided in Table 2.
Table 2.
Policy Research Programme 
· Prioritisation of research - The previous annual letter to Director Generals acted as a marketing tool. Now it depends on the extent to which the Director Generals know about the PRP. Anything from the Secretary of State or Ministers was immediate and took absolute priority.
 Some DH staff were also unaware about the existence of PRP.
 Making the process demand led by Director Generals (DGs) and Ministers, was considered the best way to avoid the risk of raising an expectation that could not be delivered (because of resource constraints).
 PRP had drafted an Annual Report,
 and were currently developing a marketing leaflet to explain what the programme had to offer the policy teams.
 PRP specifically commissioned research for policy teams, but a major issue was how it aligned around strategic priorities and prioritises the research needed. Priorities would be discussed in future through the Departmental Board Policy Committee of Director Generals, which met every month. The Committee had recently commissioned a review looking at the key policy priorities across the different Directorates Department, which will tie in with the DH Planning Framework and the PSAs. It was hoped that this would initiate an annual prioritisation process each January for the programme.
 

· Funding – The programme had a £33million budget from the DH administration fund,
 plus whatever Directorates spend directly on research through the programme. It was generally a responsive mode of funding, but 10-15% is withheld to cover DH requests for rapid pieces of work.
 Individual areas compete with bids for research.

· Resources – “Changes over the last three years, since the administration function was contracted out to LGC, had meant that research management was stretched and the Research Liaison Officers (RLOs) had no direct support in-house. RLOs worked at the strategic level building links with other organisations and funding streams. “With only seven people in the team spread over such a wide range of activities it was frustrating to know that things needed to be done, but got pushed off the agenda or moved at a slower than desirable pace.”
 Policy related research for Government Departments demanded more engagement with research contractors and policy staff throughout the life of the projects / programmes and was necessarily more interactive, requiring iterative monitoring and support processes and flexibility to change direction within projects if the relevance in the policy context changes. This required a different relationship with the research community, more meetings within projects and jointly across portfolios of projects – all of which was more labour intensive for the project management teams. The ideal level of engagement was not possible at the present levels of resource yet more resource could lead to savings with the possibility of fewer, better projects. The research manager role needs to be distilled as a distinct function in the generation and use of science.

Table 2. 
Policy Research Programme contd.

· Links to Analysts – RLOs had good links with the internal analysts as required but they tended to be concerned with short term work directed to immediate policy issues; and a wider range of external analytical services was used for longer term work.

· Proposal assessment - PRP had a two day programme panel to look at the proposals submitted for funding. It was not easy to find experts if it was a small field and those used were not always well known. PRP often used experts outside the UK if necessary.

· Project management, contracts and payments were managed by the outsourced Central Commissioning Facility. PRP funded 400 individual projects with 150 projects funded within 16 Units – including tranches of projects related by subject.
 Projects produced an annual progress report
 and a final report for peer review.
There was no pro-forma for the final report but a short summary report was also published.
  PRP funded projects usually have an annual progress meeting, including policy groups at the meeting helps researchers engage more directly.

· Scientific Advisers – were valuable for their knowledge of the relevant networks and ability to manage the portfolio of projects at an individual level and collectively.

· Units - Following the Williams Report 1990, units were no longer core funded, but supported through five year programmes of work. Each programme was flexible so that not all money was committed throughout the five years, with 10-15% budget available for responsive research. Units were supported through competitive tendering every five years. There was a ‘Quinquennial Review’ every three years through major external peer review (along the lines of the MRC model).
 There were different management models with the different Units. The large social care units had an Advisory/Steering Group.
 These Units had strategic value as a training ground for skills and capacity building for operations and research skills (and health economists too) not easily available from anywhere else.
 DH were moving to a system of competitive tendering based on identified areas of need for these Units and it was not clear to stakeholders how it would be possible to safeguard the sustainability of the strategic capacity building.

· Peer review There was a directory of Peer Reviewers that could be called upon,
 and in theory, should include all NIHR Faculty members.

Table 2. 
Policy Research Programme contd.

· Research Liaison Officers – had a broker role to ensure projects were fit for purpose. 
 They worked closely with the policy makers to understand what was needed and help commission the correct type of research needed to deliver the evidence. The RLO looked at the peer reviews against the report, to ensure that the integrity of the science is retained as well as being understood by its readers. The RLO was involved to ensure scientific quality; identifying all relevant streams of evidence, and ensuring delivery of the research. With individual projects, the RLO took a pro-active role in dissemination and follow-up discussion within the Directorate commissioning the research.
 RLOs were well respected in their role.

· Scoping - Initially, scoping papers were used, to review existing literature and identify existing evidence and indicate gaps of interest. The Units often carry these out. There were a lot of reviews prior to systematic primary research.

· Publications – All project leaders have to provide 28 days notice to DH and obtain consent to publish any results from the DH funded projects.
 There was no central repository for publications at the moment.

· Social care - PRP includes an element of research on social care e.g. ‘Modernising Adult Social Care’ (outputs launched successfully at a Conference in the British Library).
 The individual budgets pilot had used various mechanisms to disseminate the interim findings, including newsletters, bulletins and a DVD.
 There were apparently occasions when practitioners may not benefit from the results because the translation of results was either not disseminated quickly or lacked sufficient guidance on its use.

· Health economics - Ten years ago health economics was quite rare. The Centre for Health Economics (CfHE), York and Brunel Health Economic Research Group were now international leaders. The Liaison Officer in PRP was a key link, meeting with the team at four monthly meetings for strategic overview.

Scientific Advisory Committees

4.10
Scientific Advisory Committees identified and advised DH on research needs. In order, to commission research identified by the SACs, policy teams made bids to the Department’s R&D Division for research funding under the Policy Research Programme (PRP) or to a small budget in the Technology and Radiation branch of the Directorate of Health Improvement and Protection.
 SAC members were concerned that it could be difficult to meet the research need if there was no funding available through the PRP or other external funders, even where there was an urgent case. Also, it was not always clear how DH made its decisions on priorities.
 

5. 
Ensuring Quality and Relevance of Science

Quality

5.1

Making use of science was recognised by some stakeholders to be top of the list for ensuring quality. Synthesizing information competently was the key, taking account of bias and possible false play of chance (for example, oral rehydration therapy - once evidence showed that this worked better than intravenous injections, WHO and United Nations Children’s Fund (UNICEF) quickly organised themselves to change their practice).
 

5.2
Quality assurance on the evidence base collected was largely through the fact that the evidence was mainly gathered from experts who are leaders in their field;
 and making sure all the people with views were there to discuss the issues.
  However, there was a perceived need from staff interviewees for more (external) assurance of quality of work, and more systematic peer review prior to policy formulation.
 This was also endorsed by external stakeholders who suggested that any scientific evidence presented to DH, must be scrupulously reviewed, including by peer review.
 Some examples of good practice highlighted include: 

· NICE was considered to have brought rigour and professionalism to health research.

· Analysis for the DH Comprehensive Spending Review was externally validated to test the robustness of the analytical modelling to help support negotiations with the Treasury.
 

· Development of the workforce plan was involving planning and engagement with the relevant stakeholders to produce an internal document initially, which would then be reviewed externally through an annual or biennial Symposium. A process to use experts to review the workforce planning process was also to be put in place.

5.3
Safety and Quality – A request was made for policy teams across the Department to make more use of advice from the Health Care Quality team to ensure they considered safety and quality impacts in healthcare policy development.

5.4
Analysis - The Analyst teams acted as intelligent customers, gatekeepers, and guardians, to ensure quality assurance of the final product.
 There was concern amongst staff that although embedding analysts within policy teams meant that the “people may be in the right place, it was not clear yet that the funding was all in the right place”. 
 Also, there was not enough analytical support to high-level strategic priority working groups.
 They also considered that bidding for resources, project by project, was possibly less efficient than annual allocations to senior analysts who could bid in advance for money that would enable them to commission work as required.
 

5.5
Peer review – It was suggested that there needs to be clear research governance rules for peer review across all directorates in DH, including a system for declaration of conflicts of interest. An example given, was the ARHAI system to declare conflicts of interest, adopted from the Veterinary Products Committee (VPC), with categories that everyone has to complete annually: - personal specific i.e. someone who has actually worked on the project; personal non-specific, someone who has worked for the company that produces the product but not on the product directly; non-personal specific, someone who has worked in a department, building or lab where the product is involved (e.g. a testing lab) and who could usefully elaborate on the methodology but not company details; non-personal non-specific.

5.6
Research quality – The way DH ensured the quality of their research through peer review of proposals and outputs seemed to be appropriate to stakeholders.
 A key element in ensuring high quality for DH was building a better rapport with the research community.
 There was a standard contractual requirement for reporting annually (or shorter intervals could be written in if necessary); but there was no standard reporting template for all PRP projects. The NIHR had a standard annual report template, and planned to harmonise all the procedures across the CCF (i.e. NIHR and PRP).
 
Relevance

5.7
A mismatch between what research is needed and what is funded…. was highlighted by several stakeholders.
 For example, osteoarthritis of the knee – researchers set up four focus groups: GPs, rheumatologists, physiotherapists and patients about what kind of research they would like to see done. The results showed that they wanted rigorous evaluation of physiotherapy and surgery and assessment of educational and coping strategies, self-management techniques; none wanted more drug trials yet most of the funded research is on drugs. Similarly in rheumatoid arthritis it was only discovered when patients were involved that pain was not the dominant concern, fatigue was, yet researchers had not recognised this aspect at all. There were other examples of such mismatching so DH needs to pay more attention to the relevance of research by appropriate involvement of clinicians, patients and other relevant stakeholders.

5.8

There was also a general perception with stakeholders that outcome measures need to be taken more seriously by DH to avoid the tensions between conflicting objectives. “The single technology assessment used by NICE to get drugs through quickly means that new drugs with no outcome measures for the long or even medium term will be approved, without enough information on their side effects etc.” One example of “surrogate outcomes” is the case of arrhythmia drugs used since the late 1970s to reduce arrhythmia in people having heart attacks, then found 12 years later to also shorten life i.e. they were evaluated in terms of the surrogate outcomes rather than outcomes that really matter to patients.

5.9
An Advisory Committee on Resource Allocation was drawn from academia, NHS and DH (8-9 people) to oversee the formula used to allocate resources to the NHS. It worked well in identifying research needed to support the allocation. DH provided the secretariat and helped with some of the scoping work needed. Some stakeholders had concerns on whether the Committee was sufficiently independent or more of a steering panel. Members were appointed by and report to the Secretary of State. There was no Constitution, and the findings were not accessible to the public. The Committee advised Ministers on changes that might be made. In addition, the Committee challenged the evidence submitted and debated issues of concern (e.g. the challenge of using population statistics).

Monitoring and Evaluation

5.10
Meeting targets - While, the breadth of responsibilities for the Department was vast covering the NHS, public health and adult social care; there was no doubt among staff and stakeholders alike, that the NHS had been the focus as a result of political will. If the Department was to address the well-being and health of the general public in a holistic approach, it was important for the Department to understand the breadth of judgement across all three areas. PSA targets varied in which ones will be met and those that would not – given there were 600 objectives in the DH business plan.
 The Department had a strong track record in the delivery of NHS targets by setting clear high quality targets, which were met and sustained through its capability to manage and track performance across the NHS system. However, the Department did not employ the same tactics on everything.
 Although many targets have driven changes and produced improvements, there have been unintended consequences where anything not within the target has been of lower priority.
 As a result there have been casualties e.g. pathology and pharmacy services.
 DH needed to ensure that it made informed decisions when setting targets or policies based on the evidence
 and be more fully aware of the risks of its policy decisions.
 In selling recommendations of policies to medical colleagues, it was difficult to achieve behaviour change, without robust evidence because the messages must have credibility.

5.11
Staff were concerned that in some cases, evaluation of an intervention was not set up early in the policy implementation process or in projects and programmes.
 “There were still too many projects where evaluation was carried out as single studies at the end, and the lessons learned would not be acted upon nor built into the next programme.” They recommended that there should be an evaluative process alongside projects and programmes, as this would also enable rapid adoption of any innovation identified. “Cyclical feedback would also allow better cross fertilisation and stakeholder involvement etc.”

5.12
External stakeholders also re-iterated the same message that DH needed to carry out more evaluation of the impact of its policies, and documents.
 One example quoted was “Winning Ways” which had some good recommendations but no implementation plan, and it was unclear if there had been an assessment of progress on the recommendations.
 In fact, some of the recommendations were so good, they had been incorporated in the Healthcare Commission inspection protocols.
 Also, best practice guidance was often ignored or forgotten and not practiced e.g. the best practice guidelines for Clostridium difficile in 1990s if implemented and practised may have avoided some of today’s problems.

6. 
Using Science

Science /scientific evidence challenge

6.1
DH staff interviewed identified a number of challenges to using science/scientific evidence including:

· Information overload or paucity - DH had a problem in excess information with a lot of trivial information for some issues, and less information on some the important issues.
 Likewise, “DH needed information for policy but did not directly control the means of data collection (e.g. GP surgeries, Connecting for Health etc.).”
  
· Translation of scientific information - A lot of time was needed trying to translate more biomedical based information into a useable form for policymakers. Research and development information was often handed over and policy analysts left to translate hard core evidence into usable information. 
  
· Resource capacity and speed - There was always an issue in the capacity and speed in which to gain and use evidence for policy.
 Some considered the “three year commissioning period for research prior to policy is impractical;”
 Other stakeholders claimed “policy seems to take too long to follow evidence e.g. there was a disproportionate time lag between the publishing of the DH report on the harmfulness of exposure to secondary smoke and the banning of smoking in public places.”
 
· Managing risk - There were many areas addressed by DH where the evidence was not available. The relative risk had to be managed in developing policies.
  
Use of analysts in policy making

6.2
Analysts were often the bridge between policy and natural or social science. Models were a mechanism for bringing together the best scientific advice and evidence from different areas/sources, working out what the evidence said, and translating the outcomes into policy or to inform the research agenda.
 Some policymakers praised their analyst colleagues who were really good at modelling and translating the models so that they can be used simply. They also suggested that these skills as ‘science translators’ were not universal and should be recognised more widely.
 

6.3
“In an ideal world no policy decision should be taken without analytical support.”
 Some staff reported that many times the analysts came in too late to the development of policy. In other cases, the input was so small they did not have time to fully understand all the issues.
 There was also an issue raised on where the evidence should reside – analyst or policy officials; but effectively policy officials should be kept up to-date with evidence.
 The social care strategy unit had set up a series of seminars on working with analysts.

Policymaker - analyst challenge

6.4

Policymakers drive policies through to meet PSA targets. Mobility between posts (generally within three years) for career development by policymakers created a tension between the memory of the Department and the available evidence. With the emphasis on delivery, there could be conflict between the policy lead and the analysts, who are encouraged to provide a challenge function; and often had to be skilled in influence.
 Some analysts felt this could be a problem where analysts were devolved in Directorates,
 if they were challenging the policy maker of the policy team who was their line manager and responsible for scoring their pay performance. This also pointed to the need for analysts in the team that briefed Ministers on policies.
 

6.5
It was not clear, to some analysts, whether policy makers always knew when to use in-house economists, statisticians and operational researchers and their potential value. For example, some modelling commissioned from large external consultancy companies; could have been carried out by in-house staff.
 It was important for the modelling work to achieve the right balance of modelling techniques to be fit for purpose i.e. to inform policy and track implementation, rather than using the most sophisticated software and modelling packages available.

Collecting evidence

6.6
Staff raised the issue that collecting evidence for developing a policy (especially legislation – impact assessments) had to justify the time and effort. Robust data was needed to make the case for moving policy on; and this involved building up the evidence base.
 For example, the legislation for smoke free public places, was based on a massive amount of evidence. The key science evidence base was based on reducing the danger on health of second-hand smoke; and not to reduce smoking prevalence, although that would provide a benefit to reducing smoking related diseases.
 
6.7
Staff commented that there was increasing pressure on scientists to feed demand by policy makers for evidence to respond to Parliamentary Questions (PQs), and House of Lords enquiries that increasingly require more evidence to support their answers. Some questions have to be researched and can therefore trigger further evidence needs.
 The Epic 2 guidelines published in 2007,
 developed by effectively cataloguing the evidence, followed by critical appraisal from stakeholders, had provided information for parliamentary questions where evidence is needed quickly.
 
6.8
Staff suggested that every policy team should be required to know about comparable practice in their policy area in other countries and each Branch Head should have an evidence pack. There was also an issue on why information should be the preserve of the policy team and to what extent it should be freely available across the Department. It was suggested that there might be lessons from management consultancy where database information and core briefing was freely available.
 Some staff indicated that the production of condensed top tips for best practice policy might be helpful, and for this to be disseminated in a variety of ways; perhaps including formal networks which would build on existing informal networking and the information available on the DH intranet.

6.9
External stakeholders felt that the 198 National Performance Indicators (NPIs) set by CLG could have provided an opportunity to gather valuable information for a rich source of social care evidence. The seven NPIs for social care were considered to be poorly defined (ignoring factors such as age profile, level of affluence, and level of contact with carers) and inadequate in terms of delivering the recommendations of the Wanless Review with respect to social care.

Science based policy formulation

6.10
There was a strong perception from stakeholders that DH needed to ensure that scientific knowledge and evidence was properly brought to bear on all policy areas.
 They acknowledged that some DH policies had a clear scientific basis; for example: policy formulation on Pandemic influenza had been an entirely science-based process to address possible cost effective policies / interventions, including: the foreign born risk and the prison population.
 However, this did not apply to all policy areas (for example, the evidence that universal screening for MRSA will improve healthcare is not clear).
 It was not clear to external stakeholders to what extent social care policy was rooted in evidence as much of it appeared to be politically driven e.g. the personalisation of service provision.
 Some staff thought the decision making process needed to be more rational. This included:

· Evidence providers and evidence users jointly scope the question  - Identifying the problem to be answered first, and only then deciding how to tackle the issue, by identifying the appropriate interventions and monitoring the outcomes. Strengthening links across Directorates (e.g. role of Research Liaison Officers). Supporting wider inclusion of stakeholders at initiation to improve the evidence base variables through interactive workshops with policy colleagues and experts to debate the issues. Use of SACs, multi-stakeholder advisory and commissioning groups, and joint stakeholder funders’ forums. Involving analysts and modelling in scoping the evidence at an early stage. Earlier input of evidence and innovation into the project for an integrated approach.

· Procuring new evidence – Establishing an effective working relationship between policy and research colleagues (e.g. Thinking through Slides, Social Care Strategy Unit (SCSU) events). Making evidence scanning/systematic reviews become an integral part of the policy development process (e.g. National Service Frameworks). Holding a central database of ‘experts’ based on objective criteria – across a wide range of areas including PRP funded units which can provide a contingency for late evidence needs.
· Assembling existing and emerging evidence – From the outset establishing appropriate, adequately resourced and sound methodological approaches. Use of analytical models to integrate scientific findings. Utilisation of a wide scientific evidence base.

· ….and jointly interpreting the results together – Working together across Directorates so procurement is timely. Using a workshop environment to work through the evidence (e.g. stock take meetings). Developing more robust processes for handling highly uncertain evidence. More use of seminars to disseminate current evidence in policy areas, celebrate success, and learn from each other.
Precautionary Principle

6.11
A precautionary principle
 was used where the evidence was uncertain or there was insufficient evidence. In these cases, the Directorate of Health Improvement and Protection, used a pilot approach, and built in collection of evidence during implementation e.g. mobile X ray unit for screening high risk TB groups in London.
 There were cases, when DH needed to act quickly, and when limited evidence meant that a pragmatic approach had to be taken. An example was in the production of the dress code and uniform guidelines.  In this case, an expert team summarised the evidence from literature reviews and specially commissioned research, and produced a compendium of good and poor practices, of which some were evidence based, and some were common sense.
 In some cases it was not considered appropriate to use a precautionary principle until there was the opportunity to challenge the science.

6.12
The implementation of the policy on exclusion of those who had received transfusions from donating blood, was praised by a Lancet editorial which commented “By utilizing this [precautionary] principle and by acting in advance of complete certainty, policy makers have potentially protected against vCJD emerging as a new large-scale blood-borne epidemic”.
 

Making policy submissions

6.13
Several staff suggested that a framework approach was needed for policy submissions. Policy submissions needed something on cost, and public perception; but there was no systematic requirement to include analysis or horizon scanning.
 Proposals were in train to adopt the format of regulatory impact assessments, but there was concern this could be resource intensive.
 Impact assessments had to be signed off by a senior economist,
 but there was no requirement that every policy had to be re-visited and re-evaluated.
 

6.14
Sign off for ministerial submissions is generally at Deputy Director level, though may be at a more senior level in some cases. Good quality assurance should produce good submissions.
 A key issue was keeping Ministers informed of scientific developments and new evidence. DH was also continuing to learn more and develop skills in how to make best use of risk assessment tools.
 

Quality of scientific advice

6.15
According to staff, with the decrease in the number of scientists at DH, there were not always the tools to assess the validity of the scientific advice received. It was therefore often necessary to undertake peer review of particular issues to ensure that the evidence for policy decisions was correct.
  An exception, was the existence of a permanent group of economists based in Richmond House to ensure that DH was an informed customer on the cutting edge econometrics that determine the formula of allocations to the NHS.
 

6.16
Staff viewed the use of scientific advice from external sources (e.g. Foresight and SACs) as a means of building credibility and helpful in making the case to Ministers.
 Most Directorates also relied heavily on networks with Universities.
 

6.17
Scientists in the NHS also provided a huge resource and the challenge was to harness the expertise within the NHS in the different scientific disciplines routed in science, and use that advice to inform policy. There was a need for a more structured approach.

Expert panels/ expert advisory groups

6.18
Expert panels / expert advisory groups are usually not appointed in line with Appointments Commission requirements, except perhaps for some of the bigger groups. “The appointments are an element of who you know and recommendations from other people.” DH can source experts because they know the “gurus” who give of their time free for paid travel and subsistence expenses; although the pool of professors of global eminence is small and there are risks of conflict of interest. There tends to be no interview process for appointments.
 For example, the expert panel for the Cancer Reform Strategy includes members recommended by the cancer charities and has benefited from the help of the cancer Tsar in getting some real experts on the panel.
  

6.19
Some Directorates (like the Commissioning and System Management Directorate) used an informal list of contacts for advice and tended to go to the same people. If advice was needed for a particular strategy, then the Directorate would set up a Committee for advice on emerging problems and in tackling existing problems; these were short-term as needed. For the Bowel Cancer Screening Programme, a range of expertise (including commercial) was assembled to identify how, who and the right test. After the initial assessment, the policy decision was taken and published in a glossy paper, available on the DH website with references to the evidence used.

Use of Science

6.20
A few examples of the many ways that DH uses science highlighted by interviewees:

· Changing behaviours in healthcare infection control through evidence based approaches - Based on an adaptation of a High Impact Interventions package from the USA, an element of the DH work through “Saving Lives” had been to develop a programme of tick boxes on wall chart for Hospitals to see how they were performing. It then became apparent that the hospitals had not ticked all the boxes, and more was needed to change perceptions. A web-based system was developed, which allowed data to be entered, could be used locally, and was therefore timely in support of the wall chart. This was an innovative approach for DH, helping the NHS use evidence to change the way they work; instead of the traditional approach of old fashioned concepts, relying on commissioning reports (guidance and technical information), and providing expertise and advice.

· Improving vaccination distribution through IT systems – DH was providing tools to help IT companies that supply IT systems to GP surgeries develop an on-line ordering system for use in GP surgeries to help stock control and reduce wastage of free vaccines.

· Using cost benefit analysis - A working group of the Joint Committee on Vaccination and Immunisation (JCVI) looked at the evidence for use of Varicella (chicken pox and shingles vaccine) in the UK. HPA was commissioned to do a cost benefit analysis. The analysis comprised of three components (i) assumptions re virus and infectivity, (ii) the mathematical model (iii) economics. A peer review was then carried out to ensure that the evidence and conclusions were correct.
  

· Allocation of DH resources in Comprehensive Spending Review bid - Science/evidence (economics, statistics, and operational research) was used with a range of techniques to: a) support the need identification for allocation of resources in the DH Comprehensive Spending Review (CSR) bid (very few separate line entries) and budget allocation each year on different activities to outcomes across the Department; and b) allocation of resources reviewed on a three year cycle (linked with CSR Treasury bids) to the NHS using a formula based system (based on population figures in regions to ensure that distribution provides equal funding for equal needs for each person across the country). It is easy to identify needs related to age; but getting to a sound basis for identifying the needs influencing demand on healthcare has always been a challenge since 2001.

· Public health campaign on antibiotics by ARHAI (formerly SACAR) – The Specialist Advisory Committee on Antimicrobial Resistance (SACAR) was involved in a public health campaign to help GPs cut down on antibiotic prescribing. A campaign programme consisted of advertising, posters and leaflets. A lot of qualitative and quantitative research was undertaken to identify the type of information appropriate to the audience.
 

7. 
Publishing Results and Debating their Implications

Openness and Transparency

7.1
There was a general recognition that the Department was operating in a more demanding environment than previously, with an increased appreciation from the public for understanding risk and a higher expectation for answers to queries.
  The Department published increasingly more information, influenced by the Freedom of Information requirements. 
 However, there were real concerns among staff and stakeholders that more could be done to address the issue of greater transparency of the underpinning evidence to inform policymaking.
 They also considered it was important to have peer review and an audit trail of the evidence, and set out/reference the relevant evidence in all published policy documents.
 More information in the public domain would alleviate people’s anxieties by keeping them informed.
 Likewise, more emphasis on consultation and partnership working across the whole Department would be welcomed by external stakeholders.

7.2
One of the benefits of the 18 weeks patient pathway programme was the transparency of the evidence produced, highlighting the data available to policy, Chief Executives and Ministers involved, as well as being in the public domain.
 Likewise, when the report on NHS deficits was released in public domain, there was a vigorous debate in the House of Lords; but the report was welcomed because it “busted some of the myths”.
 In addition, “Genetics have been debated successfully in public with the emphasis on the science and ethical interface.”

Research results 
7.3
Project leaders were encouraged to get the research completed quickly
 and published. There was guidance from DH and conditions in project contracts to ensure that DH was consulted 28 days before results were put in the public domain, 
 and there were disclaimers on views. 
 An issue raised by staff, was ensuring that research documents published have more accessible summaries.
 

7.4
The Research and Development Directorate aimed to make the outputs of funded research more visible. They were part of the Wellcome Consortium that set up UK PubMed Central, such that all public funders of health research had a contractual requirement to place a searchable copy of any publication on the open access database at the same time as submitting the publication to a journal. This was considered a good tool for helping determine new research as well as for systematic reviews.

7.5
The PRP had drafted an Annual Report targeted at internal DH staff and external stakeholders to illustrate the service that was offered to policymakers, and publish some of the outcomes of research and their impact on policy.

Peer-reviewed articles

7.6
There was a real tension in publication timescales for peer-reviewed articles and use of evidence in the interim, if the evidence was needed by DH for policy. 
  Academics were good at sharing preliminary findings in confidence as long as DH respected the need not to go public. For this reason, preliminary findings were presented in closed sessions of the SACs. If the information was needed really urgently, then there could be the option of publishing the information electronically. However, problems arose in making an argument transparent, if one could not make the detailed information available, as the summary might not be sufficient. There was also, an issue of causing alarm without sufficient justification if the data was preliminary.
 

Analysis

7.7
Analytical work was published in Departmental Reports. Analysts also played a strong role in the ‘NHS Deficits’ publication scrutinised by the Select Committee and published as a Departmental publication.
 

7.8
DH analytical staff were encouraged to publish a publication in the external public domain once a year. This was important for their professional development.
 Other DH Scientists, also, where possible tried to publish each year.
 

7.9
Much modelling work carried out by the DH analysts in-house that has been invaluable in informing policy, has never been published, even retrospectively, or as evidence in the public domain. Occasionally, publishing is not possible for reasons of confidentiality; but in other cases, time and resource pressures may have limited the capacity to render the models or analyses suitable for publication (at least on the DH website). This can make it more difficult for future researchers to draw on valuable modelling work.

Scientific Advisory Committees

7.10
It was generally acknowledged that most of the work of the Scientific Advisory Committees (SACs) was made publicly available (unless it was commercially or security sensitive) through various means: 

· Websites - Most SAC websites were becoming more transparent, with reports etc. published on the website.
 There was some concern by secretariats on the Cabinet Office drive to ensure that Committee websites come under the umbrella of Government. Some SACs (Spongiform Encephalopathy Advisory Committee (SEAC) in particular) felt that this compromised the independence of the advice and publications from the SACs sponsored by DH. The Scientific Advisory Committee for Nutrition (SACN) had made the case to keep their website as an independent website given its regular and constant use.
· Press Officer - Some SACs had their own Press Officer (for example, the SEAC secretary also functions as SEAC Press Officer. SEAC works regularly with the Press, who are invited to attend open sessions of plenary meetings and a press conference at the lunch hour of the meeting.
 

· Reports and records of meetings for most SACs were published on the websites or available on request. Commercially sensitive information and controversial detail was removed from reports and records (e.g. Gene Therapy Advisory Committee (GTAC)).
 For some SACs (e.g. Expert Advisory Group on AIDS (EAGA) and Advisory Committee on Antimicrobial Resistance and Healthcare Associated Infection (ARHAI)), it can take up to three months for the minutes to be approved and placed on the website.
 SEAC publishes a public statement for each meeting (with discussions and decisions), on its website, after it has been circulated to members for review.
 

· Newsletters – The Administration of Radioactive Substances Advisory Committee (ARSAC) published a newsletter twice a year covering the decisions made and current issues.

· Guidelines – Several SACs published guidelines. For example, ARSAC published “Notes for Guidance on the Clinical Administration of Radiopharmaceuticals and use of Radioactive substances” for use by practitioners.

· National Electronic Library of Infection
 - ARHAI put information on the digital National Electronic Library of Infection (NELI) library (a specialist library of the National Library of Health) bringing together the best available on-line evidence-based, quality-tagged resources on the investigation, treatment, prevention and control of infectious disease. NELI included the reviewer’s assessments attached to documents within the library.
 
8. 
Sharing and Managing Knowledge

Website

8.1
The DH website had recently been re-designed and hosts a large amount of information, including peer-reviewed papers of research projects.
  For stakeholders outside the Department: there are lots of players in DH and it could be confusing as the structure was not clear.
 In addition, there was a timescale problem in stakeholders understanding all the changes and initiatives within DH.
   

Knowledge mapping

8.2
While staff recognised there needed to be a clear rationale for mapping exercises (given DH’s breadth and complexity), they felt these should be driven by specific policy priorities and capture new and emerging knowledge, making the best use of time and resources through co-ordination and avoiding duplication.”

8.3
Several staff emphasised the need to map knowledge by policy area, to retain corporate memory when there is staff turnover in policy teams. Also, as there was no abstracting service, policy briefs would be useful for staff.
  “One could implement a system for which in each policy area, there is a document of key questions and issues, and source of information – a tight document would help improve the situation, but is still not ideal. Chronologies of information to Ministers were not well maintained and were too detailed to be of limited use.”
 
Communications Directorate

8.4
The central Communications Directorate worked with other Directorates on media campaigns (smoking, obesity, social care etc.) and publications. The Campaign team worked closely with the policy teams on new ideas from the policy team. Campaigns had a one to three year life, and were commissioned through the Central Office for Information (COI) with Agencies by a tendering process. The DH Communications Directorate would attend research groups and ask questions to be changed if appropriate. They also, attended face to face poll groups as internal checks, and used a range of focus groups.
 

8.5
DH had a communications strategy “Raise the Focus;” the 2008 version “Maintain the Focus” was being drafted. There were four main headings for the programme: 1) Raise the focus i.e. communications targets; 2) Implement best practice i.e. advice, guidance, gap filling; 3) Targeted support i.e. spread best practice; and 4) Performance management i.e. capture, present information, analysis.

Communications in Directorates 

8.6
Directorates usually handle their own publications.
 The Equality and Human Rights Directorate had a communications/publications person to work closely with the Communications Directorate on commissioning etc.
 The Health Protection and Improvement Directorate also had a small immunisation communications team that not only dealt with the Press Office for media issues; but was also key to immunisation policy and fed into all work across the Division.
 Some of the immunisation leaflets produced were praised by staff as “some really good examples of public information materials.” Also, the range of communication initiatives for Pandemic influenza, which given the huge impact of a pandemic, have struck a balance between being open about the possible risks, but not being too alarmist. Information has also been disseminated in a range of formats tailored to the different interests of stakeholders. 
  

Sharing best practice in DH

8.7
Staff interviewed suggested that DH was very pro-active with external networks but not so good with internal links. 
 They made a number of suggestions to help share best practice and improve networking and collaboration within and across the different Directorates of the Department (based in Leeds and London) including:

· more workshop-type activities to share best practice, and bring together experts and policy makers around evidence issues. The annual away day hosted by HPA for the Health Improvement and Protection Directorate worked well.

· flexible rotations of specialists into policy posts, and short internal secondments, would improve the ability of DH to absorb expert advice,
 and also “enable DH to understand its capabilities and who it needed to consult for information (e.g. Public Health Observatory).”
 

· “re-igniting networking culture” across the Department, through formal networks (e.g. Delphi, monthly science meetings, training etc.), and informal (e.g. opportunities to meet). The problem was a resource issue and lack of time.
 

· more cross-directorate “stock take” groups to share knowledge and ascertain gaps; as well as bring together recommendations and policy guidance for Ministers.
 The weekly vCJD stock take meetings with representatives from directorates across the Department and well managed links were key in sharing information on policy, research, analytical, internal and external advice (Spongiform Encephalopathy Advisory Committee (SEAC)), and links to surveillance unit.
 It was proposed that the stock-take process should be harnessed to business planning.
 These stock take meetings were also used in the areas of HCAI (monthly) and TB (every two weeks).
 In addition, an issues log approach was used instead of minutes as a rolling log updated after each stock take meeting.

· Chief Knowledge Officer – It was suggested that there was a need for a person accountable to the Permanent Secretary, who was responsible for the evidence DH needs (e.g. from ALBs), its distribution within DH and what knowledge goes out from DH. This would be different to a Chief Information Officer (statistics etc.).

· intra-directorate knowledge management training day, as used by MPI provided training in software packages and ensured that staff were aware of knowledge resources such as effective library searching structured to support policy development. In addition, they had also set up the g: drive to track and retain shared information with an MPI “quick place” for placing MPI documents on the DH Ethernet.

Sharing knowledge with external networks

8.8
Examples highlighted by interviewees of DH involvement in external networks included:

· Staff participate in external networks/conferences and make presentations at EU, WHO and other International Conferences not only to share knowledge but also as a networking opportunity to learn what was going on elsewhere. PRP Research Liaison Officers were involved in many talks to networks and conferences about policy research; a recent showcase conference of DH funded policy research in modernising social care at the British Library proved worthwhile with stakeholders and policy makers.
 

· National Directors were experts who oversee the development and implementation of a national service framework (NSF). The role of the National Director of Cancer included:- providing advice to Ministers; horizon scanning, developing policy and strategy on cancer and overseeing implementation of policy (i.e. supports NHS to do it) in all aspects of cancer. It was a co-ordinating role supplying the direction and drive, encouraging the sharing of good practice and outward facing:- networking with and influencing charities, industry, parliamentarians, patients etc. EU and international links were part of the role; working together with other countries to improve cancer outcomes.

· The Social Care Institute for Excellence (SCIE) was set up by DH as a charity in 2002, to ensure the evidence of what is effective in social care practice was disseminated in the field and influenced policy making. The impact of the organisation had recently been reviewed, with recommendations for it to become more active and pro-active in the field given it is a key element in the social care infrastructure. DH agreed the workplan as part of the funding agreement.

· Knowledge Management in Social care – There were no formal arrangements for sharing information with other Government Departments. The Chief Executive Carers UK included colleagues from DWP and DCSF allowing evidence to be brought together and inform individual Government initiatives. DH had some joint policy development with NHS regarding care of older people; and relationships with Local Government to expand services to people with mental health; and with HO and Ministry of Justice on offender health. A variety of different ways were needed to reach people – most worked by themselves in private institutes or homes; and there was a lot of diversity between the different providers.
 

Working with the NHS

8.9
The decision to cease making the British National Formulary freely available to GPs was of concern to one professional organisation. They considered that as practitioners could not be expected to spend more than a couple of minutes finding information, more needed to be collated systematically. This required a will in academia that synthesising science was an important function. A suggestion was that there should be a system of instant alerts for doctors (e.g. when the evidence emerged that giving steroids to brain trauma patients in A&E departments was killing the patients; there should have been an alert to doctors not to give steroids in those cases).

8.10
National Knowledge Weeks helped busy practitioners to keep up to date with new evidence such as prescribing, innovations and news from other hospitals, and the latest map of medicine.
  

8.11
Short and long term secondments in and out of DH, helped to promote knowledge transfer with the NHS. This enables DH staff to see the front line and improve practice. Also, it provides an opportunity to learn about other sectors, e.g. social care.
 The 50:50 University:DH arrangement also helps individuals update their skills and knowledge.

8.12
Connecting for Health – It was considered regrettable that the research agenda did not come into the debate on electronic records until a late stage; and that existing electronic patient record systems used for research were not looked at as research pilots.
 Connecting for Health could make a major contribution to the discovery and development of innovative medicines.
 Likewise, with a surveillance and information systems role, it had huge potential for epidemiology.
 An initiative funded by the Research and Development Directorate was involving focus groups to test the hypothesis of whether the general public are happy that aggregate personal data is used and how it should be looked after. Data sharing is a large problem because of the consent issue; which in health was implied but only explicit for social services where there was less trust by the public.
  IT support for pathology was considered poor; there was no input in this area in Connecting for Health initially, but this was now being addressed.

8.13
Map of Medicine - The diagnostic type of approach to ensure that the GP had up-to-date information available on a laptop was considered impressive.
 

8.14
Some suggestions for improvements from staff included the following: 

· work with the NHS commissioners  – “there was lots of information they could use, but was it packaged in the right way and was it easy enough to get to?”
 
· improve understanding on PCT allocations – by stakeholders so that the information was used meaningfully by hospitals, who do not have their own analysts, to give money out to GPs etc.
 
Working with stakeholders
8.15
DH had found it hard to get recognition of the value of applied research in Universities driven by the Research Assessment Exercise (RAE). While the RAE system had improved there was a perception of lack of underlying incentives to carry out applied research.
 

8.16
Academic scientists did not have the opportunity for clinical insight. Therefore, the forging of closer links between clinicians and scientists was important. Although, these relations were improving, more opportunities were needed to allow the establishment of links – not just relying on conferences.
 The topic specific networks (e.g. diabetes, cancer etc.) aimed to help connect Universities and clinicians.
 
8.17
In working with its stakeholders, as suggested by staff at the GO-Science Review workshop, DH needed to: 

· raise awareness  - “Some stakeholders were not aware of many of the activities and initiatives in DH,”
 which could be an issue for DH to address in terms of mechanisms for informing its stakeholders. 

· manage expert stakeholders more effectively, “without their colonising policies or the policy process?”
 “Getting stakeholders themselves to communicate more clearly their own capacity and sharing the information they collect (e.g. Health Commission).”
 
· work proactively with partners/ stakeholders to pilot new policy ideas and innovations, and extract learning. “DH should be ‘in with’ current practice, not ‘receiving it’ – i.e. co-production of best practice.”

Working with other Government Departments  

8.18
Some external stakeholders felt that the strength of the NHS focus by DH had been at the expense of close and effective working with other Departments.
 Relationships with OGDs could work well on all levels, although the cultures of the different Departments were very different, and it took time to build trust.
 As DCLG used a similar scheme to the NHS fund allocation scheme, to allocate monies to local Government; DH and DCLG shared and co-ordinated research information on these schemes.
  Seven years ago, DH worked on a model of salmonella in eggs, which was put in the public domain. Last year the FSA unit of operational research called DH for the model and found it really useful.

8.19
A key gap across Whitehall identified by DH staff was how to integrate research across different Government Departments on a particular theme e.g. childhood obesity (DWP; DCFS etc.). One model might be the Government Procurement system where certain Departments lead on procurement for all Departments e.g. DH on medical devices etc. Government Departments could take lead responsibility for certain areas of research that was then made accessible by other Departments.
 

8.20
Thinking between Government Departments could be more joined up.
 Other suggestions from internal and external stakeholders to encourage / facilitate DH work with Other Government Departments include: incentives – including shared PSA targets;
 identifying best ways to use Cross-Governmental evidence to enable cross-Government solutions;
 foresight – getting different Government Departments engaged during the early stages in the development of proposals;
 and sharing how-to analytical knowledge - between analytical teams in DH and with other Government Departments.
 

Scientific Advisory Committees and Expert Panels

8.21
DH secretariats for some SACs gave presentations at Conferences e.g. GTAC presentation at the German Society June 2007, and contributed to the European Medicines Agency (EMEA). GTAC held public meetings (once a year) to communicate special issues; and sometimes co-host meetings with GAIC.
  The UK is unique in having the Advisory Panel for Healthcare Workers infected with Bloodborne Viruses (UKAP) and as a result there has been a lot of demand for the HPA Secretariat to speak at conferences overseas etc.
 

9. 
Use of Scientific Advice 

Scientific Advice in the Department

9.1

The Health Protection and Improvement Directorate had the largest number of independent Scientific Advisory Committees (SACs) of any Directorate in the Department. These addressed hazards and infectious diseases. There are different types of Scientific Advisory Committees – some are appointed by Ministers and others through the Appointments Commission. There were also joint Committees with Defra, FSA and DIUS. The Chief Medical Officer (CMO) committees advise the work of the CMO in the same way. There are also Expert Panels appointed for short-term assignments with a specific remit depending on the area and profile.
 

Sources of expertise
9.2

Scientific advice was critical and DH was able to take advice from the top experts. “DH needed first class scientific advice, it could not do policy without it.”
 DH depended on the goodwill of external experts and their involvement for professional recognition and career development.
 Many top scientists were willing to work closely, giving freely of their time,
 and DH maintained close networks.
 One chair has daily contact with the Secretariat.
 Experts had to declare any conflicts of interest (e.g. links to pharmaceutical companies) and their interests.
 Although, this was considered good for transparency and openness, it did restrict the number of potential candidates (i.e. those with industrial consultancies).
 Leading experts had other demands on their time and had to give priority to peer reviewed research publications in preference to non-publishable work. 
 Well written papers from the Secretariat were an important part of ensuring good debate and provision of scientific advice.

Code of Practice for Scientific Advisory Committees

9.3
The secretariats of SACs regarded the Code of Practice as important and had the duty to promote the code among its members.
 GTAC was trying to encourage committee members to take account of the code with a key summary sheet and key bullet points.
 Several Secretariats interviewed felt the code could be briefer/shorter and more modern in layout, format and tone.
 It would also help to know what the minimum requirements were in the Code.
 Other issues raised included: dealing with the press; two week requirement for minutes production is challenging; and a communications expert might be useful (instead of the lay member).
 The Commission on Human Medicine (CHM) followed a strict Code of Practice for conflicts of interest; with no members holding any personal interests or shareholdings etc.
 
Funding and Resources

9.4
Historically for many SACs there was no funding other than travel and subsistence for members.
 For some SACs, there had been a lot of changes in Secretariat staff recently.
 SACs with secretariats at HPA were funded through the DH allocation to HPA.
 Some SACs had insufficient resources for the activities they needed to complete, and the level of staffing was considered inadequate.
 Other SACs were well resourced,
 some with co-funding by two or more Government Departments.
 Where this occurs, members of the SACs found that Defra and FSA worked more closely with the SAC, than DH, in part due to the limited staff resource at DH.
 Operationally joint Secretariat arrangements took awhile to work out responsibilities,
 and a lot of liaison was involved.
 The Devolved Administrations were also involved in a number of Committees and attended on a regular basis.

Role and remit of SACs

9.5
There were many contributions from SACs to DH, highlighted by interviewees. Some examples include: 

· Consultation: - e.g. Gene Therapy Advisory Committee (GTAC) commented on the Government Genetics White Paper; the Genetics and Insurance Committee (GAIC) provided comments on the flagship single equality Bill proposal, and development of regulatory systems and set up of new regulator.”
 

· DH Science Strategy: - the GTAC secretariat had strong links with the R&D Directorate to ensure there was adequate research work (through PRP or BRfBH) for the policy area.
 SACs do not set research strategy, but made recommendations on areas DH should consider for research funding.
 COMARE reviewed research needs on a three yearly basis and identified future needs.

· Advice to Ministers: - SACs whether in-house or agency-based provided advice and support on Parliamentary Questions etc.
 DH requested items on the agenda for SAC meetings; and SACs also raised issues. 

· Certification role: The Administration of Radioactive Substances Advisory Committee (ARSAC) grants certificates to doctors and dentists who apply to the committee for authorisation of their competence to use specific radioactive medicinal products in diagnosis, therapy or research.
· Publications: Some SACs encouraged publication of commissioned papers and where possible peer reviewed articles for journals as a measure of quality. This helped to raise the profile of the SAC and get the message out more broadly.
  Other SACs published guidance written by their working groups in collaboration with those who will use the guidance (e.g. the Advisory Committee on Dangerous Pathogens (ACDP)).
 Some Committee on Medical Aspects of Radiation in the Environment (COMEAP) members write papers, supported by the Secretariat, (for literature searches etc.); and recently a database of air pollution studies had been set up to support them.
 ARSAC published “notes for guidance on the clinical administration of radiopharmaceuticals and use of radioactive substances” for use by practitioners.

· Public engagement: GTAC and GAIC hold annual public meetings for public engagement on developments in genetics.
 ARHAI had a public education sub-group which launched a national campaign that antibiotics should not be used for common respiratory infections; and hosted an Annual Conference with 68-70 participants.
 

Secretariats 
9.6 
Secretariats were found to work well, and were efficient.
 There were different views on the appropriate type of staff for the Secretariat. One option was cheaper, less experienced junior staff without specific expertise. Alternatively, more scientific input was needed for the secretariat, ideally post professorial, higher doctorate experience with a knowledge of the science area and able to relate to the Committee members in terms of expertise. Some research commissioned by the SAC is undertaken by the secretariat and peer reviewed by the SAC.
 The resource for meetings was considered good,
 however, the scientific capacity for reports could be weak, which meant more of the Member’s time is taken up.
 

· In-house secretariats – There was generally a perception among DH staff and SAC members that there was no conflict between the secretariat being based in DH and the committee being independent; as long as it was properly managed.
 An advantage of the Secretariat being located within DH was the provision of quick responses to issues raised externally or by the DH Communications Directorate.
 An in-house secretariat also saved time in preparing submissions to Ministers.
 
· Agency based secretariats - Secretariats previously in DH, but that had transferred to HPA, were bedding down to understand the role and focus on issues that DH wanted.
  DH staff who had moved across from DH found the job more difficult because they were divorced from the policy context.
 Some resolved this by spending a couple of days a week in DH.
 One Chair felt there was a three year loss in momentum in the move from DH to HPA.
 Some SAC members had concerns on stakeholder perceptions of the status and kudos of the Committee because they were not internal to DH and their ability to attract high calibre members.
 Secretariats at HPA served both external committees and internal programmes so that they could achieve some alignment and two way flow of information.
 There was a considered need to improve communications between the DH sponsors and the Secretariats to ensure that the work programmes were meeting DH policy needs.
 Agency-based secretariats had regular liaison meetings with DH staff to focus on workplans.
 HPA secretariats based at Colingdale meet regularly to exchange information and discuss issues to be raised with DH sponsors.
 HPA secretariats had to go to DH for legal advice and to keep abreast of policy changes, so functional communication channels were considered essential.
 The links between the SAC and DH were getting longer and less effective.
 
Appointments and membership of SACs

9.7
Appointments: - All appointments were handled through the Appointments Commission to whom the SAC pays an expensive fee for the service.
 Secretariats had to provide a lot of input to the Commission for the process e.g. where to advertise, and how to get vacancies notified to the community.
 The application form was rigorous.
 The Appointments Commission run the interviews in an open, fair and transparent process.
 Internal DH staff, and the Chair of the SAC were usually involved in the interviews.
 “The Nolan appointment process was dependent on people throwing their hats in the ring but does safeguard independence, and probably does produce the right set of skills more by luck than judgement.”
 In reality, some Chairs and Secretariats informally notified suitable people about the calls for members, to ensure that appropriate candidates applied.
 In the past, the Royal Colleges were asked to put names forward.
 One SAC member complained that his interviewers were so independent that they did not have an understanding of the role and remit of the SAC, 
 and another claimed it was not possible for the interviewers to ask probing questions to identify how much the candidate knew of the subject area.
 One secretariat felt that the Appointments Commission approach was fine for HPA Board level members, but not appropriate for the SACs.
 A DH lead was concerned that candidates were short listed to two per post at interview, by the Appointments Commission without SAC input.
 Members were appointed for the first term of three years, but could be re-appointed for a second term of three years. For the third term, they had to be appointed through open competition. The maximum term was ten years.
 For some SACs, Chairs were only  appointed after having worked their way up through the main committee and working parties.
 
9.8
Membership composition – SAC members and secretariats considered that the composition of SACs was important, with representation from the appropriate areas and professional groups.
 “SAC members worked well together and there was a good mix of skills.”
 The calibre of members was excellent.
 Additional experts were called on for public meetings. Succession planning was an issue that needed to be addressed by SACs, as it may be difficult to get new experts in a given area (e.g. SEAC).
 “It was important to respect the real specialisms of the different scientists, as scientists were not specialists across all the areas.”
 “SACs were very lucky to have and depended on the goodwill of very busy people who are top experts in the field.”

9.9
Observers / Assessors - Sometimes observers were co-opted,
 but their role compared to members needed some more clarity.
 There was a danger in some SACs (like SEAC) where the huge panel of assessors and interested parties could out number the Committee members – especially in open meetings.

9.10
Membership fees – Most SACs only paid travel and subsistence to members. Some SACs reimbursed members a per diem if they were self-employed and losing work.
 Some SAC members did not think they or their employer should be paid.
 While, others thought that the member’s employer should be reimbursed.
 It was suggested that the new NHS contract could make it difficult for NHS employees to become members of a SAC.
 Medics had a facility to backfill their absence via a locum.

9.11
Chairs – Some chairs spoke to the secretariats on a daily basis.
 
9.12
Lay members – “Lay members provided a reality check and opportunity to challenge policy. Lay members could be a representative of a patient group, GP, journalist or lawyer etc.,”
 but were not representative of any group.
  For some SACs, it had been found easier if there was more than one lay member.
  It was considered important that lay members should recognise the expertise of the scientists and “act as a gently critical friend,”
 without being afraid to ask “commonsense questions,”
 and identify the benefit to patients.”
 One lay member suggested it would be useful to have a lay person’s guide to the work of the SACs for applicants applying to be members of a SAC.
  It should also be recognised that preparation for meetings took longer for a lay member than an expert, in order to fully understand the issues and contribute effectively at the meetings.
 Sometimes there was value in a lay member acting as Chairman of a SAC, as long as the Vice Chair was an expert (examples include the Human Genetics Commission (HGC)).
  

9.13
Induction – In the past, the Cabinet Office hosted a two day induction course for new members of Government Committees, setting out the structure of Government, responsibilities of the Committee, Nolan principles etc.
 New members of the SACs hosted by MHRA attended a half day induction course, which included a talk by the MHRA Chairman.
 Other SACs like SEAC also have an induction day.
 SACs also used very good induction briefing documents (e.g. EAGA).
 Meetings scheduled over two days and out of town provided time for informal networking amongst members.
 It was considered important to have opportunities (events, training days etc.) for members to get to know each other better.
 As well as reading papers, one lay member also attended presentations and workshops (approximately three a year) for a better understanding of issues in the subject area.
 “During the first and second year new members learn the ropes, and in the third year and second term they become more productive.”

9.14
Performance appraisals – were undertaken by some SACs annually (e.g. CHM).
 Individual members were evaluated in terms of their performance, including attendance and contribution at meetings and responses to applications etc. and this was taken into account in considering their re-appointment.
 “Some members found it embarrassing and some offensive. They considered it might be better to deal with those that were underperforming and leave the others – a form of performance failing monitoring.”

Sub-Groups, and Working Groups 

9.15
Sub-groups: For SEAC, the Chair of each sub-group was a member of the SAC, but members of the sub-groups were appointed for a specific issue. This provided a useful way of expanding the Committee and providing more detailed scope. The Chair of the sub-group reported back to the plenary meetings.
 Committees have to be “reigned in” with regard to sub-groups and encouraged to focus on priorities, as the amount of Secretariat resource is fixed and can only support so many sub-groups.

9.16
Working groups: These usually consisted of two or three members of the Committee with other experts being brought in.
 A working group had no statutory requirement, and additional members were not appointed through the Appointments Commission.
 DH staff at the GO-Science Review workshop felt that in the review mode, SACs (and their sub-groups) and Expert Panels worked well, but as working groups they were not always so effective, because they were not set up under project management style rules. There was a role for working groups concentrating on problem areas. A good model was the independent expert committees with departmentally managed working groups, comprising both internal and external experts. A model for such a working group could be the Duff Committee which produced proposals for phase 1 clinical trial practice and approval following the TG1412 incident – an international group of experts was convened, deliberated and reported in six months.

Meetings

9.17
Generally, meetings were held two – four times a year (e.g. JCVI, Committee on Carcinogenicity of Chemicals in Food, Consumer Products and the Environment (COC), Committee on Mutagenicity of Chemicals in Food, Consumer Products and the Environment (COM)), although SEAC meets five times a year, and the Committee on Toxicity (COT) meets 6-7 times per year. ACDP used to meet four times a year, but now found three times a year was more manageable and sufficient.  Conflicts of interest were raised at the beginning of each meeting of ARSAC.

9.18
Open meetings – Some SACs hosted open meetings on a regular basis (e.g. SEAC, SACN) in various formats, but it could be costly in terms of resource hiring large rooms.
 To counteract incurring significant additional costs, COM, COT, COC limited places to ten open attendees so those wishing to attend had to apply and indicate which part(s) of the session they were interested in.
 In practice, very few people apply to attend.
 There was a danger with open meetings that things could be taken out of context. For example, often issues were discussed at more than one meeting – so someone attending just one meeting would not see the overall context set by the other meeting(s). There was also a risk that a member might say something that was taken to be the view of the Committee. To avoid this a consensus statement was usually produced at the end of the meeting.

9.19
Closed meetings - A key element in favour of closed meetings was the ability to have a free and full discussion of all issues.
 Some of the information presented may relate to patient confidentiality, be commercially sensitive, or be pre-publication scientific findings. Also, the information was technical and historical, and therefore the context would not be apparent at one individual meeting attended.
 Sub-group meetings were usually closed meetings.

Working with DH

9.20
Some DH staff at the GO-Science workshop felt that “evidence to committees was presented well, then quality prioritised in SACs with time and effort spent to identify appropriate experts, so that the committees could make a robust assessment.”
 However, in some cases, there were no apparent exit strategies for pieces of work and the lack of feedback or length of time for feedback on SAC advice from DH could “create a sense of drift.”
 A secretariat said “DH largely implements recommendations, but often more research was needed, so with budget reductions, take up of such advice was limited.
 It was difficult to get research across in policy terms, and research reports do not always help.

9.21
The different SACs worked with DH in different ways. COMARE generally responded to requests from DH and advised DH through reports and statements.
 SACs, like HGC, either submitted a report to DH who responded with an indication of what, if any, action will be taken, or alternatively the Chairman might write direct to the Minister. 
 Some SAC members were not clear on what route the SAC advice takes in DH or whether it reaches Ministers,
 and whether their role was making a difference in Government.
 There was also an issue on how to educate SACs in policy processes so that there was a better understanding on how their advice was used by DH.
 “Sometimes SACs get a response/feedback.”
 Others felt the advice provided by the SAC was considered.
 “A feedback session with the Minister once a year would be a useful way of achieving feedback.”
 It would help to have more transparency on which recommendations were adopted and those which were not adopted.
 Also, fewer civil servants in DH had caused a lack of easy access to policy makers. 
 It was considered that there was a communications issue between DH and SACs which needs to be addressed.
 
9.22
There was a perceived tendency, more by civil servants than members of the Committee, to concentrate on the purity of the biological science, without taking social considerations into account.
 With any SAC (or expert panel), there was a need to accept that there will be divergent views – evidence does not always point to a clear solution – issues needed to be debated and discussed – so the decision-making process must be transparent and reviewed if appropriate.
 While it was true that divergent viewpoints needed to be acknowledged and debated openly, for DH staff, it begged the question of whether there was consistency of approach across the various SACs.
 When expert committees disagree, it was important to understand why and manage the evidence collection. Bringing in international comparison could be very helpful. It worked well when Committees were clear about the rationale for their decision. It did not work when decisions appeared opaque or when uncertainty/differing views were not clearly acknowledged.
 

Working with other Departments and Organisations  

9.23
ARSAC had worked with the Health and Safety Executive (HSE) and Defra to help prevent people carrying radioactive substances (e.g. after hospital diagnostic tests) setting off airport equipment etc.

Monitoring and evaluation  

9.24
There was no formal mechanism for monitoring or evaluation across all the SACs. Some had regular independent reviews using Cabinet guidelines,
 while others were reviewed informally on an annual basis to clarify their role.
 HGC appointed an independent reviewer and the members had appreciated the opportunity to comment.
  Some of the SACs, by their nature were self-monitoring in terms of their role and remit e.g. CHM,
 and GTAC through clinical trials regulations – enshrined in law.
 As SACs share information in the public domain, this meant any concerns that arose would become apparent.

9.25
The individual SACs sponsored by DH need to be reviewed and revamped from time to time, to ensure that they were focused (with clear terms of reference),
 supported, networked, well used, and add value.
 Likewise, DH needed to keep reviewing whether the constellation of SACs had changed over time, and was still appropriate.
 DH had a mechanism with HPA to review internally all ongoing committees.
 For most SACs, the Chair, Secretariat and DH assessor discussed the future work plans and agendas for the meetings. DH wanted to see the work plans available in the public domain on the SAC websites.
 

9.26
The Advisory Committee on Microbiological Safety of Blood and Tissues and Organs for Transplantation (MSBTO) was an example of a Committee that developed in an ad-hoc way – originally looking at blood, before it took on tissues and then organs. Memberships had not been refreshed in a systematic way, and it was unclear what the remit was. A review of the role had been carried out and the membership had been re-constituted with new appointments under a new name of Advisory Committee on the Safety of Blood, Tissues and Organs (SaBTO). The analytical team had been involved and consulted on the re-design of the Committee.

Networking of SAC Secretariats 
9.27
There used to be a group of secretariats of SACs sponsored by DH who met regularly to look at consistency in approach, share information, learn of consultations and a networking forum.
 Two years ago, the SEAC Secretariat set up a network for Secretariats of the Advisory Committees based in Defra, which met informally every six months and expanded to include representatives from other SACs across Whitehall.
  The Chief Scientific Adviser (CSA) of FSA held at least one meeting a year with the Committee chairs.
 Several Chairs suggested “it would be good to attend an annual event with the DH Chief Scientist and Chief Medical Officer.”
 Secretariats also requested that “it would be helpful to start up a network for the Secretariats of the SACs to meet, learn from each other’s experiences and exchange information etc.; as well as receiving advice from DH on the running of SACs.” 
 Sharing more information would help prevent DH reinventing the wheel e.g. sharing information on licensing from ARSAC with the HGC for embryo licensing etc.

Expert Panels

9.28
Long-term Committees like SACs tended to give more commitment long term and provided fewer recommendations. An Expert Panel may make many recommendations but no longer exist once the recommendations were implemented.
 It was important that DH seeks the best available advice in a given subject area.
 The MHRA register of experts was a good model for tapping into the available expertise, according to an expert registered.

Scientific Advisory Council

9.29
Key issues for external stakeholders were the lack of consistency, transparency, governance and accountability. When stakeholders could not see and understand how the Department made the structures and processes work, or how strategic decisions were taken on priorities issues, there was a natural tendency to become distrusting. There was also a danger that unless there was clear accountability, the best use of the science will not be achieved. DH needed to address how to ensure that its stakeholders were better informed.
 A key solution would be an independent Scientific Advisory Council responsible for advice on science and research funding across the Department; with oversight of the whole and the ability to take the Executive to task on how best to deliver on science.

10. 
Use, Maintenance and Development of Scientific Expertise

Internal Scientific Expertise

10.1
The Department had a strong, committed and skilled professional workforce. The recent Capability Review commented, “In some areas, particularly in medical and scientific research and development, the Department possesses expertise and professional skills that are world class. The Department takes a leading role in international health issues and was highly influential in the World Health Organization (WHO) and in Europe.”

10.2
Operational researchers, economists, and statisticians within the Department, generally worked in multi-disciplinary teams at the Directorate level. Cross-disciplinary working was generally well established, though there was not necessarily an even mix of professions within each team (indeed, not all Directorate teams had representatives of all three professions). These teams contributed to the formulation, implementation and evaluation of policies across much of the Department. Professional issues for all three specialisms were co-ordinated through the Office of the Chief Analyst (OCA).

10.3
Estates and Facilities Directorate had the largest group of scientists and engineers in DH to cover the evidence base needed in building designs, facilities, and clinical parameters including surgery within buildings.

Reduced scientific capacity 
10.4
In common with other Departments across Whitehall, DH has had to reduce its head count.
 Over the last 20 years, in-house science expertise in DH had been declining.
 The core of scientists with in-depth expertise within the Directorate of Health Improvement and Protection had been slimmed down with the largest number of specialist scientists the toxicology staff (10-11 staff from 30-40 scientists 20 years ago) and a smaller number of radiation staff (5 to 6).
 There was no longer the opportunity to employ staff on their scientific expertise alone;
 scientists with general skills were now recruited.
 For some topic areas (e.g. cancer, sexual health/HIV), there were very few scientific experts who were also civil servants in DH.
 

10.5
An area of concern raised by interviewees, was the available skills set within the Department, for thorough planning in implementation of policy.
 The recent Capability Review highlighted shortages in analytical and modelling capacity in the DH.
 However, the tight Departmental headcount limit suggested that internal supply should be regarded as more or less fixed at present. Shortfalls in analytical resource were being tackled by – reducing demand for analysis, improving analytical productivity, and outsourcing or collaborative work with external bodies.
 

10.6
Staff commented that they were involved in a lot of reactive work – parliamentary questions etc. and found it hard to be more proactive in using science in policymaking.
 For the non-scientist teams in particular, more proactive input of science was difficult without a science background. This was an issue, and the Department needed to find alternative mechanisms to keep up to date and be able to draw on research carried out elsewhere.
 Some staff saw the model for the future as a networked Department, with less internal expertise but the ability to obtain the expertise needed through its networks.
 However, several staff felt “there was insufficient staff resource to provide an interface between the evidence providers, the evidence, and the users.”
 “As the numbers of scientists declined, there was concern that DH was losing the ability to see the wider picture.”
 
Intelligent Customer function

10.7
Linked to reduced scientific capacity was how DH maintained its internal facility for scientific expertise and an intelligent customer function.
  Staff considered that not only was it important to have access to the corporate memory of the Department; but it was also necessary to have in-house staff who were experts and could communicate and commission what was required – i.e. an intelligent customer.
  They felt there were issues on “how best to manage and develop scientific expertise, especially as staff resign or retire.
 There were also strong perceived needs to address succession planning, attracting science graduates,
 and the effects of re-organisations on corporate memory and expertise.
 
10.8
Another issue raised by staff and external stakeholders was the need for a bridging skill – with knowledge in policy and science - otherwise issues can be misrepresented when advising Ministers.
 Scientific expertise was needed in order to be an intelligent customer, and this took time to pick up. Specialists stay in post so build more expertise.
 

10.9
The reduced scientific capacity within the Department was also a concern for many stakeholders (in particular the DH Arms Length Bodies (ALBs)) who needed to have an intelligent point of contact.
 Several interviewees felt that DH was becoming much more dependent on the Health Protection Agency (HPA) and SACs for scientific input but these did not have the policy remit.
 For example: COMARE hosted by HPA had to go through DH for legal advice and HPA needed the informed customers to keep them abreast of policy changes so “it is a two way street”. Another role of the intelligent customer function was the development of public-private partnerships, through clear identification of needs.
 
10.10
Developing an intelligent customer function was important.
 It was considered essential for DH to take a long-term view (say 20 years) and one solution to the informed customer problem may be to rotate staff between DH, HPA and other groups. HPA had a critical mass of scientists, and was therefore able to adopt some imaginative recruitment ideas such as setting up of two new posts comprising 50% research and 50% administration. Candidates appointed came from academia with links and contacts, able to learn policy work but still work two days per week in a clinical or research environment.

Career opportunities 

10.11
Some scientists felt there were career opportunities within DH, partly because there are a number of policy areas.
 Others, felt there were fewer career opportunities for scientists and decent career progression – especially for those specialists that wished to remain in their specialism.
 Scientists tended to stay within the directorates relevant to their expertise and had the same jobs long term.
 In contrast, analysts (economists, statisticians and operational researchers) tended to move around directorates more often.
 Analysts had managed moves; which worked well.
 The Government Economic Service was also cohesive across Government and allowed economists a career progression ladder.
 

10.12
A wider concern was that DH recruited policymakers from outside into the Department; which contributed to a lack of opportunity for staff progression internally. It also meant there were fewer opportunities for staff to go out into the private sector, 
 although some tried to use secondments into HPA, and WHO (e.g. two month secondment to Manila, Philippines).
 Opportunities for staff to exchange jobs within the Department for six months might help.
 

Continuous professional development

10.13
Funding was available for staff to attend meetings and conferences for professional bodies (and the annual HPA scientific conference) to understand current issues/developments and increase networking. 
 However, there needed to be added value for policy for policymakers to take these opportunities.
 As one staff member commented: “with the high profile of the subject area, it was important to get out and attend as many as possible of the 3-4 major conferences, however, it was a struggle to even get to one day events with the cover required within the Department.”

10.14
Staff were encouraged to attend short training courses (e.g. National School of Government), particularly for programme and project management; as well as the use of evidence and analysis.
 Training and development needs were identified through the annual appraisal process.
 Staff representation in the EU and other fora also helped with international knowledge and skills. 
 Some staff “picked up on the job training for best practice in policy making; e.g. through involvement in the ‘Genetics White Paper’ etc.”

10.15
A new networking group for scientists met monthly to talk about policy areas and was well received (especially lunch time meetings).
 However, “when you are busy, this goes to the bottom of your list of priorities.”
 There was a perception for some staff that they had to be in the Department to answer crisis questions, and for this reason often miss seminars.

10.16
A concern for some scientists in the Department, related to the internal computing capacity which did not support scientific needs e.g. they cannot process images from Polymerase Chain Reaction (PCR), chromatography etc. nor can they do classical social science modelling. There was only capacity for very basic statistics. This lack of resource was probably because the internal numbers of scientists, engineers and analysts was small. Literature searches were also laborious on the DH systems so some scientists resorted to using external systems such as at Imperial College which saved many hours of time.
 For analysts, DH could provide specialist packages, although it was frustrating not to have clearance for their use on network machines. DWP had a good specialist IT support group for the analyst team – a model for DH to consider?

Secondees 

10.17
There were many secondments into the Department; as the Department was seen as a good place to get experience.
 This had proved useful both for the Department and the experts or trainees.
 There had been less secondees in the social care area; and more practitioners in social care as short-term secondees within the Department would be helpful.
 The 18 weeks patient pathway programme team consisted of approximately 30 people, two thirds seconded from the NHS, and one third civil servants who worked in a matrix across the Directorates and included economists in Policy and Strategy; and data services in Knowledge and Intelligence etc.
 In the Directorate of Health Protection and Improvement, public health trainees/specialist registrars undertake placements that involve working with SACs, and are encouraged to consider SAC membership at a later date in their careers. There were also a lot of contract staff from HPA working in DH, which helped to influence their understanding on policy issues.
 In the Health Care Quality Directorate, public health trainees from the Faculty of Public Health at the Royal College of Physicians, whether medical specialists or non-medics, had a regular series of placements at DH.
 The former Health Improvement Directorate also had a large number of NHS secondees.
 

Professional Skills in Government 
10.18
The new personal development agreement incorporating Professional Skills in Government (PSG) had only been in operation at all levels for a year, and still needed to be formalised. Everyone on their personal development agreement had a set of civil service competences for PSG and specialist skills. This provides an ambiguous position, with none of the generic skills omitted, and thus leading to a sense of a lot of additional skills.
 DH holds cross-directorate seminars for policy officials to help them understand how to use research, data and analysts more effectively.

10.19
Staff suggested that all senior civil servants should have the skills needed in being a relationship manager, and working as policy designer, with confidence in using evidence (economics, statistics, science). It was proposed that the Chief Scientist and Chief Analyst should sit on the Appointments Boards of Senior Civil Servants to help ensure that DH recruits a cadre of staff with the ability to produce and use rigorous robust evidence.
 

Staff turnover 

10.20
There was an incredibly low turnover in staff in some areas (e.g. cancer;
 analysts in finance,
 public health
). In the cancer team, “the staff had challenging work and were given as much responsibility and autonomy as they could handle. There was also a strong team morale.”
  In the public health Directorate “the staff were highly committed, with low sickness levels, and there was a high level of intelligence and enquiry.”
 Some Directorates (e.g. Policy and Strategy, Commercial) relied on fixed term contractors, who provided good networks, and links to external evidence. However, there was an issue in maintaining the institutional knowledge base within DH given the turnover of staff.
 There was also an ageing market trend within DH, with more senior teams operating at a senior level; and a loss of junior staff (a low proportion of staff younger than 30 years).

Role of Analysts
10.21
The role of analysts has been commented on throughout the report. More detail on the findings from the interviews regarding the role of analysts are provided in Table 3.

Table 3. 
Role of Analysts
Role – One role of analysts was to act as interface with basic science – often as information brokers”.
  In several cases, analysts felt it would help if there were better links between policy and analytical staff so policymakers better understood the role of analysts and how to prioritise the analytical needs. Some examples where there was effective use of analysts to inform policy included: vCJD, and pandemic flu. These systems worked well with the analysts working with policymakers on defining the problem, scenario planning and considering the evidence.
 

Embedding analysts  - Early indications were that the new arrangements of embedding analysts in policy directorates had some positive benefits with analysts more closely involved in policy work, and contacted earlier in the policymaking process.
 It also helped to avoid the risk of analysts being pulled off their work for other priorities.
 However, some problems identified included the allocation of resources across the teams
 (e.g. the Equality and Human Rights Directorate did not have an analytical team);
 and the risks attributed to a loss in flexibility of working in clusters, quality control, and maintaining an attractive career structure. Some recommendations from the Review of Analytical Services still had to be implemented e.g. professional accountability as well as line management to ensure quality assurance and professional career development.
 
Professions - The analytical professions (economists, statisticians and operational researchers) could be represented by a three way Venn diagram, with common civil service analysis skills and specific skills. The analysts work in a matrix structure, with professional and project responsibilities. Working in multi-disciplinary teams had been very productive.
    

Workload - Analysts in some Directorates were overstretched,
 and more could be done to provide support and challenge to policy colleagues, especially in policy areas without analysts.
 Morale issues were highlighted as a problem for in-house staff when the Directorate had to bring in extra support from outside consultants – with staff feeling criticised in that they were not trusted or capable enough to complete the task. The Workforce Directorate used individual consultants working alongside the analytical team so that there was an element of increasing the capability of the in-house team as well as completing the task.

Table 3.
Role of Analysts contd.

Analytical Sub-Committee of the Department Board – had the role of prioritising resources across Directorates to ensure overall targets were met. It now needed to look at the balance of resources and skills across Directorates; given that following the restructure of analysts teams, a lot of the allocation of resources was based on work being carried out twelve months previously. There was a clear understanding of strategy on where analysts should be used, but it was not always implemented.

The new Prioritisation Analysis Group (PAG) with senior managers across the Social Care Directorate aimed to use analysts to better effect by horizon scanning to anticipate likely needs for analytical support and scrutinise for those that were adding value. The PAG also considered requests for new work in the context of the departmental priorities and business planning and agreed on options such as in-house, commission externally, or refuse.
 

Submissions to Ministers – Embedding analysts in policy teams had helped them learn to write better quality advice for Ministers more quickly.
 There were plans to encourage more analysts to be included in parties advising Ministers (something that did happen in the past). The advantages would be that the Ministers get better information and the analysts would learn to understand more of the political processes and the need for good communication skills.
 

Networking for Analysts - There was an annual one day Analysts Conference for staff (including operational researchers, statisticians and economists and regular meetings for analysts in London and in Leeds).
 In addition, there was an annual meeting for all DH operational researchers.
 Also, the analysts had their own monthly lunch-time seminars on particular subjects to allow them to debate presentations, and share work and experience across Directorates. These had become even more important since the analysts were decentralised and embedded in the directorates. 
 There was no seminar series in statistics, and there was a sense of real de-skilling of statisticians, although it was changing a bit. Economists have monthly meetings and their own journal club.
 It was too early to understand the impact of embedding analysts into policy teams on networking across the Department - currently everybody knew each other so informal networking was effective. However, DH were aware that the links will erode over time and that mechanisms will need to be developed to maintain expert networks in future.

Table 3.
Role of Analysts contd.

Training – Some staff felt the training budget had been cut since the analysts were embedded.
 Others felt there was no issue and it would not have been fair to everyone else to ring-fence training budgets specifically for the analysts. There were training budget constraints but continuous professional development was reasonably generous; and requests made to-date had been met.
 Two bids for MSc. courses had been approved in one Directorate.
  There was a perceived need for more skilled staff and more resource for training in project planning and evidence assessment.
 

Recruitment – There was no problem in recruiting staff using a steady flow of recruits from government wide recruitments. Fast streamer economists and statisticians were used to feed into Grade 7 posts. There was no formal fast stream recruitment for operational researchers but there were fluid grading arrangements that partially compensated for this. Where Grade 7 vacancies arise, these were advertised across Government, following an internal advert. Occasionally, recruitments were run for a direct G7 entrant. The Capability Review suggested there was not enough staff with these skills and more needed to be invested in the evidence base now. The Government wide review of economists found there were fewer economists in DH compared with other Departments.
 There were issues about pay levels, with DH paying middle of the range. There were no allowances for skills e.g. economists. Operational researchers were previously on scientific scales but not now.
 

Professional development - DH provided good opportunities for promotion and career development of analysts through a managed move system, which was unique to the analysts but fair and transparent. Likewise, the Government Economics Service (GES), Government Operational Research Service (GORS) and the Government Statistical Service (GSS) provided a strong matrix for moves to other Departments and secondments.
 

Professional association - All statisticians were members of the Government Statistical Service and follow the Government Code of Practice. Similarly, economists and operational researchers were members respectively of the Government Economic Service and the Government Operational Research Service, which set professional standards across Government departments. Some statisticians were members of the Royal Society of Statisticians; and economists and operational researchers were similarly members of their national professional associations.
 However, as Departments become more efficient, with less staff resource, staff considered there was less time to contribute to such professional initiatives.

Social Care
10.22
In addition to the funding required, building the evidence base for social care policy, could also benefit from the appointment of a Senior Analyst to champion social care research and support the Director General for the Social Care Directorate, with more longer term work e.g. longitudinal studies to better understand the outcomes of specific interventions. There was also a need for DH to take a leadership role on the cross-cutting issues across Government.

External Scientific Capacity - NHS Science

10.22
In addition to the funding required, building the evidence base for social care policy, could also benefit from the appointment of a Senior Analyst to champion social care research and support the Director General for the Social Care Directorate, with more longer term work e.g. longitudinal studies to better understand the outcomes of specific interventions. There was also a need for DH to take a leadership role on the cross-cutting issues across Government.

10.23
Issues raised included:


· The ‘Modernising Medical Careers’ exercise needed to be reformed to encourage young doctors and academic clinicians to get more involved in translational research.

· New education and training initiatives in response to the Walport Report were welcomed by external stakeholders. It was early days for the new fellowship scheme but progress in capacity building was encouraging. More fellowships in education (only 2 so far) would be helpful; but this was being addressed.
 

· There were 100 professional bodies with interest in the NHS scientific workforce, which the Chief Scientific Officer (CSO) was trying to get to work together in a Federation with all Chairs of the professional bodies involved.

· For some NHS clinical researchers, writing research proposals, getting funding, and ethics approval every time protocols were changed, was still heavy in bureaucracy and administration time.
 The bidding process focused the research and made it accountable. However, there was no infrastructure to write the bids.
 More time was being spent by scientists in applying for research funding. Their gift was the ‘scientific brain’ which was not being used in fund raising (for which they are not trained).
 The ideas for research were available but the challenge was submitting quality proposals for funding and execution.

· According to several external stakeholders (clinical researchers and pharmaceutical companies) there were a number of issues to address around making the UK a more competitive environment for clinical trials. Some low wage economies had the facility to undertake quality clinical trials and were forging relationships with pharmaceutical companies; making it harder for the UK to attract clinical trials (especially with the current bureaucracy, time and cost issues).
 An issue was allowing for an innovative focused clinical trial environment.
 External stakeholders welcomed the Cooksey recommendation for a new drug development pathway, which should enable inter alia earlier ‘conditional licensing’ of new drugs, earlier NICE involvement in the process of development to accelerate assessment of clinical and cost-effectiveness, and faster uptake of cost-effective drugs.

· Academic clinical trials did not have the same rigour as commercial trials – a solution would be to devolve decisions to local Clinical Research Networks (CRNs) with standards and performance indicators (CRN would then report back to the central Clinical Research Collaboration (CRC)).
 CRNs could also help recruit patients quicker, which would make a difference to timescales for implementing clinical trials.

· External stakeholders were concerned there are certain critical masses of core facility infrastructure which need to be maintained and there is a danger these will not be if all funding is allocated as project funding. Ideally there should have been some core support for infrastructure (20%) and project funding for transparency.
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British Heart Foundation
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CHM
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Defra
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Department for International Development

DH
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DG
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DWP
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Expert Advisory Group on AIDS
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ERG
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FTG
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NPI

National Performance Indicator

NPRI

National Prevention Research Initiative
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Polymerase Chain Reaction
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