[Applause] Thanks very much for that introduction. It’s always very strange hearing about yourself but I’ll elaborate on that in a minute. Now I’m not very good at shouting so if I do drift off will someone on the back row wave at me to make sure that I can keep the volume up so that you can all hear me. 
Just thinking about the introduction I was giving some awards yesterday for tissue viability which is a fantastic thing to do. Great achievements amongst a huge number of people who really deserved their accolade. And long after that we were chatting afterwards and someone said to me “but are you actually a nurse?” and it just strikes me it is sometimes really important to say “yes, I am a nurse, I am a midwife, I happen to have a PhD, and I did it as a hobby”. But that’s one of the things that I think has driven me to think about research in the real world. About research careers and to make sense of what we’re going through at the moment.
What I thought I’d do, is, and don’t all groan at once, talk a bit about the Health Bill, about some policy, some policy changes, some changes to the NHS and its architecture which I think will impact on us all, but to give it some research context as well. And then to talk a bit more about developing careers, research careers. 

But what I don’t want to do is talk for a huge amount of time, because I have an hour. So I really do want to get into some dialogue with you and please think about your questions as we go along. Because the really important thing about this is not just my message to you, such as that is, but your messages back to me, to make sense of what you’re experiencing, and how we can make adjustments accordingly. If that’s at all possible... I don’t walk on water, but I do like to hear what can be adjusted and what might need to be changed.
(slide 2) So let me start with the Health Bill. And I give you this slide as a ...just as a matter of context to remind ourselves of what the Secretary of State actually wanted to achieve, because there’s been a lot of noise about this was the White Paper before it got into the state of being a Bill, and there’s been a lot of noise about what he wants to achieve. But really the front end of his thinking was putting patients and the public first. Improving health outcomes, and in a way that becomes world class, because he does hold the view that we are lagging behind Europe and many other countries in the world. But there’s a greater degree of autonomy and accountability in the system, and cutting out bureaucracy and improving efficiency. The accountability and autonomy bit I think is going to be really pertinent when we get into what are going to become Clinical Commissioning Groups. And some of that language has changed since the White Paper was published because it’s all about GPs, doctors. And now the Secretary of State talks about clinicians. And he means all of the clinical professions, he really does. So this is not just about doctors and GPs. So we as nurses, midwives, allied health professionals, dentists, pharmacists, need to get in there, into the Clinical Commissioning Agenda, and make sense of that. And that’s really pertinent from a research point of view because what Clinical Commissioning should be is based on evidence. And in a lot of cases we simply don’t have it, or we don’t have it in a way that’s actually very meaningful.
Cutting of bureaucracy and improving efficiency I’m not sure we’ve necessarily seen a lot of that. But cutting out the layers of the Strategic Health Authority and the Primary Care Trusts will cut out some bureaucracy but they do have a lot of statutory duties which will have to land somewhere. And improving efficiency as you’ll all be painfully aware means taking something like £20 billion out of the NHS in order to re-invest. And that’s one of the criticisms that I hear from Unions and others a lot is that people are striving to become more efficient, they are making savings, but it’s difficult to see that re-investment. So I recognise that that’s a very difficult context. 

(slide 3) And notwithstanding that we’ve got to improve outcomes and make the system more accountable and put patients and the public first, there’s a new architecture to go with that. And this new architecture I think is really important. One of the things we need to recognise is that it doesn’t matter about the Health Bill completely. Now the House of Lords did’nt throw out the Health Bill so it will continue its progress, it will be amended significantly but all this can happen regardless of the passage of the Bill, but it will be slightly different. And that is that the sense that the NHS Commissioning Board is being set up at the moment as a special Health Authority. So that can still happen, it can happen now, it can happen whether the Bill is passed or not. If the Bill is passed, then that Commissioning body will become an executive non-departmental public body, which gives it a greater sense of autonomy and it is the divorce between the NHS and the Department of Health. So there’s quite a lot wrapped up in the jargon of that, but it will make big a difference to how the Health Service is run. And this architecture I think is going to be really quite important to follow through the themes of how it embeds and how it makes a difference over many years. The other thing about this being binding law is that it’s much more difficult to undo should there be a change of administration in the future. 

So, although I’m telling you this, I think this is the picture we will see regardless. So the NHS Commissioning Board will be headed up in Leeds by David Nicholson as we know already. We’ve had a nominated Chairman announced who is Malcolm Grant, who is... has to be screened by the Health Select Committee in the Commons before he can be properly appointed. But those two people then can start constructing the rest of the Board. And for those of you that are interested in such things as the grand posts in nursing, there will be a nurse on that Board, and that advert is likely to come out at the end of the month. And there will also be a nurse in the Department of Health. But the Department of Health, after the divorce, will be looking much more at public health. So the nurse in the Department of Health will probably have a public health background, will be the principal nursing midwifery advisor to the Government on public health, and not necessarily be so aligned with the NHS as currently Chris Beasley is as Chief Nursing Officer. So that’s going to be really quite different. And then because public health is so prominently important to this Government, Public Health England will be established as a Strategic... not a Strategic  ...a Special Health Authority. And then, in your world, we come to what is going to be the Health Research Authority, and that too will be a Special Health Authority to start with. It will have more autonomous powers as the system becomes more mature and should the Bill be passed. And I’ll come on to the bit a bit more about the Health Research Authority later on. And I confess that I’m not involved in developing that, I have had some slides from the National Institute of Healthcare Research to help flavour this talk so you can get an impression about what that will be. And then that’s the national picture, and then locally, there will be much more local influence over education and training. And Health Education England will be set up plus Special Health Authority with more autonomy as things go on and they will be populated locally, around the regions by Local Education and Training Boards, or at least that’s what they’re called this week; they’ve had several names. But they will be very local bodies in which you can influence, and what training and education happens locally, because they’ll be populated by employers, they’ll be populated by the professionals, who have a real insight into what’s happening locally. And one thing that strikes me having been around the block a few times is that this feels a bit like Education and Training Consortia, if anyone remembers those, where the employers did get together. But the real difference would be that they will be much more autonomous, they’ll have much more say over that spend rather than it all being collated at the central end. Health Education England will have an over-arching view of what happens, but the Local Education and Training Boards will sort that out locally. And that’s, I think is really important for education and training in the research world, because, as far as I can work out, it may not be the first priority that employers have, to send their staff on research training opportunities; they may not commission much at that level. So we need to persuade Health Education England to keep watching that, and what does that look like in the future. Clinical Commissioning Groups I’ve already mentioned, and I do think it is really important to keep watching how this develops because it’s going to be really important to influence and get involved. Don’t be shy about that, because you will be the people with the evidence, you will be the people who that can be persuasive and influential. And I’m talking a lot to nurses and midwifes about that, and they’re not entirely sure they’re the right people to do it sometimes, because there isn’t yet a road map. I often use in these presentations the saying from Emmanuel Cant the philosopher from the eighteenth century: well if you don’t know what the future looks like, you can’t predict it, invent it. And we’re in that position, so go for it.
(slide 4) Then a bit about research. Earl Howe is the Health Minister in The Lords. And he’s certainly committed to what research looks like in the new NHS. Talking about it still being a core function, but we need to make sense about what that actually means. But it does mean that research is absolutely imperative to what the Government wants to achieve. Because if you don’t have the evidence, how do you know about the outcomes, how do you change, innovate, and create new systems, processes, drugs and technologies. And it talks about the promotion and conduct of research as well. And I think conduct of research is going to be something that the Health Research Authority will look a great deal more at. And [your working] systems at the moment I guess feel cumbersome and bureaucratic and I think the Health Research Authority is going to help streamline some of that. Certainly take on national ethics, approval service, and that should make things a lot easier for conducting research. So, another useful recommendation there. And as I’ve said it is really about health outcomes, which is not just outcomes for particular diseases, for particular people; but it’s also reducing the inequalities that happen around the country. And it’s easy to latch on to postcode lottery and funding and things like that, but there are huge variations of lifespans across the country and across London, even. And those health inequalities are really important to this Government, which is why they’re majoring on public health as well, so that tackling obesity, abuse of alcohol and smoking, and those sorts of things play into this very, very strongly. But again, we’ve got to have research, and the evidence, to improve outcomes. And I think this is one of the features that came with the setting up, particularly of Academic Health Science Centres is the rapidity with which evidence is acted upon and used because there is so... such a long time span between doing the research, coming up with the findings – and what on earth’s difference does it make to the bedside, or to the community when it comes to actually treating patients? So speeding that up I think is going to be really important. The Commissioning Board is not divorced from this and that’s another important feature, so that whoever sits on that Commissioning Board will need to take into account the evidence. And they’re going to look at the whole system in a different way, so that they will look at acute illnesses, they will look at long term conditions, they’ll look at patient experience and patient safety in a way they haven’t done before. And in the Department of Health we’re likely to look at health in a life-span way. So, that we think about the younger years starting well, developing well, living well, working well, and aging well. So that we’re not necessarily as disease orientated as we once were, which might mean we’re not necessarily as medicalised as we once were. Because it does then mean looking at pathways; what impacts do these events have on an individual’s life at any one stage, and what people need to keep healthy, rather than thinking this is all about disease management. And that then gets down to the Commissioners. And I think in a clinical commissioning group sense, we can see it playing out in the already existing Networks that you’re probably all involved in, the Cancer Networks are really quite mature. And I think they sometimes get a bit hung up on their type of cancer. But they can be much more holistic about how they treat people, how people get through the system and what those individuals experience. And I think we’ll see more of that. The maternity Networks that are proposed as well I think will be very useful in that way because it’s a discrete pathway, it’s already very well planned with certain milestones. But so much of it is too hospitalised, too medicalised, and that gives us the opportunity then to say “what should this pathway look like for the womens’ experience?” rather than necessarily saying “this is how it’s planned because we’ve got this community bit, we’ve got this hospital bit and then there’s something that happens at the end going into health visiting. So, much more of a pathway approach.
And if the Bill goes through there will be distinct duties, on the Health Service, on the Secretary of State, and they will be duties to promote research, and use evidence, and support the conduct of research. There’ll also be duties on the Secretary of State about providing educational training for the Health Service, if the Bill goes through. So it’s one of those things that might not change if the Bill doesn’t go through. So it’s really important to pull that together and make sure there is accountability not in the system but also the Dispatch Box in The House of Commons, so when the Secretary of State stands up, says, he has this duty, he is accountable. 

And the Health Research Authority, the Regulations and the Orders are being laid, and it’s likely that it will come to fruition in the very near future. And what I think it will do is give us much more of a sense of how research is conducted in a timely manner, the approvals, the ethics machinery works much more succinctly, and that people can actually get on and do research. And that’s a whole blended approach to research, not just clinical trials. There is a huge impediment to people learning research techniques because you can’t get ethical approval, you can’t do a small-scale project easily or quickly, and some of that may be ironed out, but we shall see.

And that then leaves a significant amount of time for questions or I hope you’ve thought of something to talk about. 
But what I’d just like to touch on that I’ve not put on any slides particularly, is where we are with the National Schemes for Clinical Academic Training. And we set these up a couple of years ago and those of you that remember the Finch Report, there was a move about five years ago to increase the capability and capacity for nurses, midwifes and allied health professionals to become researchers. And that was really important, that was a really strong and important signal, to the service, to the world of education and research, that we’ve got a great deal to offer, it may well be different to other disciplines, but we’ve got a great deal to offer. But we do need to breed people that can, with confidence, become principal investigators. But there is a long pathway to follow. The opportunities need to be created. So, Finch recommended some ways of doing that, which we’ve started to implement. The implementation has been far from easy, I have to say. But one of the things that happened when I got involved, particularly in interviewing people for their PhDs, was that it was a very..., very daunting process I think for the candidates. There were lots of numbers of people around the table who were the panel and they were significant experts, there weren’t the cosy professors of nursing that you might think would like to get involved always, but there were also health economists, GPs, the allied health professions, and people taking a big interest. I didn’t actually ask any questions because I was there as an observer holding the purse strings. But it was a very rigorous endeavour, much more rigorous than the candidates, I think, expected it to be. And what was really interesting is that to a large extent, nurses and midwifes weren’t as ready for this process as the allied health professionals. The people who were ready were very experienced clinically, they’d probably come to research later in their careers, they’d done an awful lot of work with a great deal of enthusiasm, commitment, and probably not much support, and were now ready to do their PhDs, and were very focused on their topics. But they seemed to have very close relationships with their supervisors and others, and almost head behind what their supervisors might be saying. And that struck me when one of the panelists was asking a candidate about their power calculations, and I heard from a physiotherapy – she got it like that [in a click of the fingers] – answer. And a nurse said “and my supervisor thought” – not quite the right approach. And you’ve only got five minutes to sell yourself. So, I think we’ve a long way to go. The Schemes at that stage, I think we offered fifteen PhDs: three to nurses, two to midwifes, and the other ten were to AHPs. And I think they are ahead of us because they register as graduates. I think that makes a big difference. We’re in the process of going to advertise another round of those hopefully early next year, but that has been slightly scuppered because we have to argue for the funding every year, as part of the Strategic Health Authority Education and Training budget which has slowed things down significantly, which has meant that the National Institute for Healthcare Research have decided that they cannot support as much as they would like to because it’s so uncertain year-on-year, but I’m still bashing away to get that money. We still need to get people through these programmes. This year we’ve offered a lot more of the Masters Programmes, trying to get another seventy people through, because I think that’s where we need to concentrate on the pipeline. But there are some people already to do the post doctoral work as well, which would be really good. So, we’re still trying to implement the Finch recommendations, we’ve got a long way to get there, we’ve spend about fifteen million on it, so it’s not insignificant amount of endeavour financially, but we haven’t reached what I would regard yet as the “steady state”. So, we’re still battling with the money, we’re still trying to make sure that people are ready to go through this process, and that they are going to be principal investigators in the future. And that makes it sound quite elitist, but I think it’s really important that we attract the best, and produce the best, which is why I think when it comes to Local Education and Training Boards, they may not be thinking along these lines. They’re probably more worried about how do they get all the health and safety mandatory training done, or how do they get enough neonatal intensive care nurses through programmes in order to keep the service going. Or they’re going to be asked something like the Care Quality Commission Report on Nutrition and dignity of older people recently, so we need to get the fundamentals right, let’s not worry about research. Now I don’t think the two are mutually exclusive at all. We need the research, we need the best brains in nursing and midwifery with other professions dealing in research in order to make much more sense of how we can really deliver excellent fundamental care. 
So the picture’s quite complicated at the moment, but it is really important that we can capitalise on all these statements from Ministers, from the Secretary of State, in the White Paper and in the Health Bill. Research is really important, nursing and midwifery, allied research professionals in research, is really important, and keep at it. 

So that’s the picture as it is at the moment. Thank you very much for listening to that, and I’ll be very happy to not just to answer questions but to enter into any dialogue, because as Kelly said earlier, I’m afraid I can’t stay beyond my session, but I was really keen to hear about what research nurses want next so if we can blend some of that into this discussion I’ll be really grateful. Thank you.
