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Consultation question 1: Do you agree with the proposed key features of the REF? If not, explain why.

The Council of Deans of Health agrees with the proposed key features of the Research Excellence Framework (REF). However, as impact is a new element, gathering together the kind of information required to demonstrate impact is likely to be very resource intensive for universities. 

 “Impact” permeates the entire REF. It is proposed that outputs should include material in the grey literature as well as confidential reports, and ‘significance’ should be broadened to include "actual or potential use beyond the academic sphere". This could open the door to a lot of creative writing. We would advocate that the outputs themselves are assessed solely on research excellence with clear definitions of terms, such as “world leading” and “international”. 

We would also advocate that “impact” should be measured separately from “excellence” since (as noted on p.17 of the consultation) impact includes the economic, social, health and technology benefits that result from “research of the highest quality (in terms of originality, rigour, and significance)”. 

In our view, the REF should focus on: 
· Research excellence as evidenced by quality outputs;
· How the research environment effectively promotes excellent research; 
· The impact of the research outputs on society, the economy, health, quality of life and technology and on informing best practice and policy. This could be achieved by using something like the RA2 short commentaries as included in the RAE 2008. 
The proposed REF spreads impact across all three elements (outputs, environment, and impact).  Our view is that it should be assessed, but independently.  
We believe that the proposed 25% weighting on impact is too high given the lack of case law. 
Consultation question 2: What comments do you have on the proposed approach to assessing outputs? If you disagree with any of these proposals please explain why. 
The Council of Deans agrees that institutions should make decisions in relation to the staff and outputs to be assessed. The proportion of staff selected should not be a factor in assessing quality. We agree that staff employed by the institution on the census date should be included.
We agree that other staff should be included only if their research is tightly linked to the submitting unit. The connection between their work and the submitting unit must be clear; explicit criteria for this may need to be produced. 
It would be useful to have further clarity on the eligibility of research-only staff, for example contract research staff. The potential to broaden eligibility beyond those with a fellowship or principal investigator status should be considered.  
We would welcome further guidance on the definition of eligible Category C staff. In particular, clarity is required about NHS staff whose work is done in close collaboration with a submitting department (co-supervision of students, co-publication of outputs) and who have no other means of submitting to the REF, but who are not, or not primarily, physically based in the department. In addition, many such staff carry joint appointments. Consideration should be given to the percentage FTE weighting of such staff and the required numbers of outputs in this context. 
Given the caveats about citation listed in the REF consultation document, we believe that citations will not be very helpful in informing the panels in the broader health field. As evidenced by the 2008 outcome, disciplines such as nursing, midwifery and AHPs are producing high quality research but, as in the social sciences, bibliometric indices are not an accurate indicator of excellence or impact. If used at all in these disciplines, they should simply inform the peer review process. 

We agree that a maximum of three outputs should be submitted per researcher. This will reduce the burden of assessment and take into account the shortened timeframe. We do not support the proposal to double-weight outputs with the exception of monographs, which should be double weighted. Three outputs should be achievable by a WTE research active member of staff within the timeframe. Clarity is needed around how panels will determine the proportion of outputs which are read. 
Consultation question 3: What comments do you have on the proposed approach to assessing impact? If you disagree with any of these proposals please explain why. 

The proposal that impact is assessed at the level of the submitted unit is appropriate. Using key indicators and case studies that follow a set template is also appropriate. There needs to be recognition that impact operates at many levels i.e. local, regional, national and international and that each level is equally important. For example, due to the devolution into four countries in the UK, it is important that local impact is valued. For example, Scottish research that influences policy in the Scottish parliament should be considered as meaningful and significant as that in UK or international contexts. Impact assessment is likely to favour those forms of impact that are more readily quantifiably evidenced and so fail to recognise and reward ‘softer’ impacts such as impact on quality of life.
Impact factors must be inclusive and reflect the work of the full range of disciplines submitted. For example, in nursing, midwifery, allied health professions and other ‘health’ related disciplines, indicators such as health policy, improved patient care, health outcomes, clinical practice and quality of life are fundamental. Most of these are not included in the current proposals and this should be rectified. 
Each panel should provide guidance relating to the impact indicators it deems to be most appropriate for assessing quality in this area. The pilot exercise is going to be very important here in terms of defining the impact indicators as well as the construction of the case studies. Commentary on how these were assessed is crucial in allying concerns about this element of the assessment process. 

The challenge posed by time lags is key, particularly when demonstrating impact on health policy, new technology and practice changes. REF may have to ‘allow’ evidence which predates the assessment period. 

There is an issue around research collaboration and impact. What evidence will be required to support claims of impact when the research is multi-centred and how will this be presented? 

In addition, we have difficulty understanding what is meant in paragraph 68, p21 by 

“We do not envisage that a unit could claim credit for impact which was based on research undertaken in the unit but which was exploited or applied through the efforts of others, without a demonstrable contribution by the unit to that exploitation.” If our understanding is correct, this could mean that a research study may have been carried out in a university and published and presented in 1999 and the team have moved on to another study. If in 2009 an interested clinician or manager came across the findings and used them to change practice or policy, then the original unit/team could not claim the impact or use this as a case study. This appears excessive and we would appreciate some clarity on this issue.  
In nursing, midwifery and the allied health professions there are some small departments eligible to submit. In the proposed model where there is one case study per ten individuals, a submission of 20 researchers will only have two opportunities to demonstrate the impact of their research. We recommend one case study per five researchers up to a maximum of 20 people, then one per ten beyond that. 
The menu of impact indicators is heavily weighted towards industry rather than public service and should be expanded as indicated in paragraph 2 above.  The “delivery of highly skilled people” makes no mention of the public sector or the third sector. It is not clear how impacts such as “changes to public attitudes to science” will be measured.  We would welcome service users as panel members. We would argue that impacts, such as preparing the future health care workforce and enhancing productivity through improving health, should be highly regarded.  
Consultation question 4: Do you have any comments on the proposed approach to assessing research environment? 
The three key areas identified as being relevant for the assessment of environment are appropriate. We believe that impact also permeates this section under the heading of engagement.  We would ask that this element of the assessment be focused on creating an environment in which top class research occurs. This could reasonably include engagement with the discipline but, if so, must include international as well as national engagement. 
There appear to be no quality definitions for environment and no clarity about how this will be assessed within these proposals. Panels should decide on the relevant weightings of various environment elements; but all panels should include indicators of environment which support career progression.
Consultation question 5: Do you agree with our proposals for combining and weighting the output, impact and environment sub-profiles? If not please propose an alternative and explain why this is preferable.  

The Council of Deans of Health agree with the process for combining the sub-profiles. Having the same weightings across units of assessment is desirable. As mentioned, we feel that 25% is too high a weighting for an untested impact assessment mechanism. We would argue for more weighting to be given to outputs and would suggest 65% output, 20% impact and 15% environment.
Consultation question 6: What comments do you have on the panel configuration proposed at Annex E? Where suggesting alternative options for specific UOAs, please provide the reasons for this.

Groupings appear appropriate but serious consideration will need to be given to the range of expertise available on the panel assessing the work, particularly in the largest Units of Assessment. 

The proposed REF Unit of Assessment ‘Allied Health Professions, Dentistry and Nursing’ is the fourth largest proposed UoA (2,939, FTE in RAE 2008) after Engineering (4459), Clinical Medicine (3568) and Business/ Management (3501). Although we recognise there is similarity in some of the methodological approaches and scope of work in Allied Health Professions, Pharmacy, Dentistry and Nursing, there are also some clear distinctions (e.g. applied sciences versus biological sciences) affecting both the nature of the research undertaken and the means of demonstrating impact. Therefore, in order to ensure appropriate recognition of the distinctiveness of the groups, we would propose that this Unit of Assessment be treated in the same way as the other three large ones, with the establishment of four informal sub-groups (Allied Health Professions, Pharmacy, Dentistry and Nursing).  

Consultation question 7: Do you agree with the proposed approach to ensuring consistency between panels?

The use of metrics such as citations will differ between Units of Assessment, but there should be consistency in the application of assessment of quality and use of other forms of standardised data across all UoAs.
Consultation question 8: Do you have any suggested additions or amendments to the list of nominating bodies? (If suggesting additional bodies, please provide their names and addresses and indicate how they are qualified to make nominations.) 

The Council of Deans agrees with the proposals with regards to the nomination of the main and sub-chair panels. We suggest two additional nominating bodies:
The Burdett Trust for Nursing

SG Hambros Trust Company Limited

Norfolk House

31 St James’s Square

London SW1Y

The Health Foundation

90 Long Acre

London WC2E 9RA
Consultation question 9: Do you agree that our proposed approach will ensure that interdisciplinary research is assessed on an equal footing with other types of research? Are there further measures we should consider to ensure that this is the case and that our approach is well understood?    
The broader panel configuration should, in principle, avoid large scale referral to other panels, a process which proved resource intensive in RAE 2008. In addition, the REF should allow the submission of the same output and material to different UoAs which reflect the interdisciplinarity in each piece of work. 
Consultation question 10: Do you agree that our proposals for encouraging and supporting researcher mobility will have a positive effect; and are there other measures that should be taken within the REF to this end? 

We support the proposals for encouraging and supporting researcher mobility. With increasing pluralisation of health and social care providers, we can expect the ‘faculty’ to grow to be an increasingly wider organisation than more traditional groupings within higher education. This may involve increasingly diverse arrangements between the university and local health/social care organisations.
There are a range of issues concerning conflicting HR policies, pay, pensions and conditions between health and higher education. To attract staff, there is a need to secure greater flexibility and complementarity between health and higher education to reflect both the different functions and changes in employers that may occur during a clinical academic pathway.
Consultation question 11: Are there any further ways in which we could improve the measures to promote equalities and diversity?
We welcome, in particular, the proposal to have a centralised approach to assessing individual circumstances. 
Consultation question 12: Do you have any comments about the proposed timetable?
The timescale for panels to consult and publish criteria through to actual HEI submission in 2012 is unrealistic as the rules of engagement for the REF will not be available until midway through the assessment period.  
Consultation question 13: Are there any further areas in which we could reduce burden, without compromising the robustness of the process?
Taking a more focussed and constrained approach to describing impact, for example as seen in the RA2’s in the RAE 2008, would reduce burden. 
Consultation question 14: Do you have any other comments on the proposals?
More thought needs to be given to the fact that the transfer of knowledge from research through to practice can be very protracted and that demonstrating impact over a five year time span could be a major constraint.     
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