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The Journey Behind the Needle: Insights from My Haemodialysis Needling Study
and the Role of the NIHR ARC EoE Fellowship 

Additionally, I received support from our lead research nurse and renal research manager,

This booklet celebrates the outstanding work of the 14  cohort of the NIHR ARC East of
England (EoE) Fellowship programme. 
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What is the programme
The ARC EoE Fellowship is a prestigious programme aimed at people working in health, care
and voluntary service settings across the East of England. It is for those who would like to
work at the interface of research and practice. It aims to develop an understanding of the
research environment, and develop skills in research methodology, service redesign, change
management and implementing evidence-based improvements into practice.

Since the scheme’s establishment in 2010, over 170 ARC Fellowships have been awarded.
Our fellows have come from a wide range of clinical and non-clinical backgrounds including
Clinical Psychologists, Registered Nurses, Allied Health Professionals, Pharmacists, General
Practitioners, Consultant Psychiatrists, Paediatricians, Consultants in Palliative Care, and
managers in health and social care services. 

There are two types of Fellowships: Research and Impact. 

Research Fellowship: The ARC Research Fellowship is for people who are keen to
understand the research environment, and to develop skills in research methodology. The
focus of this fellowship is on local applied research and evaluation projects (including
audits), while building local capacity for evidence-informed practice.

Impact Fellowship: The ARC Impact Fellowship is for people who are interested in
developing knowledge and skills to implement and disseminate for impact evidence-based
improvements in health and care settings.

What is included in this booklet 
This booklet celebrates the outstanding work achieved by our 14  cohort. It displays Fellow’s
academic posters outlining the finding of their project work.  It includes, also, a blog shared by
the Fellows, highlighting their experiences of, or personal development on the programme. 
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With thanks to
The ARC EoE network continues to thrive, ensuring and facilitating meaningful collaborations
between our partner institutions and supporting organisations. We would like to extend our
ongoing thanks to all of them, for their continued engagement and support of the Fellowship
programme.  
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Since 2010, over 170
fellowships have been
awarded to professionals,
from varying clinical and
non-clinical backgrounds,
social care services and
third sector
organisations. 



Dr. Rimsha Chohan
ST5 Psychiatry Doctor
Hertfordshire Partnership NHS
Foundation Trust
E: rimsha.chohan@doctors.org.uk

Chronic Obstructive Pulmonary Disease (COPD), characterised by inflammation of the airways and
excess mucus (bronchitis) and breakdown of the alveolar membranes/air sacs (emphysema), is one
of the most prevalent respiratory illnesses in the UK. The single biggest risk factor for COPD is
tobacco smoking, the prevalence of which remains significantly higher in people with severe
mental illness (SMI) than in the general population (Public Health England, 2020). People with a
diagnosis of severe mental illness (SMI) have a higher premature mortality rate than the general
population and can have death rates that are 4.7 times higher for respiratory disease (Public
Health England, 2018). 

Community mental health base in Hertfordshire sees a caseload of approximately 198 patients for
depot injections, clozapine clinic, and physical health clinic. Incorporating COPD screening into this
clinic using a handheld device, and offering this at a mental health base that patients already
attending could facilitate more timely COPD diagnoses and treatment, and possibly work towards
levelling this health inequality.

Key findings or insights
Due to staffing shortages, the initial plan to train clinic staff to administer COPD screening was
changed to having myself administer COPD screening by joining the clinics or running a parallel
clinic. Despite approaching at least 50 patients and the project being developed with the Patient
and Public Involvement (PPI),recruiting participants proved difficult. Ultimately only 4 participants
signed up, and so we instead began to explore the reasons for not wanting to participate. We did
this by directly asking service users and carrying out a structured interview with a member of staff. 
Primary themes identified include:

Time constraints: the nature of the clinics often meant patients spent as little time as possible
there. Patients also felt they required more time to consider the screening and psychologically
prepare for this.
Patient commitment: the idea that a positive screening may mean committing to further
appointments and/or tests was a discouraging factor, suggesting that motivation may remain a
barrier even where the screening is more easily accessible
Mental state: in some cases, it was felt offering the screening may do more harm by leading to
disengagement or may be unsafe, particularly where patients were struggling with anxiety or
agitation.
Perception of reprimand: previous experiences of patients often led to concerns that the
screening would lead to them being chastised for smoking.
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Impact on people in the East of England 
4 patients have been referred for further investigations via their GP and will be followed up to
identify if they made any lifestyle changes (including smoking cessation where applicable) and
identify if they have received a formal diagnosis and/or treatment for COPD.

The project also impacted patients who were unable to partake in the screening. In one case, a
patient with a medical contraindication was unable to complete the COPD screening, but after
discussing their symptoms, resolved to make an appointment with their GP to discuss these
further; it prompted us to think about whether psychoeducation may be more acceptable than
medical device screening, and therefore more effective in diagnosing COPD earlier.
Informing future research, practice, or policy.

Next steps would involve exploring barriers and facilitators to physical health checks (including
COPD screening) via health questionnaires (and where possible, structured interviews). We may
need to consider if psychoeducation about the symptoms of COPD and better access to smoking
cessation services may be more impactful than screening with a medical device.

Challenges and Lessons Learnt
Ordering a medical device proved to be more complicated and challenging than expected. My
expectations from this project were also that the main focus would be literature searches,
planning, and data analysis; however the most exercised skills concerned collaboration,
organisation, and leadership. Much of my project required relying on (and often waiting for)
discussion and approval from others. 

I also left the project with a better understanding of the importance of approaching any work
(whether academic, clinical, or otherwise) with both humility and curiosity. Future projects would
also require earlier collaboration with stakeholders, including both staff and patients, to ensure
they are patient-centred from conception, rather than focused purely on the researcher’s goals
and expectations. 

Insights for Future Applicants
One tip for future applicants; remain curious. Even if your project isn't going as expected, sit back
and ask - what is the reason for this and what information can you take away from it? 
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Basildon Hospital’s Emergency Department continues to experience sustained pressure from high
levels of avoidable or non-urgent attendances, placing strain on clinical capacity and affecting
waiting times and patient experience. Local data shows that many attendances could be better
supported in community, primary care, or preventative settings. This issue is particularly significant
in Basildon, where communities face higher levels of deprivation, long-term conditions, and
barriers to accessing timely care. The project focuses on residents living in Basildon, engaging
diverse community groups to understand the real drivers behind avoidable Emergency
Department use.

Addressing avoidable attendances at Basildon Emergency Department is vital for improving
patient outcomes, ensuring safe and timely care, and reducing operational pressure on urgent and
emergency services. Basildon serves some of the most deprived communities in the East of
England, where long-standing health inequalities, barriers to accessing primary care, and social
barriers such as financial stress and low health literacy contribute to higher Emergency
Department use. Without understanding the real-life drivers behind these attendances,
system-wide interventions risk missing the mark, leaving significant unmet need unaddressed.
Nationally, reducing avoidable Emergency Department demand is a key NHS priority, yet there
remains limited qualitative evidence capturing the lived experience of local people in areas like
Basildon. This project helps fill that gap by amplifying community voices often overlooked in
traditional data analysis. By addressing this issue, local partners across Mid and South Essex can
work with communities to co-design unique, preventative, and equitable models of care that
better meet the needs of underserved populations.

Key findings from the study highlight:
A substantial proportion of attendances were avoidable, with only around a quarter clinically
appropriate and up to 60% potentially divertible.
Ongoing challenges accessing GP care, compounded by digital exclusion, limited transport
options, and anxiety fuelled by alarming social media content, particularly among parents.
High trust and confidence in Emergency Department staff, with participants consistently
praising the quality of care despite long waits, which in turn encouraged continued attendance.
Positive views of pharmacies and community health outreach, which were seen as accessible
and trusted alternatives for advice and support.
Uncertainty about appropriate care pathways, with many residents unsure what to do when a
problem fell between basic first aid and a serious emergency, leading them to default to the
Emergency Department.

Jenny Garrett
Senior Anchor Project Manager
Mid and South Essex NHS Foundation Trust
E: jenny.garrett@nhs.net
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Community Insights into Avoidance Attendances at Basildon
Emergency Department 



Its Impact 
This research is already informing thinking and decision-making across Mid and South Essex. By
demonstrating that a significant proportion of Emergency Department attendances could be
managed elsewhere, it has strengthened the case for redesigning patient pathways and improving
patient flow. Insights from residents highlighting barriers such as digital exclusion, transport
difficulties and challenges accessing GP care, are helping services understand why people default
to the Emergency Department and where targeted support is most needed.

The findings are being shared widely with internal colleagues and external multi-agency partners
to guide service development and improvement. In direct response to the digital exclusion
identified through the research, a new digital inclusion project is being co-designed with South
Essex College students, who will support community members to download the NHS App and
navigate healthcare websites, increasing confidence and access.

Building on this momentum, ARC Impact Fellowship funding has been secured to take the work
into its next phase. This will involve co-producing new health solutions with Basildon communities,
focusing on the root causes of avoidable Emergency Department use and supporting preventative,
community-led health interventions.

Overall, the findings provide a strong foundation for engaging communities and using lived
experience to shape clearer and more effective services. 

Challenges and Lessons Learnt 
A key challenge was the ethics process, which took longer than expected and required, with the
support of my Academic Supervisor, the need to pivot aspects of the study’s design. 

Recruitment to community listening sessions relied heavily on partners’ strong relationships with
local residents, and I was fortunate to work with three trusted community groups whose support
made participation possible.

Insights for Future Applicants
·Be prepared for delays and adapt your design, if needed. 
·Plan your workload, a slow start can quickly turn into very busy final stages.
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Prevalence of those living with obesity has increased over time for the general population, and
thus the number of women presenting for obstetric care with a BMI outside of the healthy range,
has also increased, causing additional challenges for health care providers, and increased risk of
poor maternal and neonatal outcomes. High pre-pregnancy BMI and excessive gestational weight
gain are known predictors for immediate obstetric risk and long-term risk for obesity and obesity-
related disease, in both pregnant women and their offspring, both in childhood and later life. Data
tells us that obesity in early pregnancy has continued to rise locally, with 28.9% of women in
Norfolk and Waveney starting their pregnancy with a BMI in the obese range, compared to 26.5%
in the East of England region, and 26.2% in England (2023/24). This figure places N&W as the 7th
highest ICB in England. 

Importance of addressing this issue 
National data shows that rates are highest among women in the most deprived communities
(32.4%) compared to those in the least deprived communities (19.8%) and higher for those in
subsequent pregnancies (28.7%) compared to first pregnancies (22%). As reported in the
MBRRACE-UK 2025 report, maternal obesity was present in 64% of maternal deaths, highlighting
its significance as a public health challenge.

One in four pregnant women in England is now living with obesity, significantly increasing risks of
gestational diabetes, pre-eclampsia and caesarean birth. Other increased risks include stillbirth or
neonatal death, preterm birth, developmental issues, and a higher chance of the baby developing
childhood obesity and type 2 diabetes later in life. 

Despite this, the UK still has no official gestational weight gain guidelines, leaving pregnant women
and healthcare professionals without a clear framework for consistent conversations around
healthy weight. Historically, research has focused on midwives’ perspectives of women’s healthy
weight needs during pregnancy, however, there has been little evidence to capture what women
themselves feel that they need, especially in Norfolk and Waveney.

Teresa Gibbon
Advanced Public Health Officer
Norfolk County Council, Public Health Team
E: teresa.gibbon@norfolk.gov.uk
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Key findings or insights 
The strongest finding across the BMI categories was that pregnancy symptoms were the biggest
barrier to maintaining a healthy lifestyle, with 56% of respondents reporting difficulties with eating
a healthy diet. All but one of those reported morning sickness/hyperemesis gravidarum as the main
reason. 

The majority of respondents (75%) reported having difficulty engaging in regular physical activity,
with pelvic girdle pain being listed by all of those respondents, as the top reason, followed by
exhaustion, childcare responsibilities and fear of harming the pregnancy. Symptoms were seen to
outweigh motivation, knowledge, or BMI as drivers of behaviour. 

Emotional experiences varied widely. Some women felt unconcerned about weight gain due to a
previously healthy BMI or severe symptoms like hyperemesis, whilst others, particularly those with
higher BMI or complex health histories reported anxiety, mixed messages, conflicting advice and
experiences of judgement or stigma. Many talked about just ‘getting through’ or ‘surviving’
pregnancy and worrying about health behaviours afterwards. 

The majority of women (72%) felt that support regarding heathy weight management is needed
throughout their pregnancy journey (before, during and after pregnancy), and that face-to-face
support was the preferred method of delivery. 

Impact on people in the East of England 
Women who participated in the research were very open and honest with sharing their feelings,
experiences and pregnancy journeys, and ensuring that their voices were heard. Hopefully, this will
have helped them feel that their voices have been heard. The research informs us of what support
women feel they need with healthy weight management throughout pregnancy. This insight can
guide future support to help women feel more supported and, ultimately, reduce obesity. 

Informing future research, practice, or policy 
The findings will help inform future direction regarding policies and possible support interventions
regarding healthy weight management before, during and after pregnancy, and may support the
case for a scaled-up project reaching more diverse groups. Findings are currently being shared with
partners, maternity researchers, universities and local authorities across the East of England to
discuss implications for future work.

Challenges and Lessons Learnt 
Key challenges were IT issues regarding access to required applications, a long wait for ethics
approval and difficulty with partners sharing the survey.
Insights for Future Applicants 
1.Start the ethics application as early as possible
2.Talk with any relevant partners and stakeholders early on to get early engagement 
3.Take part in the PPI Hub; they are very helpful and informative
4.Avoid doing a survey or interviews over the Christmas period – low engagement  
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This project explored a simple but surprisingly overlooked question: What do Registered Managers of
care homes feel would genuinely support and nurture their wellbeing? 

When I moved into a role supervising Registered Managers, that pattern became even clearer. People
who were fiercely committed to their homes, doing extraordinary things every day, were feeling
exhausted, isolated, and unsure whether anyone truly understood the pressures they carried. 
When I looked for research to help guide better support for them, I was surprised how little there was.
We have studies on support workers’ wellbeing, and plenty on how managers look after their teams —
but almost nothing on managers themselves. The people at the centre of the service were missing from
the evidence base. That gap alone told me this project was needed. 

Through one-to-one interviews, Registered Managers described their job as a “labour of love,”
something they gave “110%.” But they also spoke about the cost: constant pressure, unrealistic
expectations, lack of recognition, and the loneliness of a role where “it’s all on me.” Some rated their
wellbeing as just one out of ten. One told me they sat crying in their car every day before work, before
eventually leaving their job. 

Managers also suggested practical, realistic ideas — simple things that could genuinely lift their
wellbeing. Flexible working. Being listened to. Protected time to reflect. More regular check-ins. Small
acts of appreciation. Nothing expensive. Nothing complicated. Just meaningful attention and care. 
These insights sit at the heart of this project: a human understanding of what Registered Managers are
experiencing — and a clear message that improving their wellbeing doesn’t require big budgets, just
thoughtful action. 

              As a Registered Manager myself for 16 years, I lived the reality
of the role — long hours, heavy responsibility, pressure to “hold
everything together,” and the emotional weight of caring not only for
residents, but for entire staff teams. I loved the work deeply, but I also
knew how wellbeing can quietly erode underneath the surface. 

Marlene Kelly
Director
Auburn Mere Care Home
E: Marlene@auburnmere.uk
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Care homes rely on the stability of their Registered Managers, and we know that stable leadership links
directly to stronger CQC outcomes. When a manager leaves, whole teams destabilise. Residents feel
the ripple effect. Organisations struggle to recover quickly. Supporting Registered Managers’ wellbeing
is not only good for them — it strengthens the entire care ecosystem. 

The findings can help: 
care organisations rethink how they support their managers, even though small, low-cost changes 
registered Managers feel heard, validated, and confident raising wellbeing needs 
leaders recognise the need for system-level support, networks, and protected reflection spaces 
future research to build the missing evidence     

I’m taking this forward through NIHR ASCENT (Social Care Research Development) funding to co-
develop a larger project, and to create a knowledge-building network for people working in care homes
who want to connect with research. This means the findings will shape ongoing work across the East
of England, not sit quietly in a report — 
There were, of course, some memorable hurdles along the way. 

The scoping review was my first personal barrier. As a Registered Manager, I had built systems around
my dyslexia without realising it. Suddenly I was navigating academic databases, referencing styles and
literature-search language — and it was hard. I learned quickly that this is not my natural environment. 
My second challenge was ethics approval, which took four attempts. I fully support the ethics process,
but the written precision it required was tough for me. If I’d been able to present it verbally, I think I
would have passed first time. 

But once I began the interviews, everything clicked. This was where my strengths lived — listening,
connecting, and understanding the job from the inside. I absolutely loved it. Thematic analysis, too,
came naturally; spotting patterns and themes felt intuitive. My confidence grew with every step...

 

Thank you to my supervisors, Anne Killett and Elspeth Mathie and NIHR for the opportunity. 

Although this was a small study, the potential impact is significant

The biggest lesson? 

You don’t have to be good at every part of research — you just need to find your
bit. For anyone thinking about applying for the ARC East of England Fellowship,
I’d say: 

Be honest about your strengths — and your challenges. 
Be realistic about what you can achieve; make a timeline early. 
Apply for ethics as soon as possible — it takes a long time. 
Ask for help. People genuinely want you to succeed. 
Choose a topic that matters to you. 
Make the most of the Active Learning Sets — they’re invaluable. 

And enjoy it. It’s a genuine privilege. 
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The New Essex and Suffolk Elective Orthopaedic Centre (ESEOC) opened in Colchester in
November 2024 following a £64 million investment. The centre includes eight operating theatres
and three inpatient wards, designed to increase capacity for elective orthopaedic procedures. This
project evaluates whether the centre improved patient pathway outcomes during its first year of
operation for hip and knee replacement surgeries.

The study focuses on patients undergoing total hip replacement (THR) or total knee replacement
(TKR) at ESEOC, a regional elective hub serving populations across Essex and Suffolk. Key
outcomes assessed include length of hospital stay and waiting times across the surgical pathway:
GP referral to consultant appointment, consultant to surgery, and overall referral-to-treatment
(RTT) time. These measures reflect service efficiency and system performance.

Long waiting times for elective surgery remain a major challenge for the NHS. The 2024 Darzi
Review reported around 7.6 million people on waiting lists, with approximately 300,000 waiting
over a year. Orthopaedic procedures make up a significant proportion of this demand, and delays
can lead to worsening pain, reduced mobility, and poorer quality of life. Elective surgical hubs like
ESEOC aim to address this by increasing capacity, improving patient flow, and reducing
cancellations. National policy highlights the importance of productivity through better pathway
management, infrastructure investment, and workforce innovation.

This project used a retrospective observational design following STROBE guidelines. Data were
collected from two cohorts: 48 patients treated at the opening of ESEOC in 2024 and 48 patients
treated one year later in 2025 (24 THR and 24 TKR in each group). Patient demographics—
including age, sex, ethnicity, postcode, and medical history - were comparable between cohorts.
Length of hospital stay decreased from an average of two days in 2024 to one day in 2025,
suggesting improvements in recovery pathways and discharge processes. Waiting times from GP
referral to consultant appointment remained largely unchanged (193 days in 2024 vs 191 days in
2025). However, the consultant-to-surgery interval improved significantly, particularly for TKR
patients, who experienced a 114-day reduction. THR patients saw a smaller but meaningful
reduction of 18 days. Overall, GP-to-surgery waiting time decreased by 39 days, indicating
improved efficiency within the treatment phase of the pathway.

Edyta Klata
Clinical Research Assistant
East Suffolk and North Essex NHS Foundation Trust
E: edyta.klata@esneft.nhs.uk
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Patient Impacts
The project shows that patients are now getting surgery more quickly, reducing the chance that
their condition will get worse while they wait. Waiting times have reduced a lot, including a
114-day decrease from seeing the consultant to having surgery for knee replacement patients, and
a 39-day decrease in the journey from GP referral to surgery. After surgery, patients are also able
to go home sooner. Improvements in recovery support and discharge planning have reduced the
average hospital stay from two days to one. Importantly, the similarity in demographics between
cohorts indicates that these improvements were achieved equitably, without disadvantaging
specific patient groups.

Organisational Impacts
Shorter hospital stays and more efficient scheduling of operations mean the service can use its
resources more effectively. This can lead to cost savings because fewer inpatient days are needed,
and it allows more operations to be carried out with the same resources. These improvements also
help staff plan better and keep the whole elective pathway running smoothly.

Service-Level Impacts
The findings suggest that the elective surgical hub model is effective and becoming increasingly
streamlined. Improvements in pathway efficiency support the case for expanding high-volume,
low-complexity surgical centres. The consistency in patient characteristics across cohorts
strengthens confidence that gains have not been achieved at the expense of fairness or access.
This study contributes early evidence to broader NHS efforts to improve elective care delivery.
Future research should explore the drivers behind reduced consultant-to-surgery waiting times,
such as theatre utilisation, preoperative optimisation, and multidisciplinary team coordination.
Additionally, qualitative work examining patient and staff experiences would provide valuable
insights into how these changes affect recovery, service delivery, and workforce wellbeing.
Sharing these findings may help inform service improvements across the Trust and beyond.

Challenges and Lessons Learnt
One of the main challenges was the time needed to collect and check the data, particularly for the
first cohort, with records crosschecked before use. For the second cohort, lessons were learned to
complete these checks more systematically. Another challenge was realizing the project is only a
snapshot, one piece of the puzzle and a starting point for further projects.

Insights for Future Applicants
Stay curious, work hard, ask questions, learn from mistakes, support others,
and accept feedback. It is hard work, but this is your project—enjoy it. 
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My public health career has taken me through microbiology, epidemiology, and health
improvement, before pivoting in 2023 into environmental public health, where responding to
chemical incidents and environmental hazards became part of daily work.

When I joined UKHSA, I was surprised to learn that lead poisoning remains a real issue, with the
tragic death of a child from extremely elevated blood lead levels recorded as recently as 2015. I
was even more struck to discover that the East of England had some of the lowest detection of
childhood lead poisoning, despite having similar risk factors to regions reporting higher case
numbers.

Given the well-documented lifelong consequences of childhood lead exposure, I wanted to
understand whether the East of England genuinely had fewer cases, or whether cases were simply
being missed within the wider health system. That question became the starting point for my
fellowship.

How it went?
Like many roles in health settings, most of my time is absorbed by urgent incident response and
statutory responsibilities. This leaves little free time to analyse the data we collect and explore
wider patterns that might improve future response.

The research fellowship enabled me to have protected time to explore data, and access to expert
academic support. Guidance received from my supervisor Dr Adam Wagner was invaluable.
Supporting with my ethics application, keeping my timescales realistic, and shaping pragmatic
research questions. 

This support gave me the space and confidence to become familiar with RStudio, something which
had previously felt like a lofty goal having largely been an Excel user! It also deepened my
understanding of how to approach data, choosing appropriate tests, thinking critically about what
the data could and could not tell me, and shaping results into a coherent narrative. All of which
enabled me to successfully carry out a descriptive analysis of my case data. 

Danielle Leek 
Environmental Public Health Scientist 
UK Health Security Agency 
E: danielle.leek2@ukhsa.gov.uk
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How it’s going?
My results showed that there were similarities between cases in the East of England (EoE) and the
rest of England (RoE), such as a comparable number of cases were male (EoE = 51.7%; RoE =
52.0%). We also found some unexpected differences. For example, over half of EoE cases lived in
private rented housing (52.6%), whereas more RoE cases lived in social housing (25.4%).
The insights generated through my fellowship have been invaluable in understanding our local
context and will support development of incident response and intervention development moving
forward. 

Its Impact
Presenting this work to a public patient involvement and engagement (PPIE) group, and to health
professionals has already helped raise awareness of the issue in the region. The PPIE group
explained that they would prefer information on lead exposure to come from clinicians, so we are
now considering co-producing materials with clinical teams to support diagnosis and management.
As part of future work, we are considering providing similar resources to local authorities to raise
awareness, support environmental sampling in local authority housing, and highlight the
importance of good housing quality and condition. Our overall aim is to prevent cases where
possible by removing sources of lead from the home environment and creating safer homes for
children in the East of England. Earlier detection of existing cases will enable faster intervention
and quicker reductions in blood lead levels to minimise harm.

Feedback from the PPIE group has been shared with senior managers and is already informing
planning for the next stages of our internal lead-related work. The project has highlighted
important gaps, including the lack of reporting from a regional laboratory to LEICSS, which we are
now considering how to address to strengthen regional detection of elevated BLCs. We will also
look at refining the enhanced questionnaire to target missing data and improve future assessments.
These developments, alongside targeted work to raise awareness among clinicians, will support
better practice. Ultimately, this work aims to inform policy and demonstrate the need for a
consistent, active national surveillance system.

Challenges and Lessons Learnt
A key challenge was discovering at short notice that a data impact assessment was required; I have
learned to consider this at the start of any project. I also found it difficult to switch off from my usual
role, so I managed this by limiting email access, setting an out-of-office message, and removing access
to Teams to maintain focus.

Insights for Future Applicants
Allow more time than expected for each milestone and begin planning your
presentation and poster as early as possible.
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Cancer diagnosis at early stages (1 and 2) remains one of the key priorities for NHS as it improves
survival outcomes and reduces treatment burdens. According to the “Annual Public Health Report
2023”[1], cancer diagnosis at stage 1 and 2 did not change between 2013 and 2019 and remained at
~54%. At the same time, the Cancer Delivery Plan 2025/2026 aims to achieve 75% of cancer cases
diagnosed at stage 1 or 2 by 2028.

To address this issue, we proposed to utilise routinely collected medical data such as
sociodemographic, lifestyle, diagnosis and medication information to predict the risk of cancer.
This project focuses on three cancer types with the lowest early diagnosis rates in the East of
England: pancreatic with 23% early diagnosis rate (ICD10 - C25), oesophageal with 17% early
diagnosis rate (ICD10 - C15), and lung with 32% early diagnosis rate (ICD10 - C34).

Multiple academic papers about early cancer risk prediction modelling were identified. We used
these papers as examples to replicate in healthcare settings. 
To do this, the plan was to:

1.Assess the availability and suitability of data for cancer risk classification modelling.
2.Replicate and evaluate approaches described in published research studies on cancer risk

prediction.
3.Assess model performance for both general risk and high-risk patient prediction.

General risk – Evaluate how accurately the models predict overall cancer risk
High-risk – Evaluate how accurately the models predict cancer risk among people with a risk
score greater than 80%

Relevant datasets were identified and datasets for machine learning modelling were prepared.  
For machine learning modelling, gradient boosting (XGBoost, LGBM) and Random Forest algorithms
were used due to their ability to capture complex non-linear relationships and robustness to
overfitting and missing values. The modelling approach is a binary classification task, where the
positive class represents cancer and the negative class represents non-cancer.

The general risk prediction model did not achieve an acceptable level of predictive performance for
further implementation, although its performance was comparable to or exceeded that reported in
the reference studies.

Iuliia Marenina
Divisional Analyst
East Suffolk and North Essex NHS Foundation Trust
E: Iuliia.Marenina@esneft.nhs.uk

19

Early Cancer Risk Prediction Modelling: Machine Learning Approach



For the high-risk modelling evaluation, we identified cases classified as having an ≥80% risk of cancer
and assessed how many were confirmed cancer cases. Overall, high-risk prediction modelling identified
65%-83% high-risk patients with cancer correctly:

Oesophagus – 71% 
Pancreas – 65%
Lung – 83%

However, the proportion of patients classified as high risk is relatively low for pancreatic and
oesophageal cancers (9%-27%), and slightly higher for the lung model (41%). This indicates that
although the model performs reasonably well among those identified as high risk, it captures only a
small share of all patients, limiting its overall impact for early detection and intervention. 

Its Impact
The developed models demonstrated performance comparable to that reported in previously
published studies. This suggests that data available in local healthcare settings can support targeted
risk assessment at a level comparable to that reported in leading academic research. However, the
overall predictive performance remains insufficient for implementation, as the proportion of false
negatives is high and the models’ discriminatory ability is limited.

This project represents the first step for our organisation toward a more proactive approach to early
cancer diagnosis. Although it did not lead to immediate implementation, it provided valuable insight
into available data and established a pathway for data aggregation to support risk modelling.
The models could be improved in the future by incorporating additional potentially important variables,
such as medication information, longitudinal trends, and health-related activity data.

Challenges and Lessons Learnt 
Data-oriented projects in healthcare face several challenges. The primary challenge relates to the use
of the data itself, as access, sharing, and permitted uses are tightly regulated. A second challenge lies in
understanding how the data are collected and structured. Considerable time is often required to
identify the correct data sources, interpret the datasets and prepare them in a format suitable for
modelling. Data quality presents a further issue, as healthcare data are typically collected routinely for
administrative and commissioning purposes (e.g. activity reporting) by multiple providers, limiting the
ability to control and validate them at the academic research level. Finally, clinical expertise is essential.
While this project focused on replicating existing studies, further model development would benefit
from close collaboration with clinical experts.

Insights for Future Applicants 
For data-oriented projects, I recommend engaging with your organisation’s information governance
leads at an early stage and ideally before proposing a project to discuss the intended data use, data-
sharing permissions, and project objectives. This will help establish realistic expectations and
appropriate methodologies.

[1] Healthy Suffolk. Earlier cancer diagnosis (routes and screening), Suffolk, 2023. Cancer profile
(Chapter 7)
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My name is Beth Pittuck, and I am a Research Officer at Healthwatch Essex. Since finishing my
Psychology degree in 2021, my passion for research, statistics and using evidence to create
meaningful change has continued to grow. So, when I came across the ARC Fellowship
programme, I was excited by the idea to enhance my research skills and lead a project on
something I’ve cared about for a long time.

My own experience 
When I was around 9 or 10 years old, I was told that I was ‘morbidly obese’. At that age, I didn’t
really understand what that meant. I was left with a lot of unanswered questions including “What
does that term even mean?” and “How can I change this?” I was then part of a weight-loss
programme that encouraged some quite intense behaviours such as walking around Sainsbury’s
with a magnifying glass reading calorie labels. Those experiences have stuck with me and looking
back, I felt like my voice wasn’t really part of the conversation around what a healthy lifestyle
should look like.

This experience shaped the focus of my fellowship project. We often see in the media that young
people are spending more time indoors and becoming less active. Which has huge implications for
both physical and mental health. At the same time, there are local initiatives such as running,
karate and dance clubs that encourage young people to be more active, whilst fostering social
connections and wellbeing. However, when looking at the creation of these programmes, they are
usually designed for young people, rather than with them. This made me question how much we
understand about what young people want. This became the focus of my project, speaking directly
to young people to hear their perspectives.

Bethany Pittuck
Research Officer 
Healthwatch Essex 
E: bethany.pittuck@healthwatchessex.org.uk
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My reflections...
I often look back on my fellowship journey as though I was travelling down a path
(one that changed directions many times!) There were challenges along the way,
especially with recruiting young people, which meant changes to ethics and my
methods. In December, I didn’t think I was going to collect any data at all! However,
with some adaptations to my methodology (and additional work in the evenings and
weekends) I overcame this.

When I reflect on this journey, I realise how much I have learnt about my capabilities
as a researcher, which is something I struggled with at first. Now I feel proud of what
I have achieved, and I look forward to continuing my journey as a researcher.

I will leave you with a piece of advice my supervisor shared with me early on, which
turned out to be very true of research:

 “Whatever you think will take one month, triple it”.
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My project
To do this, I sent surveys to young people aged 13-23 and ran 2 focus groups. Young people shared
common barriers to getting involved in local programmes which included cost, lack of confidence and
limited awareness of programmes available locally. When we discussed what would encourage their
involvement, social connection was often repeated. Young people wanted to do something with
friends or meet new people. They also mentioned the importance of accessible locations, beginner-
friendly options and clearer, more engaging advertising.

One of the best parts of this project was seeing how eager young people were about designing their
own activities. The ideas they came up with were creative and centred on social connection. One
participant said that they “really enjoyed the focus group” as it gave them “the opportunity to do
something creative”. When speaking with young people about their designs, one individual highlighted
that they’d “really like to do my activity” but that they “would probably need some sort of help with
that”. Highlighting that motivation from young people exists, but we need to create more opportunities
and support young people to get involved.

As I continue to share my findings, I will highlight how important it is for organisations and services to
involve young people in the design and delivery these programmes. Their insights are valuable in
creating accessible and engaging physical activity programmes locally. Moving forward, I’d really like to
see some co-designed physical activity programmes piloted with young people. This would give us the
chance to explore what works in practice, whether more young people get involved in physical activity,
and what still needs improving.



Physical inactivity in
young people is on the
rise (Manic et al., 2021).

Local programmes
promote physical activity
→ positive relationships
between mental and
physical wellbeing.

BUT often overlooked by
young people as they are
not included in programme
design (Ostermeier et al.,
2024).

What motivates young
people to participate? 

What barriers do they face? 

How can initiatives be
improved and promoted?

Accessible, affordable, diverse
and social activities are key for
engaging young people. 

Creativity when designing posters. 

Co-produce posters and
programmes with young people.

 Focus Groups

2 meetings (3 young
people).

 Creative Task

Young people
designed their own
local physical activity
programme.

Young People’s
Perspective

Provided feedback on
methods and
documents.

 Surveys

13-17-year-olds (7)
18-23-year-olds (21)

Local activities.
Affordable.
Flexible timing.

Having friends there.
Beginner friendly sessions.
Women’s only spaces.

Real young people in adverts.
Posters on social media, in schools & bars.

Advertising 

Social Factors

Accessibility

“friendly faces each week”

“easy to get to with public transport”

Introduction

Conclusion

Research Questions
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Methods

What Young People Said...

Results - Key Themes

“A video of
someone doing

the activity”
“Safe spaces for
less experienced

people”

“They’re not really targeting my
sort of audience” 

Young people’s experiences of local physical activity programmes
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Dr. Olajide Popoola
Locum General Practitioner
Norfolk and Waveney Integrated Care Board
E: olajide.popoola@nhs.net

Current data show that the health outcomes of people in correctional facilities - prisons and young
offender institutions- are poor compared to the general population. There is a significantly higher
burden of physical and mental ill-health among people in secure settings. The mortality figures, as
expected, follow the morbidity pattern. A person in prison is likely to die from natural causes 20
years earlier than someone in the general population.

Despite these profound healthcare needs, people in correctional facilities remain underserved by
healthcare research. Historically, the prison population has been excluded from healthcare
research for several reasons, including response to past exploitation and abuse, ethical concerns
about consent and vulnerability, and the logistical difficulties of accessing the population.
However, we know that for an evidence base to be applicable to a group of people, the evidence
must have been generated from research that included participation from that group. Therefore,
without access to research, the healthcare provided to people in prison risks being informed by
evidence generated in mainstream populations with different social contexts and health profiles.
This approach, aside from limiting the quality of healthcare provided to incarcerated patients, has
wider implications for public health and services, since most people in custody are eventually
released to the community.

A significant implication of the above approach is that it ultimately undermines the principle of
equivalence, the internationally agreed standard that people in custody are entitled to the same
standard of care as those in the community. However, it is increasingly clear, given the disparities
in health outcomes, that without equivalent evidence, equivalence of care remains aspirational.
The aim of the project was to identify barriers and facilitators to the delivery of healthcare
research within correctional facilities. The findings are relevant to correctional institutions in the
East of England as well as to the rest of the nation. The work package consisted of a narrative
literature review and a series of stakeholder workshops.

The central finding from this project is that the underrepresentation of people in secure settings in
healthcare research is a multi-layered problem reflecting a complex interaction of barriers across
multiple levels. A socio-ecological framework was adapted to map the barriers identified in a
literature review across policy, institutional, interpersonal, and individual levels. The overall
learning is that the evidence points towards the need for a systemic paradigm shift in the approach
to research delivery in secure settings. The delivery of healthcare research within correctional
facilities is feasible but requires purposeful adaptation at every level of the system, including
modified approaches to informed consent and methodological flexibility.
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Insights for Future Applicants

- Embrace the fellowship as a learning opportunity.
- Be pragmatic about what you can feasibly deliver within the year.

This work, directly and indirectly through its related projects, has contributed to strengthening
research capacity and capability across the local research ecosystem through active collaboration
with the NIHR East of England Research Delivery Network and the NHS Norfolk and Waveney
ICB Research and Innovation team. It has also facilitated engagement with the staff at a local
prison, creating potential inroads for future delivery of healthcare research.

An early impact has been achieved through the acceptance of the abstract for this project at the
54  Annual Scientific Meeting of the Society of Academic Primary Care (SAPC) in June 2026.
Additionally, a related abstract for a prison stakeholder engagement event has been accepted at
the Research and Development Forum Conference in May 2026. These represent a valuable
opportunity to disseminate findings to national audiences of research and healthcare leaders,
highlighting the importance and priority of correctional health research.

th

The socio-ecological model of barriers articulated in this work provides a structured, evidence-
based framework for researchers and policymakers to understand and navigate the correctional
healthcare research landscape. The concept of prison-ready research (i.e., methodologically
flexible, operationally sensitive, and co-designed with institutional stakeholders) can offer a
standard against which future studies can be evaluated. Instead of approaching the prison
environment as a uniquely impenetrable setting, future research can draw on the framework to
anticipate challenges, devise appropriate methodology, and build the institutional relationships
necessary to sustain research activity over time. 

It is anticipated that this foundational work will ultimately contribute to increased access to
healthcare research for incarcerated populations.

The major challenges encountered during this project were time constraints and delays in
obtaining ethical approval. The implication was that the data analysis of the stakeholder
workshops could not be completed within the fellowship year.
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Local authorities in England play a crucial role in improving and protecting health. Public health
teams support this by advising social care services and NHS partners and by shaping local
strategies. Within these teams, public health intelligence teams provide the evidence needed to
understand population health, monitor risks and inequalities, and design and review services. 
By understanding the experience of Public Health Intelligence Leads on how data infrastructure
and access currently vary across public health intelligence functions in the East of England, the
research sets out a clear case for change. It recommends a more joined-up approach, aligned with
access to data, secured data platforms, shared data standards, and training on modern analytical
tools. Strengthening regional intelligence and analytical quality. 

This research explored the real-world experiences of East of England Public Health Intelligence
Leads to understand what helps and hinders using data and analytics effectively. Discussions were
structured using the Gartner Analytics Maturity Model1, a way of thinking about how close a team
is to making the most of its data. 

This research matters because good data and intelligence are essential for making fair and
effective decisions about people’s health and care.  Currently, there is very little practical evidence
or tested guidance on what ‘good’ looks like for public health intelligence teams, especially around
data systems, data access, data governance and ways of working. By highlighting these gaps, this
research builds the case for investment and improvement of public health data infrastructure, so
that local and national priorities can be tackled using robust and timely evidence. 

Key findings or insights
Public health analysts in local authorities currently work with multiple, often disconnected, data
sources; however, the overall data landscape is slowly improving.  Teams mainly produce
descriptive and diagnostic analyses, reflecting constraints around analytical capacity, skills, and
data quality, but there is clear evolution towards more advanced methods and greater data
maturity.  New data platforms and analytical tools are beginning to strengthen data access and
capability in some areas, demonstrating more sophisticated analytics is feasible where the right
infrastructure exists.  

However, persistent challenges around information governance, data quality, data ownership,
workforce upskilling, and technical limitations continue to hinder routine data integration and the
wider acceptability and adoption of advanced analytics in everyday public health practice.

Anu Shaikh
Head of Public Health Evidence and Intelligence 
Bedford Borough Council 
E: anu.shaikh@bedford.gov.uk
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The anticipated impacts of this research, if its learnings and recommendations are acted upon,
extend across residents, professionals, and organisations, reflecting the system-wide value of
improved public health analytics in East of England.  

Timely access to data will enable earlier identification of health needs, better targeting prevention
initiatives, and more coordinated delivery of care. As duplication of effort is reduced and data
flows become more integrated, decision-making will be faster and more consistent across
organisations, leading to improved outcomes and greater equity for local populations. 
For health and care professionals, strengthened analytical processes will increase confidence in
using evidence to inform decisions, foster collaboration across teams, and encourage a culture of
continuous learning.  

Local Authorities and Integrated Care Boards will benefit from shared infrastructure to access
data, standardised reporting, and resource efficiencies achieved through joint working.  
Collectively, these developments will create more resilient, data-driven systems capable of
responding effectively to emerging public health priorities and sustaining improvements in
population health outcomes. 

The research highlights significant opportunities to strengthen public health analytics in East of
England, particularly through improving information governance processes, data access procedures
and analytical workforce development.  

Further work is required to develop a framework that enables timely and secure access to public
health data across organisations. Collaboration between public health intelligence teams,
Integrated Care Boards, NHS England, and the Department of Health and Social Care will be
essential to refine guidance, streamline approval routes, and reduce barriers to data sharing.  
Strengthening these processes will enhance analytical capacity, support better decision-making,
and ultimately improve population health outcomes. 

Challenges and Lessons Learnt
One challenge I faced was having limited time to deliver a project I deeply cared about. It taught
me to focus and prioritise the most important parts of my research. 
Overall, it was a positive experience, and I am looking forward to the next steps in my research
career. 

Insights for Future Applicants
Treat the process as a learning journey and be realistic about what you can do within given time. 





Dr. Anastasia Tew 

A study to explore the potential misuse of GLP-1 agonists amongst the eating
disorder population

The study aims to investigate the size of the potential misuse issue of the newly licensed weight loss
GLP-1 agonist drugs, commonly known as Ozempic and Wigovy, in the eating disorder population.
Currently, no published research has investigated this and so the extent of misuse is unknown,
despite concerns raised by the Royal College of Psychiatrists Eating Disorder Faculty. The research
will provide an early warning to eating disorder clinicians and services and raise awareness. The
findings will contribute to the body of evidence that is already known regarding medication misuse in
eating disorders such as diuretics, laxatives, metformin, insulin and illicit drugs. 

CPsychiatry Trainee
Hertfordshire Partnership University NHS Trust
E: anastasia.tew1@nhs.net

GLP-1 receptor agonists (GLP-1s) commonly known as Wegovy and Mounjaro have been licensed
in the UK for weight loss purposes since 2023. The National Institute for Health and Care
Excellence (NICE) recommend their use for weight loss purposes alongside specific BMI eligibility
criteria: (i) 35.0 kg/m2 or (ii) 30.0-34.9 kg/m2 and meeting the criteria for a referral to specialist
overweight and obesity management services (NICE, 2023). However, individuals not meeting
such criteria may be obtaining these drugs and self-medicating inappropriately, especially so in
individuals with eating disorders. 

Previous research has shown people with eating disorders are known to abuse medication and
illicit substances to promote weight loss and in 2023 the Royal College of Psychiatrists Eating
Disorder Faculty raised concerns about their abuse potential. However, no published research has
yet explored this issue. These concerns come at a time when hospital admissions for eating
disorders have increased at an alarming rate. In 2021-2022 there were 29,024 hospital admissions,
a 38% increase from the previous year (Ayton, 2024). It is estimated that 1.25 million people in the
UK currently have an eating disorder (NICE, 2025). Widespread media coverage involving
headlines such as “Ozempic can supercharge weight loss” (The Independent, 2024) and “The
miracle weight-loss drug” (The Guardian, 2023) has propagated the popularity of GLP-1 agonists
and promoted the belief that anyone can use these medications to obtain their desired body shape
and weight. Hence, the rise in both popularity of these drugs and people with eating disorders
emphasises the need for research into the extent of their potential misuse. 

The research project aimed to assess the frequency, patterns, and risk factors associated with
misuse, and to explore the motivations and behaviours behind it. In addition, the study examined
eating disorder clinician’s awareness, perceptions and clinical responses to suspected misuse.
Questionnaires were sent to eating disorder clinicians across the UK and 10 semi-structured
interviews were conducted to explore their perspectives in greater depth. All clinicians had
observed eating disorder patients misusing GLP-1s: 6/11 clinicians reported 1-5% patients; 4/11
clinicians reported 6-10% of patients and 1/11 clinicians reported 11-25% of patients. Misuse was
observed across broad range of different eating disorder diagnoses. Clinicians reported
unregulated access online enabling misuse as patients were able to bypass safeguards by falsifying
information such as weights and photos. The misuse of GLP-1s was seen to be an emerging and
rapidly increasing issue in the eating disorder population impacting patients treatment and
recovery, as well as clinicians feeling a sense of uncertainty with no clear management pathways
or national guidelines. 
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I am aiming to publish this paper by the end of the year. The insights generated from this research
could play an important role in raising awareness of emerging concerns surrounding the misuse of
GLP-1s among adults with eating disorders, while also contributing to improved clinical
understanding of this complex issue. The findings are expected to provide valuable information to
better inform the assessment and management of patients with eating disorders, particularly
highlighting the potential need for more robust and systematic screening protocols to detect GLP-
1s misuse.

Furthermore, the study may offer important insight into whether current eating disorder services
feel adequately equipped to identify and manage this growing concern. It could help determine
whether there is a need for enhanced clinical guidance, additional support systems, or further
training for healthcare professionals working in this area. As the first published study to
specifically investigate the misuse of GLP-1s in adults with eating disorders, this research has the
potential to make a meaningful contribution to the field. It may also help inform future policy
decisions regarding these medications, including considerations around their regulation and supply.
During my research fellowship, I also published an opinion piece in The Pharmaceutical Journal
titled “The dark side of the ‘miracle jab’: why eating disorder safety cannot be an afterthought”
(Anastasia Tew, Chetan Shah, 2026). This article highlighted the importance of thorough eating
disorder screening, multidisciplinary oversight, and careful monitoring of GLP-1s to minimise the
risk of harm to vulnerable populations.

Challenges and Lessons Learnt
Challenges emerged in recruiting pharmacists to explore perspectives, including cases where
patients ineligible for GLP-1s attempted access. Despite sharing study links through professional
networks, a published opinion piece, and LinkedIn, only two pharmacists participated. The protocol
has been amended to include vouchers, aiming to improve recruitment and encourage more
pharmacists to contribute their valuable insights. My advice is “Do not put too much pressure on
yourself to complete the project by the end of the fellowship year -my project is still ongoing! “ 
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The emphasis to die at home has never been stronger in policy narratives. Yet often the
experience of home deaths is fraught with difficulties and high levels of stress for the patient, their
informal carers and health care professionals alike.

Community nurses are autonomous practitioners, often faced with uncertainty when called to
administer injectable medication to relieve distressing symptoms during last days of life care. Co-
produced with nurses as part of a Masters, I devised a twofold decision aid tool consisting of
screening questions to ask the patient ahead of need, seeking permission to involve family
members to be more involved in the decision-making process during last days of life care, and an
algorithm to support their clinical decision making. My research fellowship explored nurses’
experience of using this tool. 

Despite a growing body of national recommendations to recognise and include informal carers
more in last days of life care in the home setting, there remains scant empirical research or
evidence-based tools that support clinicians to make shared decisions during this crucial period of
life. This is pertinent to symptom control, as patients are often too unwell to convey their own
wishes and needs, relying on family members to act as advocates, sometimes with limited success.
This is burdensome for all involved and can contribute to significant detrimental experiences such
as the patient dying with uncontrolled symptoms, leaving loved ones unsatisfied with the care
given which in turn negatively affects their bereavement. Complaints made against staff can
adversely affect their confidence levels and future willingness to embrace end-of-life care. As a
clinical leader, I have faced all aspects of such poor experiences and felt compelled to better the
situation for everyone involved.

A fundamental determinant as to the willingness of nurses to administer anticipatory medicines
related to the associated perceived risk. There were multiple references to the scariness of giving
subcutaneous injections, balanced with a strong desire to “do the right thing.” Influencing factors
that shaped nurses’ ability to hold risk were the level of trust they had with family members,
together with their own confidence and comfort zones. This correlated to the amount of exposure
they had (or hadn’t) experienced giving last days of life care, compounded by the pressures of
work and the nurses’ autonomy in the community.

All nurses reported that the tool was useful, both for providing reassuring guidance to aid their
confidence but also permission to administer medications. The algorithm provided rationale and
was used more than the screening questions.

Sarah Thompson
Clinical Lead Specialist Palliative and End of Life Care
Hertfordshire Community NHS Trust
E: sarah.thompson47@nhs.net
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Community Nurses’ Experience Of Using An Anticipatory
Medication Decision Aid Tool



Its Impact 
Most nurses reported they felt better supported to administer anticipatory medications by using
the decision aid tool. This could have several potential positive impacts; increased patient
empowerment, as the offer to tell staff and family what is important to them during their dying
phase regarding symptom control and medication, ahead of need. Community nurses feeling more
confident making shared decisions regarding medication administration with informal carers and
the patient (if able), contributing to job satisfaction. Informal carers may feel more involved in the
decision-making process for their loved one. Repeated call outs to administer medication are also
likely to be reduced if anticipatory medications are administered when requested and required, a
more cost-efficient way of working to reduce unplanned work pressures. Admissions to the acute
setting could be reduced if more patients receive the appropriate symptom management in their
preferred place of care, a national priority.

My research was a small, preliminary study. Next steps, already in motion are to replicate the
study in other areas to understand its feasibility and to explore the patient and family experience
of using the tool. If the results are reproduced and impactful, there is potential to consider
validating the tool with a view to embedding it into everyday practice during last days of life care
whatever the setting. This could inform future policy, training and ongoing research as it is such a
nuanced, understudied area of care.

Challenges and Lessons Learnt 
IRAS for ethical approval was a time consuming, repetitive process, however the Health Research
Authority staff were extremely helpful, as was my supervisor. 
Having previously run focus groups with community nurses to develop the tool, I was not
prepared for the difficulty I had during my Fellowship to repeat this, only achieving minimal
numbers. Sometimes good is good enough!

Insights for Future Applicants...
Write your application with conviction. Plan well in advance and be prepared for
potential curveballs! Take up the offer of meeting the Patient and Public
Involvement Panel, they are fab!
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Commissioning Manager
Thurrock Council 
E: saturner@thurrock.gov.uk 

Sarah Turner 

Across England, more older people are ageing without children. This is framed in the context that
people who AWoC will require more formal social care to replace the informal support that
children often provide. This would result in increased costs for top-tier local authorities. 
My fellowship started with an acceptance of this assumption. I had planned to model future
demand for Thurrock (eventually enabling this to be replicated across the East of England) by
updating the evidence via a scoping review, carrying out a demographic impact assessment on
Thurrock’s population and projecting the likely cost impact of this change. 

Early on, my scoping review suggested that core assumptions might be unstable: health outcomes
for older people without children are not consistently worse; the definition of “childlessness”
changes the size of the population; and other factors, especially partner status and wealth appear
to influence outcomes more than parental status alone. 

Some international research suggested that those AWoC may have accumulated more wealth than
ageing parents. This forced me to rethink my research proposal.

In England, adult social care is means-tested. If a person has resources, they are free to purchase
more hours of home care, enter residential care earlier, and generally choose services that suit
them. This means higher usage of formal care may reflect ability to pay, not unmet need. 
If we treat parental status as a proxy for need without considering whether this is simply a
reflection that they have greater wealth and therefore experience greater autonomy as ‘self-
funders’, we risk incorrect demand models and shaping markets on the wrong assumptions. 
For commissioners, we may need to plan for market-shaping and information/advice, rather than
assuming a uniform increase in state-funded spend. This reframing is particularly relevant to all
top-tier local authorities making medium-term market decisions including regions like the East of
England.
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Ageing Without Children (AWoC): No One to Care? 



Commissioning Manager
Thurrock Council 
E: saturner@thurrock.gov.uk 

Key findings 
Health outcomes: no consistent evidence that older adults AWoC have poorer health;
however, bereavement (child predeceases the parent) and involuntary childlessness in men
does appear to impact negatively.
Definitions matter - different definitions of “childlessness” produce very different prevalence
estimates, challenging any projections based solely on biological definitions of childlessness
(ONS model).
Heterogeneity: partner status, culture, gender and socio-economics influence outcomes more
than parental status alone.
Wealth & resource exchange: international evidence suggests older adults AWoC may
accumulate assets and use property/inheritance strategically for support. In England’s
means-tested context, this could drive consumer choice and higher usage among self-funders.
Widely repeated claims around AWoC (e.g., earlier residential entry “by 25%”) should be
treated cautiously until verification of source.

Impact on people in the East of England 
This work helps reframe ageing without children from deficit to sufficiency and challenges stigma. 
For commissioners and market-shaping leads in the East of England, it encourages modelling that
separates need from ability-to-pay. For providers, it signals growth in demand (earlier admission by
preference, different home-care patterns) driven by resources rather than lack of family.
For researchers, it highlights the risk of definition error and negative framing. Together, these
changes can support more accurate medium-term planning across top-tier local authorities in the
region and beyond.

Informing future research, practice, or policy
I propose that ELSA date is reviewed (national data on parental status, wealth/tenure, health and
care usage) to see if there is a link between wealth/income/tenure and parental status. If so,
Thurrock is well-placed to test the hypothesis: is higher usage primarily need, ability-to-pay or a
lack of information and advice to self-funders? 

Thurrock is unusual because self-funders access adult social care and council-commissioned
markets on an equitable basis to those receiving state funded care. This would reduce biases
related to access, advice and gatekeeping. Findings could guide demand models, market-shaping,
and Care Act information/advice duties locally and nationally. For this to be explored further I
would need to seek collaboration with a social care/health economist and experienced research
supervisor to examine the effects of wealth/tenure on outcomes/usage.

Challenges and Lessons Learnt 
The main challenge was recognising that my original plan rested on potentially unstable
assumptions. I chose to pause modelling to avoid drawing confident, but wrong, conclusions. 
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Impact
Fellows



The fellowship has
upskilled professionals
from over 70
organisations across
the region, enabling
them to apply research
knowledge in their
roles and organisations.



Why Virtual Reality in Healthcare Matters
Through first-hand experience, I recognise benefits Virtual Reality (VR) can offer in healthcare. My
journey began in 2020, when I led a service evaluation for the palliative care team at CUH,
exploring the impact of a short VR experience on pain and anxiety. Results were compelling: Mean
pain reduced by 29% and anxiety by 40%. 

With support from my supervisor, Dr Simon Etkind, I presented the findings at the Palliative Care
Congress in 2023. This led to a short report in the BMJ Supportive & Palliative Care and
opportunities to present locally and nationally. These experiences strengthened my understanding
of how VR can improve patient experience and yet despite growing evidence, VR remains
underused in practice. 

Raising the question: why does such a simple, proven intervention face significant adoption
barriers in healthcare? Having introduced VR into clinical services myself, I am acutely aware of
practical start-up and sustainability challenges and am passionate about sharing knowledge to
support wider implementation of VR at CUH.

Fellowship Motivation and Training
This motivation led me to pursue the ARC East of England Research and Impact fellowship, to
understand more about impact science and knowledge mobilisation research. The training was
invaluable, connecting me with peer fellows, expert speakers, and my second supervisor from
Health Innovation East, Ben Jackson. It provided a strong foundation for my project, introducing
principles and tools such as logic models, Gantt charts and stakeholder maps. Learning theories
and models helped me understand facilitators and barriers, essential for sustainable integration of
evidence into practice.

My overarching aim was to gauge interest in VR use at CUH and co-develop learning resources to
support uptake in other clinical specialties.

Survey and Stakeholder Engagement
I began by designing and distributing an information-gathering survey across CUH using the JISC
platform. With guidance from my supervisors, Nursing, Midwifery and Allied Health Professional
(NMAP) research lead, Alex Malyon and CUH communications team, it was successfully launched
in June last year. 

 Nancy Burridge
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Making Virtual Reality, Reality At Cambridge University Hospital Trust
A Knowledge Mobilisation Research Project To Support The Implementation Of

Virtual Reality (VR) At CUH For Patient And Service Benefit 

Clinical Nurse specialist, Palliative Care Team. 
Cambridge University Hospital Trust. 
E: nancy.burridge2@nhs.net



Survey responses showed enthusiasm for VR use and highlighted a need for accessible educational
resources. Building on this, I held stakeholder meetings and connected with the ARC Public
Involvement Hub. Discussions were insightful and instrumental in shaping the direction and
content of learning materials. There was clear excitement about VR— What it looks like, how it
works, and where it could be used in hospital and community settings. Barriers were also raised,
including time, cost, safety, and accessibility of equipment.

Development of Learning Resources
Feedback suggested learning pages hosted on the hospital intranet, CUH CONNECT would be the
most accessible and sustainable approach. 

I am now developing CUH CONNECT pages entitled:
 “Have you thought about how VR can support your service?”
Planning to go live in Spring, they include:
·      An overview of VR 
·      A summary of supporting evidence
·      Case studies
·      A practical guide to getting started

Content was designed to be easy to navigate, using images, links and key points, whilst avoiding
dense text and over-long instructions. Each page is supported by a short video, produced with the
help of Nardine and Katie in the CUH communications team, to enhance engagement.

Building a Community of Practice
I have learned through collaboration and shared experience we can achieve more. I have now
established a community of practice around VR at CUH and am working with colleagues on
specialty-specific projects. I am particularly proud of this and hope it will help ensure the longevity
of the work from the fellowship. As one colleague reflected:

Future Directions
Next steps are to create a trust wide Standard Operating Procedure (SOP) and secure
organisational support. Discussions with my divisional lead and the Digital team have been
positive, with clear interest in exploring how VR can be supported at scale. 
Questions remain about equipment and providers with no quick fix. However, I am optimistic that
ongoing dialogue will enable CUH to pioneer digital technology for patient and service benefit.

I am proud of achievements during the 12-month ARC fellowship. It’s difficult to capture
everything I have learned, but it has been a truly rewarding and enriching experience
both personally and professionally. I am hugely grateful to NIHR ARC East of England
for this amazing opportunity, my supervisors, Ben Jackson and Simon Etkind; Support
from CUH; the Palliative Care team and PeliCam.
This has been an incredible journey and as it ends, I feel another is just beginning -
Thankyou!
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“The community of practice makes me feel hopeful that we can move towards integrating
technologies more easily for our patients to improve their symptoms and experience.’’ 
- Dr Rebecca Rous, Psychologist





Joanne Clark
Advanced Occupational Therapist, Critical Care
Cambridge University Hospitals NHS Foundation Trust
E: joanne.clark22@nhs.net

Moderate-to-severe brain injury commonly leads to a disorder of consciousness (DoC), reducing
awareness of the external environment for weeks or months and requiring prolonged rehabilitation.
Structured sensory stimulation programmes (SSSPs) can support recovery, particularly when delivered
early and involving family members. However, use of SSSPs in acute settings is inconsistent, and family
engagement is limited. Families report wanting to participate in care, while staff highlight a lack of
knowledge, confidence and accessible resources to guide safe delivery and support family
involvement. This variability in SSSP use and family participation is seen across the East of England and
contributes to inequitable care. A structured, accessible training programme is therefore needed to
support staff and enable consistent, family-inclusive stimulation.

Improving consistenc in sensory stimulation is important because emerging evidence shows that
structured, emotionanlly meaningful sensory stimulation can improve levels of consciousness after
brain injury, particuly when delivered by family members. However, staff often lack training, time, or
suitable materials, and the absence of prescribed programmes detailing dosage and format undermines
routine use. A COM-B analysis identified key barriers: limited capability (knowledge, skill, confidence),
restricted opportunity (time, resources, enabling materials), and fluctuating motivation (competing
priorities and limited reinforcement). Addressing these barriers is essential for improving care quality,
patient outcomes, and family wellbeing. Families involved in co-design emphasised that having a clear
role reduced helplessness and enhanced emotional connection.

Ensuring that sensory stimulation is implemented consistently across the East of England directly
supports national priorities for early rehabilitation, personalised care, and meaningful family
involvement. Creating co-produced, accessible training and technique materials provides a realistic and
impactful way to embed evidence-informed practice into acute neuro-critical care settings.

Key findings or insights
The co-design work revealed strong enthusiasm from both staff and family members to improve
consistency of SSSP delivery. Nine staff members and ten family members joined the co-design
activities, representing a wide range of experiences. Participants highlighted practical needs such as
simple documentation tools, sensory kits, bedside signs, visual technique sheets, and a clear training
structure. Co-design produced a four-tier staff training framework—ranging from general awareness to
advanced, role-specific competencies—and a two-level family training offer, including one-to-one
instruction and safety guidance. Materials were iteratively refined through testing in clinical practice,
with improvements such as colour-coding and simplified language. Early feedback indicated high
acceptability: family members described feeling empowered, while staff reported that the materials
were accessible and ready for implementation.
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Co-Designing Training And Support Materials To Increase Use Of
Structured Sensory Stimulation Programmes Following Brain Injury



Impact on people in the East of England
The project provides a practical, evidence-informed route to improving care for patients with a
DoC across the East of England. The new multi-tier training structure enhances staff capability and
confidence, addressing previously identified barriers and supporting more consistent delivery of
SSSPs. Family members now have invitation and structured opportunities to participate, supported
through clear technique sheets, sensory kits, bedside signage, and straightforward documentation
forms. This involvement has the potential to reduce feelings of helplessness, increase emotional
connection, and enhance wellbeing during a difficult experience.

For patients, increased consistency of sensory stimulation may support earlier improvements in
consciousness and reduce the duration of DoC. Staff and families who trialed materials expressed
enthusiasm and readiness for implementation. The outputs are already informing a phased roll-out
at Addenbrooke’s Hospital, with the potential for wider dissemination regionally. This work
improves alignment with national guidelines and strengthens the early neuro-rehabilitation
pathway.

Informing future research, practice, or policy 
The co-designed resources form a strong foundation for future implementation research. Planned
next steps include evaluating the impact of training on staff behaviour, assessing consistency of
SSSP delivery, and exploring effects on patient outcomes and family wellbeing. The structured
training levels, competency documents, sensory kits, and documentation tools also provide a
replicable framework for other acute services. The project enhances organisational readiness for a
future PhD study investigating SSSP effectiveness. The methods and outputs may inform wider
policy discussions about embedding family involvement and early rehabilitation in acute
neurological care across the region.

Challenges and Lessons Learnt
Recruiting diverse family members required flexibility and emotional sensitivity. Wide geographic
spread and differing preferences meant using varied communication methods rather than a single
workshop. Co-design emphasised iterative testing, accessible language and adaptable formats.
Staff time pressures highlighted the need for simple, ready-to-use materials, while structured,
phased training proved essential for embedding new practices sustainably.

Insights for Future Applicants
Make full use of training seminars, allow extra time for each stage, keep the project small and
achievable, and build gradually.
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Preparation

Stakeholder analysis 
Recruit co-design group
members

Technique Sheets
Step-by step guides:

Colour-coded for sensory area

Simple colour
pictures

Brief descriptions 

Sensory Kit
 

Family training

Level 1 -
General information and

Level 2 - 
One-to-one

invitation for training in SSSPinstruction;
techniques
health & safety
challenging
behaviours
documentation

Gather experiences

Informal discussions with
family members
Survey of staff members

Moderate-to-severe brain injury can cause a disorder of
consciousness [1]
Structured sensory stimulation programmes (SSSP) can improve
recovery, especially with family involvement [2,3]
Current practice inconsistently uses SSSP and rarely involves
family members [4]
Barriers and enablers to use of SSSP analysed using COM-B
and Behaviour Change Wheel model [5]

Staff training
Level 1 - 
General awareness
training

Level 2 - 
How to carry out a
SSSP and support
others with this

Documentation forms
Simple form to record what
stimulation was used and
what responses were seen

Level 3 -
How to carry out
standardised
assessment

Level 4 - 
How to devise an
individualised SSSP
and teach levels 1/2

Generate ideas

Staff workshop
Family members discussions
online, emailed and posted
information 

Family member:
“It’s so good to have something I
can do to help. The technique
sheets are really easy to follow”.

Test and amend

Iterative changes by group
members
Family materials tested in clinical
practice with minor amendments
Staff training tested & amended

9 staff members with experience of patients with a disorder of
consciousness (DoC) were recruited via posters/email
Staff represented therapy and nursing staff and registered/non-
registered staff
10 family members were recruited via email to relevant PPIE
groups - all self-identified as having had a family member with a
DoC

Staff member:
“I really look forward to putting this
into practice - it’s going to be so
useful”

 
Items foreachsensory area: Phased implementation plan for 2026

underway. e.g. personalised visual cards,
bell, comb, feather, crushed
garlic Future plans for research looking at 

Bedside signs: Effectiveness of training
programmes in increasing use of
SSSP
Impact on family members of
participating in delivery of SSSP

Thanks go to the Co-design Working Group, NIHR ARC EoE PPIE Hub, and NIHR HealthTech Research Centre - Brain Injury

[a] Cambridge University Hospitals NHS Foundation Trust (CUH) [b] University of East Anglia [c] Health Innovation East [d] University of Cambridge

Background

Key Outputs

Co-Design Process

Next Steps

Joanne Clark [a]
Dr Katherine Deane [b], Dr Jyothika Kumar [c], Dr Virginia Newcombe[a,d] 

Co-Design Group Participants

 Feedback so far...

co-design to Increase consistent use of
sensory stimulation after brain injury 

Joanne Clark is supported by the National Institute for Health and Care Research
(NIHR) Applied Research Collaboration East of England (NHIR ARC EoE) at
Cambridgeshre and Peterborough NHS Foundation Trust. The views expressed are
those of the of the author(s) and not necessarily this of the NIHR or the
Departmetn of Health and Social Care. 
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Musculoskeletal (MSK) conditions frequently exist alongside other co-morbidities including poor
cardiovascular health and mental health conditions. These conditions can both cause or exacerbate
each other. Risk factors such as high body mass index (BMI), mental health conditions and low
levels of physical activity also exacerbate the impact of both MSK pain and coexisting chronic
conditions  This leads to increased treatment burden for patients and more frequent use of
health services  

[1].

[2].

Community appointment days are an innovation first trialed by MSK services in Sussex in 2023 .
The initiative integrates local healthcare (MSK physiotherapy services, mental health support
services, blood pressure and BMI checks) and local, relevant charity sector organisations (e.g.
Active Fenland, Cambridge active lifestyles, healthy you, talking therapies) in one place giving
patients and clinicians the opportunity to address complex coexisting issues holistically. A ‘what
matters to you’ conversation with an MSK clinician on arrival helps guide which areas of the CAD
could help address patient’s individual needs. A printed patient passport is provided to all
attendees, as a personal record of advice, information and actions following attendance at the
CAD.

[3]

My project aim was to co-design, implement and evaluate community appointment days in
Cambridgeshire. In total 3 community appointment days have now been delivered by Dynamic
Health MSK service in 3 different locations (Peterborough, March and Cambridge).

Laura Cottrell
Advanced Practice Physiotherapist
Cambridgeshire Community Services NHS Trust
E: laura.cottrell2@nhs.net
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Working Collaboratively To Manage Complexity In
Musculoskeletal Care: Implementing Musculoskeletal

Community Appointment Days Within Cambridgeshire

                    My advice is to...

Give it a go and apply! The ARC East of England Impact Fellowship has provided an
excellent opportunity for developing skills and knowledge in stakeholder engagement,
coproduction, knowledge mobilisation and behavioural change. It provides time and
space to implement this learning within a real world setting alongside access to a
strong support network of academic and innovation expertise.



Its Impact 
A total of 378 patients who were on the physiotherapy waiting list have now attended a
Community Appointment Day across 3 venues in Cambridgeshire. Locations of each CAD have
been selected carefully considering the following factors:

Areas of high deprivation index
High incidence of MSK conditions
High incidence of co-existing long term conditions[4]

High local waiting times for MSK services

Attendees have had support from MSK physiotherapists, rehab instructors, MSK advanced
practice clinicians, weight management services, talking therapies, local exercises professionals
and other charity partners. Early evaluation of patient satisfaction with CADs has been high
(>96%). There has also been positive feedback from service delivery leaders, staff and community
partners.

A focus group of 8 participants on the MSK physiotherapy waiting list was held after the first CAD
to co-produce and refine the patient passport and identify which local services could be invited to
the event. A post attendance survey was given to all attendees with 2 further in-depth interviews
carried out with attendees from the second CAD which aimed to gain more insight into how
acceptable the CAD was to users and whether it had any impact on their broader health needs or
utility of local services.

CADs provide excellent potential to address comorbidities and complexity with presence of
community services, but further research and evaluation is needed to explore longer term impact
of this on patient outcomes on both MSK and coexisting conditions and service utilisation. The
CAD model has excellent potential for scalability and further reach. I have taken opportunities to
share learning with MSK clinical leaders from other MSK services in the East of England and also
clinical leaders in other specialties. This was met with enthusiasm and discussion about potential
for applying an adaptation of the CAD model to other clinical areas.

Challenges and Lessons Learnt 
The year goes very quickly and it is a challenging time frame in which to implement, evaluate and
measure impact of a new practice. Engaging stakeholders, obtaining and evaluating feedback,
coordinating meaningful patient and public involvement, all while also balancing clinic work has
been challenging. It has been important to remain organised, motivated and persistent as well as
keep clear boundaries between clinical and fellowship time. The regular action learning sets
embedded throughout the fellowship proved invaluable in helping overcome obstacles and
develop strong peer support. All in all, the fellowship has been extremely rewarding and a brilliant
opportunity for professional development.
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Improving oral care for adult inpatients in Addenbrookes Hospital: exploring
existing practices & areas for improvement, and implementing policy and
procedures for standardizing oral care

Poor oral hygiene can have a negative impact on patients' health outcomes, as well as their quality of
life. Throughout my career as a Speech and Language Therapist, and as a healthcare assistant (HCA)
prior to this, I have found that poor oral hygiene and inconsistencies in delivery of oral care within
inpatient settings is an issue that is widely recognised but often overlooked as a priority to address,
with limited knowledge, training and resources for nursing staff and other professions. This project,
based on previous work carried out within the Mouthcare Matters programme (HEE), will explore
current oral care practices within CUH, with the aim to identify and tackle existing barriers and
implement Trust-wide policy and procedure change. 

Research in the UK indicates that patients in hospitals and care facilities often do not receive
consistent or adequate support with oral care. Admission to hospital can lead to a decline in oral
hygiene, particularly among older adults, those nearing end of life, and individuals who rely on
others for assistance. Previous studies suggest that nursing staff may not prioritise oral care due to
competing demands. There are also reported gaps in knowledge, limited access to training, and
inconsistent availability of appropriate equipment. These factors contribute to variability in
mouthcare practices experienced by patients. 

Poor oral hygiene in hospital inpatients can result in serious health complications, including
hospital-acquired pneumonia, dehydration, and weight loss. It may also reduce patients’
willingness to communicate with others or participate in social activities such as mealtimes,
negatively affecting mood and overall quality of life. These issues can lead to increased mortality
rates, longer hospital stays, physical deconditioning, and extended rehabilitation periods. Patients
may also experience increased anxiety and stress. From an organisational perspective, poor oral
hygiene contributes to higher financial burden, reduced patient flow, and limited bed availability.

Key findings or insights
A survey of 80 registered and non-registered nursing staff working on care of the elderly and
stroke wards at Addenbrooke’s Hospital corroborated findings from existing research. Key barriers
to providing mouthcare included lack of time and insufficient training, with 59% of staff reporting
they had never received formal training. Inconsistencies were also found in the use of appropriate
mouthcare tools and in documentation practices. Staff reported the lowest confidence when
assisting patients who were confused or agitated.

Initial bedside audit and survey of 83 inpatients identified several areas for improvement, including
limited availability of mouthcare tools, inconsistent documentation, and challenges with denture
care. These findings informed the development of a targeted training intervention.
In-person training was delivered to 21 staff members from 2 care of the elderly wards, alongside a
visual, ward-based training package to increase awareness among wider staff. All staff who
attended the training reported improved confidence in providing mouthcare, most notably with
confused patients (“very confident”: pre-training - 4.8%; post-training - 47.6%) and end of life
patients (“very confident”: pre-training – 9.5%; post-training – 66.7%).
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Improving oral care for adult inpatients in Addenbrookes Hospital: exploring
existing practices & areas for improvement, and implementing policy and
procedures for standardizing oral care

Poor oral hygiene can have a negative impact on patients' health outcomes, as well as their quality of
life. Throughout my career as a Speech and Language Therapist, and as a healthcare assistant (HCA)
prior to this, I have found that poor oral hygiene and inconsistencies in delivery of oral care within
inpatient settings is an issue that is widely recognised but often overlooked as a priority to address,
with limited knowledge, training and resources for nursing staff and other professions. This project,
based on previous work carried out within the Mouthcare Matters programme (HEE), will explore
current oral care practices within CUH, with the aim to identify and tackle existing barriers and
implement Trust-wide policy and procedure change. 

Follow-up audit and survey of 40 inpatients demonstrated overall improvements in practise and
patient experience. There was better availability of appropriate equipment, and patients reported
receiving assistance with mouthcare more frequently. Fewer patients reported a decline in their
oral health during their hospital stay.

Overall, the project demonstrated that targeted mouthcare training can improve staff confidence,
enhance care practices, and positively impact patient experience.

Measured impact
Staff: Increased confidence and knowledge among nursing staff, contributing to a more skilled
workforce.
Patients: Improved mouthcare practices and inpatient experience for older inpatients, with fewer
patients experiencing high-risk oral hygiene or deterioration during admission. There was also a
reduction in negative effects such as difficulty eating and drinking or communicating with others
due to poor oral hygiene. 

Anticipated impact
Organisation: Improved oral hygiene may reduce health complications and length of stay,
improving patient flow, bed availability, and reducing financial pressures.
Community: Reduced inpatient deconditioning may lower the need for home rehabilitation
services, easing pressure on community care. Reduced deterioration in oral hygiene may also
reduce demand for follow-up dental and orthodontic services.

Informing future research, practice, or policy
Findings from this project will support the development of a Trust-wide Mouthcare Policy at
Addenbrooke’s Hospital, providing a consistent framework for oral care across adult wards.
Future research could explore the broader impact of oral hygiene on patient and service outcomes,
including rates of hospital-acquired pneumonia, mortality, length of hospital stay, and financial
implications.

Challenges and Lessons Learnt
The main challenge was engaging stakeholders & staff in an already busy and resource-constrained
NHS environment. While the project initially targeted both care of the elderly and stroke wards, it
was later narrowed to focus solely on care of the elderly wards to ensure maximised engagement
and effectiveness at the implementation stage. Additionally, planned in-person ward-based
training was reduced to a visual package due to competing priorities among stakeholders who had
initially committed to supporting the initiative.
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Tip 1: Persevere through challenges. Seek support from supervisors for
expertise and peers for encouragement. Action learning sets can be particularly
valuable for problem-solving. 
Tip 2: Scale it back! There is not as much time as you think there is. 
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The project focused on improving how clinical staff are trained and supported to deliver the
Families Administering Medications (FAM) model, enabling family carers to administer anticipatory
medications at home at the end of life. While governance and safety evidence for FAM is strong,
little was known about how to ensure clinicians felt confident and equipped to train families safely
and sustainably. With more than 100 FAM champions previously trained by only two clinicians,
scalable and sustainable educational infrastructure was urgently needed. FAM promotes timely
symptom control, patient autonomy and the ability for people to remain at home, yet inconsistent
training, gaps in confidence, variation in governance and limited support structures created risks.
The literature highlights how emotional labour, inconsistent documentation and uneven
organisational support affect staff readiness and family experience. Strengthening educational
foundations was essential to reduce variation, enhance safety and support equitable access across
the region.
 
 A mixed-methods evaluation identified four themes shaping FAM implementation. Risk was
affected by variation in governance, documentation and access to advice, creating safety concerns
where confidence and competence were closely linked and risk was experienced contextually.
Clinical staff education was critical, as single training sessions were insufficient; clinicians needed
accessible refreshers, clear expectations, consistent resources and peer reassurance. Improved
patient outcomes occurred when FAM was delivered effectively, enabling timely symptom
management, reduced distress and better continuity of care at home. Sustainability required
ongoing educational, organisational and cultural support, with peer networks, standardised tools
and defined responsibilities enabling long-term integration.

The project strengthens the infrastructure clinicians rely on to support patients and families
confidently and consistently through their end-of-life care. This contributes to safer medication
administration at home, more equitable access to FAM, and improved patient experience across
community, hospice and acute settings. As a result of my project, clinicians working across the
Integrated Care System now have tools that reduce uncertainty in practice, enabling earlier
identification of suitable patients, supporting families to manage symptoms rapidly and help
prevent unnecessary hospital admissions.

The fellowship has already generated a suite of coproduced, scalable outputs, including:
A FAM quick reference guide for clinicians
A staff training video for refresher learning
A family carer video providing consistent, reassuring education
Medication information leaflet co-designed with public contributors 
A FAM awareness poster to normalise practice across settings

Daisy Jacobs
Advanced Clinical Practitioner in Specialist Palliative Care
St Nicholas Hospice Care
E: daisy.jacobs@stnh.org.uk
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These resources are now being used regionally, improving confidence, consistency and visibility of
FAM. They reduce dependence on a small number of trainers and embed accessible learning into
everyday practice.

The findings highlight the need to prioritise educational infrastructure in interventions supporting
family administration of injectable medication. The importance of establishing sustainable peer
networks and relational implementation apply to other areas of end-of-life care requiring shared
decision making and delegation. The project provides a foundation for future evaluations of family
experiences, equity of access and long-term sustainability across Integrated Care Systems.  As a
transition from this project, I am supporting a national survey analysis exploring the wider picture
of healthcare professionals' experiences of this topic.  This leads into my literature review which i
will write for publication.

Several challenges informed my learning. Variation in practice—particularly in documentation
systems, out-of-hours support and local governance—hindered the development of a uniform
training model, prompting the creation of co-produced and adaptable tools. Workforce pressures
and the emotional labour involved in end-of-life care limited clinicians’ capacity for training,
leading to self-directed video materials and concise reference resources that supported learning
without removing staff from practice. Confidence gaps also emerged, with clinicians reporting that
their ability to train family carers diminished over time; this shaped the development of layered
learning approaches that enabled timely refresher support. Finally, navigating tensions between
national policy aims and local operational realities required sustained reflexivity and engagement
with national communities of practice.

My insights for future learners would be to stay close to the realities of practice, where impact
comes from understanding context, relationships and culture rather than simply delivering outputs.
Coproducing with the people who will use the work—clinicians, patients and carers.  These offered
insights that genuinely improved the design of resources.   The confidence, more than competence
of clinicians, often proved the biggest challenge, making it essential to build tools that can be
accessed repeatedly and flexibly. Engaging widely and nationally provided external validation that
helped distinguish local issues from systemic ones.
Above all, the fellowship was a chance to think differently rather than just do more, with
reflexivity, action learning and honest challenge driving meaningful change.
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My project addresses the significant issue of deconditioning for people with Parkinson’s in
hospital, focusing on its causes and, crucially, practical solutions to overcome them.
Deconditioning is the physical and psychological decline associated with prolonged bed rest and
muscle loss. This is a considerable risk for older adults in hospital; those aged over 80 can lose 10%
of their muscle mass, the equivalent of 10 years of aging, for every 10 days in hospital. 
For people with Parkinson's these risks are even higher. They are more likely to be hospitalised
and whilst in hospital 20% of patients with Parkinson’s experience worsening motor symptoms
with 44% never returning to their pre-hospitilisation functional status (Sine et al, 2024). 63.9 %Are
more likely to be discharged to a care facility than their counterparts (Gerlach et al 2013). 
Physical exercise is a vital component of symptom management for people with Parkinson's,
therefore any mobility loss due to deconditioning in hospital will have a lasting negative impact on
their ability to manage their condition throughout their lives.

A study looking at people with Parkinson's experience in hospital likened it to being in Alcatraz
“They had me in lockdown mode… I would just attempt to escape from Alcatraz.” (Schurer et al
2023). A quote that inspired my project title. 

My research journey began with a Literature Review, where I researched existing interventions,
known barriers, and potential solutions by analysing academic and industry sources, relevant
websites, and local care protocols. This ensured my subsequent work was built on established
knowledge.

Next, I established Professional Connections by strategically mapping and engaging with key
stakeholders, including consultants, therapists, and Parkinson's nurses. As well as crucial insights
from staff within Parkinson's UK, to understand their professional perspective on barriers to
effective hospital mobilisation.

I then engaged with people with Parkinson's and their family members. Their personal insight was
integral to shaping the future solutions. I arranged a Focus Group, where I brought professionals
and people with lived experience ideas together, to collaboratively discuss the findings, refine
potential solutions, and determine what was achievable within the available resources.

Georgina Jones
Senior Care Adviser
Parkinson's UK 
E: gejones@parkinsons.org.uk
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Its Impact 
Through my research I found that most of the information provided and campaigns in place were
focused primarily on professional awareness and structured multi-disciplinary programmes rather
than patients. And there was a noticeable lack of focus on people with Parkinson's in this area.
I therefore felt that there was a gap in educating and providing information for people with
Parkinson's and their families to be able to prepare and take action themselves for when these
issues arise in hospital. 

When looking at the impact I could make with my project I needed to consider what I was able to
achieve in my role, with my skills and within the timeframe that the fellowship would allow. 
Following feedback from focus groups that dismissed the idea of a leaflet, I developed a 'Hospital
Mobilisation Toolkit,' staff at Parkinson’s UK can use to discuss these issues with people with
Parkinson’s and their loved ones. Providing practical support to advocate their needs in hospital
and to maintain their mobility. The plan is to cascade this information and provide training to
advisers across the East of England, with the aim of national rollout.

Challenges and Lessons Learnt 
A major challenge was recognising the limits of my influence over systemic issues. The focus group
highlighted massive external barriers, such as hospital staff shortages, continued use of paper
notes, and disjointed database systems between hospitals and the community. I overcame this by
applying behavioral change models to focus on what I could influence, empowering the patients
themselves. Additionally, I initially planned to create an information leaflet, but the focus group
feedback warned me that "no one looks at them." I therefore had to change my strategy and
instead develop a way of disseminating information to empower people with Parkinson's that was
going to be accessible for them and I began to design my Hospital Mobilisation toolkit.

Insights for Future Applicants 
Initially, I worried that the project's success depended on a single, final output within the year. I
had been worried about not producing something at the end of it and that my time would be
wasted. However, I now realise this work is ongoing and evolving, opening up further research and
personal opportunities. I have realised this is just the start of the project leading to continued
work, including designing the hospital mobilisation kit, training advisers, and helping shape
Parkinson’s UK future resources and support.
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Background 
Dementia presents an increasing challenge in Central Bedfordshire, a large rural area where the
diagnosis rate was 63.8% in April 2025, below the national target of 66.7%. With nearly 40% of
cases remaining undiagnosed, particularly among housebound and frail populations, patients
experienced delays in accessing essential medication, social care, and post-diagnostic support. This
not only impacted well-being but also increased the risk of unnecessary hospital admissions and
higher system costs. 
Engaging time-pressured GPs in diagnostic work often proves difficult, as clinicians question the
tangible benefits. However, after engagement at an Integrated Care Board frailty meeting, a GP
frailty lead joined, sparking broader interest. The project aimed to equip primary care clinicians
with structured training and supervision to diagnose advanced dementia in the community—
shifting from a deficit model to a proactive, patient-centred approach. 

Intervention 
I developed a training and supervision package based on standardised frameworks, including the
Diagnosing Advanced Dementia Mandate (DiADeM) tool and the 6-item Cognitive Impairment
Test (6CiT). In collaboration with the local GP frailty lead and the Tibbs Dementia Foundation, we
co-created a pro forma to assist clinicians in gathering the essential diagnostic information. After
obtaining ethics approval, I delivered training sessions supported by bi-weekly mentoring. A frailty
nurse facilitated implementation by integrating the work into routine assessments for patients
with a Clinical Frailty Score >6. 

Best 
Poster 
Awards

Dr. Sen Kallumpuram
Consultant Psychiatrist & Training Programme
Director, East London NHS Foundation Trust  
E: sen.kallumpuram1@nhs.net
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Bridging The Dementia Diagnosis Gap: Evaluating A Training
& Supervision Package for GPs & Nurses In Central

Bedfordshire and Its Impact On Dementia Diagnosis Rates



Impact 
Post-training questionnaires indicated that the package enhanced clinicians’ confidence in using
diagnostic tools and incorporating assessments into busy practice. A focus group showed that,
despite initial worries, GPs found that with appropriate support, diagnosing and organising care in
primary care was both achievable and more fulfilling for patients. 
Over four months, the pilot led to 10 new diagnoses of advanced dementia within the community,
enabling individuals to access medication, social care, and support. The local dementia diagnosis
rate increased from 63.8% in April 2025 to 66.1% in January 2026, narrowing the gap to the
national target significantly. The success of this initiative secured a place in the NHS Dementia
Innovators Programme 2026. I am now developing the model further as Diagnosing Advanced
Dementia in Primary Care (DAD-PC)- a framework with strong potential to enhance early
diagnosis for vulnerable, housebound residents while reducing reliance on traditional memory
clinic referrals and associated costs. 

Challenges and Lessons Learnt 
My initial ethics application was returned with a request for clearer, measurable goals. Facing a
tight deadline, I was worried, but the Trust’s research department arranged a dedicated session to
explain expectations. The guidance helped me improve the application and gain approval—a
reminder that institutional support is available for those who seek it. 

Acknowledgements 
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Wiggins, and my Learning Set colleagues; my ELFT colleagues, Dr Aneeba Anwar and Dr Angharad
Ruttley; the ELFT Research Department; and GP colleagues Dr Geoff White and Dr Roy Boodhun,
without whom this work would not have been possible. 
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              Insights for Future Applicants 

This journey will bring challenges, ambiguity, and time pressures. Help and support are
always at hand—do not hesitate to ask, seek, and knock. 





Multiple national drivers (e.g. ‘Saving and improving lives.’ policy paper), position research as
everyone’s business across health, social and wider care settings. Implementation can be a
challenge in the context of multiple systemic changes, and across organisations with limited
resources and research naivety. Thus it is recognized that workforce development programs aimed
at early stage ‘researchers’ are now required.  The Research Champions Programme (RCP),
developed by Cambridgeshire Community Services NHS Trust, offers a ‘first-step’ programme
supporting staff awareness, confidence and capability to engage in research. As a community trust,
we understand challenges associated with geographical spread of services and supporting research
naïve staff. Uniquely, the RCP is open to all staff with a curiosity for research, it builds research
culture and recognizes the value of research activities beyond study delivery.  We are aware of no
other similarly structured programs in the East of England and since its inception in 2019, we have
received inquiries from other organisations interested in the RCP. The focus of this Fellowship was
therefore to explore appetite for the RCP from health and wider care settings and to co-develop
an options appraisal to inform the future sustainable development of the RCP.  

Scaling the RCP has the potential to demonstrate multiple positive impacts for the system in the
East of England and beyond. I am aware of research teams across the region and beyond who are
highly motivated to support staff development in research and are at varying stages of creating
similar programs/approaches. Joint working has the potential to reduce the capacity burden
required to design and deliver such programs for each organization, an opportunity to share best
practice, reduce unnecessary duplication, support organizational readiness for research delivery
and strengthen research culture within organisations and across the wider system.  
The final options appraisal included developing a train-the-trainer program/implementation
package, holding educational webinars, offering fee-paying places to external organisations,
adapting to other settings and exploring future partnerships.   

Five categories informed interview discussions (appetite, perceived barriers, perceived benefits;
context; recommendations) with themes emerging. Appetite and benefits were associated with
themes of value (e.g. of ‘first step’ programs, wrap around support, benefits for the wider system
and reducing duplication). Barriers included capacity considerations (i.e. resources required to
develop and deliver such programs). Context included themes of variation (between organization
type, with acute trusts typically having more resources and less appetite) and the negative impact
of multiple system wide changes. Recommendations included building the reputation of the RCP
(e.g. through publication, CPD accreditation).  

Samantha Nunn
Research Facilitator
Cambridgeshire Community Services NHS Trust
E: samantha.nunn@nhs.net
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Taking The First Step: Exploring Scalability of the CCS Research
Champions Programme Across Health & Care Settings



Its Impact
The Fellowship enabled a systematic, robust approach to co-development of an options appraisal.
This has been shared with managers and has informed a funding bid. Options appraisal and
feedback from interviews will inform key decisions about the ongoing development of the RCP in
the coming months.   

Recommendations:  
A number of fee-paying spaces should be reserved on the RCP each year to external
community organisations. There is scope to offer this widely with sufficient resources.    
To continue exploration of adapting the RCP to other settings with regional and national
stakeholders who have appetite to do this.  
To ensure the ongoing development and delivery of the RCP is sufficiently resourced and
sustainable.  

  
The options appraisal will support scalability decisions of the RCP. Offering the RCP to external
organisations both regionally and nationally would support workforces across health and wider
care settings to feel more confident to engage with research, have awareness of how research
happens in their organisations and would contribute to staff satisfaction and retention. There is
appetite to support staff to be research confident and many organisations do this in a variety of
ways. There is potential to create a national community of practice to support best practice of
such programs.  

Challenges and Lessons Learnt 
Framework identification for my project from the teaching sessions was a challenge, but
discussions with supervisors helped my thinking around this. I found that the number of project
activities varied across the year, with a slight bottleneck towards the end. I think this pattern is
common in projects and found acceptance, being flexible where possible and planning for busier
times helpful.  

Insights for Future Applicants
I would highly recommend that applicants get in touch with potential supervisors early to discuss
their proposed project.  
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Stay up to date:

ARCOffice@cpft.nhs.uk 

arc-eoe.nihr.ac.uk 

@ARC_EoE

NIHRARCEoEin

arc-eoe.nihr.ac.uk/newsletter 
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