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SUMMARY




1 The Mational Health Service (the MHS) depends on
the successful handling of vast quantities of information to
function safely and effectively. The Mational Programme
for Information Technology in the NHS (the Programme) is
a ten year programme which presents an unprecedented
np|_1::rt|.|ni1\.- to use Information Technology (IT) to reform
the way the NHS in England uses information, and hence
ter improve services and the quality of patient care, The
core of the Programme will be the NHS Care Records
Service, which will make relevant parts of a patient’s
clinical record available to whoever needs it to care for
the patient. The Frogramme also includes many other
elements, including X-rays accessible by computer,
electronic transmission of prescriptions, and electronic
booking of first outpatient appointments.

2 The Programme was launched by Ministers

in June 2002. Following the announcement of the
Programme, the Department of Health (the Department)
established a unit to procure and deliver the IT systems,
headed since October 2002 by its first Director General
for MHS 1T, In April 2005 this unit became an agency of
the Department called WHS Connecting for Health.!

3 In the past, individual NHS organisations procuring
and maintaining their own IT systems and the procurement
and development of IT within the NHS has been haphazard.
The Department did not consider this approach to have
heen successiul, and one of the aims of the Programme has
been o provide strong central direction of IT development,
and increase the rate of take up of advanced IT. The
Programme is being delivered mainly through contracts
negotiated by NHS Connecting for Health with IT service
suppliers.? Once systems have been developed by the

suppliers, further action is needed to bring them into use,
such as integrating with existing IT systems ane configuring
them to meet local circumstances, training staff to use
them, and adapting ways of working to make the best of
the solutions. Four Local Service Providers are primarily
rr_=5}:|-:m:.i|:l(=- for organising this work, but much work is
needed by local NHS omganisations — Strategic Health
Authorities, MHS Trusts and other providers working for the
NHS, such as General Practitioners (GPs) and Pharmacists.

4  The Programme’s scope, vision and complexity is
wider and more extensive than any ongoing or planned
healthcare IT programme in the world, and it represents the
largest single IT investment in the LK to date, If successiul,
it will deliver important financial, patient 'Ha!l'l':j.' and servioe
benefits, The main implementation phase of the Programme
and the realisation of benefits is mainly a matter for the
future and it will therefore be some time before it is possible
fully to assess the value for money of the Programme, as
this will depend on the progress made in developing and
using the systems it is intended to provide. [t is therefore
important for taxpayers and patients that this investment
pays off, and for the Programme to be well managed and
open fo public scruting. Accordingly, we examined the
progress being made in delivering the systems against the
orginal plans and the costs of the Programme (Part 1); the
steps taken by the Department, MHS Connecting for Health
anel the NHS to deliver the Programme (Part 2); how the

IT systems have been procured (Part 3); and how the NHS
is preparing 1o use the systems delivered (Part 4). We have
examined progress to date in these areas and may return to
carry out a further examination at a later date should this
appear necessary, Appendix 1 sets out our methodology.

1 In this e, wee have used the tesm NHS Connecting for Healik o represent both the current MHS Connect g for Hicalth ARENCY, and the former National

Programme for IT wnit

2 Thee: four principal suppliers are BT, Accenture, Fujisu and C5C, supposted by nusmsenous others,
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5 The main projects making up the Programme d
are listed in Figure 3, which also shows the estimated

timetable and cost of each. On the basis of our

examination of the Programme, we conclude that:

a The Programme has strong ministenial and senior
management support and commitment. The
Department and MHS Connecting for Health have [
put in place best practice arrangements that will
support the IT elements of the Programme and the
Department has established best practice structures
to deliver the Programme. The implementation of the
Programme does not feature in curment Department
of Health Public Service Agreement targets nor
supporting targets, but it is a necessary enabler for a

number of Ministerial commitments.

h The Programme has the potential to generate
substantial benefits for patients and the NHS. The
main aim is to improve services rather than to reduce
costs, The Department has put a financial value on i
henefits where it could, but as the main aim is to
improve services rather than reduce costs, it was not
possible to do so in all cases. As a consequence
it was not demonstrated that the financial value of
the benefits exceeds the cost of the Programme,

The Treasury’s guidance’ states that benefits should
be valued when possible, but recogniszes that
sometimes they cannot be, In this case, the Treasury
has accepted the Department’s approach and has
approved all expenditure so far made and planned.

C Considerable efforts were made to specify and
describe the high level benefits that the different
projects within the Programme are intended to deliver, £
for example in the agency’s National Programme
Implementation Guide,* and documentation setting
aut the intended timeline and milestones for delivery
of benefits.? In addition, savings are expected, for
example by using NHS Connecting for Health's
buying power to drive down the prices paid for [T
poods and services and in staff time saved throuzh
using the Programme’s services, and some of these
savings are planned to contribute to the Department’s
Gershon economies. NHS Connecting for Health has
negotiated the renewal of the Departrent’s NHS -
wide licence for Microsoft desktop products, securing
the lowest prices in the world. NHS Connecting for
Health estimates that this and similar agreements with

ather suppliers will save £860 million.

The procurement of the contracts centrally, rather
than through local MHS units as had been the
praclice in the past, is independently estimated, in a
report commissioned by WHS Connecting for Health,
to have saved £4.5 billion in terms of the prices paid
for poods and services.

NHS Connecting for Health secured vigorous
competitions for the IT contracts, maintaining
competitive tension by negotiating contracts

with at least two final bidders before selecting a
winner and dispensing with the preferred bidder
stage. Through the use of standard financial model
templates MHS Connecting for Health made like
for like comparisons of bids which, together with
the vigorous competition, enabled it to achieve
~_~.|g11|r'in,1u1| price reductions from the eight prime
contractors, the difference between their initial and
final bids totalling £6.8 billion,

Procurement of the contracts was completed
commendably quickly - all of the contracts were
procured in under a year between February 2003

and February 2004, and most were concluded within
ten months. Speed can help to contain the costs

of procurement and this experience compares to

an average of 27 months for the procurement of a
single major PFl project. The Office of Government
Commerce considensd there to be many good features
in the procurement process for wider application to
government [T procurement. These included elements
of contract innovation, which it has built on to develop
its goad practice guidance,

NHS Connecting for Health bought the systems at

a fixed competitive price transferring financial and
delivery risk to the suppliers, and it does not pay
suppliers until services are proven to be delivered
and working. 50, although there have been delays
in delivering the NHS Care Records Service, the
suppliers have bome the cost of overcoming
difficulties in delivering the software and not the
taxpayer. Strong incentives for the suppliers to
deliver to timetable and mechanisms such as tight
change control procedures are in place with the aim
of providing continued value for money over the
life af the I‘rugnuunw The speed of the negotiations
and the inclusion of a sound balance of incentives
and penalties within the contracts have put NHS
Connecting for Health in a strong position in its
relationships with suppliers, and one that is stronger
than previous government procurement practice.

L] The Goreen Book wppraisd and Dealuabon m Cenrrdl Govenmment. HM Tredsury, 2004
4 Acorssible at Mipdwww. connectinglorhealth. nhe sk implementation
] hitpetfwans connectingforhealth.vhs, uk/all_images_and_docabsenefits_timeline pedf
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MHS Connecting for Health has taken positive
action o ensure the contractors are managing their
tasks well. It has taken an intrusive but supportive
approach to the management of its suppliers. Where
it has identified problems, MHS Connecting for
Health has taken action to address deficiencies in
suppliers” performance.

There has been continuity in the leadership of the
central IT elements of the Programme, the Director
General for IT and the Chief Operating Officer have
been in post continuously since October 2002 and
September 2003 respectively. But national leadership

af eng

gagement with NHS organisations and staff in

implementing and making best use of the systems
has changed a number of times and resource
constraints limited the scale of early engagement
eftorts. Responsibility for this work was given a
higher protile with the appointment of Mational
Clinical Leads in late 2004 and the introduction of
stronger management arrangements during 2005,

The Department and MHS Connecting for Health
decided 10 conclude the bulk of procurement
activities before focussing on communicating with
and engaging MHS staff. Wider engagement and
mohilisation of the MHS was not starbec until MHS
Connecting for Health judged that procurement
had reached a sufficient stage of maturity to be able
o communicate its outcome in a meaningiul and
efficient way. It was concerned that to have done so
earlier might have raised expectations which were
either speculative or may not have been met and
there were also FESOUTCIE constraints.

There is suppaort amongst NHS staff for what the
Programme is seeking to achieve, but also significant
concerns amongst some staff: that the Programme is
moving slower than expected, that clarity is lacking
as to when systems will be delivered and what they
will do. Particular concerns were raised by GPs

that they would be forced to replace their existing

IT systems. In response to this, NHS Connecting

for Health is finalising an agreement with suppliers
intended to make it much easier for GPs to stay with
their existing suppliers. Conversely, other systems
have been well received by users inc ILHiiﬁ:_t GiPs.

Some elements of the Programme had already
been delivered, including some elements added
to the Programme and outside its original bried,
Achievements to early April 2006 included:

n The Quality Management and Analysis System
(CIMAS) 1o support the new contract tor
General Practitioners from April 2004 was
delivered on time and budget and is being used
by all GPs

B A new NHS wide directory with half a million
entries and an email system (NHSmail)
with 80,000 active users and 168,000 staff
rvgia:rrrd o use the sysiem.

m  The first 14,130 connections (compared to a
target for March 2006 of 12,0000 of the 18,000
eventually planned for the new NHS secure
communications network, the Mew Mational
Network (N3).

] Initial milestones for new systems o deliver
Ministerial targets for Choice and the Electronic
Prescribing Service, and deployments of X-ray
and other diagnostic images systems (Picture
Archiving and Communications Systems

PACS), with PACS systems installed at 30
Trusts out of the planned final total of 130.

] The Choose and Book svstem available at
all relevant locations, and being used for
12 per cent of bookings, A total of 261,983
Choose and Book bookings had been made to

3 April,

- The Electronic Prescribing Service available
al around 15 per cent of GP surgeries and
pharmacies, and used to issue a total of
726,843 prescriptions by 3 April.

m Atotal of 9,600 initial deployments of software
of various types, the registration of 208,990
staff fior issue with Smartcards for secure access
and 45,000 NHS staff accessing the NHS Care

Record Spine every day.

u Availability of the Programme’s services has for

the miost prart ex eeded the contractual targets.

0
]
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THE MATIONAL PROGRAMME FOR IT

Heowwever, achievement of other milestones has n
been deferred:

™ The Mational Data Spine first went live on
time, in June 2004, but achievement of later
milestones for building up its functionality has
been delayed by up to ten months.

m  local Service Providers” delivery of the first
phases of the NHS Care Records Service and the
achvanced integrated IT systems that are central 1o
the long-term vision for the Programme will now
be later than originally planned. |3'|:*|1|n:.'n'1t'r'|!
of the national clinical record is now planned
in pilot fiorm from late 2006, t'|:|||T1|:L!rL~|:| 10
the original plan of December 2004, and in
its full form from late 2007, In the interim,

Local Service Providers have provided Patient
Adrministration Systems; these are linked to the
Spine for securily, single sign-on, Choose and
Book, Personal [_Tc=|t1tagru|]]1ir_‘ Services (PDS),
Electronic Prescribing Service and together
with other Programmee systems, to support
NHS organisations in urgent need of new or
replacement [T systems. However, the plan
remains for the entire iJ'r1|:r|1,~11'1t'r1l.5|!it:r1 to

be completed by 2010 in accordance with
originally contracted timescales.

m  While the software for Choose and Book was
delivered on time, the take up of the system to

suppart patient choice has been slower than p

initially planned as a result, amongst other
things, of an extension of the scope of the
system to support the introduction of patient
choice and the time needed by suppliers of
existing T systems to make their systems
compliant. Deployment of the Electronic
Prescribing Service and PACS (which was
added to the Programme in September 2004)
has also started more slowly than ir'|iri;|||'l.*
planned, but NHS Connecting for Health
expects Ministerial targets for the later stages of
deployment to be achieved.

Including capital investment but excluding depreciation

M THE NHS

In May 2005 the Department published the NHS
Care Record Guarantee setting out the principles

it intends to apply to protect the confidentiality

of electronic patient records, Work continues on

a number of impaortant practical issues, including
sharing information with non-MHS bodies, such as
local authority social services, and the working of
sealed envelopes’ intended to allow patients to limil
the sharing of information about themselves.

The full gross cost of the Programme includes the
nationally agreed contracts, including approved
additions, other central expenditure and the

local implementation costs. Whilst some of this
expenditure is directly managed by NHS Connecting
for Health, management of local IT expenditure

is a matter for the local NHS bodies concerned.
NHS Connecting for Health does not seek to
maintain a detailed estimate of overall expenditure
on the Programme but makes broad projections

of expenditure. Our analysis of these projections
indicated that provision had been macde for total
spending on the Programme (at a gross level, i.e.
without deduction for possible savings or benefits)
of £12.4 billion (at 2004-5 prices/® over the ten year
life of the main contracts, to 2013-14. This is not a
budpget but an amalgamation of fixed price contracts,
extrapolation of costs beyond the contract periods
and provisional forecasts of other costs.

The elements comprising this total are:

m  £6.2 billion by NHS Connecting for Health on
the fixed price contracts let in 2003 and 2004,
in line with the announcements made at the
time of contract awards. These contracts are
being managed within this total.

m  £382 million contracted expenditure on new
projects added to the original scope of the
Programme, predominantly PACS, where
the cost of providing central data stores
is £245 million.

B £239 million on additional services to be
purchased bevond the SCOpEe of the original
core contracts (a mixture of contracted
expenditure and estimated costs),




£1.9 billion in other central expenditure,
primarily by NHS Connecting for Health on
centrally managed projects and services within
the Programme and running MHS Connecting
tor Health, based on current estimates of likely
expenditure. NHS Connecting for Health told
us that on the current scope of the Programme,
they expect that actual expenditure will be
less than this amount, because once the initial
stages of system development and deployment
have passed, MHS Connecting for | {ealth’s

task will diminish and its continued existence
as a separate organisation would need review
in accordance with the principles of the
Department’s 2004 review of its Arm's Length
Bodies, NHS Connecting for Health told us
that it eXpe ted the maximum outturn for the
management of the Programme to be less than
£1.5 billion over the ten-vear term.

£337 million on the estimated cost of replacing
core contracts that expire before the end of the
ten yvear period to 2013-14, This is a notional
allowance o recognise that expenditure will be
required to continue these services, but it is too
parly to make a more prﬂ'ieu_r estimate of ther
likesly cost,

£3.4 billion in expenditure by local NHS
organisations, for example on local IT and
training and ensuring compliant e of local
systems with Programme delivered systems.
It is not committed expenditure but is based
mainly on the forecasts of expenditure made
in the investment appraisals carried out at the
time of the award of the main LSP contracts
in late 2003 and early 2004, .-\pp!n::n.-..al and
management of this expenditure is a malter
for local management.

q

i

Up to the end of March 2006, actual expenditure
on the contracts let in 2003 and 2004 has been
lower than planned, with £654 million (estimated
autturnj spent against expected expenditure of
E1,448 million, reflecting the slower than planned
delivery of some systems and the successiul
operation of contractual provisions that suppliers
will only be paid once services are proven to be

delivered and working,

The Programme is also expected to release [T

funds within the local NHS, tor example when

the deployment of new systems paid for by NHS
Connecting for Health replaces systems that

local NHS bodies had previously been paying

for. MHS Connecting for Health does not monitor
systematically the actual impact the Programme is
having on local IT spending or the extent to which
the initial estimates of its impact are being borne
out in practice, However, it believes that experience
of individual deployments so far has confirmed the
scope for local savings on a substantial scale. NHS
Connecting for Health also believes that the patient
safety benefits expected from the Programme could
be worth many billions over ten years.

Oin 30 May 2006, the Minister of State for Beform

{Lord Wamer ot Brockley) whao is |1‘~.F:-|||=-.ui|}|t~ for the

Programme, was reported in the media as having said that

the full cost of the Programme was likely to be nearer
£20 billion, NHS Connecting for Health has told us that

he was not referring solely to the costs of the Programme
but to the total expenditure on NHS IT over ten years,

THE NATHOMAL PROGRAMME FOR IT IN THE NHS




7 The Department and MHS Connecting for Health
have made substantial progress with the Programme. They

have established management systems and structures to
match the scale of the challenge. They successfully placed
contracts very quickly, after securing large reductions in
prices from bidders, and including contract terms that
incluce impontant safeguards to secure value for money
for the taxpayer. Deployments of operational systems have
begun and MHS Connecting lor Health has taken on, and

in some cases already delivered, several additional tasks

which were not within the original brief for the Programme

NHS Connecting for Health has adopted many of the key
lessons of prior public IT failures, The notable progress and
tight control of the central aspects of the programme are to

be commended.

] Successful implementation of the Programme
nevertheless continues to present significant challenges
for the Department, MHS Connecting for Health and the

MNHS, especially in three key areas:

m  Ensuring that the IT suppliers continue to deliver
svslems that meet the needs of the NHS, and to

agreed timescales without further slippage.

(] Ensuring that MHS organisations can and do
fully play their part in implementing the

Frogramme’s systems.

[ ] Winning the support of NHS stalt and the
public in making the best use of the systems to

TR NOWE S8 ces
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In going forward, we make the following

recommendations:

a

b

The Department of Health and NHS Connecting for
Health should provide greater clarity to organisations
ancl staff in the MHS as to when the different elements
of the Programme will be delivered. MHS Connecting
for Health should ensure that it has a robust
engineering-based timetable for delivery, which it is
confident its suppliers are capable of achieving.

NHS organisations should communicate to members
of staff how such a timetable will attect them,

and forewarn them of the challenges facing the
Programme, so that the setbacks and changes of
priority inevitable with a programme of this size do

not cause a loss of confidence.

MHS Connecting for Health should continue its
strong management of suppliers’ |Jt'FF'n::rr‘n.]r'|n: (s
including its imposition of contractual penalties
where needed 10 encourage suppliers to deliver

on their commitments, including if necessary
termination and replacement of contractors, Whilst
some acdjustment of suppliers” milestones far

the delivery of functionality may be a necessary
pragmatic response to suppliers’ difficulties in
delivering. it should not allow this to compromise
the eventual achievement of the vision of the fully
integrated care record service that was the objective
of the Programme at its inc eption.




d

The Department and the NHS should prepare an
annual published statement quantitying the benefits
deliverad I"I-‘_.' the Programme. The main iLIh1ir.il ation
of the Programme is 1o improve services to patients,
rather than merely to make economies in providing
pre-existing standards of service. Qu.;mrilli: ation of
benefits, including financial benefits and quality
improvements delivered, set against the costs
incurred, will help to demonsirate the actual benefits
achieved across the Programme and improve the
transparency of value for money being achieved
through its implementation, It will also highlight

where efficiency improvements are being made.

The Department, MHS Connecting for Health and
the MHS should commission a study to measure

the impact of the Programme on local NHS IT
expenditure — bhath costs and savings — where
systems are now being deployed, and, together

with its quantification of financial and non-financial
benefils (recommendation (d)), use this to provide an
up to date assessment of the overall investment case
tor the Programme,

The Department and the NHS should continue

to evaluate the experience of MHS organisations
that have recently introduced |T systems similar to
those to be provided by the Programme, to use their
experience to help identify and quantify the service
and efficiency improvements that such systems

can deliver.

10

The Department, NHS organisations and NHS
Connecting for Health should put in place training
and development programmes to strengthen
capability, including project management and IT
skills available to the wider MNHS, continuing its
wiork with the Office of Government Commerce,
The shortage of such skills is an immediate risk to
the timely ir1:plc*r1|r_~r11.1|_1c:|r1 of the Programme, and
strengthening capacily in these areas will be a
long=term assat for the NHS.

The Department and MHS Connecting for Health
should build on the early success of the Mational
Clinical Leads by designating further Leads
using individuals of similar calibre, to help build
momentum for the Programme as it is deployed
across the MHS.

We also believe that other organisations could learn

lessons trom NHS Connecting tor Health's experience so

far, in particular the advantages that were gained through
the swift procurement exercise, the incentives and penalties

included in the contracts and the robust management of the

suppliers. These lessons are set oul in Appendix 2.

THE BATIOMNAL PROGRAMAMME FOR IT IN THE MNHS
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The purpose of the Programme,
what it is and what it has achieved




The purpose of the Programme

1.1 The huge volume of contacts between the NHS

and patients at numerous NHS sites, generates records

— for example to communicate information such'as

results of medical tests — which are usually kept on paper.
Paper takes up space, is difficult to share between those
responsible for a patient’s care, is not secure, and is

easily lost. This creates costs for the NHS and can cause
delays, inconvenience and incorrect care and treatment of
patients, which may lead 1o needless loss of life.

The NHS has huge volumes of contacts with
patiemts

In a typical week:
u six million 1,]E:H[_‘I|l’_‘- will wisit their GP:
[ 360,000 people will have an x-ray;

m 250,000 people will attend first NHS hospital
outpatient appointments; and

m  pharmacists will dispense some 13.7 million
items on MHS prescriptions.

Source: Department of Health, Chief Executive’s report to the
NHS: Statistical supplement, May and September 2005

1.2 In the past, procurement and {il".-1=|n|:‘r|‘m‘|\t of
Information Technology (IT) within the NHS has been
haphazard, with individual NHS organisations procuring
and maintaining their own IT systems, Ig'.;uiin;; to thousancls
of different IT systems and configurations being in use

in the MHS. These are provided by hundreds of different
suppliers, with differing levels of functionality in use across
the country. The large number of different and incompatible
systems has meant that the NHS's IT systems infrastructures
have been built up to create silos of information, which,
with few g11|:'{~|:|1i11:|‘:5., are not shared or shareable even
when, for example, different GP practices use the same

CP system. As a result, the information required for safe
and efficient care may be absent, This directly impacts on
clinicians” ahility to deliver holistic and safe care,

1.3 This approach is an obstacle to effective
communication between the many healthcare professionals
caring for the patient. It is also a danger to patient safety.

For example, the 2000 report An organisation with a
memory’ found that adverse events harming patients ocour
in around ten per cent of admissions 1o NHS hospitals, some
850,000 a year. In their 2005 report, Building a memory,®
the Mational Patient Safety Agency found that the most
common type of patient satety incident reported in General
Practices was due to poor documentation, Other impacts

of a lack of adequate IT include the unnecessary repelition
of x-rays, loss of pathology test results, and problems of
defending litigation claims because of incomplete or missing
records (approximately £430 million is paid out each vear in
settlerment of clinical negligence claimes).”

1.4 The National Programme for Information Technology
in the NHS (the Programme) presents an unprecedented
opporunity to use IT to reform the way the NHS in England
uses information, and hence to improve health services
and the quality of care delivered to patients. In scope and
scale, it is a world's first, and at the forefront of international
health IT. It is inevitable that the implementation of a
Programme of this scale and complexity will carry risks.
The Programme is intended to enable the NHS to become
mone effective in treating patients. [t seeks to do so through,
for example, ensuring that accurate patient records are
available at all times; transmitting information rapicdly
between different parts of the NHS; helping to calculate
drug dosapes and accurately transmitting prescriptions

o ph,ummr_ e, and |]n:r-.-i{i||1.;_'| expert systems to help
inexperienced staff. The Programme is also intended to
benefit MHS staff and help make the NHS more efficient,
tor example by reducing the time spent repeatedly taking
patients’ medical histories and demographic details and

reducing reliance on patients” and carers” memaories.

7 An organisalion with 3 memory. Report of an expent group on beaming from adverse events in thie MHS chaired by the Chief Medscal Oifficer. Deparment of
Health, fune 2000,

A Brilcting a memory Pant 2, National Patient Z"Mr'd.'l'_.' Agency, July 205

a A Safer Place for Patients: learning to imphove patient safefy, Mational Audit Offioe, HC 456, 2005-06,
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What the Programme is and
how it is organised

1.5 The Programme is made up of a combination of
national projects providing services for the whole of
England, and of Local Service Providers responsible

for delivering the services in their respective part of the
country. Figure 3 sels out the main projects and services
to be delivered. Four principal suppliers, BT, Accenture,
Fujitsu and C5C, are supported by numerous other
contractors. The Service Providers act as prime contractors,
who have to decide how best to deliver the service
specified by NHS Connecting for Health, assembling and
integrating software and other products from a range of
sowrces 1o provide three main types of service:

m A Mew Mational Metwork (N3), an enterprise class
Wide Area Metwork which integrates enterprise class
broadband DSL, fibre-based Ethernet and other data
network services as needed to provide a seamless,
efficient and cost effective service linking NHS sites.

m  Services to local NHS bodies, There are four Local
Service Providers, LOrVIng five Clusters of NHS
organisations (Figure 1), one supplier (Accenture)
having won the confracts for two Clusters,

™ Mational systems, such as electronic transmission of
prescriptions, developed by a National Application
Service Prowider and accessible through the systems
of the Local Service Providers.

1.6 The approach of delivering the Programme in five
geographical Clusters sought to provide durability to the
organisational arrangements by making the five Clusters
coterminous with either one or two Government Offices.
The approach reduces the size of individual contracts,
increasing the number of potential suppliers capable of
handling the size of contracts and implementation effort,
thereby increasing competition for the contracts. Going
forward, it also reduces the impact of any single supplier
pf'ﬁnrming Fu:lur|',.-', offers NHS Connecting for Flealth the
opportunity to bring in other suppliers if any one supplier
fails to deliver and helps avoid the NHS becoming too
dependent on a single incumbent supplier (the Committee
of Public Accounts has previously highlighted the risk of
dependency on a single supplier in its reports).'?

1.7  One of the generic risks to projects being successfully
delivered is the addition of new or expanded projects to
the original scope, known as “scope creep”. Accardingly,

in October 2004, the Department’s Management Board
decided that no further extensions 1o the Programme

and MHS Connecting for Health’s commitments should
take place without the Management Board's agreement.
There have been some changes to the scope of the
Programme since it was established in October 2002,

The Quality Management Analysis System (QMAS) to
support the General Medical Services Contract, NHSmail
(e-mail and Directory Services), PACS (Picture Archiving
Communications Systems), bowel cancer screening and
‘ayment by Results were added to the Programme. NHS
Connecting for Health has also supported some other
projects outside the Programme, such as the procurement
of ambulance radios, There have also been increases to the
scope of some of the projects being delivered within the
Programme, for example the choice element of Choose
and Book and the nomination of dispensing location and
patient medication record within the Electronic Prescription
Service. However, the potential impact of the additional
work was examined carefully and a number of other
projects, such as flm!is.tr-:.r, were either deferred or refused.

What's involved in a deployment:

Installing a new Fatient Administration System at
the University Hospitals of Morecambe Bay NHS
Trust covered:

B ﬂrpﬂrr}.'rd at three |mf.pil..|| sites, im_‘!i.ldir'lg
Accident and Emergency; the control on the
wards of admissions, discharges and transfers;
support for outpatient administration;

5,000 staff;

2,000 computer users who have been trained;
2,800 Smartcards issued;

SO0=500 concurrent users;

511,000 patient records migrated;

1.68 million outpatient appointments migrated
(including 60,000 future appointments);

250,000 inpatient spells;

600,000 patient contacts; and

m  Completed conversion of all base data over
one weekend.

Source: NHS Connecting for Health

10 For ecamipde, Inland RevenesEDS Strategic Panpership: Awaid of Mew Work. Comamittes of Publc Acoounts, 28th Report 1959900, HC 431, July 2000; The Congract
o Dl and Lipdate the Replacemaent Mational Insurance Recording System. Commines of Pubbc Acoodnts, 46th Reporr, 1997-98, HC 472, June 1998,
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n S\abuina andl barvicas will b calimed 16 fhe Jozal NHS Hirough Rve Clisiars

MNorth West, West Midlands

Locel Service Provider: Computer
Sciences Corporation

it e [l |?.3 |1|'||||:;-|'|
MNHS Sich 276,000
Southern

Local Sarvice Provider: Fuijitsy

Papulation 13 million
MNHS Stall 242,000

MNOTE
Tha five clusters will provide services fo 50 million potionts.,

1.8 The s Ope, VISION, S ale and « umi":[[“iiij.' of the
Propramme is wider and more extensive than any ongoing
or planned healthcare |T development programme in the
world, Whilst other countries are ﬁt'l'kir'IH toy .1{|t:-|]1 elements
of the services within the National Programme, such as
electronic |J.Ll|:ii_*l'||: records, these are not being introduced
O A« -::ul‘ll!l'g.'—'.'.'idt' basis. In 11('1'l'|!th|1il"l‘i!; the Spine (which
will hold summary information about every patient’s care
and support the transmission of information between other
systems) the Pro pramme is developing a system not baing
attempted elsewhere on this scale. The nature of the NHS
with its scale, specialisms and frapmentation of existing IT
systems also makes delivery and implementation at each
NHS site more complex than other IT implementations.

The Programme is being delivered in phases

1.9 The Commiltee of Public Accounts, in its repor
Improving the delivery of Government IT projects,!!
recommended adoption of an incremental, as opposed o
“hig bang”, approach 1o IT projects. To reduce risks, the
Programme is following an incremental approach:

Morth East

Local Service Provider: Accenture

pulaticr 7.5 million
170,000

East of England, East Midlands

local Service Provider: Accenture

Repulatic Q3 million
MHS S4al 174,000

Lendan

Lm-ﬁ| Sl:!:-.lll: & Provider: Bl !.|'| Telecam

7.2 millign
165,000

Local Service Providers will make systems available
to NHS bodies in a series of manageable releases,
initially providing only some of the functions
rL'[|ui|'Hi. and building to « -::||]1|]|v|1:m of the full
national system by 2010

MNHS bodies deploy systems through many small
local projects to support their business and
organisational requirements as convenient to them,
once the Local Service Provider has a proven

solution available to L|1'{J|m..

Where MHS bodies’ existing systems have a high
degree of functionality, then provided those systems
are made compliant with the Spine, Choose and
Book and Electronic Prescriptions, they need not
be replaced with Programme systems until the
latter achieve equivalent or greater functionality, or
greater integration across local health communities.
This system integration is highly complex and is
taking longer than suppliers initially planned. The
Programme has establizshed a Mational Integration
Centre to industrialise and de-risk this process and to

provide accreditation of compliant systems.,

11 Comaniee of Publc Acoonns - .'.'r"l|:||'|||.'||"|'|,;” the delivery of Govermmend JT HOeCTs Fiarst R-".I:l:.lfl Too0- 2000, (H{ 65
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1.10 A broad timetable for the Programme was set oul
by Ministers in Delivering 2 1st Century IT suppaort for
the NHS, published in 200272 an extract of which is in
Appendix 4. A more detailed timetable was developed
1o form the basis for procurement. NHS Connecting

for Health's initial plan was for the NHS National Care
Records Service o be il'l'll"J!!'l'I']L‘r'lh‘l’:i in three phases
sub-divided into five elements and to be delivered by

the dates shown in Figure 2, As additional projects were
added to the Programme some changes have been made.

1.11 The contracts with the suppliers reflected these dates
in Phase 1. For Phases 2 and 3 dates were not set in the
confracts as at the time they were agreed; there was no
engineering basis for their determination. The expectation
was that this would be done when work on Phase 1 was
more advanced. In response to changes in the scope of the
Programme tollowing the signature of the main contracts

E Infliol phosed deployment timekible

Phase 1 Release 1 - Development to be completed by June 2004,
roll-out to be completed by December 2004 - This phase will
inshall sysiems, hardware and software o form the framewark

ta build huture functianality, incleding Personal Demogrophics
Service, the Persanal Spine Information Service, the Transaction
Meisoging Syslem and the t.m:bhng I{}-c;hr.l}?og:,' for Choose and
Baok, and Electronic Transmission of Prescriphions

Phase 1 Release 2 - Development to be completed

December 2004, roll-out to be completed by June 2005 - This
phase will manage the more complex business and messoge
hondling processes, incleding clinical situations. It includes full
Choose and Bock functicnality; cutpatient elinic letters; inpatient
discharge summaries; report of the single assessment for elderly
people; disgnostic imaging ond pathelogy results; wcreening
results; recording of core episode events; and rouling of orders for
some blood tests ond diognostic images

Phase 2 Release 1 = Tentatively timetabled for development

to be completed by June 2005, roll-out to be completed by
December 2006 - This phase wos planned to odd: Motional
service Frameworks assessment and review record; secondary
uses of Spine dota; planning and recording of the total care
journey — integrated care pathways; full linking and electronic
transfer of comrespondance; pathology and imoge order and
result; and integration of dental services,

Phase 2 Release 2 - Tentafively imetabled for development

to be completed by June 2006, roll-out to be completed by
December 2008 - Included greater sophistication in the
technalogy availoble with an increased lavel of integration and

iparagraph 1.7), difficulties by some suppliers in meeting
agreed delivery dates, and requests from clinicians to
pilot more extensively the clinical record before full
scale implementation, NHS Connecting tor Health
reviewed its delivery timetable between December 2004
and June 2005. The outcome was a move away from

the original structure of Phases and Releases (Figure 2),
with new functionality being delivered in a different
order from that originally envisaged. NHS Connecting
for Health has given particular priority to delivering the
functionality needed to support Choose and Book, the
Electronic Prescribing Service, Picture Archiving and
Communications Svstems (PACS) and providing Spine-
compliant local systems to support NHS organisations

in urgent need of new or replacement 1T systems,
Deployment of the clinical record is now expected to
commence in a pilot form in late 2006, and in its full form
from late 2007.

seamless care in three key oreas: more sophisticated occess
contred sarvices: extensions of the Choose ond Book service: and
links i remote care selings. Patients will alsa be able to ploce
elements of their medical history in o virlual “sealed envelope”,
allowing them bo more closely contral oecess to their data

Fhase 3 - Tentatively timetobled for development to be completed

by January 2009, roll-out ko be completed by December 2010 |
= Further enhancement of systams and processes to ensure seamlass
care. The scope of this phase was deliberately open to allow o

flexible response bo ever changing clinical priorities and process.

Likely trends, however, included:

B The majority of clinical events and episodes will be recaorded
elecironically; the majority of clinical processes will be
supported by IT, reducing costs and providing o faster, mare
affective patient journey.

B Clinicians will have widespread access o information and
integrated decision support at the point and fime of need, with
links into the knowledge base, improving decision making
and hence clinical oulcomas.

m This information will enable the development of individually
P¢|||r;'ur¢d COng pnlhwu:,':. with |||‘|k¢d hqqking and -'_t:u;¢p‘|i-c|n
reparting and -d',m:mu: reporting af progress; workflow will
krigger alerts ko clinicions beth when plonned events fail 1o
take ploce, and when expecied culcomes are not ochieved.

W Systems will be “self aware™ with sophisticated error and
pothwary deviafion monitoring enabling conzsistent core and o
conseqguent reduction in mistakes due 1o human error,

12 Dlivering X 1st Century IT support for the MHS = Natronal Strategéc Frogramme. Depariment of Health, June 2002,
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1.12 Ax |‘|ii.='.-ir'|};_ this phased timetable of releases needed
work to proceed concurrently on all of the projects
making up the Programme. Progress on the Spine was
F]-:'Ir'[il'Lll:'!ll'-’ important, however, because the Spine;

m  Controls access to many of the Programme’s systems
and deliverables, for example, all users logging on to
systems need to do so |!|‘:ruu;;h the Spine,

m Handles the transmission of information and
messages between systems and NHS locations. In
practice, the aspects of the Spine controlling access
to other systems and transmitting messages have
been operating since 2004

B Holds the summary information on patients that
forms the core of the MHS Care Becords Service,

What the Programme has achieved

a) Progress

1.13 By 3 April 2006, the Programme had achieved
the following:

B 9,600 initial deployments of software to MHS entities
had been made across the five Clusters.

m® 7 639 Choose and Book :|4_~|J|n§,-'r]mr1[:a,

| 1,153 Electronic Prescribing Service
(EFS) r|1v];|]:n'r'r1ln~r1ll,.

= 779 LSP deployments of which there were;

4 Acute Patient Administration Systems.

10 Mental Health Patient
Administration Systems.

- 17 Community Hospital Patient

Administration Systems.
= 106 Community Care Systems.,
~ 30 PACS deployments,

~ 607 other deployments including
Lk systems, .'“ril‘ltrzh' Assessment Process and
Map of Medicine,

-

[} a lotal of 726 843 prescriptions had been issued

using the Electronic Prescribing Service.
m 261,893 Choose and Book bookings had been macde.

= over 20 million images are stored using PACS,

167,946 registered NMHSmail users, over
80,000 are active users of the system.

m 14,130 New National Metwork (N3 connections
had been made,

[ | 208,990 MHS staff have been registered for issue
with Smartcards for secure access.

Service volumes have confinued to grow rapidly since then.
1.14 Figure 3 on pages 14 to 23 shows the progress on

the main projects which make up the National Programme
ta 3 April 2006, and the costs of the main contracts.

What NHS Connecting for Health delivers to the NHS in a typical month

Implementation Activity

m 2 Potient Administrafion Systems implemented
500,000 patient records converted and cleansed
200 MHS sites have systems upgroded

&S00 new M3 connections

14,000 Smortcards issued allowing secure occess
by Mol Syslems

1,700 siter wisits bo plan deployments

& PACS implemented

Service Pravision

8.5 million xray and other imoges stared

| 5 millicn patientreloted messoges transmitled via the Spine
1.8 million pathology results sent alectronically to GFPs

3.5 million messoges between GPs and PCTs

I 4 millicn emails sent using MNH3mail

S00,000 larars issued slectronically o patients

1.2 million visits te the nhs.ok website, m-::nuged |.'!|:,' MHS
Cannn{'lir':g Fclr Health

m 100 terabytes of data transmifted over the M3 nehwork
- equivalent fo 4.5 billion written poges

THE SMATIOMSAL PREOCHGRARSE FOR IT IN THE MHS
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H Principal projects and systems making up the Programme and managed by NHS Connecting for Health i

Project

Hational Infrastructure

Mew Mational Metwork for the NHS [M3)

Prime confroctor — BT

What it will da

Frovide a rapid, secure, robust, reliobla
network ocross the MHS with sufficient
copacity to anable efficiant communication
within and between MHS organisations
into the future. N3 is essential to the smoocth
waorking of all the other initiatives within tha
Mational Progromme. It replaces the existing
MHS Meat. An important featsre of M3 s
that as the volume of conneclions increasas,
the quality of sach individual connection
does not degrode.

Progress achieved
Precurement
S kaniract signdsd
5 June 2003 1% February 2004

MNational Services

Matonal Data Spine

Frime contracior — BT

14 THE SMATIONAL PROGRAMME FOR IT IN THE MHS

Hald sum mary Ty Fgr.'ngl.l;:-:'. aboul eve 'y
patient's haalth and care, forming the core
of the MHS Care Records Service — e.g
MHS numbaer, dote of birth, name ond
oddress, allergies, adverse drug reaclions
ond major freciments,

Contrel access to potients’ clinical
information ond act os the gatekeeper to
any local elinical funclionality delivered
threugh the Local Service Provider's
Mational Care Records Service

:‘_}L.[;,']q:-r.' the fransmission of infarmation
between other systems

The Secondary Uses Service will provide
anonymous dota for rasearch and analysis
of frands in healh.

7 Febreary 2003 & December 2003




Progress achieved Contracted cost
(€ million at contract

Development and Deployment rd prices, number
F 15 at 3 Apr of years varies)
Controct sel in-service targets of: E530m over 7 years
B &.000 siles conneched by Target of 5,000 sites connecied by*31 March 2005 was achieved
31 March 2005
m 12,000 sites connected by The March 2006 1arget of 12,000 connections wos achisved in
31 March 2006 December 2005, three manihs earky
m Al 18,000 MHS sites connected By 3 April 2006, 14,022 connections hod been mode. A folal of
by 31 March 2007 2751 GP practices hod been connected, 1.5 par cant of the total
GF and branch surgery connections.
PIRT = June 2004 Parts of PIRT went live 29 June 2004 as planned with all other parts £620m over 10 vears
being introdyuced in occordance with agread revised fimescabes in b 20013-14
Apr:| 2005, some ken months later than anginally plonned
PIR2 - Decembar 2004 In December 2004, PIEZ ond PZR] releases were recrganised

and repdoced by a revised seft of live soitwara releoses covering

the functionality of these wo releases, and the order in which
Milestones for later stages 1o be tunctionality was to be delivered also rephased. The revised sal of
st bater releases for 2005 have all been completed to the revised target
Rd:h:q::.l: j Wik dcpk:u:,-r_:d |:r|;;-rn e Dl:r_'r.n'b-l_rl ?':':I.,r\ Bt I|'|¢ RayrEnt
ta BT included a retention for the remaining defects within thet
Release. Release 5 has since been deliverad in full and paid for

For 20046 and 2007, the number of Spine releoses will be limited
b bwe funclional releases a year, which the Local Service Providers

PR - June 2005

could |(_:|ltl_'. fuﬂc.'hl_-:r if r|'|,':,' 1] wn.h{.-:'

Further goive dates based on content ogread in Seplember 2005
were agreed for 2008 and 2007

B Releose 2006A: in five releasss fo go live betwean March and
August 2006,

B Relecse 2006B: Movember 2004;
Releose 2007 4: March 2007;
Release 20078: Movembar 2007

THE MATIONAL PROGEAMME FOR IT IS THE SNHS 15




H Principal projects and systems making up the Programme and managed by MHS Connecting for Health continved 3

Project

Mational Services continved

Choose and Book

Prime confracior = Abas Oirigin

What it will do

Initially, to enoble electronic booking of first
haspital appaintments for patients at a date,
time and ploce convenient for them

Progress achieved

Procurement

2 February 2003 8 Oclober 2003

N"|5n|¢|'| = amail and d re’!-::mr:,' LEMAICE

Prime controcior = Cable & Wireless

Email and national directory service for
all MH5 staff, across all NHS arganisations
in England

March 2004 1 July 2004

Electrenic Prescription Service

Picture .ﬁ.rchn-u'ing and Communications
Systems [PACS)

Tronsher prascriptions electronically from
GiPs and other prescribers to the chemist or
pharmocist nominoted by the patient and o
the Prescription Pricing Authariby,

Provide systems lo caplure, store, distribute
and display stafic or moving digitol medical
images, such as X-rays

Gluality Management and
Anulysia System

16 FHE SNATICHSAL FROGEAMSME FOR IT IN THE NHS

Collate information for Primary Care Trusts
and GPs on the quality of core delivered
by GP practices measured ogainst notional
achievemant targets in GPs’ confract,
System makes payments o GPs amouniing
to £560 million a year.




Progress achieved

Development and Deploymant

Target for first booking June 2004

Mo further public targets were sei
cut for Choose and Book

Safware delivered on time
First booking achieved 2 Juhy 2004

Since than, fake up has been slower than expected and af
Octobar 2005 waos about o yeor behind schedula

By 3 April 2006, 245,218 bookings hod been mode, with 4, 10%
practices -nnl-aing al least one |::-::-:‘:l|-:ir|-§_:| Q8 007 |:-;,:||::-l:|r|::_:|:. W
mode during March 2008, Volumes ore growing rapidly of around
d':j paar Cinl rnr)nll': Ok rncln1|'| |:'l.ppn:|x|m|;|rcl:,' ]? par cent -:;."
bookings were being mada through tha system.)

Service available for use -
Octobar 2004,

Target for first deployment by
February 2005,

December 2005: 50 per cent of all
sites should be copable of issving
alectronic prascriptions

December 2007: 100 percent of all

sites should be copable ot issuing
electronic prescriplions,

Full deployment of 130 FACS
by March 2007,

All services developed and ready for godive en time in October 2004

By end March 2004, 167 2464 staft had registerad and 80,183
wara oclive users.

Targaet for first deployment met in February 2005
By 31 March 2004, 1,034 GP sites were technically five [i.e

148 community phormocies were lechnically live and 11 were using
the system. 2 of the 10 suppliers of pharmacy systems hod ochieved
*authority to roll out® for their system

The valume of electronic prescriptions continues lo grow rapidhy. By
end March 2006, a cumulative lotal of 726 843 prescriptions had
Badn IH-UI.'-ILJ |::|¢i_::r¢-n r,-:‘|;|:|.' ]{,‘-?.?4;‘ |".\||-.n.|tr F&-Il::"s. el -55.und il
Fabrvary 2004 and 260,898 prescriptions in March 2004

Contracted cost

(£ million ot contract
award prices, number
of years varies)

£64. 5m over 5 years

£50-20m, depending

on wsagea, over 3 WeOTrs

Functionality provided
by the Spine ond
Local Service Provider
Confracls

Implementations were delayed due to an unsuccessful judicial
review application. However, by 3 April 20048, 30 deploymants
hod been made,

In the Marth West and West Midlonds CI'J'E.‘.I:ETI CsC rrl;p||:|::¢;] ity
original PACS supplier with GE in March 2004

Full deployment Jonuary 2005.

Delivered on fime in August 2004, Mine releases delivered by
March 2006 with oll 8,298 GP practices using the sysiem daiky.
Working solulion delivered Avgust 2004, with 1ix releases
delivered by March 2005, and 8,298 GP practices covered

by Janeory 2005, The latest release of GMAS want live in

March 2006,

THE MATHONAL PROGRAMME FOR IT 1N THE NHS

£245m cost of cantral
data store over ben
vears fo 2013-14 plus

E775m to be paoid for
by local NHS Trusts
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B Principal projects and systems making up the Programme and managed by NHS Connecting for Health continued 1

Local Services (Local Service Providers and main subcontractor)’ Progress achieved
Procurement
Responsible for: Marth Easser b 7 February 2003 8 December 2003
B Providing and mainkaining the lecal Prire contraclon: Accenturs deliw.-ering
MHS Caore Recards Service 1o all ‘Larenzo” and other sabhware seluticns
MHS care seftings; and developed by ISOFT

B PACS solulions which connect lo
the Motional Spine in accordance
with IMHS Caore Records Service

specitication.
Responsible for: 7 February 2003 8 December 2003
m Providing and maintaining tha local Frima contracior: BT delivaring Carecast

MHS Care Records Service to ol system developed by IDX.

MH3 care saftings; and

B PACS solutions which connect bo
the: Mational Spine in cccordance
wilh MHS Care Recards Service
spe-c:lflct:llu.'"l.

MOTES

1 Prime conbiacion are :uppmll.‘d |:|'|.' numencus subconiraciors, This Flgurt shows |:|r~|',I the main swbconiracior for each Local Service Provides.
2 Only Accenhwe’s conirochs include deploymants of Map of Medicine and Porials jo Trusks.
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PIR] = June 2004

PIR2 = December 2004,

PIR1 - September 2004

PIR2 - March 2005

Pregress achieved

Development and Deployment

Milestones for PIR1 revised, dividing PFI1R1 into four relecses fer
delivary from October 2004. The lgst of these milestones was
achieved in Movember 2005, 13 months loter than the original

target date,

Subsequent deliveries of P1R2 hove been delayed by over o yeor,

By 3 April 2006, 1 5864 deployments hod been made

Progromme

ftotal = 1,129]

(tobal = 204)

(iolal = 253)

System

Patienl Administation

Sysiem

P Syshem

Wab Based Relerrer
GP System
Pharmacy System

Aciahe D-er|:-:;r|r|'.|1r|'.|_||
Systems

Emergency Care

|'v"||_-.r|'-r:| Hq:-;:|:|'|

Primary Care
PACS

Aop of Madicine
and Portals®

Deployments
1.3 Trusts

368 proctices
748 proctices
174 proctices
30 pharmacias

12 Trusts -flr.:'_||_|r_i|:'g
1 Acule F.-‘-'hE-;
1 Ambulance Trust
[including 1 Acube
Trust and 15
ambulonces)

& Trusts [including
2 PAS)

200 various

1 Trust

33 Trusts

BT deployed o Patient Administrafion System connecled to the
apina, the first deployment af o sysham :.pl:i_'l[-:-ﬂ hy werithen for the
Pregramme, in Movember 20035, in accordance with the revised
agreement, some |4 months later than the origingl target date.

By 3 Apdil 2006, 1,520 deployments had been made:

Pregraomme

(icdo] = ’ 2 énijl

(folol = 15B)

(fotal = 58]

Systemn

Patient Administration

Syabem

GP System

Web Based Refarrer
GP System
Fharmocy System

Acvle Deparimental
Sysbems

Emergency Core
Meantal Haalth
Primary Care
PACS

Deployments

17 Trusis

179 proctices
1,088 proctices
163 procticas
5 pharmacies

& Trusts [including
1 Acute PAS)

0 Trusts
{0 Trusts
53 various

@ Trusks

THE MATICYNAL PROMGR

Contracted cost

I£ million at contract
award prices, number
of years varies)

£1,09%m over ben yaars
e 20013-14

E998m over ben years
o 2013-14
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H Principal prejects and systems making up the Programme and managed by NHS Connecting for Health continved 1

Lacal Services (Local Service Providers and main subcentrecior]| confinued

Responzible for:

Progress achieved

Procurement

7 February 2003 23 December 2003

B Providing and maintaining the local Frime conbracior: Accenture dalivering
MHS Care Records Service to al ‘Lorenzo’ and other soffware solutions
MHS core sefings; and developad by iSOFT.

m PACS soluficns which connect io
the Mational Spine in occordance
with MNHS Care Reconds Service
specification

MOTES

1 Prima condrociors are supparted by numarcus subconirachors, This Figure shows only the main subcontracior for soch Local Service Provider

2 Only Accentore’s controcts include deployments af Map of Medicing and Portals 1o Trusks
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PIRY - August 2004,
PIR2 - December 2004.

Progress achieved
Development and Deployment

Contracted cost
[€ million at confract
award prices, number

of years vary]

Milestones for PIRT revised, dl'-'ldl':l:_:l PI1RT into four releases for E¥34m over len years

delivery from Oclober 2004, The kost of these milasiones wos

o 2013-14

|;:-ch:|_‘:'\.nq:q‘| Wi _'|_.|:|-' ?':":Iﬁ i Fd .'|'|r:-":|'|:. |::!|r| than the l::ll.'f'J Mol !|::Uﬂ1 dale

Subsequent deliveries of P1R2 hove been deloyed by over a year

Somae inberim deployments were made ahead of the farget dofe of

Decamber 2004

By 3 April 2006, 1,859 deployments had been mode:
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GP Systam
Pharmacy System

Acute Deportmental
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Emergency Care
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Map af Medicine
and Portals?

Deployments
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728 practices
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57 pharmacies

10 Trusts
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E Frincipal projects and systems making up the Programme and managed by NHS Connecting for Healih confinved

g sl

Lecal Services [Local Service Providers and main subcontractor]' continued Progress achieved
Procurement
Responsible bor: Farih Wast gnd West Midlon 7 February 2003 23 Deceambar 2003
B Providing and mainbgining the local Prime contractor: Computer Services
MHS Core Records Service to all Corporation [C5C) delivering ‘Lorenzo’
MHS care seffings; and and other software solutions developed
by ISOFT.

B PACS salulions which connect to
the Mational Spine in accordance
with MHS Core Records Service
spacitication.

Responsible for: it 7 Febroary 2003 26 Jonuary 2004
m Froviding ond mainfaining the local Prime contractor: Fujitsu delivering the
MHS Care Records Service 1o all ‘Millennivm” system developed by Cemer.

MHS care seffings; and

B PACS solutions which connect to
the Makional Spine in occordance
with NHS Care Records Service
specification

MOTES

I Prime contracions are wupported by nemercus subcontraciads. This Figure shows oaly the main subcanlractor bor each Local Service Provider
2 Only Accenhang’s conlracts include deployments of Map of Medicine and Porlals te Trusts
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PIR1 = June 2004
PI1R2 - Decembar 2005,

PIRT - September 2004

Progress achieved

Development and Deployment

In |'"I.F-||| 2005, P1R] was divided info Five relaasas for de|i'.-e-r:|.'
between June 2004 and September 2005,

Almost oll of the Functionality has been delivered in advance of new
If.'lger oales 'flangh o senall element will now be delrvared Mr:rr' 2004
The majerity of funcionality required has been delivered in cdvance
of the new laargpet chates, bt somie elements of the releases will now be
delivered some 19-22 months loter than originally plonned

By 3 April 2006, 2,492 deployments had been made:

Progromme

[total = 2-_ ISB]

liotal = 257)

|1|:'§-It:|| = 77|

System
Paotient Administration
System

P System

Wab Based Refarrer
GP System
Pharmacy Syslem

A e D¢|:-::|r|n'|,:r|'r||
5':,- Larms

Emargency Core
Mental Health
Primary Care
PALCS

Deployments

15 Trusty

974 proctices
1,14% proctices
230 proctices
27 pharmacies

14 Trusts [inc II.II::iI!'U
& Acyle PA 5:

0 Trusts
4 Mental Health PAS
57 warious

2 Trusts

In Agril 2005, Fujitsu appeinted Cerner to replace IDX as its main
subeontracior. The releases were redefined into four releases RO,
k1, k2 and B3 covering the some functionaliry as all five of the
origing| releases so that full FI,.II‘lEI:I}r‘:Ell‘I‘:,' woudd still be delivered o
the original end date. The deployment of PACS is approximanely
S'D par cant cnmp!qle{l, is an hme gnd will com:ﬂ-r_rh: n §|r|: with

bath the coniract and the MHS target of 2007,

FIR1 hos been splif into two phoses, for delivery in December 2005
and Au’gusl 20{:“:';-__ some 18 months ||;;|h,.~r than r)llglrl-;:”:,- p||::|nm’_.\'ﬂ
The hrst Carner Patient Administraficn Sysiem was deployed at

Muffield Orthopoedic Centra in Decamber 2005
By 3 April 2006, 2,103 deployments had been made;

Programme

ftolal = 1,830}

[fodal = 24.4)

ir;ﬂ!nl = '2'9:|

System
Patent Adminisralion
Syslem

GF System

Web Bosed Refarrer
GF System
Pharmaocy Sysiem

Acute Departmenial
Systems

Emergency Cara
Mental Health
Frimary Cara
PACS

Deployments

18 Trusis

771 proctices
1,041 prachices
213 proctices
29 pharmacies

4 Trusts (including
I Acute PAS)

0 Trusts
0 Trusts
B wvaricus
17 Trusis
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(£ million at controct
award prices, number
of years varies)
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10 years o 2013-14

EPPEm over ben years
fo 2003-14

fwhan the camman
5|;|I'|_|.'||;:lr| f:rql-;-rr L5 L
dissolved this added
E42 mitlion ko the
original £934m cost
of the coniroct becouse
of losses of aconomias
of scale)



1.15 One key factor affecting the Local Service Providers'
rate of deployment of systems has been the heterogeneous
nature of the MNHS. For example, each NHS organisation
may occupy single or multiple sites, within modern

or older premises, with each having different mixes of
functions and specialisations. Also, each NHS organisation
may employ different systems, different numbers of
systems, and in some instances a number of systems to

do the same thing. For example, one Oxfordshire hospital
had seven different pathology systems before it took the
decision to reduce that number before deployment of

the Local Service Provider's system. This has meant that
Local Service Providers” solutions need to be tailored

1o each organisation’s requirements. These differences

in requirements have meant that even after a Local

Service Provider has ensured that its solution meets the
requirements of one organisation, new work is needed to
roll-out that solution to each organisation within its Cluster,
making the task of rolling out systems considerably harder
than in more homogeneous organisations.

b) Expenditure and benefits of the Programme
Expenditure

1.16 The Mational Programme was launched against the
background of the April 2002 report by Sir Derek Wanless,
Securing our future health: taking a long term view!3,
which recommended the doubling of expenditure on T

in the NHS and its ring fencing to prevent diversion for
other purposes, Although not set as a mandatory financial
target, Ministers have accepted this recommendation and
have stated their intention to increase T expenditure to

4 per cent of the NHS budget'®. This is around £3.4 billion
a year based on the 2006-07 total MHS settlement of
£84.4 billion.

1.17 The Mational Programme contains a large element
of central funding to make it easier for NHS organisations
to increase their use of IT by relieving them of much of
the cost of developing and implementing new systems,
Monetheless, local MHS organisations will still need

to spend money on 1T for a number of purposes. They

will retain responsibility tor their local IT networks and
infrastructure, for IT outside the current scope of the
Programme (for example, finance and human resources
systems), and for maintaining existing clinical systems
until they have been replaced by systems supplied through
the Programme, MHS Connecting for Health expects local
IT expenditure over the life of the Programme to excesd
NH5 Connecting for Health's expenditure, and for the two
together o total some £20 billion 1o 2013-14,

1.18 MNH5 Connecting for Health’s management of
expenditure on the Programme focuses mainly on its
["I|]§,'I1djll,"’[‘ under the contracts with suppliers and on its
own activities. We are satisfied that central expenditure is
being managed within budget. Meither NHS Connecting
for Health nor the Department centrally plan local NHS
expenditure on IT or other costs associated with the
Programme, and management of local IT expenditure

is a matter for the local NHS bodies concerned, NH3
Connecting for Health therefore does not seek 1o
maintain a detailed estimate of the overall cost of the
Programme. It does, however, make broad projections of
expenditure. These projections cover both expenditure
on the Programme and other NH5 IT expenditure. The
projections are prepared on a prudent basis to ensure
that possible spending needs are recognised in advance.,
Accordingly, whilst some items of spending are definite
and certain, others are subject to considerable uncentainty.

1.19 Our analysis of these projections indicated that
provision had been made for total spending on the
Programme (at a gross level, e, without deduction

for possible savings or benefits) of £12.4 billion

(at 2004-5 prices)'® over the ten year life of the main
contracts, to 2013-14. This is not a budget and does not
take account of the £860 million savings achieved through
the Enterprise Wide Agreements IFmrgl;;raJ;uh 3.3). The total
spending comprises:

1% Swcuning our fature fealth: taking a long tevo viewe Sir Derek Wanbess, Apnil 2002, The repont recommended the doubling of expenditure on 1T in the MHS
Al b5 fEng |'¢-n-;mg 10 preoeiml dinaerson for cthes PuUTpICSes,

14 Hansard. Parliamentary Answer on behalf of the Secretary of Stabe for Health, 4 March 2004,

15 Including capital investment bat excluding depreciation.
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a  Forecast national expenditure of £9.2 billion
comprising:

1.20 The contracted costs of the Programme, over their
respective terms, which are as follows:

u £6, 220 million on the contracts F}|.,1{'l_'\{i in 2003 and
2004, in line with the announcements made at the
time of the contract awards. These contracts are
being managed within this total.

™1 £382 million on contracts and projects added to the
scope of the Mational Programme, following the
approval of separate business cases, comprising:

B £245 million provision for the central data stores
reuired for Picture Archiving Communication
Systems (PACS), following the Department’s
decision in September 2004 o make PACS a
core part of the Mational Programme,

= £88 million to |J](Wi[‘|l' NHSmail — the e-mail
and directory service for all NHS staff,

= £49 million for additional services in relation
to NHSmail, such as the relay service and
archive facility.

m  £239 million on additional services to be purchased
bevand the scope of the original national core
contracts, comprising:

m An estimated £69 million to provide for extra
capacity in connections for the New National
Metwork (N3,

m  E80 million to deliver additional services
to Choose and Book to support the
Department’s new policy requirements
such as Extended Chaice,

m  £90 million to support systems integration,
for example to enable any suppliers providing
IT in the MHS to test the integration of their
software with the Spine.

1.21 Except for the £69 million to provide the extra
capacity for M3, for which expenditure is dependent on
demand, the above are fixed price contracts, although
contractors can be paid less if they fail to deliver fully in
lire with their contracts.

1.22 In the two years to end of March 2006, actual
expenditure on the originally contracted services has been
lower than |1Lanru-:l, with £654 million (estimated outturn)
spent against expected expenditure of £1,448 million,
reflecting the slower than planned and revised profile of
delivery of some systems and, significantly, contractual
provisions that suppliers will only be paid once services
are proven to be delivered and working. The total contract
value may be depressed for some contractors as a
consequence of their delays.

1.23 £1.9 billion in other central expenditure, primarily
by MHS Connecting for Health on centrally managed
projects and services within the Programme, and running
MHS Connecting for Health, These are not all based

on signed contracts but represent prudent provision to
protect funding in case an extension of the scope of the
Programme is approved at a later date. These figures

also subsume some of the costs and all of the T services
delivered by the former MHS Information Authority, which
has been abalished. The Authority's expenditure in its last
year of operation (2004-05) was £219 million, (including
£4%9 million to support MHS Connecting for Health),
which approximates to the annualised central costs

of the Programme,

1.24 MHS Connecting for Health told us that an the
current scope of the Programme, they believe that actual
expenditure will be less than £1.9 billion, because once
the initial stages of system development and deployment
have passed, NHS Connecting for Health's task will
diminish to that of a service management function. On the
basis of fixed-term contracts for employees and facilities,
MHS Connecting tor Health told us that it expected the
maximum outturn for the management of the Programme
tor be less than £1.5 hillion over the ten-year term. Al

that point the size and slatus of the organisation would
need review in accordance with the principles of the
Department's 2004 review of its Arm's Length Bodies.
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1.25 £337 million extrapolation of the cost of the core
contracts to cover the whaole of the period to 201 3-14.
This is a notional allowance to allow expenditure to

be projected over ten years. It is needed because two
contracts reach the end of their life before the end of

ten yvears = after five vears in the case of Choose and
Book and seven years in the case of N3 - at which point
further provision will be needed to take forward the
SETVICES |m:|.1,-id¢~r_|, However, MHS Connecting tor Health
does not consider it practicable at present to estimate the
cost of doing so, given the pace of ¢ hange in IT and the
likelihood that the services that will be required in the
future will differ from those provided under the current

contracts. This allowance is therefore calculated simply by

extending on a pro-rata basis the level of spending under
the current contracls.

b Forecast local expenditure of £3.4 billion

1.26 This is not committed expenditure but is based
mainly an the forecasts of expenditure made in the
investment appraisals carried out at the fime of the award
of the main LSP contracts in late 2003 and early 2004,
These estimated that the local NHS would incur gross 1T
expenditure totalling some £2.6 hillion over the life of the
contracts, for example on staff training, data conversion
ane strengthening local IT networks. MHS Connecting

for Health also estimated that the contracts for PACS
would involve local IT spending of £775 million, subject
to confirmation of the exact spending required in local
business cases.

1.27 The investment appraisal made clear that the local
MHS would also make significant savings as a result of
the Programme, which would substantially offset the local
costs, for example as a result of existing systems no longer
needing to be paid for once they had been replaced by
systems supplied through the Programme. These savings
are considered turther in the benefits sections below.

1.28 O 30 May 2006, the Minister of State for Reform
iLord Warner of Brockley) who is responsible for the
Programme, was reported in the media as having said
that the full cost of the Programme was likely 1o be nearer
£20 billion, NHS Connecting for Health have told us that
he was not referring solely to the costs of the Programme
but to the (otal expenditure on NHS 1T over ten years
iparagraph 1.17)

Benefits

1.29 In its business cases for the components of the
Programme, the Department put a financial value on
benefits where it could, but, as the main aim is to improve
services rather than reduce costs, it was not possible to do
o in all cases. As a CONSequence, it was not demonstrated
that the financial value of the benefits exceeds the cost

of the Programme. The Treasury's guidance'® states that
benefits should be valued when possible, bul recognises
that sometimes they cannot be. In this case, the Treasury
has accepted the Department’s approach and has
approved all expenditure so far macle and planned.

1.30 MNonetheless, considerable efforts were made to
specify and describe the high level benefits that the
different projects within the Programme are intended to
deliver, for example in the agency’s National Programme
Implementation Guide!”, and documentation setting

out the intended timeline and milestones for delivery

of benefits!8. Additional savings are also expected, for
f_'xample by wsing the NHS Connecting tor Health's
buying power to drive down the prices paid for IT goods
and services and in staff time saved through using the
Programme’s services. Some of these savings are planned
to contribute to the Department’s Gershon economies.

1.31 MHS Connecting for Health has not carried out a
detailed analysis to quantify the patient safety benefits
expected from the Programme, but, based on a limited
preliminary analysis, believes they could be worth many
hillions owver ten years. This estimate includes:

m  £2.5 billion as the human value of preventable
fatalities from medication errors arising from
inadequate information about patients
and medicines.

m A large proportion of the £500 million spent
each year on treating patients who are harmed by
medication errors and adverse reactions.

m A reduction in the payments by NHS Trusts each
vear (approximately £430 million each year) for
settlernents made on clinical neglipence claims.

16 The Green Book. Appraisal and Evalisation in Central Gosemmend, HM Treasury, 2004

7 Accessible at hipawww. connectingiorhealth.nhs. ukfimplementation'

18 hitpeitwoana. connectingiorhealth, nbs, ubcfall_images_and_docshenefits_timeline, pdf
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1.32 The Programme is also expected to release [T funds
within the local MHS, for example when the deployment
of new systems paid for by Connecting for Health replaces
systemns that local MHS bodies had previously been paying
for. In the case of the LSP contracts, local savings were
expected to offset nearly half the local costs aver the lives
of the contracts. In the case of PACS, local savings were
expected fully 1o offset the local costs. Smaller savings are
also expected in other areas, for example where local NHS
bodies use M3 ar MHSmail to replace services for which
they are currently paying - the business case for NHSmail
estimated such savings of £185 million (paragraph 3.25).

1.33 MHS Connecting for Health has not sought to
monitor systematically the actual impact the Programme
is having on local IT spending or the extent o which

the initial estimates of its impact are being borme out

in practice. However, it believes that experience of
individual deployments so far will enable local savings

on a substantial scale.

To ensure affordability, resources have been made
available to NHS Trusts

1.34 Concerns have been expressed by NHS Acute
Trusts about the local affordability of PACS. To address
afiordability, an annual upliit to the taritt has been made
lo facilitate the implementation of the Programme. In
2006-07, the total uplift is £163 million which includes
£63 million for standardisation and integration of
critical departmental systems (pathology, pharmacy,
theatres, radiology and maternity) £55 million for patient
administration systems conversion to Spine technical and
data quality compliance standards, and £25 million for
PACS implementation cosis
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part hwao

The Programme has
Ministerial support

2.1 In February 2002, the Prime Minister hosted

a seminar for options for future NHS information

systems, and subsequently approved the strategy for

the Programme. In June 2002 Ministers launched the
Programme.' From the outset, the management structure
for the Programme included endorsement and sponsorship
by the Secretary of State, with day to day oversight
provided by Ministers within the Department of Health
(since May 2005, by Lord Warner).

2.2 In October 2002, the Department of Health
appointed a Director General with experience of
implementing large technology programmes in bath the
public and private sectors, He has recruited a programme
management team drawn from the public and private
sectors, However, considerable difficulty was experienced
in achieving this quickly, in particular the recruitment of a
Chief Operating Officer, which affected the pace of early
work on the Programme.

2.3 The implementation of the Programme does

not feature in current Department of Health Public
Service Agreement targets or supporting targets. It is,
however, a necessary enabler for a number of Ministerial
commitments relating to the electronic booking of
appointments for patients referred to hospital and the
electronic transmission of prescriptions,

2.4 The Programme has been introduced against

a background of many initiatives, changes and
reorganisations in the NHS. These included: between

2003 and 2005 new contracts covering almost all NHS
staff: Payment by Results and Patient Choice; Foundation
Trusts; and increasing private sector provision and
reconfigurations of Primary Care Trusts, Strategic Health
Authorities and ambulance services announced in 2005
and 2006. In addition, the Modernisation Agency and the
MHS Information Authaority — which were expected to work
closely with NHS Connecting for Health as the Programme
was introduced - ceased to exist in March 2005, The former
of these had been charged with leading on the redesign of
business processes to ensure the benefits of the Programme
WEre fulh_,' realized, and the latter with rﬁpmnﬁihi“ty for
running all pre-existing national systems.

Taking account of earlier experiences,
the Department decided to procure
and manage the Programme centrally

2.5 As has been set out in a number of past National
Audit Office and Committee of Public Accounts reports, Y
the NHS had a poor track record in procuring and
delivering IT systems to improve patient care and, in the
Department’s view, local procurement had offered poor
value for money. To avoid these historical problems, the
Department decided 1o pursue a dual policy of procuring
large systems centrally; implementing them 1hn:|-|_15_:h Local
Service Providers in conjunction with NMHS Trusts, having
left all local IT resources in place; and providing support
fior systems as they are implemented locally.

2.6 The Department also considered that central
procurement was the only way to deliver an integrated
national system, for example because of the difficulty

of inll‘j;rﬂ g J-E"E:f." numbsers of SYstem Companents.

The purchase and use of fewer types of systems was
intended to reduce costs through apggregation, improve
effectiveness through the employment of robust suppliers
and systems and make it quicker and cheaper to introduce
subsequent amendments and upgrades. In addition, it
aimed to promote standardisation, make it easier for
staff to move between NHS employers without requiring
re-training, enable easier transter of data, contribute to
the achievement of patient centric care, and overcome
financial and operational inefficiencies in procurement.
NHS Connecting for Health would also be able to use

its buying power to achieve lower prices and better
contractual terms from suppliers and their subcontractors
than individual NHS bodies or consortia could achieve
on their own, and enable the transfer of financial and
completion risk to suppliers,

NHS Connecting for Health has put in
place sound project management

2.7 The procurement process was strengthened by the
use of civil service |]r|::|:u['u|-,x. Also, as recommended b
the Office of Government Commerce (QOGC) for managing
government |Jr1:'|jl,'{'|,‘i, MHS Connecting for Health is

using the PRINCE2™ ool lo manage the projects within

MG

the Programme. It has conducted Gateway '™ reviews

19 Dediverirgg 2 18t Confury T support foe the MES = National Strategic Programmae, Depastment ol Health, june 2002

20 The Purchase of Read Coces and the Management of the SHS Centre lor Coding and Classiicacon, Mational Audst Office, March 1998 [HC 607, 1997-98). The
Haeapital fformabon Support Systems initaihve Commisioe of Public Acoounts Tih Repot 1996-97 (HC 97), Wiesisex Regional Health Authonity — Reglonal fformaton
Systems Plan Commitor of Public Accounts 63rd Report 199293 (HC 658, The 1992 and 199 informatron Management and Fechnobogy Stategees of the NHS

Fxecrtive, Manonal Audit Office, A.pn| 1999 HCET1, 199859
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on the different component projects of the Mational
Programme and of the Programme as a whole at key
stages in their development, with reports made direct to
Senior Responsible Owners of the projects. It has also
established a National Programme Office to provide
central programme management services to support

the planning, control and reporting of activities within
the Programme, The Committee of Public Accounts has
previously highlighted the importance of risk management
and professionalism for the successful implementation of
IT systems 2!

2.8 As part of our examination, we commissioned
QinetiC) Ltd to make an independent appraisal, against

an internationally recognised systems engineering
standard 22 of management processes in F}|-J|:'l* within MNHS
Connecting for Health. Its observations were that project
control processes and project planning processes were in
place, as shown in Figure 4.

2.9 Qineti) also observed that the agency had adopted
strong and forceful programme leadership, and employed
high calibre people. These factors contributed to the
agency having a strong team dynamic and feeling a strong
sense of ullimate purpose,

NHS Connecting for Health has
sought to ensure the systems meet
users’ needs

2.10 In accordance with current good practice,
procurement and development of the Programme

centred on an “Output Based Specification” (OBS) for

the planned system = a statement of the functions that

the planned IT system is intenced to perform. Prior to

the establishment of MHS Connecting for Health, the

MNHS Information Authority initiated development of the
OBS in February 2002 by seeking assistance for source
material, hands on help with the development, and
quality assurance and review inpul. The NHS Information
Authority received much source material for the QOBS from
15 MHS bodies which had developed specifications for
their own patient record services following the 1998 IT
strategy of the NHS Executive. It also held meetings with,
and made presentations to, Chief Information Officers af
NHS bodies such as Strategic Health Authorities, Electronic

Fub b
Bob =

Record Development and Implementation Programme
(ERDNP) sites, IT directors and the Academy of Medical
Royal Colleges Information Group. These groups were also
involved in reviews of the early drafts of the OBS.

2.11 The MHS Information Authority published a revised
draft OBS for consultation in July 2002, requesting
comments by September 2002 on:

B Whether the vision of the NMHS Care Records Service
was consistent with the overall objectives of the NHS.

m  What phasing of MH5 Care Records Service
functions was required to create a long term basis for
growth, while meeting specific targets and objectives
in the short term.

m  Whether there were any gaps in the specification
which needed to be filled,

m  Whether the overall level of detail was sufficient
for the procurement of such services.

m  Whether the standards and national services
were appropriate to support implementation of
the local services,

Examples of QiinetiGl's key findings on project
planning and project control

On project planning
B Milesione complelion was the primary method vsed for
sefting targets and measuring progress.

B Schedules were controlled, reviewed and adjusted
when necassary.

B A oo, Primovera, with stondard work breakdewn struciures
and control milestones, underpinned planning activilies
across the Programme.

On project control

m Project conirol sructures ware consistently deployed,
ond ensured that Frogramme and supplier performance
was monitored

B When project achievement did net meet planned targets,
corrective aclion wos inifioled through discussions
wilh suppliers.

B Frojects were re-plonned as required by changes in
constraints for example, depandency on other suppliers
delivering on fime), or achievements.

Commitioe of Public Accounts, Improsing the delvery of Covernment IT profects, Farst Report T899 2000 (HC 65)
CinetiC) wrsed 130 15268:2002 1o make a Capability Appraisal of the processes in place. The 190 Standard represents a Gnanimous infermational consensus on

ther syvtems engineening processes criical 1o developang large and complex man-made sysbems. The QinetiC) repot is published on the NAD websile at

WA PO, k.
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212 Some 190 responses were received from suppliers,
clinicians, NHS IT departments and others. The OBS

was revised in the light of these comments, and the
subsequent draft was refined further with input from
some 400 clinicians, Chief Information Officers and 1T
managers. NHS Connecting for Health then engaged

a broad spectrum of NHS stakeholders encompassing
leading clinicians, practitioners, policy advisers, health
informaticians and managers, and included representatives
from the Department of Health, the NHS Information
Authority, Strategic Health Authorities, NHS Trusts,
Primary Care Trusts, General Practitioners, academi
groups and other government departments. The final OBS
was issued to potential suppliers on 1 May 2003,

2.13 Whilst QinetiQ) found that NHS Connecting for
Health developed the OBS after engagement with a
broad spectrum of MHS stakeholders, QinetiC)'s review
found that there was no recorded link between the
detailed item in the QBS and the source of the person

or group making the contribution. NHS Connecling

for Health replied that these links were not directly
attributable, given that much of the OBS was [ll".'l!'llJF'H.‘d in
workshops involving a cross section of stakeholders and
NHS Connecting for Health had not had the resources to
record the attributions individually.

The Care Record Guarantee sets

out the standards required for
confidentiality of patient records and
consent to access and share records

2.14 Patients and doctors needed to be assured that

the confidentiality of patients” records is prolected. The
Care Record Guarantee came about as a direct result of
qualitative and quantitative research with patients and
the public undertaken by the NHS Information Authority
with the Consumers' Association and Health Which? in
2002. When given a series of potential safeguards and
asked “what would reassure you most that the NHS is
careful with your health information?”, 45 per cent said a
published sharing agreement. In response, drafting of the
Guarantee (then called a charter) was begun in 2003 by
16 people from patient and citizen groups who formed

a Public Advisory Board (o the Programme. IJrclI'1ir1j.1 Wik
completed in 2005 and the Care Record Guarantee was
published by Ministers in May 2005 and revised I'nllcm-ing
consuliation in May 2006.2% It sets out the principles that

23 Drepariment of Health Press Release 20050185, 23 May 2005.

the Department and the NHS will apply when operating
electronic patient records (Figure 5). NHS Connecting

for Health believes that these principles will allow much
greater confidentiality over patient records than those
currently capable of being exercised over paper patient
records, which have inherent security weaknesses such as
a lack of an audit trail.

2.15 In 2004, the Department established the Care Record
Development Board (CRDB), a multidisciplinary group of
patients, the public and clinicians. Chaired by its National
Director for Patients and the Public, it takes the lead in
consicdering ethical issues relating to the Programme.

It concluded the production of the Care Record Guarantee.
Its work also includes Cngaging with patients, the public
and clinicians about their views on health information.
This is an example of the establishment by a public body of
a consultation exercise on the ssue of a guarantee on the
use of personal data.

B The key principles of the Core Record Guarantee

B Only outhorised people will be allowed access to
patient records,

B Only those involved in o patient's care will have access
to records about identifioble individual patients (the

“legitimate relationship”)

B A record will be kept of everyone locking of o patient's
record. Audit trails will be maintained and regularky
assessed, with patients being informed if their record has
been accessed inapproprictely.

B Patients will be able to check their own care records and
ask for factual inaccuracies to be corrected.

m Pafients cannot opt eut of having information
recorded altogether.

m Patients will be able to opt out of information being shared,
Fatients can have information pleced by their clinician in a
“patient's wealed envelope”, which con only be accessed by
another clinician with the patient's exprass consent, or if it is
occessed in an emergency, the patient will be notiied later

m Clinicians can withheld infermatien on o patient's record
from the patient. Clinicians will have o “sealed envelope”
in which they can place infermation which can only be
viewed by other clinicians.

MNOTE

On current phans, the wealed envelops will becoma ovoilable from lole
2007 fearty 2008,
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Examples of initiatives to involve patients

m  Six-monthly workshops with voluntary sector
groups on the public sector information
campaign on the Care Record Guarantee;

m  Focus Groups, workshops and consultations to
obtain input from patients for example on what
patients want o enter into their records, access
to children's records and how sealed envelopes
will work:

B Patient members of boards for t'xmnp!t'
Choose and Book, Service implementation and
HealthSpace, to contribute to strategic thinking
and policy formulation;

m Qualitative research with patients who have
access to their GP records electronically to
inform design of access tor users;

m  Planned six-monthly tracker research to
measure effectiveness and penetration of the
public infermation campaign and attitudes to
the MHS Care Records Service.

Source: NHS Connecting for Health

2.16 The Care Record Development Board is continuing
its work on several practical issues such as the content

of the care record, sharing of information with non-NHS
bodies such as local authority social services, special
issues relating to children and young people and how the
planned ‘sealed envelopes” will work in practice,

2.17 In November 2004 the British Medical Association?
set oul that clinicians’ expectations included secure
access to electronic records and the protection of
confidentiality, which is central to the doctor-patient
relationship. It called for secure systems to address these
concerns and to ensure that only authorised staff can
change the content of records.

2.18 The Joint GP IT Committee?? raised concerns about
security issues within the Personal Demographics Service,
which does not contain clinical information, but has since
reported that the encouraging response and resultant

o

collaborative work with NHS Connecting for Health has
gone a good way towards starting to resolve these concerns.
The Committee also told us that they have concerns about
whether patients would be able to consent to the sharing
of detailed clinical information from locally held IT recornds
with ather parts of the NHS. Their view was that patients
should be asked for their consent tor such sharing, whereas
the current intention is that, whilst patients will be able

to apt out from sharing, their consent would otherwise be
assumed. The Committee are continuing discussions on
these issues with NHS Connecting for Health. The Care
Record Development Board has given advice on how
confidentiality of the Personal Demographics Service
should be maintained.

A system of access control has been devised
but good working practices remain essential

2.19 The past standards of physical security maintained to
control access o patients’ paper records in the NHS have
been highly variable and in a few cases very poor. All
systems, whether electronic or paper based. have relied
to a degree on compliance with procedure. Electronic
records present the potential for records to be accessed
from anywhere on the network, though on the other hand,
they provide an audit trail of who has accessed records as
well as an opportunity for consistent standards of access
control. We consider that the structure for monitoring,
measuring and managing potential threats to the
infrastructure and internal systems is commensurate with
the high standards required of a programme of this scale.

2.20 MHS Connecting for Health has adopted the highest
security standards for access to patient information.,

The NHS is the only public sector organisation to

have universally adopted the electronic Covernment
Interoperability Framework (e-GIF)*® standard Level 3

ta verify the identity of users for secure registration and
authentication. To comply with Level 3 it is necessary

for a person’s identity to be verified by a face to face
meeting with the nominated Registration Authority. NHS
Connecting for Health has also applied the e-GIF technical
policies and specifications governing information flows
across and between the different suppliers to provide
assurance of security across the systems,

24 BAA Press Release November 2004, Information Technobogy: BNHS Matsonal Programsme foe IT, The BAMA, represents doctoes feom all branches of medicine all

arver B UK. I 3 volentary professional association of dooiors, an independent track: union, and a scientific and educational body. It has 137,000 membsers.

it
WA

inwolving GPs,

Thee Joimt GPIT Committes is joimly chaired by the British Medical Association and the Roval Collepe of GPs and repeesents their membsers on [T matters

26 The: e-Ceremmmint Interoperabslity Framework sets oul the gosernment’s iechnscal policies and specifications for achieving interoperability and Information and

Communscation Technology systems coberenoe 2cross the public wecior,
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2.21 In respect of the Programme, access will be
controlled in three ways:

a  User authentication. A Smartcard and pin number
(thwo factor authentication) must be used every time
an MNHS employvee logs onta the systems. They will
together l_lniquul'_.-' identify the individual and enable
their credentials to be verified against a national
database of valid users.

b Rile based access control. Anyone accessing a
patient’s record will have access to only as much
information as they need to know for the purpose
of the job rdle they are performing. NHS Connecting
for Health expects 1o define some 280 rales centrally
which will be assigned 1o individuals by local
MHS bodies.

C Legitimate relationships. Anyone accessing a
patient’s record is required to have a “legitimate
relationship® with that patient, so a clinician will not
normally be allowed to access the record of a patient
not under their care.

2.27 A key issue for security will be ensuring that those
working in the NHS understand and apply good security
practices in their work. By April 2006, 208,990 users

had been registered, had their credentials and identities
confirmed in accordance with e-GIF Level 3 and had been
issued with a Smartcard, Each day, some 45,000 users
access the NHS Care Records System. Prablems arise

if the established procedures (set out in the paragraph
above) are not followed. By April 2006, one instance has
been identified where a temporary member of staff, whose
employment was terminated, did not comply with the
registration procedures, as shown in Figure 6, though no
breach of patient confidentiality occurred

n Potential risk to security of data

In Moy 2005 a small number of General Proclitionars af fwao
Essex Primary Core Trusts — Castle Point and Rochiord PCT
and Southend PCT — wera issued with Smortcards with a lobe
showing their unigue passcode number. Following on interncl
inquiry by Essex Strategic Health Authority, locol procedures
hove been fightened. Uisers are now required fo chonge the
nasscode immadiately on receipt of their Smaricard, and o
confirm in writing that this has bean dene. Mationally, MHS
Connacting for Health has initioted o “confidance check” ocross
all Sirategic Health Autharifias o re-emphasise the imporiance
of adhering strictly 1o Smartcard registiration proceduras.
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PART THREE
Procuring and delivering the systems
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part three

NHS Connecting for Health ensured
there was vigorous competition for
the contracts, and maintained this
competition after the contracts

were awarded

3.1 NHS Connecting for Health took steps to ensure
vigorous competition for the contracts. This included
bundling of services to ensure the contracts were of
sufficient magnitude, ensuring clarity with bidders and
keeping to a succinct timetable to maintain the ability

of the private sector to compete. The procurement
strategy was published and adhered to. For the eight
main contracts,?” there were 160 responses to the notice
published in the Official Journal of the European Union
which signified the start of the competitive process. The
number of suppliers was reduced as each procurement
stage progressed. NHS Connecting for Health maintained
competitive tension by negotiating contracts with at least
two final bidders before selecting a winner, dispensing
with the preferred bidder stage, which can cause a
competitor to lose interest. Through the use of standard
financial model templates MHS Connecting for Health
could make like for like comparisons of bids, and identify
where bidders could reduce their prices by reducing costs,
allowances for risk or by reducing profit margins to a
reasonable level. This analysis helped NHS Connecting for
Health achieve significant price reductions from the eight

prime contractors, the difference between their initial and
final bids totalling £6.8 billion, and will strengthen its
position when negotiating future changes to the contracts,

3.2 In a report commissioned by MHS Connecting

for Health, the irw!rprmh'ur IT industry analyst Chum
compared the prices achieved by NH3 Connecting for
Health with estimates of the prices that could have been
achieved by individual NHS organisations purchasing
the same services separately. On this basis, it estimated a
saving of some £4.5 billion from central procurement by
NHS Connecting for Health_“®

3.3 Where the winning prime suppliers were going o use
the same subcontractars, MHS Connecting for Health used
its buying power to negotiate significant price reductions
from the subcontractors. NHS Connecting for Health

has also used its buying power to negotiate significant
price reductions from other suppliers of IT 1o the NHS,

for example Microsoft, which represents a better deal for
their committed volume than the Office of Governmen!
Commerce secured for the public sector (on a non-
commitment basis) as a whaole. (Figure 7 overleaf). Two
other notable agreements negotiated by NHS Connecting
for Health are with Novell (for open source software)
which will save the NHS in England up to £75 million over
three years, compared 1o previous arrangements,* anc
with Oracle which could save the NHS in England up to
£100 million.*" Altogether, savings from such agreements
are expected to total £860 million over their life.

27 Choose and Book, the Spine, the Mew Mational Metwork (B3] and fee Local Service Prowvider comracts.

28 Chum report: hipaiwwacconnectingforeaib.nhs. uk'ovumGan(is
L] NHS Connacting for Health, Press Notice, 2 Decembser 2005
0 Mational Programme for IT. Press MNotice, 26 Jamary 2004,
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n NHS IT and Microsoft

In BMovember 2004 MHS anna{ring r'qr Health ncgull-uu}:d
renewol of the Department’s NHSwide licence for Microsolt
desktop products, which MHS Connecting for Health estimates
will serve £330 million over nine years with a firm commitment

only for the first three years.

Microsoft ogreed that the price paid by the MHS would
continuoushy match the lowest it charged amywhera in the
world. The agreed price for their committed volume was
substantially bower than thot previously negotiated by the Office
of Government Commaerce [on a non-commitment basis] on
behali of UK government users. Microzolt alse commined 1o
spend £40 million on developing an MHS user interfoce 1o help
sandardise healthcare opplications for clinicions, increasing
efficiency and reducing the risk of clinical error.

HS Connecting for Health also considered open source solufions
for MNHS IT, bt decided against doing so for two reasons:

B The MHS already had an installed base of over
500,000 Microsoft environments and users were
Fgmihur wiith Microwﬂ_; and

B Open scurce sohufions are not necessarily cheaper: they
mary be free o ocquire bul the fohal cost of ownership is
material when ongoing support, mainienance and iraining
far users are laken inlo account,

NHS Connecting for Health completed the
procurement of the projects swiftly

3.4 All of the contracts were procured in under a

vear between February 2003 and February 2004 - and
mast were concluded within ten months. This COMpares
to an average of 27 months for the procurement of a
single major PFI project. Such a swift procurement

has the advantage that bidders” costs are reduced and
development and delivery can commence sooner,
allowing benefits to be obtained earlier, as well as
mitigating against technology obsolescence.

NHS Connecting for Health tested potential
suppliers” ability to deliver

3.5 MHS Connecting for Health required the final
bidders to undertake “Proof of Solution” tests in a
simulated environment with end users, to show whether
their systems could meet a number of scenarios devised
by MHS Connecting for Health. NHS Connecting for
Health also undertook due diligence on the winning
bidders to establish their ability and q_';ifmr_'h'l.-' tor deliver the
contracts they were to be awarded.

MNATIOINAL PROGRAMSE FOR 1T

The contracts include strong
incentives to deliver — both
carrot and stick

3.6 MNHS Currm;rl:ling for Health will not pay suppliers
until services are proven to be delivered and working,
The longer suppliers take to deliver, the longer it will be
before they are paid, However, the contracts with the
Local Service Providers allow advance paymenis to be
made, in recognition of the substantial sums Local Service
Providers will have to spend on system development
before they begin being paid for deployments. This
reduces the costs to the taxpayer because the government
can borrow money more cheaply than the suppliers. The
negotiated contracts allowed for some £241 million to

be paid to contractors in 2004-05. As a result of delays

in delivery of systems and following negotiation on
contract change notices, £133 million was actually paid to
contractors during 2004-05. In transferring financial and
delivery risk to its prime suppliers, NH5S Connecting for
Health has made them responsible for finding alternative
software suppliers if their original suppliers fail to deliver,
but without increasing the price agreed with NHS
Connecting for Health.

3.7 Suppliers can win back delay and performance
deductions. Suppliers whao miss key milestone dates must
pay agreed amounts, delay deductions, into an escrow
account on which interest is earned. For example, BT did
not meet a number of milestones within Phase 1 Release 1
of the Spine and agreed to make a payment, without any
admission of lability, into an escrow account. Suppliers
can win these deductions back, if they meet specified
service commencement dates, the amount they can win
back decreasing the later they introduce the services

after the specified commencement date. Subsequently

BT recovered its funds. If delays are the fault of NHS
Connecting for Health, caused by acts or omissions of
other suppliers or outside of the effective control of the
relevant supplier, they can claim delay events, which, if
agreed or determined, will allow later delivery of services
and, in some cases, payment of compensation to the
affected supplier.

3.8 Suppliers who fail to meet agreed levels of service
accrue performance deductions, and have to pay into an
escrow account amounts depending on the severity of the
performance failure and its repetition. If a supplier rectifies
its failure for the following three months, the perfarmance
deductions are refunded, with interest. Othenwise NHS
Connecting for Health is entitled to keep the money.
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3.9 Parent company guarantees place the onus on
suppliers to deliver. A parent company guarantee should
lead the parent company of a supplier to the Programme
to undertake sufficient due diligence to ensure that the
subsidiary could deliver the project. It also gives the
commissioning department confidence that the supplier
has sufficient funding and resources to carry out its
obligations under the contract. In accordance with Office
of Government Commerce guidance, NHS Connecting
for Health secured parent company guarantees from

all its suppliers. These provide for suppliers to pay NHS
Connecting for Health up to between £50 million and
£500 million (depending on the contract) in the event of
the supplier’s default. Suppliers are further incentivised as
their contracts can be terminated without compensation in
the event of contractor default.

3.10 The contracts include strong value for money
mechanisms. MHS Connecting for Health has put
mechanisms in p|af{: oy F1i_~||_1 ensure g_'q:urﬂinuing value

for money over the life of the contracts. The pricing

of {:hangf:s. 15 1ip;h1|'y controlled, suppliers are reguired

to ensure the technology is continuously improved

within the ariginal contract value and refreshed so that
systems continue 1o meet the changing needs of the NHS
throughout the contract periods; service performance and
costs can be benchmarked and suppliers’ prices reduced
as a consequence; and NHS Connecting for Health shares
in any profits which exceed defined amounts. All of these
mechanisms are underpinned by open book accounting,

NHS Connecting for Health

has taken an intrusive but supportive
approach to the management of

its suppliers

3.11 As well as transferring financial and delivery risk
toy its prime contractors, NHS Connecting for Health

has taken positive action to ensure the contractors are
managing their tasks well. lts intrusive but supportive
approach to the management of its suppliers is not
common in the public sector. This approach covers
both the prime contractors, and the several hundred
subcontractors working for them. The approach adopted
by the then Lord Chancellor's Department with its LIBRA
project is an example of a project where a Depariment
failed to take decisive action where a supplier did not
deliver what was rf_hquimd,“

NHS Connecting for Health can take remedial
action if suppliers are failing to deliver

312 The key safeguards are:

] MNHS Connecting for Health can step in and manage
the supply chain if and when required.

m  MHS Connecting for Health can audit the
performance of suppliers.

The Department owns the specially written software,

Terminated contractors have to assist in transferring
the service.

3.13 The following paragraphs illustrate the use made by
MNHS Connecting for Health of such safeguards to address
deficiencies in suppliers’ performance,

IDX was removed as the software supplier to
the Southern Cluster

3.14 BT and Fujitsu were awarded their contracts at
different times but both contracted to use 10X as their
subcontractor to deliver the required software. NHS
Connecting for Health then initiated and BT and Fujitsu
agreed to develop a ‘Common Solution Programme’
which prn-.-i:]-.::l unified governance arrangements, that
would ensure the application was developed just once
for the NHS in both the Southern Cluster and London
Cluster. By mid-2004 NMHS Connecting for Health

was concerned about the effectiveness of the supplier
management in relation to the performance of 1DX. An
audit and assessment of IDX capacity and capability
was undertaken in lanuary 2005 to satisfy all parties that
the Lacal Service Providers' programmes could be met
and to establish confidence going forward. However, by
.-‘\.pri| 2005, even Ihnu};h MHS Connecting for Health had
been applying increasing pressure to encourage 1DX to
cleliver the Common Solution, insufficient progress had
been demonstrated and Fujitsu lost confidence in 1DX's
ahility to deliver the Common Solution project. Fujitsu
requested that NHS Connecting for Health permit it to
replace 10X with Cerner as its solution supplier, Fujitsu
and BT agreed to dissolve the Common Solution project,
and Fujitsu formally contracted with Cemer to replace
10X, no taxpayers” money having been paid to IDX. BT
is continuing to use 10X for delivery of its core NHS
Care Records Service solutions in the London Cluster.
The replacement of 1DX put Fujitsu some 18 months
behind schedule for the delivery of the initial phases of
the Programme; however it is planned that Fujitsu will
have implemented the entire functionality by 2010 in
accordance with the original contract agreement.

S Commithes of Pubilic Accownts, Mew IT Systems for Magisirates’ Couns; The LIBRA peoject 440h Report 2002-03 (HC 434)
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NHS Connecting for Health sought to improve
some prime contractors” management of their
subcontractors

3.15 C5C, the Local Service Provider for the North West
Cluster, agreed a remediation plan with NHS Connecting
for Health for the delivery of Phase 1 Release 1 as it was
having problems meeting the criginal target dates. The
plan divided the phase into five subsidiary releases with
revised fll‘|ﬂnyﬂ'1e:l1| dates, Further delays led to a second
remediation plan which pushed the deployment dates
for two elements of Phase 1 Release 1 further back into
2006, some 19 to 22 months later than originally planned.
The second plan was aimed at introducing an improved
software solution delivery model for Phase 1 Release 2
and beyond, including steps to:

m  Update and agree the strategic solution roadmap and
associated interim deployments;

u Increase the lirw'hlpmmll collaboration bebween
C5C and iSOFT, including the co-location of CSC
and 1SOFT staff in the UK and India;

m  Review functions, technical design, service
management and financial and commercial
issues; and

u Increase contractual focus on delivery and
adherence to agreed schedules.

3.16 In early 2005, NHS Connecting for Health notified
BT that it was in breach of its abligations under its
conftract as the London Cluster Local Service Provider
but that it was prepared to allow BT lime to consider
how it could improve matters. NHS Connecting for
Health was very disappointed with BT's proposals, and it
therefore conducted an audit in August 2005 to identify
improvements that could be made to BT's programme.
The audit identified that BT had emtered into a subcontract
with 10X that meant that 1DX was not incentivised or
focused on the timely delivery of guality solutions.

BT acknowledged that it had to address the issue. BT

i5 seeking to revise its subcontract with |DX so that it

is aligned with its contract with NHS Connecting for
Health. Similarly ta CSC and i1SOFT, BT and IDX were
also required to take steps o co-locate their respective
organisations on this contract,

NHS Connecting for Health's intervention
enabled targets for connections to the

New National Network (N3) to be achieved
three months early

3.17 NHS Connecting for Health's contract with BT sel
demanding targets for the delivery of the connections
and data network services which make up the New
Mational Metwork (N3] (see Figure 3). NHS Connecting for
Health’s aim is that B3 will |:]lEI".'idEJ a secure and resilient
communications network across the NHS - a total of
18,000 sites - with sufficient capacity to enable efficient
communication within and between NHS organisations,
An important feature built into N3 s that as the volume
of conneclions increases, the quality of each individual
connection does not degrade.

3.18 Initially, the roll out of N3 encountered a number
of problems - for example, BT failing to meet its early
monthly (but non-contractual) targets for connections;
poor communication about the scheduling of visits;
(:nmpl.lin!s- from customers at NHS sites that BT did not
understand their requirements and about the quality

of customer service received. It is accepted that BT
encountered difficulty in gaining access to a small
number of NHS sites and there were some local NHS
co-operation issues. The combination of these factors
led to a negotiated agreement for BT to pay £4.5 million
as compensation for the increased cost to the NHS of
maintaining the existing netwark prior to moving to the
new M3 network.

3.19 These problems persisted during 2004. In early 2005,
after pressure from NHS Connecting for Health BT agreed
to provide forward communication in writing 1o both GPs
and Primary Care Trusts about planned installations. ﬂl(:ng
with closer monitoring of BT's performance, BT undertook
a series of major Cluster-wide communication events and
accelerated connections of N3 to GPs at a rate beyond
that contractually required. They doubled the rate of GP
connections, meeting the farget of 6,000 connections by
the end of March 2005 despite the earlier delays. This
improvement in performance has been maintained since:
the target to achieve 12,000 connections by March 2006
was reached in December 2005, three months early, and
by 3 April 2006, 14,130 connections had been made.




NHS Connecting for Health action led BT to
improve its capability to deliver the Spine

3.20 Although the Spine first went live as planned

on 29 June 2004, BT did not consistently meet the
availability requirements of the contract in the early stages
of deployment whilst user volumes were building up
(Figure 8). In February 2005 NHS Connecting for Health
and BT jointly commissioned a review which confirmed
that the averall technical architecture deployed by BT

was sound and capable of supporting NHS Connecting
for Health's requirements. The review, however,
recommended a number of improvements. These included
load testing, the use of Failure Mode and Effect Analysis, 2
more attention lo data management throughout the
litecycle from design to migration, and a review of
security architecture.

31.21 Following the review BT appointed a Managing
Director for NHS Connecting for Health contracts,

who quickly brought in additional highly experienced
management and staff, and made organisational changes
to enhance productivity, reduce rework, and increase
efficiency. BT separated the application development roles
from the operational support and service management
roles and is seeking to implement development best
practice through a disciplined acceptance and sign off
process before products are made available to users.

3.22 Following these actions the availability of the Spine
improved until Christmas 2005, when a major software
upgrade of the Personal Demographics Service (PDS)
caused significant availability issues during the last week
of the year, and there were also some issues with the

Choose and Book application that emerged. One of the
systems used by GPs 1o manage their practices was a key
contributor to the issues as it generated spurious messages
that ocverwhelmed networks and server. WHS Connecting
for Health considered that the PDS software upgrade was
not fully tested before implementation. A subsequent
report jointly commissioned by NHS Connecling for
Health and BT highlighted the need for improved systems
integration. The Spine has, however, met its availability
targets in each month since December 2005, Overall
Spine availability delivered in 2005 and 2006 compared
to contracted service levels is shown in Figure 8,

The Spine

B Holds records for almost all patients
in England.

B Per day conducts:
= 375,000 patient traces

C 50,000 retrievals of patient demographic
information

m 65,000 new or updated patient
registrations with GPs.

m  During March 2006, the Spine handled some
22 million messages, of which two million
related to the Choose and Book service (the
message volumes were double those handled
during January 2006).

Source: NHS Connecting for Health

Spine service level availobility: Actual user minutes compared fo contracted vser minutes

Date Total contrached user minutes
(billions)

2005 @l 6.250

2005 Q2 24.623

2005 Q3 62,195

2005 G4 151.538

2006 Q1 297 455

HOTE

Total ectual user minutes Percentage of controcted user

delivered [billions) minutes delivered
4,250 100.00
24.615 99.97
42.367 100.28
151.880 100,23
298.198 100.25

The coniracted requirament was for the sysem 1o be evailable 1o users 79,8 per cent of the fime up fo March 2005 and 9.7 per cent of the fime thereofier,

32 Failure Mode and Effect Analysis i an engineering quality method that helps to identify and counter weak points in the eardy conception phase of products

and processes.
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NHS Connecting for Health action led to an
improved email and directory service system
(known as NHSmail)

3.23 In 2002, the NHS Information Authority expected
the use of email to increase sharply from the then
250,000 users to 100 per cent of NHS staff h}'
December 2003. The then implementation of email was
inefficient, with no national directory of staff as there were
some 5,500 email servers in the NHS which offered no
guaranteed national end-to-end service levels or service
reporting. Actual service quality was variable between
organisations and the overall perceplion and reputation
of the local services was poor. These services were also
not capable of being used securely to transfer patient
identifiable data, a constraint not universally observed.

3.24 Following a competition, the NHS Information
Authority awarded a contract to EDS to the value of
£90 million to provide a national email and directory
service in September 2002, Although not within its
original set of respansibilities, NHS Connecting for
Health took over management of the contract, This was
terminated in March 2004, The settlement agreement
reached between the parties was without admission

by either party of liability on either side. EDS and NHS
Connecting for Health worked together to prepare for
and transfer supplier responsibilities from EDS to a
nesw supplier.

3.25 After a competitive procurement, Cable &
Wireless was awarded a contract in July 2004 to provide
a new, national email and directory service (now

called NHSmail). The contract is waorth £50 million to
£90 million over ten years, depending on the take up

of users and additional services. It affers the following
benefits over the previous arrangements:

m ltis centrally funded and free to Trusts. Trusts
that transfer their email services to NHSmail will
therefore be able to release funds for other pricrities;
and
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m  NHS Connecting for Health estimates that a
further £185 million would be saved through the
decommissioning of local email services if half of
NHS employees transferred to NHSmail.

3.26 Cable & Wireless successfully migrated 12 million
emails and 90,000 accounts, of which 25,000 were
active, to NHS5mail at the end of October 2004, Although
it did not achieve go live targets and availability targets
between October 2004 and March 2005, which were not
termination grade failures, by 3 April 2006, the number
of registered users of NHSmail increased to 167,946 and
the number of active users increased to 80,183, NH5
Connecting for Health commenced active marketing of
NHSmail in Movember 2005, through a campaign paid for
by Cable & Wireless. It had also developed new software
with increased functionality.

A wider choice of GP systems is
planned for GPs

3.27 Until 2004, GPs provided their own 1T systems and
were reimbursed for some of the costs, When the NH5
took over full financial responsibility for the provision of
GP systems in 2004, GPs retained the right to a choice
of systems under the General Medical Services (GMS)
contract, In parallel with the GMS contract negotiations,
MHS Connecting for Health required Local Service
Providers Lo provide a system for GPs in their cluster.
S0, during the late stages of the NHS Connecting for
Health procurements in 2003, as a direct result of the
requirements of the GMS contract, the Local Service
Provider requirements were changed to offer a choice
of systems,

3.28 The Local Service Providers offered a choice of two
systemns within their proposals, as this limited the increased
costs, and on this basis a contract was awarded, However,
this choice was perceived by GFs to be too limited as it
would have meant that most GPs would have to n:'.hcmge
their systems and there were demands that they should be




able to continue to use existing ::uppliilh In response to
GPs’ concerns, the Department of Health announced in
March 2005 plans in principle to allow GPs to select from
any GP system supplied by any Local Service Provider,
Then, in March 2006 the Department announced its

GP Systems of Choice initiative, which enhanced the
proposals made a year earlier by giving GPs a wider
variety of options to choose from, by using the systems
provided either by their Local Service Provider. or from
an approved set of existing GP system providers. Subject
to meeting agreed standards, GPs’ systemns will be funded
either via Primary Care Trusts (for eligible existing systems)
or via NHS Connecting for Health for systems provided
by Local Service Providers, The Department is discussing
the scheme with 12 suppliers, and the development and
i|‘|]|]|1_'l'|‘||'_"|"|‘|.,'||:|::l|'| of the scheme is subject to the successiul
conclusion of these discussions. These changes will have
the effect of substantially increasing the choice available
toy (GPs, and |'|‘|r|h|ir'|1.; those currently LsINg systems from
several existing suppliers to retain them,

13 Department of Health. Press Rebease 20050036, 23 March 2005
34 Department off Health. Press Release 20060005, 21 Manch 3006
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PART FOUR

Preparing to use the systems in the NHS
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4.1 A key lesson from many unsuccessiul IT projects in

the past is that the NH5 needs to see the Programme as a
business change programme with clear goals and benefits
rather than an IT project. Success therefore requires:

] Engagement of NHS managers and clinicians to win
their support for the overall vision and purpose of
the Programme and the benefits it will deliver.

m  The NHS to articulate its business change
pri:}ritius and users to shape their business
processes accordingly.

m  Commitment by the local MHS to install the
IT systems and use them to improve services.

m  Sufficient capability to implement effectively,
including training the NHS staff that will use
the systems.

The Department was aware that
engagement of the wider NHS
needed to be timed effectively
alongside the procurement and
implementation phases

4.2 Deliverimg 2 1st Century IT, published by the
Department in June 2002, 13 got oul the goals and aims
of the Programme in the context of enabling the delivery
of the MNHS Flan. As indicated in Part 2, NHS Connecting
for Health involved clinicians in the design of the Cutput
Based Specification (OBS). As part of the national

procurement exercise that followed, NHS Connecting for
Health involved NHS users in the evaluation of competing
IT suppliers. Otherwise, however, the Department

and NHS Connecting for Health decided to conclude

the bulk of procurement activities before focusing on
communicating with and engaging MHS staff. Wider
engagement and mobilisation of the NHS was not started
until it was judged that procurement had reached a
sufficient stage of maturity to be able o communicale

its outcome in a meaningful and efficient way. It was
concerned that to have done so earlier might have raised
expectations which were either speculative or may not
have been met, NHS Connecting for Health also faced
severs resource constraints on undertaking such activities.

4.3 Mobilisation of the NH5 on a wider scale began as
the procurement phase concluded at the end of 2003,

In each Cluster, one of the Chief Executives of the MHS
Strategic Health Authorities (SHA) was appaointed as the
Senior RL‘H')(H:‘_‘-ihll‘ Owner (SRO) for the implementation
of the Programme. Cluster, SHA and local health
COMMUNity programmes were established and the
Department allocated resources to SHAS to pump-prime
local implementation activities through the network of
local programmies. Through this network, many NHS staft
were engaped in the delivery of the Programme locally.
Clusters set up Clinical Advisory Groups to obtain clinical
input on 5|_1§'-:_'i1’||;_' systems as they were being dt"ﬂ-|L|JJl'[|.
which included medical, nursing and other clinical
professions as well as IT managers and administrative staff.
The London Cluster, for example, has developed its own
Best Practice working groups to gain clinical input.

15 Delivering 2 15t Century IT Suppont e the WHS. Natona Siraremi Programme, Depariment of Healih, June 2002
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4.4 Insummer 2004, the Department reviewed the
early progress and adopted an engagement and benefits
strategy which reinforced the business change elements of
the Programme. This also described the implementation
maodel including the roles and responsibilities of the
different parts of the organisation.

4.5 MHS Connecting for Health incentivised Local
Service Providers o use NHS staff to enhance the usability
and attractiveness of the systems to end wsers by making
between seven and 15 per cent of suppliers” charges
based on usage of the systems they have developed. We
found that all the Local Service Providers are adopting a
multidisciplinary approach, using medical, nursing, allied
health pml't'ﬁ!.inn.;tl, and non-medical staff in their clinical
teams. They have also drawn upon clinical expertise from
elsewhere in their organisations and from overseas.

National leadership of parts of the
Programme has changed a number
of times

4.6 At the inception of the Programme, the Department
of Health's Director of Research, Analysis and Information
was the Senior Responsible Owner for the Programme

as a whole, In March 2004 he gave up this role, and the
Director General for IT became one of two joint Senior
Responsible Owners, with further Senior Responsible
Ohwners responsible for individual components of the
Programme. The Director General for IT and the Chief
Operating Officer have been in post continuously since
October 2002 and September 2003 respectively, and there
has also been a high degree of stability in their team.

4.7 Because the Director Ceneral for IT had no
management responsibility for NHS Trusts, he was

never responsibile for ensuring that the NHS input to
implementation and realising business benefits was
delivered. In recognition of the impontance of this aspect
of the Mational Programme, the Department has made
several appointments:

™ From April 2004 until September 2004, the Deputy
Chief Medical Officer held the post of Director
Ceneral of Benefits Realisation, reporting 1o the Chief
Medical Officer, and was designated as the other joint
Senior Responsible Owner, responsible for clinical
engagement and benefits realisation,

111 h!Ip;'.-\v\\u.ccmrﬁ:mgh’uh;ul:h_:'uhq.,uk

™ In Movember 2004, the Chief Executive of Trent

Strategic Health Authority was appointed as Director
of IT Service Implementation, reporting to the
Department of Health’s Group Director of Health
and Social Care Delivery. In May 2005, the then
Chief Executive of West Yorkshire Strategic Health
Authority took over from him.

m InApril 2005, the Department of Health's Group
Director of Health and Social Care Delivery was
appointed as overall Senior Responsible Owner for
the Programme. The Director General of IT remained
Senior Responsible Owner for systems deliveny.

m InApril 2006, the Acting Chief Executive of the
NHS took over as Senior Responsible Cwner
for the Programme as a whole, following the
retirement of Sir Migel Crisp, who held the combined
post of Permanent Secretary and Chief Executive
of the NHS.

NHS Connecting for Health has
taken steps to inform future users
and win their support

NHS Connecting for Health publishes
extensive information on the Programme’s
progress and activities on its website

4.8 The Programme is the only major public sector

IT project in the LIK where the rq_",-;purmible by

has a dedicated website to provide information on

the progress of the project. Before 2004, when NHS
Connecting for Health set up its own website *® it used
the Depantment of Health website 1o publish the OBS and
other documents about the Programme. Its own website
provides information on what the Programme plans to
cheliver, details of activities in the five Clusters, clinical
engagement, implementation guidance, training and
development, and other general technical, operational
and media information. Quarterly updates on progress are
also published along with links to individual projects, and
i::urtﬂighlh.r torward looks of imminent depluymenls.




Clinical Leads are making a contribution to
winning the support of NHS staff

4.9 In Novembrer 2004, the then Director of IT Service
Implementation appointed seven National Clinical

Leads to champion four occupational groups in the

MHS: GPs, hospital doctors, nurses, and allied health
professionals (Figure 9). The National Clinical Leads have
engaged directly with national organisations through

the Mational Advisory Group and demaonstrated their
influential role. For example, the GP Clinical Leacls
|1i|.;h|i|.:h1wi the demand from GPs for a wider choice of
systems and facilitated the resolution of the issues arountd
offering a wider choice of GP IT systems. The increased
levels of dialogue fostered by the introduction of Clinical
Leads were highlighted by the professional bodies we
consulted as a positive development. This contrasted

with the lack of consistency and leadership prior to the
appointment of the National Clinical Leads.

There is support for what the
Programme is seeking to achieve

4.10 NHS Connecting for Health commissioned
independent research to track awareness and
understanding of the Programme across the NH5. The
survey, conducted by Ipsos MORI in July 2005, found

that the majority of staff interviewed were posilive about
what the Programme was trying to achieve in the future
(Figure 10 overleaf). They also said that services provide
by the Programme would help them in their daily working
life (Figure 11 overleaf), to share information about
patients and improve patient care.

The NHS has more work to do
on engagement

4.11 The Ipsos MORI survey also showed that one fifth
knew a great deal about the Programme, just under half
knew a fair amount and three in ten knew r1nlhmg, Cine
in seven of the latter (ie four per cent of the total) had
not heard of it. Figure 12 on page 47 shows that within
the staff groups, awareness was lowest amongst doctors,
nurses and allied health professionals, and highest
amongst |T managers,

n MNational Clinical Leads

B Each lead is o well known member of their profession with
cradibility among proectising clinicions,;

W Leods have been instrumental in sefiing vp and chairing
threa clinical advisory groups — covering declors, nurses
ond allied heclth professionals — which are a forum for
diologue batwean MHS Connecting for Heolth and healh
care profassicnals, the Roval colleges, professional sociafies
ond associalions; and

B leods hove ocssisted the Care Record Development Board
in delermining the content and tackling issves surrounding
the care record, for exomple of the CRDB Movember 2005
Annual Conference

4.12 The Ipsos MORI survey found that 14 per cent of
MNHS stafi interviewed received information about the
Programme from specialist publications and five per cent
from national and local media. The staff survey showed
that the MHS organisation for which people work is

their most comman source of information about the
Programme (with 39 per cent of respondents currently
receiving information about the Programme from this
source). Importantly, the staff survey showed that they
want more information from their own « rganisation about
the Programme rather than receiving communication from
the centre. There is a risk that negative reporting about
the Programme and its progress will tend to increase the
level of MHS staff scepticism about the Programme. On
average, between August 2004 and December 2005,

73 per cent of press coverage has been positive or neutral
and 27 per cent has been negative. The poor record of the
NHS in implementing IT systems prior to the Programme
has not helped NHS Connecting for Health in improving
the image of the Programme in the media,
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m MHS stalf have o favourable opinion of the Programme’s future aims

Honar .‘rwm.lr! Wi O :,.r.l:-::ll.-'nl.lr-;1|::||-:! 13 your awerall el llallely’ af what the .“.‘-::-gr-::mﬂe 15 Imnng to achieva in the futura?
o oo |
Technalogy Managers |
|
|
1] 10 20 30 40 50 &0 70 B0 o0 o
Par cent mainly or very favourable impression of MFFIT's future aims
MOTE
Bose: All who hove of least heard of MPAT: Doctons -|'|?E|; Murios “l."ﬂ‘],: APy II??],' NHS Munug-uu [|¢ﬂi; AT ,uhnugm: “?";'L' Proctics Ju'-ﬂnbgh!
& Administrofion [164).
m MHS stalf consider the Programme will help them in their daily working life
Please could you tell me 1o what extent you agree or disagrea that "Sarvices provided by the Programme will help me in my daily
working life#
Mursas B2
Allied Health Professionals o
Practice Maonogers & Adminisirabors 73
Doctors &%
MHS Managears od
Infermation Manogement &
F &0
Technology Managers
0 10 20 30 40 50 &0 70 B8O ¢0

Par cant QgrEang that sarvices prm:d-cd b].- FJPRIT will |'||3|p in their duihr warkin-_g ||F|3

MOTE
Bese: All Doctors [208); Murses [229); AHPs [205); MHS Managess [202]; IMAT Managers (1 79]; Proclice Managers & Administration (202].
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m Front line staff ore least familiar with the Mafional Programme

Please could you tell me how familiar, if of oll, you are with the Motional Programme for IT2

|
Information Management &
Technalogy Managars

Y8

Prachce f‘a".urug{:'s & Adminidrators — 45

Dachors

)

0 10 20 30

40 50 &l 0 80

20 100

Per cent who know of least a fair amaunt abeut MFIT

NOTE

Baza: All Doctors [206]; Murses [229); AHPs [205); MHS Maregers [202]; IMAT Manegers |179); Proclice Managers & Adminisieation |202).

4.13 Another source suggests that the NHS has more
work to do to gain the commitment of doctors. In its

latest survey of GPs and hospital doctors conducted

over mid-December 2005/ )anuary 2006, Medix®” found
that 59 per cent of GPs and 66 per cent of other doctors
responding said that clinical care in the longer term would
be improved by the Programme. However, suppaort for the
Programme had fallen: 26 per cent of GPs and 45 per cent
of other doctors responding were enthusiastic about the
Programme compared to 56 per cent and 75 per cent

LI Mbixddiing i 3 ol ki, inchepenient Comparny, funcloe] by revenuies and irmestors, (15 PEvenues OO |.!!:.'I\|'|'| driu ] 1-|'\IC.I'I'\-l|!'1-|'|I|
by its rewrdbers. I conducts surnveys sponsoned by organisations swithing o fimd out the views of medscs
queslionnaines in reburn for remundration and awands. Thes surey was @ ommissioned by hifc&im, Com
Carpeelian anel the Financial Times o imeestigabe the views of doctons about the Mat
startimg from Febwuary 20003, 1,329 dociors responded b the sunvey, 1.5 per oo ¢

respectively two years earlier, The survey also found

that 56 per cent of doctors responding had little or no
information about the Programme, including six per cent
for whom the survey was the first they had heard of it
with four per cent saying they had a lot of information,
compared to one per cent three years ago. NHS
Connecting for Health told us, however, that it believed
that the resulis of these surveys should be treated with
caution, because the respondents are drawn from

self-selected subscribers.

§ rhis CpUESiCHnGN e ._.:-:l'||'."'|~||

!H':l\.:l'\-\.irbllllfl
CR I

s Carfuid Ol O

pchiinoners. Jis
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A minority of those working in the NHS are
unfavourable towards the Programme so far

4.14 The lpsos MORI survey found that a minority of
NHS staff interviewed (ranging from 12 per cent of nurses
to 32 per cent of doctors) are currently unfavourable
towards the Programme so far. According to the |psos
MORI survey, common reasons for the unfavourahle
impression of the Programme so far are that it is moving
slower than expected and that implementation dates

are nol being met. Two professional bodies we spoke to
commented that information on updates or deployment
plans had often been unreliable, with deployment
slippages reported 10 be a common experience, which
they consider has dented enthusiasm for the Programme, 38
In its report, Ipsos MORI considered that one of the key
challenges NHS Connecting for Health faces, therefore,
lies in convincing MHS staff that the Programme is moving
closer to achieving its goals and increasing the proportion
of staif who feel favourable towards the Programme at

any given time. 9

4.15 MHS Connecting for Health's view is thal greater
familiarity with the Programme’s services will increase
confidence as doctors become more familiar with the new
technology, receive further information and see that the
systerms raise standards,

NHS staff considered the biggest barrier
to implementation was staff knowledge
and training

4.16 The Ipsos MORI survey showed that respondents
considered that the biggest barrier 1o implementing the
Programme was lack of staff knowledge and staif training.
The majority of the NHS' 1.3 million staff will need
training to use the Programme’s systems, and NHS T
professionals will be needed to implement the systems
|u-l:<\||:.' in conjunction with the Local Service Providers,

4.17 NHS5 Connecting for Health's stratepy requires
suppliers to develop IT training to “train the trainers”

and then 1o hamess the training and development
resources and skills of the local MHS to deliver training
in the \\'Urkpldﬂ e. Local Service Providers are incentivised
to provide effective training of trainers and suppaort for
staff to work and use the new systems by being paid,

in some part, on usage of the systems they are delivering
{paragraph 4.5).

1B The: Bestieh Miedical Association, the MHS Allkance

4.18 NHS Connecting for Health is aware of the
impartance of effective communications with staff.,
Although direct responsibility lies with local NHS units,
MHS Connecting for Health provides a comprehensive
website and publishes numerous leaflets as well as
comprehensive information packs for local use.

NHS Connecting for Health has a programme
to keep the public informed about the
development and deployment of the

NHS Care Records Service

4.19 In January 2005, MHS Connecting for Health
appointed Porter Novelli, a public relations company, to
support the ongoing need to keep the public informed
about the development of the NHS Care Records Service
and the new ways of accessing the patient information
that it will offer. The campaign has three stages:

a  The first stage was launched by NHS Connecting for
Health in September 2005, waorking with Strategic
Health Authorities and Trusts to distribute films,
posters and an information booklet o every NHS
employee. Over one million items were distributed
in this phase of the campaign.

b The second stage, during 2006, provides more
detailed information showing how the Care Records
Service will benefit GPs, hospital doctors, clerical
workers, allied health professionals, nurses and
other NHS staff. The associated materials are being
developed jointly with interested bodies such as the
Medical Royal Colleges.

C The third stage, planned for 2006, is designed to
reach every member of the public in England.
It will include a programme of roadshows to
regional centres and a summary leatlet to be sent to
21 million households. The campaign, which has
local and national elements, will explain to patients
the benefits and choices available on sharing or
withholding medical information and promaote
awareness of the potential benefits and risks from
the introduction of the services.

19 MR suvrvey of NHS stalf on behall of MHS Connecting for Health, fune-fuly 2005, page 15
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The Department is strengthening
its systems for monitoring and
managing performance to help
deliver the Programme

4.20 There have been problems in getting GPs to

use Choose and Book and delays in Trusts on the
production of business cases for PACS. The Department
has made commitments 1o suppliers on the volume of
implementations by the NH3 and delays may lead to
financial penalties. The only element of the Programme
that has featured significantly in the Department’s system
for monitoring and managing NHS p[*rfurmam e to date
has been Choose and Book. Building on the management
structures first outlined in Delivering 2 1st Century IT, the
Department has therefore decided to use its performance
managemen! regime, which has a record of success in
securing local achievement of key national MHS targets,
to support local implementation of the Programme. It will
set specific Programme-related targets for NHS managers
and will monitor progress, and hold managers to account
where targets are missed.

4.21 In June 2005, the Department issued a letter to

all SHA Chief Executives instructing them to establish
Integrated Service Improvermnent Programmes (151P). (151P
uses OGC's Managing Successful Projects™ methodology
to support its framewaork]. These will bring together benefits
and improvements resulting from all the difterent initiatives
and programmes including the Mational Programme for

IT. Local health communities were required to develop

i ir'l'll'j_::lfﬂl{'\d senvice IIT'IF}[E!I";'E"['IH"I][ i]"]g[dl'l'ln'll" I]\

March 2006, in preparation for the measurement and
delivery of benefits from 2006-07 onwards.

4.22 The Department is emphasising to Strategic Health
Authorities and all Primary Care and NHS Trusts that it
considers implementation and use of Programme outputs
to be one of their key priorities. The new SHA and PCT
Chief Executive Officers will be the Senior Responsible
Chwners for the implementation of the Programme in their
areas. This places accountability for the implementation
of the Programme with the individuals best placed

to manage the overall task and aligns it with their
accountabilities for other functions, and strengthens

the Propramme governance structure for delivery and
implementation.

4,23 Trusts often use staff taken from clinical duties

to carry out project management functions because

of the value of drawing on their clinical experience,

NHS Connecting for Health recognises that the difficulty
of finding suitably experienced project management staff
to suppaort delivery of the Programme will be exacerbated
as deployments increase and greater numbers of staff
with benefits realisation or project management skills

are needed.
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APPENDIX ONE
Methodology

.ﬁ.sp-a«:l hmhndnlng:,r how we exomined

1 Developing o cencept for what the systems should do

Whather the Programme’s vision is i Review of the business cose and prospectus of the architecture of the Programme and how tha
soundly based eupected benefits will be delivered

Mote: Our review did not consider the technical architecture ond design of the Programme

In April 2006, 23 leading IT academics, in an open letter to the House of Commans Health
Select Commintes, colled for an independent technical oudit of the Progromme. At a meating
six of the 23 signatories and MH5 Connecting for Heolth expressed their agreament with and
support fior the overall goals of the Progrommea. There wos ogreemend that o constructive and
pragmalic independent review of the Programme could be valuable. On 24 May the Minisier
of State for Public Health announced that the Department had no current plons to commission
an independent audit of the Frogramme, commenting on the other forms of review alrecdy
underway and saying that the Dapaortmant remained confidant that the technical architecturs
of the Programme was approprioie

it Mentified lessons learned Fram current RNHS systems and how the Progromme has incorporoled
.'I'IIH:F! |ﬂ'5 ey H

i Beviewsd evidence ¢|F 1:|:;|l:|g¢; 10 SCOpRe ir-;;-n'l conlnachs uwrdcd

2 Whether the Notional Programme is on course fo deliver the systems

Whaethar i Imterviews with all the major suppliers contracted to deliver systams 1o understand market
copacity and their copability to deliver. We also examined MHS Connecting for Health

a The contracts are likely io : 3 i :
¥ documentation, for example for details of due diligence prior fo contract aword.

deliver value for money
il Examinaticn of documentation from the Programme io defermine siarting bids and final

b The systems are A o
L ogread prices and terms and condifions.

being delivaned
i Emamination of incentives to deliver in confracts and interviews with suppliers.

iv  Exomination of MH5 Connecting for Health management information and contracts to
asséss progress agoinst business plans; whether confrociors and the Programme are hitting
mibestones: and details of delay events.

v Interviews with Programme staff and suppliers fo determine how risks io value for money
e addreq.sed in rhe |¢-n!:_p¢_r berm, Fgr ¢r:c.|rn|'_|h: b-[rm:hmurls,ing -QF SRIVICE Prices, intellectual
propesty rights.

3 Making the best use of systems that will be delivered

The extent ta which i Interviews with Regional Implemeniation Directors (RIDs) and Clinical Engogement Directors
im the five Clusters to identify: (o] how the Programme is being implemented locally,

MHS training, [T manpower and crganisafional buy-in; and [b) RIDs’ role in gaining the
engogemant, commitmant and support of senior MHS officiols in the Programme.

o Action is being taken o
realise banefits enabled by
the systems

i Identifying examples from Clusters of how NHS staff have been invelved in the design and
development of software fo be wsed by staH.

b MHS monogers and shaff are
likely to take odvanioge of
the Frogramma iii Analysis of Regional Implementation Plans to identify arrangements in place lo realise

expected benefits and axomples of benafits.




Aspect confinued Methodology = how we exomined confinued

3 Making the best use of systems that will be delivered continved

iv  Review of the results of o AUTVEY of six MHS saff groups undertaken by Ipsos MORI
bebwean 22 June and 25 ,;||.l|:,' 2005, commissioned l’:-:.-' MHS Connecling far Health, ko track
undersianding ond awareness of services delivered by the Programme across the NHS
Interviews were conducted with the following saff groups: Doctars |206]; Murses (229);
Allied Health Professionals (205]; MHS Managers (202); IMAT Maonagers [17%); Proclice
Manogers & Administration |202)

v Interviews with key represeniotive bodies - Acodemy of Medical Royal Colleges, Royal
College of General Praclitioners, Mursing and Midwifery Council, Brirish Madical Assaciation,
Royal College of Mursing, MHS Confederalion, MHS Alliance, Unisan and the Public and
Commerciol Services Union - to ossess buy-in,

wi [Inlerviews with Programme and Depariment of Health sloff and examinalion of dacumentation
on Frogramme Boards in each Cluster to identify: (o] structures in place to generate
engagement; and (B) how the Programme is being communicated.

wii  Interviews with Mational Clinical Leads about their role and the action they are taking o
promate the Programme.

vili Review of survey resulfs from Medix to assess the owareness of and extent of communicalion
abayt the Programme
ix Discussions with other interested porties = British Compuler Society, the Worshipful Company

o[ |nF|;:rmu;|hon Tcl;"unq,:-'uﬂ':.l:., -;Jn-:] Intellect

x  Reviewing Programme ond Deportment of Health doio on costs of Irc:rls;nr'i-"lg from exisfing
:.:,.'-,.Icm:. und Ii‘u;.- Co5ks af non-coniract Frg!:jrl::lnllm: q:i(_]:ll\,!rldih.l!'f.‘_ such as inlrashuulur¢ -"_l"l-d
lacal training

b1 'l.l'.sl'!l:c' b cqr|:,- n;\"-qur safgs 1o |d|:n'|'i:,- cxumphﬁ v.-,|.= l.--.-'|'.|;|I I?u: P'lng'l.llnn:l.- 14 -::I!’!:iu't'.r'n!:_;
in practice

4 Development of appropriate structures and infrastructure

Whathar i We commissioned GlinetiC2 to review Progromme arrongements Feur project monogemani and
QUVEIMaNCe processes Using the 15 15288 international standard For Syshems engineeding

i is fit
o Project management is fi for the assessment of complex systems. This led to an opproisal of the monagement processes

for purpose ond procfices in ploce far the Mational Programme agains! he international standard. [The
b Governance arrangements ClinetiQ report is published on the Mational Audit Office website af www.noo,org.uk.|
are adequate il Interviews with MHS Connecting for Health officials in key pesitions

¢ Relationships between the
Programme, the MNHS and
canfrociors ore wurhng

iii Examination of: (o] Programme; and [b] MHS arrengements for determining, monitoring ond
control of overall costs.

d Budgets are ovailable,
contredled and monitored
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Aspect continued Methodology - how we examined confinved

5 Delivery of required training

The axtent ko which i+ Interviews with Deparimeniol and MHS Connecting for Health oHicials ta idcnllﬁ- plans in

ploce ot nationol level i Irain those expected ko use the new services and Im:hrlﬁh:;gm:.
a  Training requirements have

bean assessed il Inperviews with RIDs bo identiby training plons in ploce of regional leved,

b Resources are available iii Review of documentation on fraining required, resources needed, and plans in ploce 1o

- ; dalivar trainin
¢ Progress is being made g

& Recruitment and refention of manpower

Whether siaff numbers and i Consubiation of MHS Connecting for Heolth and coniraciors about the capability of: (o) Local
skills are sufficient to deliver the Sarvice Frovider staff; and (b] MHS IT staff to deliver the Frogromme.

Programme in ,
5 i Review of documentation on skill levels needed to deliver training and whether sufticient

a The MHS frainers ore being recruifed.

b Contractors ond suppliers

7 Supporting and sustaining the new systems once they have been introduced

[ Examination of the structure of contracts and inferviews with suppl:nrs b @isess arfangemants
fer continuing service quality and improvement once systems are in place, and for changes o

a  There is on oppropriahe specifications and service levels required by the Programme

Whaether

sifarmance and deduction rF . . & : = i .
- i '::r:lr'l*.uhlng Mational Audit Office IT experts aboul the rebusiness ond security af the sysems

regime for contracions
°d being developed.
b There is provision for changes

in reguirements

¢ The systems are secure
and resilient
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APPENDIX TWO

Lessons learned from the procurement and management
of the National Programme which may be of benetfit to

other departments

B Speed. A swift procurement process increases the likelihood
of lechnology being up lo date and benefits being delivered
earlier. It also reduces overall bid costs for bidders ond the
costs of the procurement process

B Maintaining competition, Megotioling confracts with more

than ane final bidder maintcins o competitive tension befween

bidders and may offer further reductions in price

B Mot having o preferred bidder stoge, This avoids the risk
of prices creeping up once suppliers know that competitive
pressure hos eosed

B Use of lemplates for inancial models. Requiring bidders 1o
complete o template demonsirating their finoncial model can
assist the n_-c_"lln;u:l:ng c:ulh-orlr:,r N COMpParng bids on a like
for like basis and identifying where bidders could reduce
thair prices

B The principle of ‘payment for systems that are delivered and
working’. This incentivises delivery cnd reduces the risk of the
taxpayer having o pay for unsakisfactory services

® Intrusive management of the supply chain. The contracting
authority can rectify problems with delivery by stepping in
to the supply chain in the event that suppliers are failing
to deliver. Suppliers can be required lo reploce
underperforming subconfractors.

W Acting prompily to address problems. Tight monitering of
performance and robust dialogue with suppliers provida
early indicolors of where the conirocting authority needs io
take action,

Applying tight change control mechanisms. Change contral
mechanisms help bo ensure that the changing needs of the
MHS con be met and also to pravent suppliers charging
excessive prices for changes

Ownership of software and transition requirements. In the
event of o new 5:;|'_|p| er ?n:-.lng owir a confract, the confraching
|_'||.:I|'|-:)r|t'|.' il 1]y &f mwnur:.!'llp r,-[ .:.QHW’UH: di:vch:.p-l::i, :_1".:|
aupp!mr'.. must assast in .'rr:n:,l:crrln!:_l responsibiliies for services
o o new supplier

Publishing information about progress, Having a dedicaled
wc:h:.!lg: with F:-r-:)|q,-;.' o, |n':|;,3|n!:,1'|-;;-n ubnu' S vl
levels, dota and forward looks of deployment activity can
|'||;:||;| F:ur-:_:-.rldc I'n:'-s.F-;:rmﬂ .-nfr.-m-;:rll;:-n | [=] Fl,-lur{:- pdrs ub-:m.' I|'|1_:
progress of the project

Muil'nfr:liﬂil'tg :n}nl'inui'l'}r of iet-dtr‘q.hip-. Cantinuiby has hq_.-lp{.-ﬂ
with work on the [T syslem, ond its obsence has hindered
securing MHS organisation and stolf engogement

Engogement of users ond user orgonisations. Early
invalvement of vsers and user organizafions helps lo ensure
brood support far change and increases the likelihood af
successhul implementation. Tronsparent communication aboul
progress b-l:Mwn :.:,.':.N:m dl:-.'{-bpcla, ||n|;;-|q;rr.nn.'4:r:. and
service users is vital o mainlain users’ cenfidence in what is

being delivered

Working with exisfing systems, Infradusing new system:
alongside existing ones adds on extra level of complexity
that neads fo be planned for, especially when there is litle
standardisation omong the existing systems
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APPENDIX THREE

Matters raised in C.{]I’I'L‘:‘S}H)I“ﬁ(fi’.?f"l(il‘ with the
National Audit Office

During the course of our examination the National seven Members of Parliament. The correspondence
Audit Office received a wide range of cormespondence covered a variety of themes and issues which are set out
concerning the National Programme from the media, in this Appendix (some correspondents raised a number
academics, clinicians, IT specialists, suppliers and from of issues),

Theme Matter raised

1 The everall vision for the Maticnal
Programme and strategy for

implementation

2 The overall costs and benefits of the

Mational Programmae

The overall vision for compaterising the MHS.
Pear review of the vision, rotionale and requirements of the Frogramme

Lessons leorned obout the overall vision and engogement from cther countries and from
pasl projects

The risks and generic problems associated with previous lorge government [T projects and
haw Ihq;:.q: h-{tn.'L-. |:'§-|}|::n |::|:|-:Jr¢’.‘5.-u‘.-c'J.

Approprioteness of pafient choice, imposition of o lop-down system, lock of clinical
engagement, and patien! consent for maintaining dola on computer

Engagement and buy-in by the and usars, i.e. clinicions.
The priosity given to implamentation in the Progromma’s monogemant.
The technical viakility of the Programme.

Tha time required for complation of the Progromme

The averall costs and benafits of the Programme
The enforced replacement of axisting, working, legocy systems.

Budgets for implementation, the funding needed by Trusts, and possible overspend in
implemeaniation of the Frogramme

3  Consultation with the NHS
and clinicians

Consultation with doctars, and the need for business process redesign and alignment of
business processes at the local level,

Availability of robust doto about clinicions’ needs and priodities.

4  Exclusion from the Mational
Pregramme of key clinical systems

Financial implication of services not included in the original specification, in parficular
pathology services

5 Odher GP Systems

&  Confidentiality ond munf]r o‘F
patient records
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The enforced replacement of GPs' computer systems, particularty EMIS, by centrally
procured systems.

e —_—

The sacurity and confidentiolity of patient dolo held on o nationol system

Security and confidentiality of patient data and the Electronic Transfer of
Prascriptions system.




Theme continued Matter raised continued

7 Use of PACS The welection

, e Lo Heatians for PACS, and the vie o

PACS .1.|JF:-|.:E PACS h:,r MHS Trusks

Funclionality ond financial cost of the PACS salution developed by the Local Service Providers

Poor valee for money re the implementation of PACS in the MHS by MHS Connecting for Health

B The assessment of the The choice of accredited software far vse in assessing oulcomes for the new General
General Medical contract Maedical contract
% The controcting process The moniloring and confrol over the controcting process and whether the selected product

wios appropriabe
The contracting process, the involwemaent of Microsoft and the consideration of PN Fourcing

The softeare procurement and development processes and the use of consuliants end advisors to
mplemant and develop the Programme
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APPENDIX FOUR
Extract from Delivering 2 1st Century IT Support
for the NHS

Defivering 2 15t Century IT Support for the MHS = National Strategi
Programme, published in June 2002 by the Department of Health, set out the
following phases for the Mational Programme:

Phase 0 - April 2002 to March 2003 - Firm scope

m Define data standards
Define interchange standards

10 per cent of consullants with PCs

I:rw.'a: |:|r5' 5.I|;'_g1;~ QF Nn;:l:-::ln-g| Hc-cl|‘.|'| Rgcn_‘:rd Eu!."'-'ifﬁ

m Agres XML bosed EFR System Specification, using open stondards

Wark with OGC and eEnvay to sireamline precurement

Begin increase of MHS IT copaciry and copability

Phase 1 - Apnl 2003 to December 2005 = Firm scope

B Broodband occess [=128kbs) fo every clinician ond support sioff in the MHS,
increased bondwidth fo minimum - 2Mbps batween Trusts and across MHS
Mot Crabeways

B Access and authentication availabla for all MHS stoff, implementaticn of Maticnal
MHS Directory Service

m Domain ko domain encryption implemented

Maotional Bookings Service, implemanted
Mational Prescriptions Service, 30 per cent implemented

Al PCTs, MHS Trusts acively implementing elements of EPRs

Full Mational Health Recard Service implemented, and oocessible nationally for oul
of hours reference

Mational Patient Becord Analysis Service established for 100 per cent of
MMHS fronsactions

B Provision of elearning matericls through the NHS University

m Esoblishment of o Foculty of Health Informatics in the NHS University

B Implementation of Gateway procedures for Information and IT Projects
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Mational [T services porttolio established

SHA invastment plans occepted [and funding agreed) by Mationol
Programme Direclor

Fhaose 2 - Jonuary 2006 to December 2007 (Tentative scope|

Broodband occess implemented ot recommended occess speeds ocoross bocal and
wide area networks in the MHS

Secure access mechanisms (e.g. Smaricards) for all MHS sioff

Full National Health Record Service, with core data and reference links 1o local
EFR :.y;..'vl‘rnls {-;;-r fu" record access

Motional Bookings Service, oll patient appoiniments, implamented

Nuilgng| F':|_-.:,|:r|F'-|Qn:. Sl;:ru:u_:_ wiith [|_,-|| -;;| mician and F:-u'.im'.l -'-ur|-:.r|f§-|'||::|i1:,',
100 per conl implemenied

EF‘E :n_-l;:-mph:]r.l weith N n-grn;hn|:| :.tq:ndurd. }:.M|-é:|u:.|_':|;i .'\upll_.‘lell;;l:ﬂ'l::-l:l s-wllra.'.l-.n:s
implemented in all PCTs, oll Hospitals

Ficture Archiving end Communications Systems for all ecute Trusts
Telemedicine astablished in oll GP surgeries for ECG, skin disease
Patient/Citizen Portal avoilable via Internet, Digital TV, wireless devices

Ambulance Telemanitoring implemented in 20 par cant of oll emergency
responsa vehicles

Ambulonce radio replocemant
Hame Telemonitoring available in 20 per cent of homes requiring it
Common clinical tarms implamanted for hospital and primary core

Mational Knuwhdgc Servics [:,l”:,' established

Phase 3 - Janvary 2008 to December 2010 (Tentative scope)

Ambulonce Telemonitoring 1r:1p|c|m|:nl'c~d in 100 per cenl of all BITErGEncy
response vehicles

Home Telamonitoring available in 100 per cent of hames requiring it

Unified Healih Record (with all appropriate social care information)
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REPORTS BY THE COMPTROLLER AND
AUDITOR GENERAL, SESSION 2005-2006

The Compiroffer and Avditor General has to dade, in Session 2005-2006, presenied to the House of Commons the foflowing
reports under Section @ of the National Audit Act, 1983, The reports are listed by suhject category

Publication date

Cross-Government

Home Office: Working with the Third Sector HC 75 29 June 2005
Joint Targets HC 453 14 Cetober 2005
Progress in improving government efficiency HC &02-1111 17 February 2006
Second Validation Compendium Report: 2003-06 PSA data systems HC 985 23 March 2006
Improving the efficiency of postal services procurement in the public sector HC 946-1111N 24 March 2006
Smarter food procurement in the public sector HC 963-11111 30 March 2006
Update on PFI debt refinancing and the PFI equity market HC 1040 21 April 2006

Culture Media and Sport
Procurement in the Culture, Media and Sport sector HL 596 30 Movember 2005

The office accommaodation of the Department for Culture, HC 942 16 March 2006
Media and Sport and its sponsored bodies

Defence

Driving the Successful Delivery of Major Defence Projects: HC 30 20 May 2005
Effective Project Control is a Key Factor in Successiul Projects

Managing the Defence Estale HC 25 25 May 2005

Assessing and Reporting Military Readiness HC 72 15 June 2005

Major Projects Report 2005 HC 595 25 Movember 2005

Progress in Combat Identification HC 936 3 March 2006

Reserve Forces HC 964 11 March 2006

Lising the contract to maximise the likelihood of successtul project outcomes HC 1047 7 June 2006

Education

Securing strategic leadership for the learning and skills sector in England HC 29 18 May 2005

Extending access to leaming through technology: HC 460 4 Movember 2005
Lti and the learndirect service

Employvers” perspectives on improving skills for employment HC 461 14 December 2005

Improving poorly perfiorming schools in England HC 679 11 January 2006

Environment, Food and Rural Affairs

Lost in Translation? Responding to the challenges of European law HC 26 26 May 2005
Environment Agency: Efficiency in water resource management HC 73 17 June 2005
The right of access 1o open countryside HC 1046 9 June 2006
Europe

Financial management in the European Union HC 999 29 March 2006
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Publication date

Law, Order and Cenfral

Public Guardianship Office: HC 27 & lune 2005
Protecting and promoting the financial affairs of people who lose
mental capacity

Home Office: Mational Asylum Support Service: The provision of HC 130 7 July 2005
accommodation for asylum seekers

Returning failed asylum applicants HC 76 14 July 2005

Mational Offender Management Service: HC 458 27 Ociober 2005
Dealing with increased numbers in custody

The Electronic Monitoring of Adult Offenders HC 800 1 February 2006

Cronvn Proseculion Servioe: H 798 15 February 2006

Effective use of mapistrates” courts hearings

Serving Time: Prisoner Diet and Exercise HL 939 9 March 2006
The Management of Staff Sickness Absence in the MNational Probation Service HC 1042 26 April 2006
Department for Constitutional Affairs: Fines Collection HC 1049 25 May 2006

Mational Health Service

Innovation in the NHS: Local Improvement Finance Trusts HC 248 19 May 2005
The Refinancing of the Norfolk and Nonwich PFI Hospital: HC 78 10 June 2005
how the deal can be viewed in the light of the refinancing

A Safer Place for Patients: Learning to improve patient safety HC 456 } Nevember 2005
Reducing Brain Damage: Faster access o better stroke care HC 452 16 Movember 2005
The Provision of Out-of-Hours Care in England HC 1041 > May 2000
The Paddington Health Campus scheme HC 1045 19 May 2006
The Mational Programme for IT in the NHS HC 1173 16 june 2006
Owverseas Affairs

The Foreign and Commonwealth Office: HC 594 24 Movember 2005

Consular Services to British Mationals

Department for International Development: HC 803 1 March 2006
Tsunami: Prowision of Financial Suppont for Humanitarian Assistance

Public Private Partnership

Progress on the Channel Tunnel Rail 1 ink HC 77 21 July 2005
The Wider Markets Initiative HC 799 27 lanuary 2006
The Termination of the PFI Contract for the Mational Physical Laboratory HC 1044 10 May 2006

Regions and Regeneration
Oiffice of the Deputy Prime Minister: HC 935 2 March 2006
Enhancing Urban Green Space

Regulation

The Office of Fair Trading: Enforcing competition in markets HC 593 17 Movember 2005
The Office of Gas and Electricity Markets: Sale of gas networks by Mational Crid ~ HC 804 10 February 2006
Re-opening the post: Postcomm and the guality of mail services HC 944 22 March 2006
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Revenue departments
Filing of Income Tax Self Assessment Returns
Corporation Tax: companies managed by HM Revenue and Customs” Area offices

HM Revenue & Customs: VAT on e-commerce

Trade and Industry
The closure of MG Rover
The restructuring of British Energy

Supporting Small Business

Transport
Maintaining and improving Britain's railway stations
The South Eastern Passenger Rail Franchise

A5 Queue Relocation in Dunstable = Wider Lessons

Work and Pensions
Caining and retaining a job: the Department for Work and Pensions'
support for disabled people
Department for Work and Pensions:
Dealing with the complexity of the benefits system
Department for Waork and Pensions:
Lising leaflets to communicate with the public about services and entitlements

Crepartment tor Work ancd Pensions:
Delivering effective services through contact centres

HC
HC
HC

HC
HC
HC

IHK

Printed in the UK for the Stationery Office Limited
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