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Access to e-Booking is enabled by  the Accenture deployment but is being provided by the National Application Service Provider.

e-Booking is closely allied with the Choice programme within the Trust and the Local Health System.

The User  Forum will maintain close links with clinical forums eg Medical Staff Committee and the Clinical Professionals Committee.
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1. PURPOSE

The purpose of this paper is to update the Trust Board on progress with the National Programme for IT, to highlight possible issues and to outline next steps.  NPfIT is a major change management programme affecting a majority of staff. 

Attached is the Approval to Proceed document which has been produced primarily to identify costs at Trust level prior to funding decisions by the Strategic Health Authority.  Funding from the Strategic Health Authority will be passed to the West Suffolk Local Health Economy Programme Board for disbursement. 

2. 
PROGRESS

2.1 
Approval to Proceed

The main area of progress has been the production of the Approval to Proceed document for local implementation by West Suffolk Hospital of the National Programme for IT. The West Suffolk material is contained in the Appendices following a generic introduction regarding the approach being taken by the Eastern cluster and NSC Strategic Health Authority. The original document was submitted to Trust Management Team, Trust IM&T Strategy Group and the West Suffolk Local Implementation Board, chaired by the Chief Executive of the PCT. The West Suffolk Programme Board also received ATPs for primary care and mental health. 

Following local approval the ATP was submitted to the NSC Programme Board for evaluation by a review panel on 12th May. Their comments have been incorporated into the version attached and a decision on funding is expected before the end of May 2004.  West Suffolk costs have been aligned with other Trusts through the regular Programme Managers meeting at NSC.

1.2 Timing and Content 

Following consultation the Trust Management Team decided that a June 2005 Go Live date was the most suitable and that the following services should be replaced or implemented:

· PAS (Patient Administration System)

· Clinicals Basic Advanced

· A&E

· Theatres

· Maternity

· Radiology – as an additional service ie not part of the core funded by NPfIT.

Costs are provided in Appendix A of the ATP but in outline the Trust expects to require:

· £1,325,173 capital in 2004/05 and £675,828 in 2005/06

· £178,610 revenue in 2005/05 and £177,470 in 2005/06

Of this the Trust and local health economy will provide:

· £274,780 capital in 2004/05 and £150,000 revenue

· £225,000 capital in 2005/06 and £256,000 revenue

To address the gap the Trust is seeking the following from NPfIT and NSC:

· £1,050,393 capital and £28,610 revenue in 2004/05

· £625,298 capital and £420,222 revenue in 2005/06

Costs are spread over:

	· IT infrastructure

· Training

· Upgrade of legacy systems

· Project management

· Change management


	· Backfill for business leads

· Clinical time eg for training

· Data quality for migrated data

· Upgrade of local Help Desk to 24 x 7

· Information Specialists




Funding at the present time will be only for 2004/5 and 2005/6, but estimated costs have been provided to cover all 3 phases of the national programme up to  2010. 

1.3 Benefits

A National Benefits database was provided to support the National Programme business case and the Trust is obtaining access to this.  Overall benefits such as value for money, and one single patient record for all healthcare professionals were identified in the March report to the Board.  The ATP also includes benefits identified in the SOC for the Electronic Patient Record, modified to address the Accenture offering.   A Benefits Plan will be developed to accompany the final ATP and the PID (Project Initiation Document) taking all these elements into account.

1.4 Risks

The three main risks outlined in the ATP are:

· The Trust is exposed to financial risk due to inability to realise investment benefit

· Patients may suffer from deterioration in care as a result of computer system problems

· Clinicians may be hampered in their ability to carry out patient care due to deficiencies in the proposed solution.

Other risks in the ATP include lack of clinical engagement, time for staff to train etc which have been provided with actions to address them. For the PID the Trust will develop detailed plans for each project area eg Maternity and each project activity will be assessed for risk, to provide a structure for risk management.  

Risks identified at the current stage are:

· The Trust may receive only a proportion of the necessary capital for implementation, a position which the Trust is unable to rectify from its current capital programme

· Funding is not received directly but is subject to the local NPfIT Programme Board

· The Trust will be responsible for capital charges on any capital received.

1.5 Programme Management

To address the short timescales a number of preparatory steps have been taken:

· Medical Director as Chair of Trust IM&T Strategy Group 

· Project Implementation  Steering Group meeting under the Chief Radiographer to provide ownership and co-ordination across the various projects

· Preparation for the first steps towards training – web and windows competency which is part of West Suffolk’s responsibility prior to arrival of the new system

· Alignment with Agenda for Change programme with consideration of Agenda for Change moratorium during the Accenture 6 week training period

· Link to e-Booking and Choice

· Information sharing across IT senior staff of a wide range of documentation from the national programme.  IT leads identified for the various projects

· Strong participation in the local health economy Programme Board encompassing acute, primary care and mental health, with provision for social services and ambulance

· A joint Communications Strategy with the PCT and LHP using existing mechanisms for staff communication, while ensuring relevant messages for each staff group

· Information sharing across NSC amongst Programme Manager leads including early adopter experience eg Norfolk & Norwich Hospitals NHS Trust.

2. NEXT STEPS

Once the Strategic Health Authority has provided notice of the capital (and some revenue) allocation, the Trust requires approval of two key documents:

· Approval to Proceed

· PID (Project Initiation Document)

It is the Trust’s intention to take these documents to the July Trust Board, but given the timescales attention should be given to finding other routes for approval should this be necessary.  It is essential that the Trust is well prepared for the arrival of the Accenture project team for joint working in October 2005.  

Preparatory work will continue eg accession of Nursing Development Leads onto projects, as well as planning and information gathering activities.  Work will begin immediately on the training pre-condition – web and windows competency for those staff accessing the system who require these skills. 

The new Information Governance Group will be an essential building block and will turn its first attention to e-Booking under the standard approach for implementation. 

The Communication Plan will begin operation from this month (May) and will be aligned with other major Trust initiatives through the Communications Strategy Group. 
3. RECOMMENDATIONS

Trust Board is invited to:

· Note progress

· Provide conditional approval of the ATP (Approval To Proceed) subject to funding

· Provide guidance on routes for approval should this be necessary before the July Board.

East of England and East Midlands (Eastern) Cluster

Norfolk, Suffolk and Cambridgeshire Strategic Health Authority

NHS Care Records Service

Approval to Proceed (2) 

West Suffolk Hospitals NHS Trust

West Suffolk Local Heath Community

Date:     17 May 2004

Version: 0.03

Amendment History:

	Version
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	300404
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	0.03
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Introduction and Purpose

This document is an Approval to Proceed for the local component of the National Programme for IT (NPfIT) for the proposed investment by the East of England and East Midlands Cluster (Eastern) of the NHS in the NHS Care Record.

The national component of the Eastern Cluster’s NHS Care Record Service is fully funded. This consists of contracts placed or in procurement for a Local Service Provider (LSP), for the national NHS Care Records Service (known as the national Spine), Electronic Booking, Electronic Transfer of Prescriptions and the national computer network (N3). Business cases have been or will be produced by NPfIT to cover the procurement activity associated with all of these contracts. 

The purpose of this document is to act as an outline business case is to gain approval for the activity and funding required at local level to underpin the implementation of these technical components and more importantly to exploit this technology as a driver for improvement to services.  

This document forms part of the approvals process for the LSP Detailed Implementation Plan within Norfolk Suffolk and Cambridgeshire as set out in Annex 1.  This document has been submitted by the Project Board for West Suffolk Hospitals NHS Trust.
2
Strategic Case 

There is a long history of IM&T being used within organisations across Eastern.  Although there are pockets of excellence, the general picture is one of these investments having made a limited contribution to the delivery of high quality healthcare.  Further, there is a prevalence of ‘information silos’, in that systems have been procured, designed and built around healthcare organisations and not around the patient.  This in turn results in poor value for money given the large number of systems that exist and need supporting.

Eastern sees local implementation of NPfIT taking place via the introduction of an integrated set of comprehensive ICRS systems as being the main means of responding to these issues.  Eastern wishes to be as specific as possible regarding the difference that ICRS will make to the quality of healthcare locally.  To that end Eastern has taken the national investment objectives for ICRS and developed them further into a more detailed and ‘SMART’ (specific, measurable, achievable/agreed, relevant and timetabled) set of objectives, as shown in Figure 1. 

Figure 1 – SMART Objectives for Eastern Cluster

	Overall Objective
	Target

	1. Improve the experience of patients at all stages of care from the initial contact, through referrals, to scheduled treatment and back home as described in the NHS plan
	By 2005, patients should expect that an NHS organisation providing care already has any existing demographic information it needs for care to hand.  They should only be asked to confirm personal demographics (name address etc). Any changes that are made to this record should automatically update the record for any future episodes of care.

	
	From 2005, patients will be able to securely access their own records through a range of channels.  

	
	From 2006, every patient requiring an elective procedure will be given a choice of provider, whenever it is practical, depending on the patient’s condition and treatment required, in accordance with National policy.

	
	From 2005, every patient requiring an outpatient clinic or day case appointment will be provided with a confirmed date, time and place, at the time of referral or through the booking management service, in accordance with National policy.

	
	From 2007 all test results (Pathology and Radiology as a minimum) should be held electronically (Including those tests that are performed at remote locations from where the patient’s treatment is performed).

	
	From 2007 all order for all tests should be recorded electronically. Including those tests that are performed at remote locations to where the patient’s treatment is preformed.

	
	From 2007, patients who need to make a series of visits for investigations and treatments, will be able to agree and book a mutually convenient schedule of contacts, based around the clinic, theatre schedule of the relevant clinicians.  

	
	From 2007, clinical interventions should never be postponed to another date because the information required for treatment is unavailable in electronic format. 

	2. Improve the quality of care by enabling standards to be implemented across the NHS and Clinical and Social Care networks
	By 2006, patient level information will routinely be available to support clinical governance relating to NSF’s which span care settings. 

	
	By 2007, ICRS will have had a significant impact in reducing the impact of clinical error.  This will arise from the improved quality of records and access to them, legible clinician orders and use of defined order sets, together with the increasing use of clinical decision support.

	
	By 2010, ICRS will have reduced the number of avoidable adverse incidents arising from medications management. 

	
	By 2006, investigations will not need to be repeated because information relating to earlier tests is not available in electronic format. (Pathology and Radiology as a minimum).

	
	By 2005, provide all clinical staff will have the infrastructure made available to them to quickly and easily access the latest evidence and best practice.

	
	By 2007, patient’s medical records from their registered GP practice will be available to clinicians at an acute or community hospital where routine medical treatment is provided.

	3. Enable effective access to clinical and administrative information across care providers and locations to support NHS clinical priorities
	By 2007, a summary of a patient’s recent medical history from acute or community hospitals will be available to clinicians at within the community.

	4. Reduce the fragmentation of care through improved consistency and coherence of systems and records
	By 2005, provide clinical staff with fast and convenient access to the summary of previously electronically recorded healthcare interventions delivered (regardless of by whom) for any one patient and to the detail about patients in their care and which are held on the National Spine.

	
	By 2010, General Practitioners and others actively providing care (e.g. within a clinical network) will be able to access and maintain a consistent and detailed patient record irrespective of care location.

	
	By 2008, ICRS should contribute to a 25% reduction in nurse’s administrative workload.

	
	By 2008, ICRS should contribute to a 20% reduction in doctor’s administrative workload.

	
	By 2006, significantly reduce the time spent obtaining missing/lost patient information during referrals, discharges and transfers.

	5. Improve health policy development and health research through increased availability, improved quality and speed of retrieval of data
	By 2010, facilitate the operation of multi-disciplinary and multi-organisational integrated care pathways

	
	By 2008, provide up to date, accurate and fully anonymised patient data for policy development where the source data is less than 3 months old at time of making it available.


The scope of this Approval to Proceed 2 Local covers those common and local services defined at national level.  

Additional services are shown in costs for local information, where they are essential to the implementation. 

3
Economic Case 

The Eastern business case AtP2 established which procurement option provides the best Value for Money. This was the procurement of a NHS Care Records Service. 

Two options were evaluated:

· A ‘Should Cost’ scenario, whereby a national ICRS solution is procured through the organisations that comprise Eastern independently buying (via capital purchase) and subsequently providing ICRS core functionality;

· A national ICRS solution procured in the form of a managed service provided by a single LSP – i.e. in accordance with the current LSP procurement process.

It was demonstrated that the LSP option also offers increased benefit (in qualitative terms) than the Should Cost option.  There is therefore a prime facie case for preferring the LSP solution over the Should Cost model.  The case for the LSP option is further strengthened when the impact of risk transfer and optimism bias is considered.

4
Financial Case 

This financial case is split into two components, the affordability of the LSP contract against national funding, and the need to identify and cost local activities to support these. Note that indicative local costs were included in the earlier business cases, and in his letter to Trust Chief Executives Sir Nigel Crisp asked that Trusts met any reasonable expectations of the national contracts. 

Local Funding Gap 

The following statement has also been agreed by the Cluster Programme Board:
“The Eastern cluster understands the basis of and accepts as reasonable the estimates included in the economic and affordability sections of this business case and is committed to identifying the resources needed to successfully implement and exploit the services to be made available through the National Programme for IT. The Eastern cluster is aware of the requirement to contribute to ensuring that the programme management and change management requirements are resourced and that there is sufficient IT infrastructure to ensure that the new services can be accessed.”

The Eastern cluster will work within the NHS to identify the overall resource requirement which it anticipates will be met from a combination of the following:

· continuing investment from baseline capital and revenue funds; 

· funds released through termination of existing IM&T contracts;

· transfer / re-prioritisation of existing resources;

· contribution from National Programme resources;

· supplementary capital allocation;

· supplementary revenue allocation (through MA);

· re-visiting Local Delivery Plans;

· re-visiting Local Capital Plans (SHA and Trust);

· longer term resources through strategic growth allocations (2006/07 onwards).

The local components required for the success implementation in West Suffolk Hospitals NHS Trust during 2004/5 and 2005/6 are set out in Appendix A together with their associated costs. A summary spreadsheet for all items from 2004/5 to 2009/10 is provided at the end. 
(Note that costs listed should only be those required in addition to deliver the local component of NPfIT. It is expected that many Trusts/Communities will already have resources and funding in place for many of the activities listed as a result of existing projects.) 

5
Commercial Case 

In procuring its LSP, the cluster worked within the ICRS procurement strategy as defined by the NPfIT team.

Figure 2 outlines the possible placement of risk under the managed service style contract structure envisaged.
Figure 2 – Risk Management

	Risk Category
	Potential allocation

	
	Public
	LSP
	Shared

	1. Design Risk
	
	
	(

	2. Construction & Development Risk
	
	(
	

	3. Transition & Implementation Risk
	
	
	(

	4. Availability and Performance Risk
	
	(
	

	5. Operating risk
	
	
	(

	6. Variability of Revenue Risks
	
	(
	

	7. Termination Risks
	
	
	(

	8. Technology & Obsolescence Risks 
	
	
	(

	9. Control Risks
	(
	
	

	10. Residual Value Risks
	
	
	(

	11. Financing Risks
	
	(
	

	12. Legislative Risks
	
	
	(

	13. Other Project Risks
	(
	
	


The contract has been designed to maintain the NHS’ in-house IT capability.  As such TUPE will not apply.  

6
Management Case 

Eastern has adopted a “SHA-centric” model. In this model, each SHA CE retains the SRO responsibility for NPfIT implementation in his/her SHA and is represented (directly or via another Executive Director) on the Cluster Programme Board, with Alan Burns, Chief Executive of Trent SHA, acting as lead CE for the cluster, thus taking SRO responsibility for defined activities that need to be conducted at cluster level. 
Eastern has derived a detailed Governance Framework.  It is deliberately based around the NPfIT Programme Governance Framework, in order to ensure consistency of approach. A representation of this approach is shown overleaf in Figure 7. 

Formal agreements to the implementation plans of NPfIT will be made between the DH and SHAs in the form of standardised Local Delivery Agreements (LDAs) that cover the top-level commitment to NPfIT and the overall high-level objectives, strategy and implementation methodology for NPfIT. There will be one LDA for each SHA, with each one containing a common section describing the agreed arrangements for cluster working.

The Eastern Cluster Programme Management Board (PMB) will be responsible for agreeing the Cluster’s Detailed Implementation Plan, which enables LSP resources to be directed to achieve implementation of NPfIT deliverables within the Cluster. This will be coupled with approval of local approvals to proceed (AtP2 Local) by NHS organisations, and the development of Project Initiation Documents.

Eastern is aiming to achieve and in some areas exceed the minimal standard of functionality defined by NPfIT in all local health communities in line with the nationally defined phasing.  The detailed implementation plan has been created in accordance with this overall goal.

A risk management strategy, which includes the maintenance of a detailed risk register, has been established in order to identify and deal with risks as they emerge.

Figure 3 Overview of the cluster governance structure
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An initial Benefits Management Strategy has been written and is based around the following four basic principles:

· Benefits will be managed and realised as close as possible to service delivery;

· The framework has to enable the delivery of clinical benefits across functional areas covering all health communities and not be restricted by organisational boundaries;

· It should strengthen the local knowledge and skills offering an opportunity for continuing organisational development within the local health communities;

· Be based on a nationally recognised benefits management and change management framework.

In terms of organisational and cultural changes, the implementation of ICRS is being treated as a service modernisation programme in which IT is a critical enabler, rather than an IT programme underpinned by change management as part of implementation.  The cluster approach to service improvement is to integrate change management with benefits management and realisation in order to understand the relationship between changes in working practice and benefits to patients and staff.

Effective training will be critical to the successful implementation of ICRS, Electronic Booking and other services, and usage of any service within the health community.  The LSP will work closely with Eastern and with relevant NASPs to provide a training programme for a ‘train the trainer’ approach.  Local NHS training staff will be required to deliver the training.  The initial outcome of this process will be the preparation of a training plan by the LSP for discussion during the project initiation phase.

In order to maintain stakeholder involvement, a communications strategy has been developed for the Cluster.  A detailed communications plan will also be produced – this will be a dynamic document that continually develops to meet the needs and requirements of all stakeholders and the Eastern Programme.

The Local Management Case is included in Appendix B.   

The implementation schedule is contained in the Detailed Implementation Plan delivered by Accenture on the 4th March 2004, and accepted by the Cluster Programme Board on 15 March 2004.

The plans for are contained at Appendix C, together with the plan for local NHS activity, together with the planning assumptions.

Approvals

The West Suffolk NHS Hospitals Trust Board is requested to provide conditional approval for the implementation of this local component of the National Programme in recognition and acceptance of those costs outlined in Appendix A  based on the agreed planning assumptions and the outlined sources of funds.

The Trust Board is also required to give conditional ratification and commitment to the components of the plan as included in Appendix C.   
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APPENDIX A
ADDITIONAL RESOURCE REQUIREMENTS

Additional Resource Requirements 2004/5
	Component
	Description
	Total Cost for 2004/05
	Recurrent (already included in Total Cost for 2004/05)

	IT Infrastructure
	Upgrades or replacements required for deployment of new technology to include desktop and network installations and ongoing support, including N3, smart card readers for new and existing PCs. Includes VAT
	597,790
	34,200

	
	Additional resource required to implement IT infrastructure
	35,670
	0

	Training
	Resource and facilities to train the end user community, noting that training materials and trainer training will be provide under the LSP contract
	116,193
	0

	Upgrade of legacy systems
	Resource and funding to manage and deliver the connectivity required of legacy systems. Includes Interface Analysts and Technical Specialists. Includes Commissioning, Legacy Systems, HL7 Legacy Interface Engine. Includes VAT
	126,000
	20,000



	Project management
	Resource required to manage local implementation activity
	70,035
	0

	Business change/service modernisation
	Resource required to deliver service improvements as a result of the introduction of new technology
	112,375
	0

	Cover for staff seconded to deliver the local programme
	Backfill for resource required to support the design, build and test of the new technology
	65,000
	0

	Clinical time
	Any payments to clinical staff for sessions used to advise and guide the local introduction of new technology, or in the design or introduction of local service improvements, or for training in use of the new technology 
	85,000
	0

	Resolving data quality issues
	Identify and resolving data quality issues prior to migration of that data to the LSP data centres
	46,690
	0

	Upgrading local Help Desk to 24x7 working (or contribution to cluster-wide costs)  
	Local Help Desks normally cover core office hours in weekdays. With the introduction of significant clinical functionality, help desk hours should be extended.
	23,295
	124,410

	Other local costs, if any
	
	
	

	Information Specialists
	Information Specialists for 3 types of reporting: statutory, mandatory and operational, local clinical reporting using data warehouse and feeds from Accenture service.
	47,125
	0

	Total Cost
	1,325,173
	178,610


Funding sources 2004/5

	Source
	Capital 
	Revenue

	Capital allocation from Trust sources
	125,000
	

	Revenue allocation from Trust sources – existing staffing
	
	(105,315)

	LIS funding allocation - recurring
	
	(82,000)

	E-booking funding allocation - excluded
	
	

	Other local funding (please specify) fraction of 0.25%
	19,780
	150,000

	NPfIT funding 2003/04 (Radiology Information System)
	130,000
	

	Total additional local funding – known
	274,780
	150,000


Total additional funding requirement 2004/5: capital £1,325,173

       revenue £178,610 

Total local funding identified 2004/5:
       £274,780 – capital







       £150,000 - revenue

Notes: 
Revenue funding from Trust and LIS is for existing staff contributing to the project and is not available for additional costs. 

Potential funding requirement 2004/5

	Potential funding requirement
	Capital
	Revenue

	Contribution from NHS central/NPfIT funds
	
	

	SHA strategic capital 
	
	

	Use of cash releasing benefits 
	0
	0

	Total funding required
	1,050,393
	28,610


Note: 
Go Live is June 2005 so there are no benefits in 2004/05.  

Additional Resource Requirement 2005/6

	Component
	Description
	Total Cost for 2005/06
	Recurrent (already included in Total Cost for 2005/06

	IT Infrastructure
	Upgrades or replacements required for deployment of new technology to include desktop and network installations and ongoing support, including N3,smart card readers. Includes VAT
	10,000
	34,200

	
	Additional resource required to implement IT infrastructure
	20,808
	0

	Training
	Resource and facilities to train the end user community, noting that training materials and trainer training will be provide under the LSP contract
	187,340
	0

	Upgrade of legacy systems
	Resource and funding to manage and deliver the connectivity required of legacy systems. See 2004/05. Includes VAT
	0
	9,000

HL7 interface engine

Additional services tba

	Project management
	Resource required to manage local implementation activity
	99,180
	0

	Business change/service modernisation
	Resource required to deliver service improvements as a result of the introduction of new technology
	94,250
	29,000

	Cover for staff seconded to deliver the local programme
	Backfill for resource required to support the design, build and test of the new technology
	45,000
	0

	Clinical time
	Payments to clinical staff primarily for training in use of the new technology 
	125,000
	0

	Resolving data quality issues
	Identify and resolving data quality issues prior to migration of that data to the LSP data centres
	0
	0

	Upgrading local Help Desk to 24x7 working (or contribution to cluster-wide costs)  
	Local Help Desks normally cover core office hours in weekdays. With the introduction of significant clinical functionality, help desk hours should be extended.
	0
	124,410

	Other local costs, if any
	
	
	

	Information Specialists
	Information Specialists for 3 types of reporting: statutory, mandatory and operational, local clinical reporting using data warehouse and feeds from Accenture service.
	94,250
	0

	Total Cost
	
	675,828
	177,470


Funding sources 2005/6

	Source
	Capital 
	Revenue

	Capital allocation from Trust sources
	225,000
	

	Revenue allocation from Trust sources
	
	(105,315)

	LIS funding allocation
	
	(82,000)

	E-booking funding allocation - excluded
	
	

	Other local funding (please specify) – 0.50%
	
	256,000

	Total additional local funding
	225,000
	256,000


Total additional funding requirement 2005/6: £675,828 – capital

       £196,610 revenue

Total local funding identified 2005/6:
       £255,000 – capital

Less Radiology Information System               £130,000 – capital

                         Total capital available   £125,000 - capital




 Total revenue available  £256,000 – revenue

Note: 
Trust revenue allocation and LIS funding is for existing staff contributing to the project and is not available for additional costs. 

Potential funding requirement 2005/6

	Potential funding requirement
	Capital
	Revenue

	Contribution from NHS central/NPfIT funds
	
	

	SHA strategic capital 
	
	

	Use of cash releasing benefits - Functionality not known
	0
	0

	Total funding required
	625,298
	420,222


Note  The Radiology Information System must be replaced as part of Additional Services in 2005/06 at the same time as the PAS in June 2005, as it is currently an integral part of the HISS. The £130k NPfIT capital for that system has been put towards 2004/5 the NPfIT core implementation. 

	CAPITAL
	P1R2
	P2

	Programme Staffing Cost
	Cost 2004/5
	Cost 2005/6
	Cost 2006/7
	Cost 2007/8
	Cost 2008/9
	Cost 2009/10

	PAS
	£294,543
	£326,105
	£251,140
	£251,140
	£481,110
	337,560

	Clinicals Basic Advanced
	£109,983
	£163,705
	£134,270
	£134,270
	£408,030
	£261,000

	A&E
	£31,175
	£32,263
	£34,510
	£34,510
	£34,510
	£34,510

	Theatres
	£43,355
	£39,513
	£34,510
	£34,510
	£34,510
	£34,510

	Maternity
	£59,958
	£58,653
	£30,450
	£30,450
	£30,450
	£30,450

	Total Staff Cost
	£539,014
	£620,239
	£484,880
	£484,880
	£988,610
	£698,030

	Hardware Infrastructure Cost
	£597,790
	£10,000
	£39,500
	£72,000
	£272,000
	£72,000

	Legacy Systems
	£126,000
	£0
	£0
	£50,000
	£20,000
	£20,000

	Accommodation
	£21,000
	£14,000
	£20,000
	£20,000
	£20,000
	£20,000

	Total Non-Staff Cost
	£744,790
	£24,000
	£59,500
	£142,000
	£312,000
	£112,000

	Total Costs
	£1,283,804
	£644,239
	£544,380
	£626,880
	£1,300,610
	£810,030

	Benefits Realisation
	 
	 
	 
	 
	 
	

	NPfIT monies (the £84m)
	?
	 
	 
	 
	 
	

	NSC Strategic capital
	?
	 
	 
	 
	 
	

	Local capital programme
	£274,780
	£225,000
	£225,000
	£225,000
	£225,000
	£225,000

	Existing NPfIT allocation (RIS)
	£130,000
	£0
	£0
	£0
	£0
	£0

	Total Capital available
	£274,780
	£225,000
	£225,000
	£225,000
	£225,000
	£225,000

	Total Costs Leap
	£1,009,024
	£419,239
	£319,380
	£401,880
	£1,075,610
	£585,030

	
	
	
	
	
	
	

	ADDITIONAL SERVICES
	 
	 
	 
	 
	 
	

	Radiology Information System
	£0
	£130,000
	£0
	£0
	£0
	£0

	Commissioning
	£20,000
	£0
	£0
	£0
	£0
	£0

	Legacy Systems 
	£24,000
	£0
	£0
	£0
	£24,000
	£0

	Additional Services Total - minimum
	£44,000
	£130,000
	£0
	£0
	£24,000
	£0

	
	
	
	
	
	
	

	REVENUE
	
	
	
	
	
	

	Clinical and Backfill Staff
	£150,000
	£170,000
	£0
	£0
	£150,000
	100,000

	Hardware Infrastructure Cost
	£0
	£34,200
	£34,200
	£34,200
	£74,200
	£74,200

	Legacy Systems
	£0
	£9,000
	£9,000
	£9,000
	£9,000
	£9,000

	Capital charges - year it is relevant to
	tbc
	tbc
	tbc
	tbc
	tbc
	tbc

	
	£150,000
	£213,200
	£43,200
	£43,200
	£233,200
	£183,200


APPENDIX B

LOCAL MANAGEMENT CASE

1. Local Context

West Suffolk Hospitals NHS Trust is a medium sized trust that provides acute services in West Suffolk for a population of 275,000 and manages services on three sites:

· West Suffolk Hospital, Bury St Edmunds which provides a full range of acute services with all associated day surgery and outpatient services

· Walnutree Hospital Sudbury with Care of the Elderly beds, a day hospital and outpatient services

· St Leonards Hospital, Sudbury which provides outpatient and x-ray facilities

· Outpatient services are provided on additional sites eg Newmarket Hospital managed by the PCT.

The Trust is seeking Foundation Trust status for October 2004.

2. Strategy

General principles for the Trust’s IM&T Strategy are:

· Centred around patients and patient flows rather than systems

· Accessible and translatable into different environments and therefore will communicate with other partners in GP practices and networks

· Easily retrieved data with skills to provide clinical and management information

· Incremental implementation building on best of breed systems

· Support for evidence based practice and learning

· A workforce equipped with skills to handle the new environment

· Flexible outputs from all systems to support planning and governance requirements

· Flexible enough to address changes brought about by redesign of services

· Web based and adaptable to new technologies

· Confidence in a secure system, supported 24 hours per day

It is planned to carry out local implementation of the National Programme for IT using these principles and to ensure that there is no step back in facilities available eg local reporting. These requirements will be addressed at the planning stage. 

3. Scope
The Trust will be taking Phase 1 Release 1 (P1R2) of the Accenture offering for the NHS Care Record Service comprising the following core services:

· Patient Administration System

· Clinicals Basic Advanced

· A&E

· Theatres

· Maternity

Under Additional Services the Trust will be required to fund:

· Radiology Information System

· Commissioning 

· Legacy Systems interfacing

· Maintenance of local reporting.
It should be noted that replacement of the PAS automatically means replacement of the A&E and Radiology modules that sit around it. 

The Accenture service will provide the gateway to the national elements of the National Programme for IT for which the Trust will also be planning in conjunction with the Local Health System and the Choice programme:
· NHS Care Record Service – the NHS Spine

· E-Booking

· ETP – Electronic Transfer of Prescriptions within the Spine

The Accenture service will provide support for three kinds of reporting:

· Statutory reporting

· Mandatory and operational reporting

· Local reporting – whereby activity data will be provided as an additional service for local planning, performance management and clinical reporting. 

The Trust will be moving from systems managed on site to a hosted service managed by Accenture. The Trust will be responsible for the local infrastructure (desktop and network), as well as the first line Help Desk service.

During project implementation the Trust will be responsible for the following headline tasks:

· Data cleansing and migration

· Mapping of business processes and remapping to the new solution to ensure no step back in functionality and to support the conversion training

· Data warehouse facilities to support local reporting and to provide access to historic patient data

· Appropriate LAN and Desktop Infrastructure to enable NASP (National Application Service Providers eg e-Booking) and LSP (Local Service Provider – Accenture) standards to be met

· Training strategy and deliverables

· Project management

· Change management

· Communication

· Information Governance.

4. Project Structure
Management arrangements are as shown below.  There is clinical and executive director representation on the West Suffolk Programme Board and the Trust IM&T Strategy Group for NPfIT. 

· Trust IM&T Strategy Group chaired by the Medical Director will provide accountability and recommendations 

· Project Implementation Steering Group chaired by a clinician will provided co-ordination of Trust-wide projects

· Individual projects will have a project manager.

· These groups will manage Trust preparation before the arrival of Accenture in October 2004.  They will form the basis of a joint project team for implementation from October to June 2005, culminating in agreed deployment ie fit for service in August 2005.

The Trust will participate in the West Suffolk Programme Board Structure which is chaired by the Chief Executive of the PCT. There are cross-community leads for the four main strands of the National Programme: NHS Care Record, ETP, Infrastructure, and e-Booking. E-Booking within the Trust and within the local health system is closely allied to the Choice Programme. 
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Approval of the ATP2 and the PID will be by the Trust Board, for submission to the West Suffolk Local Programme Board and Norfolk Suffolk and Cambridge Strategic Health Authority. 

5. Project Approach

The project will be managed according to PRINCE2 (PRojects in Controlled Environments) methodology.

The Project Implementation Steering Group will meet monthly and report to the monthly meeting of the Trust IM&T Strategy Group for NPfIT (Project Board).  The IM&T Strategy Group will report internally and to the West Suffolk Local Implementation Board on a monthly basis.

Project Team meetings will be scheduled according to the progress of each component project.  Papers will be circulated at least two working days prior to each meeting. Progress reports will be submitted to the Project Implementation Steering Group for each meeting, who will submit exception reports, risks and other issues to the IM&T Strategy Group.

Any changes to the Project Implementation Document will be communicated in writing and submitted by the Project Manager to the Project Implementation Steering Group and the Board.  A table of all project deliverables will be maintained within the Project Initiation Document.

Joint project teams with Accenture will operate from October 2004, with additional reporting to Accenture and the Strategic Health Authority. 

2. Benefits

Key benefits of the nationally negotiated contract are:

· Value for money, as a result of hard negotiation on aggregated NHS demand

· One single patient record shared by all healthcare professionals, improving access to patient information and eliminating much duplication of recording and testing of patients

· Support for integrated care pathways across all settings. Support for NSFs

· Improved patient safety as all necessary information is available wherever the patient 

· Automatic production of activity and other national reporting

· Very high service levels – comparable to the Stock Exchange.

The functionality to be received from Accenture under P1R2 is outlined below.  The Trust will also receive a Radiology Information System with much more clinical functionality than hitherto.

	Integrated Patient Management ie PAS
Logon, Access Patient Records

Manage Patient Demographics 
Manage Appointments

Manage Work Lists

Manage Waiting List

Scheduling, Stock & Resource Management 

Admit, Discharge and Transfer Patients

Bed Management

Send and Receive Communications

Casenote Tracking

Reporting/ Audit Trail/ Manage Patient Data


	Access to e-Booking, NHS Spine, Electronic Transfer of Prescriptions


	Integrated Care Management Basic 
-Assessments

−Clinical documentation

−Pathology and radiology results reporting

−Access to on-line knowledge sources

−Scheduling enhancements 

−Care plans and pathways

−
Theatre
−Operating theatre support

−Critical care events recorded

−Integrated theatre scheduling

−Theatre stock control

	Maternity
−Integrated with medical monitoring equipment

−
Reporting

−Implemented across all settings

−Advanced reporting across care settings

−Reports to monitor NSF compliance

−
A&E

−Links with mobile paramedics

−Advanced monitoring within A&E

−Advanced decision support



Generic benefits from the introduction of electronic patient records were identified by the Trust for the earlier Strategic Outline Case and have been updated for the Accenture product set. 

	Strategic Investment Objectives
	Related Benefit Criteria

	Support the delivery of better patient services by healthcare professionals
	More effective use of clinical staff time.

Ability to share patient notes.

Better co-ordination of discharge facilities.

Availability of up-to-date patient information at the point of care.

	Closer working with primary care
	Direct access to service booking.

Better co-ordination of discharge arrangements.

Support for collaborative care.

	Facilitate implementation of clinical governance, clinical standards and performance assessment, learning and education
	Support for monitoring National Service Frameworks.

Exception reporting against Care Pathways.

Support for CPD and life-long learning.

Reductions in litigation risk through better documentation.

Identifying areas of concern (reporting).

Implementing protocols.

Better information for audit.



	Improve Patient and Carer interaction within Acute Trust and Local Health 
	Access via flexible and responsive service bookings

	Community: Improve patient access and choice
	Patient access and choice.

Reductions in cancelled admissions and appointments.

Improved patient experience (eg avoiding unnecessary questions and tests).

Improved access: reductions in waiting times.

	Support for flexible management of services
	Provide clinicians and managers with the ability to respond more flexibly to changing demands.

Enable effective working.

Better information: better reporting.


A Benefits Realisation Plan will be put in place once new and existing business processes have been mapped, and the Phase 1 Release 2 functionality is available for review.

The Project Groups will define the detailed requirements of the business process and the benefits that will result from the project.  This will include consideration of changed working practices, the change management process required, and the approach to use of a single patient record.

The project has been designed to include key clinicians from the outset.  The Project Implementation Steering Group will have the role of approaching the project in an integrated way covering all elements of planning, benefits realisation and project management.

The proposed approach recognises that the critical success factor in realising benefits will be actual usage of the system across the Trust to manage the processes supporting patient care.

7. Risks

There is a significant degree of risk associated with this project, particularly in the area of cultural and organisational change. A Risk Register will be set up at the beginning of the project to identify Trust wide and project specific risks, to determine ways to address defined risks.  It is important that clinicians and other staff are able to see that potential risks have been identified and that a realistic risk management plan has been put in place.

The Risk Register has already been established and contains the following key risks:

· Trust is exposed to financial loss due to inability to realise investment benefit

· Patients may suffer from deterioration in the quality of care as a result of computer system problems

· Clinicians may be hampered in their ability to carry out patient care due to deficiencies in the proposed solution

Other risks identified in the West Suffolk Hospital Plan by Accenture for the 60 Day Plan were:

	Risk
	Action to Address

	Critical lack of resources within WSH to support the project.
	Re-scope project to deliver effectively within available funding.

Engage across WSH and across SHA to identify appropriately skilled resources.

	Competing agendas eliminating business lead resource for change management.
	Workforce planning and backfill within the Trust to address Agenda for Change and Foundation Trust as well as NPfIT.

Plan to address e-Booking at the same time.

	Lack of engagement with clinicians
	Early communication from clinical champions to the clinical community of the need to engage in program.

Communication Strategy for benefits.

	Clinical time for fit with patient processes and for receipt of training.
	Backfill for both purposes. Also pay staff to train in their own time.

	Administrative time for staff to train if business continuity and patient care is not to be at risk. These staff are the 

heaviest users of the system and will require most time to train
	Obtain funding for backfill. Pay staff to train in their 

own time.

	Legacy systems – interfaces and changes to contracts. 
	Early engagement with vendor on NSC wide basis to understand implications and to obtain group approach on costs.

	Functionality not seen in detail.
	Confirm scope and functionality before signing off PID. Ensure no step back in functionality.

	No space for project team.
	Assess potential to free up space within WSH. Consider alternative temporary project space ie. Portakabin.

	No space for training.
	Assess potential to free up space within WSH. Consider alternative temporary project space outside the building perimeter or mobile SHA facilities.


As detailed project plans are developed for project components a risk analysis will be carried out for each activity in order to provide the Risk Register with a proper structure that can be addressed. 

APPENDIX C

IMPLEMENTATION PLANS 
AND PLANNING ASSUMPTIONS

1.
Implementation

Trust implementation of the National Programme for IT is planned for June 2005, with joint work with Accenture beginning in October 2004. 

The top level plan for PAS is shown below, as the major system for replacement. The other components eg Maternity will have similar top level plans; all will have underlying plans in much more detail.  

There will be an overarching plan for the whole implementation. The plan below shows Trust preparation in yellow (lighter) and joint  work with Accenture in blue (dark). 
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Access to e-Booking is enabled by  the Accenture deployment but is being provided by the National Application Service Provider.

e-Booking is closely allied with the Choice programme within the Trust and the Local Health System.

The User  Forum will maintain close links with clinical forums eg Medical Staff Committee and the Clinical Professionals Committee.


2.
Planning Assumptions

Assumptions have been grouped into categories.
Costing Assumptions

Non-Pay Costs

· Non-pay costs include VAT. 

· Some non-pay costs are unknown eg cost of additional services from Accenture.

· Further work is required on the 24x7 Helpdesk, in the light of the primary care element.

· Cost of extraction from existing contracts eg PAS, Theatres is unknown.

Project Staffing

· Posts have been phased eg PAS Project Manager, Training Manager and data cleansing start in July, business leads in September. Training peaks from January to September 2005.

· The standard NSC resource costs have been used and include on-costs at 16%. 

	Resource Type
	Salary
	
	On Costs

	Project Manager
	£30,000
	
	£4,800

	Project Support
	£18,000
	
	£2,880

	Trainers
	£18,000
	
	£2,880

	Training Co-ordinator
	£22,000
	
	£3,520

	Data Cleansing
	£14,000
	
	£2,240

	Interface Analyst
	£30,000
	
	£4,800

	Information Specialist
	£25,000
	
	£4,000

	Change Management
	£25,000
	
	£4,000

	Technical Specialist
	£30,000
	
	£4,800

	1st Line Helpdesk Support
	£16,500
	
	£2,640

	Desktop Support
	£20,500
	
	£3,280

	Training Administrator
	£14,000
	
	£2,240


· Existing staff who will contribute the project are not represented in additional costs. 

· A core team remain throughout: PAS Project Manager/Support, Training Manager/Support, Trainers etc and is increased again for Phase 2. These staff have been identified under recurring costs in the tables for 2004/5 and 2005/6

· Desktop support is for staffing to install new PCs and Smart Card readers. 

· The Helpdesk will go live in April 2005 as required across NSC. It will be increased to support Phase 2

· The 24x7 Helpdesk will support primary care in Suffolk West PCT from 6 pm to 8 am for receipt of calls from Accenture, NOT for any user support for hardware, infrastructure or 1st line software support

· No attempt has been made to cost support of e-Booking as insufficient is known at this time

· No attempt has been made to cost support of e-TP as insufficient is known at this time.

Hardware and Infrastructure

· PAS hardware can be supported until June 2005 by arrangement with iSoft and Accenture
· Infrastructure includes: PC hardware to national specification, network upgrade, PC and network installation. Planned replacement
· PC hardware has been upgraded to a standardised desktop environment for all LSP and NASP users. Volumes have been calculated from a detailed inventory.
· The touch-screen terminals in Theatres will need to be replaced to meet the national PC specification
· PC hardware costs include Smart Card readers.
· Smart cards to be provided by the NASP
· Existing laser printers meet Accenture requirements
· Replacement has been phased on the basis of 100 PCs per year and 10 printers
Data Quality and Data Migration

· The Trust will migrate 2 years of PAS data + the current year. Data cleansing work will address duplicates and presence of the NHS Number

· A feed will be required from Accenture of patient record data to maintain local local reporting eg business planning and clinical audit

· A patient demographics feed will be required from Accenture to feed existing remaining systems eg the Cancer database – to ensure no step back in functionality

· A data warehouse will be required on-site to access historic PAS patient information for patients presenting who have not been to the Trust for 3 years

· Access to the current DIP (Document Imaging System) for patient health records over 3 years old will also be required

Legacy Spine Compliance

· Spine compliance Dec 2004 is not required due to timing of the core implementation.

Solution Assumptions

· There will be no step-back in functionality from existing applications

· Existing patient demographic and other feeds identified in the 60 Day Plan (Detailed Implementation Plan for West Suffolk Hospital) will be maintained

· The P1R2 solution will be in place in time to support process driven gap analysis workshops

· Material will be available to enable a solution walk through to be conducted to provide team members with an overview of the solution within the agreed timescales to be defined in the project initiation

· N3 or equivalent ‘sufficient’ network bandwidth is provided in the required timescale

· Performance meets the national contract SLAs and supports operational working in clinical, management and administrative areas

· Additional hardware is procured and installed within the project timescales to support delivery of the solution

· The central infrastructure and software products to support P1R2 are available within appropriate timescales

· The NASP infrastructure for the Spine, e-Booking and single sign-on are available within appropriate timescales

Resource Assumptions
· Sufficient funding is provided from local and central resources

· Cost of extraction from existing contracts is at a reasonable level

· Appropriate resources can be identified from within the Trust, SHA or externally to support the required resource levels and with appropriate skills to ensure a successful delivery

· Clinicians will be engaged to the required level and actively participate in project activities as required

· Backfill will be available for clinicians to participate in project work and training

· Backfill will be available for administrative staff who are heavy users of the system for training 

· The Trust agrees to pay clinical and administrative staff to undertake training in their own time

· Backfill for business leads ensures input on business processes

· Turnaround times by all parties including LSP/Trust/3rd parties are timely to support the planned project timeframe

· Accommodation is provided for the project team in line with Trust estimated resources + Accenture project team staff.
3rd Party Assumptions

· Existing suppliers co-operate with the data extraction and cleansing process and data can be extracted in the required format
· Existing suppliers will continue to support the legacy system until an appropriate data archive solution has been put in place by the Trust
· All responsibility for running legacy systems remains the same, until a core LSP solution is provided
Conversion Assumptions

· A central data conversion strategy is clearly set out to enable a local conversion strategy to be defined at an appropriate time in the project time-frame
Training Assumptions

· The Trust is responsible for any Windows/web competency training for staff using the Accenture and NASP products

· Accenture will provide Train the Trainer training

· The Trust will provide trainers for delivery of Trust staff training

· All trainers will have appropriate skills to enable them to deliver the required training

· Classroom training will be supplemented by CBT materials provided by Accenture

· Approximately 1600 staff will require training in some aspect of the Accenture solution

· The Trust will populate and maintain the Accenture LMS (Learning Management System) which will track staff requiring training and completion of requirements.

3. Information Governance Plan

Information Governance will be built into all component projects including e-Booking and will include looking at individual information flows and the impact of changes on policies and procedures. 

This work will be supported by the Information Governance Officer and will receive input from the Information Governance Steering Group, which in turn will advise the Project Board. There will be liaison with the Suffolk West Information Governance structure. 

The Information Governance Officer will be responsible for accessing guidance from the Centre eg actual ownership of patient records and communicating that to component project teams to ensure consistency of approach.  As an example the project will draw on the Information Governance Framework for single sign-on authentication to the national and Accenture systems. 

4. Training and Change Management Plan

The Trust recognises that NPfIT is a major change management project rather than an IT project. Success will depend on 3 key components delivering:

· People

· Service

· Technology

The Trust Strategy has been updated to include NPfIT training activities for 2004/5 and 2005/6. An overview of resources and activities is given below.

	May 2004
	Windows Competency Training Needs Analysis

	May - January
	Windows Competency Training

	July
	Training Manager, Admin Support, 2 Windows Trainers join

	October 
	2 PAS Trainers join

	January
	4 PAS, 0.5 A&E, 0.5 Theatres, 1 Maternity Trainers join

	
	

	April 2005
	2 PAS, 0.5 A&E, 0.5 Theatres, 2 Maternity Trainers join

	May - June
	6 weeks direct training prior to Go Live on 30 June

	September
	Remove 4 PAS, 0.5 A&E, 0.5 Theatres, 2 Maternity Trainers

	January
	Remove 2 PAS trainers


Staff who will remain as part of the core team will be: Training Manager, Training Support, 3 PAS Trainers, 1 A&E/Theatres Trainer, 1 Maternity Trainer, 1 ICM Trainer.

Change management staff for IPM and ICM modules will:

· map existing processes

· undertake modernisation using the new opportunities

· identify new processes 

· feed into the training programme

· address cultural change with business and clinical leads, and ward and departmental staff.

Delivery of training for P1R2 is by care setting and will be managed internally by the Trust. There will be liaison with the ETD Co-ordinator for the Suffolk West Local Health System, who will also operate across Suffolk for primary, community and mental health care. 

5. Communications Plan

A joint Communications Strategy has been approved by the Suffolk West Programme Board. This will ensure co-ordination of messages across staff groups in primary, acute and mental health care while enabling greater detail for organisation specific communications. Social services and the ambulance will be included as required. 

As well as awareness and education the Communications Plan will communicate relevant actions for each milestone in the project plan.
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