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1    Strategic Context 
 
1.1  The strategic context indicates that EHCR will address demand/regional 

reform/patient safety, quality, efficiency alongside replacement of IT systems, 
and has been consistently badged as a transformation programme; however, 
the OBC does not describe sufficiently the business change processes which 
must take place in parallel with a systems implementation to support the 
transformational change envisaged.  

 
1.2  Some of the definitions require further expansion; the distinction between a 

‘Record in Common’ and an EHCR is not fully explained.  
 
1.3  There is a perception that the strategic context immediately moves to justify a 

physical system-wide EHCR. In other business cases, this approach has been 
rejected by economists who insist that the strategic context be neutral and not 
immediately advocate a preferred option. It does not help that option 8 is 
described as an EHCR, given the definitional ambiguity between EHCR and 
Record in Common. 

 
2    Blueprint 
 

2.1 Moving beyond a high level strategic context, there is a requirement for a clear 
analysis of the maturity, efficacy and issues of the current ‘as is’ system 
architecture and a clear vision of what will be different at the end of this 
programme when the ‘to be’ blueprint is delivered. Whilst acknowledging some 
systems e.g. PAS are approaching an end-state which affords opportunity for 
change, it is not a natural conclusion that ALL systems must be replaced with 
a system-wide replacement approach.  

 
2.2   The blueprint should describe HOW the desired state will be achieved by 

business change managers and benefit owners – simply providing the “tool” 
for change i.e. new technology is not sufficient to realise benefits.  

 
2.3  The future state blueprint must also fully describe the support needed to 

transition into normal business as usual and ongoing support requirements. 
 
3 Options assessment 
 

3.1 The assessment of options does not explicitly and consistently reference 
against objectives in a systematic fashion. The assessment would benefit from 
a table which fully describes the content and capacity of each option and its 
ability to meet each objective. In this table options should be considered 
against each objective simultaneously on their own merit rather than be 
comparison with another option. 
 

3.2 The assessment of options is not helped by describing elements of the 
solution as optional in some of the options while apparently considering them 
included in others.  
 

3.2 PAS replacement is fundamental but cannot be considered as a simple 
replacement of existing functionality – the market has moved on and where 
PAS replacement is part of an option, there is a need for clarity of what is 
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offered to ensure that elements now considered integral to a modern PAS are 
not double-counted – ED;Theatres etc apply. 

 
3.4  When assessing the options there is little recognition or acknowledgement of 

the demonstrated achievement of current systems against the anticipated 
achievement of new systems. NIECR and NIPACS track record of delivery of 
reform in clinical practice should be given relevant weighting. 
 

4 Benefits 
 

4.1 The benefits section is scant in terms of the scope and detail of the benefits 
identified. While some IT benefits in terms of licensing savings are identified, 
business benefits are not clearly articulated or quantified to the extent that 
would justify such a large and risky capital investment. The detail of the 
benefits needs to be expanded and a cost allocated to each benefit in order to 
justify the investment. 

 
4.2 Benefits tend to be written from the perspective of the system-wide 

replacement Option 8 rather than a differential approach whereby each 
options incremental benefits are identified and assessed in conjunction with 
the associated costs/risks.  

 
4.3 The impact of different timelines for delivery of options on benefit realisation is 

not accounted for.  
 

4.4  It is not clear in the OBC who the benefit owners are, and whether the claims 
have been independently assessed for veracity. 

 
5 Resource 
 

5.1 It is unclear how much resource is associated with the business change 
elements of any of the options. The text makes assumption about existing 
resource being available including BSO PALS and DLS, system managers, 
clinical and business staff. The OBC appears to treat these resources as a 
‘free good’ and are not recognised as identifiable costs. Experience from other 
large-scale system implementations and business change programmes show 
that this is the area of largest financial impact. 

 
5.2 All resource costings would benefit from being externally verified alongside the 

actual costs of this element. Any ambiguity in this area within the business 
case will increase risk that the programme fails due to lack of resource or that 
it goes over budget because it has to fund the resource required. 

 
 5.3 By way of example, the super user element approximates to 50 WTE for 1 

year. The other resource identified approximate somewhere between 210 and 
225 at maximum. Greater Glasgow had a full time team of 150 for 4 years just 
to replace PAS and excluding ED. Previous work by Gartner on earlier drafts 
of the OBC highlighted the need for rigorous assessment and external 
verification. 

 
5.4 Resource numbers should be based directly on UK examples encompassing 

both health and social care.  
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6 Costs 
 

6.1 The financial figures are unclear and appear inconsistent across the options, 
particularly in treatment of “optional elements” such as LIMS and NIECR 
development. 

 
6.2 The financial model appears complex and needs professional finance input as 

it seem to involve modelling changes to the whole health delivery model. 
 
6.3 There is a recognition that information on costs and capability of systems in 

the marketplace currently need to be updated, and this is reflected in the 
recent RFI. Unfortunately the RFI appears to only ask for information pertinent 
to option 8. The RFI should secure relevant information for all options to 
ensure consistency of approach and balanced assessment of options. To do 
otherwise risks accusations of preconception in development of the business 
case and justification of a preferred and preconceived solution. 

 
6.4 The risk exists that the strategic need for current system contract extensions 

e.g. PAS while this OBC is under development is not recognised and acted 
upon. This may result in hugely increased costs to maintain current status quo 
systems. 

 
7 Dependencies 
 

7.1 Any planning should be based on the actual dates for contract expiry and 
include the timescales for procurement and replacement, there should be no 
assumption that the service can run at risk of legal challenge to a contract 
extension or without support 

 
7.2 Some of the dates on the contracts look incorrect e.g. the replacement date for 

NIPAC is given as 2023. The contract extension will run to 2021 with the 
services having to be completely replaced by 2021 i.e. not starting in 2021. 

 
7.3 This should be clearly outlined in a Gantt chart and each option represented 

against the challenges of system replacement. Risks around maintenance of 
existing systems should be captured and represented also. 

 
7.4 Issues around parallel running of existing systems, decommissioning of 

existing systems and the interface challenge require greater consideration and 
reflection in the document. 

 
7.5 The question of how interim deliverability of programmes such as the new 

Lims, Nipacs, Accelerated access, Patient portal and further development of 
ECR all of which will be delivered or partially delivered before an EHCR is 
implemented has not been adequately addressed in the OBC. Does that 
change the dynamic of the assessment of need? 

 
7.6  There is a clear dependency on the work of various infrastructure programmes 

such as Accelerated Access and Identity Management. This must be explicitly 
identified in the OBC. 
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7.7  There is a clear dependency on the need for 24/7 support for the EHCR but 
this has not been reflected in the costings. 

 
8         Risks 
 

8.1 The risks seem to all have the same weightings which is unrealistic.  
 
8.2 The highest risks should be around the need for system wide business change 

and the need for effective governance and implementation of these changes.  
 
8.3 The scope and granularity of those business changes varies between options 

and this is not reflected in the risk analysis.  
 
8.4 Experience from previous EHCR implementations suggests misplaced 

optimism of the feasibility of delivering large-scale change in terms of 
costs/timeframes and resources has been an issue.  

 
8.5 The issue of feasibility could be addressed by a pathfinder or pilot approach 

allowing the region to learn from experience. 
 
8.6 Given what is known elsewhere about the scale of challenge in replacing the 

regional PAS system the OBC needs to address the expectations of what is 
really achievable in the first five years of an EHCR implementation within the 
constraints of resource availability. 

 
9 Plans and timeframes. 
 

9.1  Given the scale of the business case, the timeline for finalisation and approval 
should be clearly set out in tabular form to EHCR Programme Board, with an 
assessment of achievability explicitly tested with key authorising parties. 
(previous experience would suggest the likelihood of significant time required 
for addressing queries and challenge) 

 
10 Clinical 

 
10.1 When assessing the options there is little recognition or acknowledgement of 

the demonstrated achievement of current systems against the anticipated 
achievement of new systems. NIECR and NIPACS track record of delivery of 
reform in clinical practice should be given relevant weighting. 
 

10.2 There is a definition of enhanced clinical safety which relies entirely on clinical 
decision support. This is a very narrow and superficial analysis of the clinical 
safety benefits which accrue to robust standardized clinical and business IT 
systems. For example both NIPACS and ECR have made enormous 
contribution to clinical safety but neither have clinical decision support 

 
10.3 The question of how clinicians will benefit from an EHCR approach needs 

further developed. Current real-world experiences would appear to indicate 
that faster bi-modal innovation which does not require system-wide change 
control of a big physical system with all the attendant cost and upheaval that 
represents delivers greater benefit to the clinicians agenda. 
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10.4 Much is made in the OBC of the business intelligence/analytics that would be 

delivered by option 8 without an assessment of the current data warehouse 
capability which allows disparate systems to be analysed as a whole. There is 
no exploration of an option to further develop and exploit this already existing 
capability. 

 

 
 


