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An introduction



October 1950 - 75 years ago…

Turing, Alan M. 1950. “Computing Machinery and Intelligence.” Mind 59, no. 236: 433–460.



Where it all began



December 1992

Getting Better with Information – the
“shoebox”

The Strategy is guided by the following key principles:

Information will be person-based

 Person-based systems will hold a healthcare record for each individual which can be referenced
to that person’s NHS number.

Systems may be integrated

 Wherever practical, data will need to be entered on a computer only once. Subsequently, it may
be available, in whole or in part, on other designated NHS systems. Steps will be taken to protect
confidential information from unauthorised access.

Information will be derived from operational systems

 Subject to safeguards to maintain the confidentiality of personal health information, data will be
obtained from systems used by healthcare professionals in their day-to- day work. There should be
little need for different systems to capture information specifically for management purposes.

Information will be secure and confidential

 Great care will be taken to ensure that the information held on computer will be available only to
those who need to know it and who are authorised to know it.

Information will be shared across the NHS

 Common standards and NHS-wide networking will allow computers to communicate so that
information can be shared, subject to security and confidentiality safeguards.



British Journal of
Healthcare Computing and
Information Management

October 1997 Vol 14
Number 8

October 1997 - The Health Information Bank



The Information Governance reset

December 1997 – First Caldicott Report



25th March 1998

Information for Health

Soft launched at HC98 in

Harrogate, Frank Burns wanted

Information for Health published

“before the daffodils have gone”



17th April 1998 – IfH Business Case

Objective
To ensure that NHS professionals have reliable
and rapid access to the medical (and relevant
social) histories of all their patients on a 24 hour
basis

Benefits
• Patients do not have to repeat their details

unnecessarily
• Supports the progression to seamless care
• Efficient admission, discharge and transfer

process
• Reduce unnecessary investigative procedures

and tasks
• Improved quality of decision making



"If I live in Bradford and fall ill in

Birmingham, I want the doctors

who treat me to be able to have

access to my records”

NHS 50th Earls Court

5th July 1998



The basis of the strategy was a commitment to
develop:

• Lifelong electronic health records for every person
in the country

• Round-the-clock online access to patient records
and information about best clinical practice for all
NHS clinicians

• Genuine seamless care for patients through GPs,
hospitals and community services sharing
information across the internet

• Fast and convenient public access to information
and care through online information services and
telemedicine

• Effective use of NHS resources by the provision of
health planners and managers with the
information they need.

September 1998



The concept of the Electronic Health Record

Objective
A key objective .. is the creation of
an electronic health record within
primary care which is universally
accessible and records the
healthcare of individuals throughout
their life.



IfH implementation

 Health Authorities should co-ordinate local production of an initial Local

Implementation Strategy by March 31st 1999, together with local NHS

Trusts, Primary Care Groups (PCGs), Social Services and other local

partners, ensuring that health and social care professionals are at the

centre of the decision-making process.

 The White Paper - The new NHS - Modern, Dependable - requires Health

Authorities to ensure collaboration between organisations. Key features of

the approach to implementing Information for Health reflect the need for

strong leadership, from Chief Executives and others, to address cultural

change issues around the new requirements to manage information across

"whole systems".

Key features include

• A requirement that local organisations involved in improving health and the

delivery of health and social care services undertake joint strategic

planning for the development and use of information systems and

technology and adopt a "whole systems" approach to such planning

• explicit linkage between the local Health Improvement Programmes

(HImPs) and the implementation of information systems as a key means of

achieving the aims and objectives of the HImP.

27th November 1999



Recommendation 3: Get on with rolling out
the NHS Number across the country such that
every citizen has a plastic identification card
which they should then be expected to
produce at any encounter with the NHS (at
least on those occasions where the NHS
Number has not already been captured). As
more organisations begin to incorporate the
NHS Number into their systems, so it will
become easier to make electronic linkages
between systems.

Recommendation 4: Remove, as quickly as
possible, the barriers to the use of the NHS
Number by Social Services and others who
are part of the EHR community but who do
not currently have legal access to it. Use of
the NHS Number is critical to the success of
the EHR.

3rd November 2000



 Public Services Productivity Panel

 Emphasis on the development of

Local Implementation Strategies

 Supported by Secretary of State for

Health – Alan Milburn ! - and the

Chief Secretary to the Treasury

 Focus on whole system integrated

working

December 2000



 Electronic Record Development

and Implementation Programme

(ERDIP) evaluation

 Technical implementation only a

small part in successful adoption.

We repeatedly underestimate the

organizational and cultural

changes required.

January 2001



Building the Information Core : Implementing the NHS Plan

Reaffirmed and updated the 1998 strategy in the light of the
NHS Plan (2000) making a number of commitments including.

By 2005

 All trusts to have level three electronic patient records

 The first generation of electronic health records

 All local health services to have telemedicine, allowing
patients to connect electronically with staff for advice.

Electronic records

An electronic patient record describes the concept of a
longitudinal record of periodic care provided mainly by one
institution. This will typically relate to the healthcare provided
by an acute hospital.

The electronic health record is used to describe the concept of
a longitudinal record of a patient's health and healthcare from
cradle to grave. It combines information about the patient's
contacts with primary healthcare with subsets of information
associated with the outcomes of periodic care in the electronic
patient record

January 2001



“We will give every citizen a

personal smartcard

containing key medical data

giving access to their

medical records.”

Labour Party Manifesto 2001



Prime Minister’s Seminar on NHS

Information Systems

At 4.00pm in No.10 Downing Street 21

men and one woman dramatically

changed the direction of healthcare

computing in England.

18th February 2002





The Wanless Review
“Current use of information and communication technology (ICT) is

extremely poor,

If more decisions were taken in a holistic way, recognising the inter-

relationships between many of the resources in the system, the health

service would be more effective. For example, better integration of health

and social care for older people could reduce ‘bed blocking’ to low levels

and free up expensive hospital beds for many more patients.

Improving the use of information and communication technology (ICT) in the

health service is a key issue in improving quality and productivity;

The health service makes very poor use of ICT. There are examples of

successful use of ICT at local level, but systems have typically been

developed and installed in a piecemeal fashion. This prevents the effective

integration and sharing of information across a wide range of health care

providers.

The health service’s annual ICT spending per employee was lower in 2000

than in any other sector of the economy considered. The UK health service

also spends a significantly lower percentage of its budget on ICT than the

health services of comparator countries.

The majority of respondents identified the importance of the planned

Electronic Patient Record (EPR) and the need to integrate ICT applications

across primary and secondary care and also into social care. “

April 2002



The Protti report

“Into this increasingly complex world we are trying to

introduce information technology fully realising that one

cannot buy an EPR or an EHR off the shelf, as it is something

that develops incrementally over a number of years. Whilst,

the EPR/EHR is not about technology but more about a long-

term cultural change programme, the technology can enable

that cultural change to occur.

Much research has been done in an attempt to identify the key

factors that predict EPR/EHR implementation success. Over

150 factors have been identified, but only two, "top

management support" and "user involvement" are consistently

associated with successful implementations.

In a nutshell, it is people, not technology, that make the

difference between success and failure”

11th June 2002



Delivering 21st Century IT Support for the NHS
“There remain a number of critical barriers to the effective use of IT including:

 small amounts of protected IT funding that has had low priority for many
Trusts leading to very low levels of investment;

 lack of a cohesive, nationally-led IT architecture for data and system
standards that allow information and processes to follow the patient’s
journey through the NHS seamlessly;

 the need to improve coordination of IT resources and procurements to
increase the pace of implementations and provide fast, better value for
money IT projects;

“The programme focuses on the NHS but we also intend to take forward in
parallel developments in Social Care IT so the two services are integrated as
local communities are ready.

“These changes will require closer working with industry partners and a greater
emphasis on national procurement arrangements.

“We will work closely with the Modernisation Agency to change working
practices so that IT is used effectively.

“By March 2003 we will

 Define data standards and interchange standards

 Create first stage of National Health Record Service

 Agree XML based EPR System Specification, using open standards

12th June 2002



“The purpose of ICRS is to support the provision of

high quality care across whole health communities,

linked to national services and conformant to

national standards. ICRS is the:

 Integrated, operating across the care continuum,

 Care, covering both health and social care,

 Record, single record based around the patient,

 Service, to reflect a need to address not only the

functionality required of the information systems

but also the nature of the supporting services

which will be required to effectively support

professionals in the delivery of the care process.

26th March 2003



“ICRS incorporates the Information for Health

concepts of both the organisation-specific

Electronic Patient Records and also the cradle-

to-grave Electronic Health Record.

The major change proposed is to move away

from the concept of a number of separate

information systems based primarily around

organisational structures to a situation in which

professionals are provided access to the one

integrated service based around the patient”.

26th March 2003



6th/7th December 2003

Final consolidation of the NPfIT

business cases.

Majority of the NPfIT Contracts

awarded in December 2003 and

January 2004



1.The delivery of the patient clinical record, which is central to obtaining the

benefits of the programme, is already two years behind schedule and no firm

implementation dates exist.

2.The Department has not sought to maintain a detailed record of overall
expenditure on the Programme and estimates of its total cost have ranged from
£6.2 billion up to £20 billion.

3.The Department’s investment appraisal of the Programme did not seek to

demonstrate that its financial benefits outweighed its cost.

4.The Department is maintaining pressure on suppliers but there is a shortage of

appropriate and skilled capacity to deliver the systems required by the

Programme, and the withdrawal of Accenture has increased the burden on other

suppliers, especially CSC.

5.The Department needs to improve the way it communicates with NHS staff,

especially clinicians.

6.We are concerned that leadership of the Programme has focused too narrowly

on the delivery of the IT systems, at the expense of proper consideration of how

best to use IT within a broader process of business change.

7.The Department should clarify responsibility and accountability for the local

implementation of the Programme.

8.The use of only two major software suppliers may have the effect of inhibiting

innovation, progress and competition.

9.At the present rate of progress it is unlikely that significant clinical benefits will

be delivered by the end of the contract period.

26th March 2007



Recent progress in deploying the new care records systems has been very disappointing, with
just six deployments in total during the first five months of 2008–09.

By the end of 2008 the Lorenzo care records software had still not gone live throughout a
single Acute Trust.

The planned approach to deploy elements of the clinical functionality of Lorenzo (release 1)
ahead of the patient administration system (release 2) is untested and therefore poses a
higher risk than previous deployments under the Programme.

Of the four original Local Service Providers, two have left the Programme, and just two
remain, both carrying large commitments.

The termination of Fujitsu’s contract has caused uncertainty among Trusts in the South and
new deployments have stopped.

The Programme is not providing value for money at present because there have been few
successful deployments of the Millennium system and none of Lorenzo in any Acute Trust.

Despite our previous recommendation, the estimate of £3.6 billion for the Programme’s local
costs remains unreliable.

The Department hopes that the Programme will deliver benefits in the form of both financial
savings and improvements in patient care and safety.

Little clinical functionality has been deployed to date, with the result that the expectations of
clinical staff have not been met.

The Department has taken action to engage clinicians and other NHS staff but there remains
some way to go in securing their support for the Programme.

Patients and doctors have understandable concerns about data security.

The Department does not have a full picture of data security across the NHS as Trusts and
Strategic Health Authorities are required to report only the most serious incidents to the
Department.

Confidentiality agreements that the Department made with CSC in respect of two reviews of
the delivery arrangements for Lorenzo are unacceptable because they obstruct
parliamentary scrutiny of the Department’s expenditure.

14th January 2009



 Richard Granger leaves Connecting for
Health

 He is replaced by Christine Connelly

7th February 2009



 NAO & PAC reports

 Christine Connelly leaves the post

Granger era, and Katie Davies starts

 NPfIT – after struggling - is finally put

to rest

Summer 2011



A “ten year framework” for the Lansley era

Key elements of the strategy include:

• Information used to drive integrated care across the
entire health and social care sector, both within and
between organisations

• A commitment that, by 2015, anyone in England will be
able to access their GP health record online as well as book
appointments with their GP or request repeat prescriptions
online

• A longer-term commitment that all health and care records
held by hospitals and other service providers will be made
securely available to patients, enabling them to become
much more involved and in control of their own healthcare

• There will be clear national standards in place to ensure
that locally developed IT systems can “talk” to each other
and exchange information effectively and securely

21st May 2012



Launched in 2002, the National Programme was designed to reform the way that the NHS in England

uses information. While some parts of the National Programme were delivered successfully, other

important elements encountered significant difficulties. In particular, there were delays in developing

and deploying the detailed care records systems.

The public purse is continuing to pay the price for failures by the Department and its contractors.

Recommendation: The Department must manage the re-set contract with CSC robustly, so that its

negotiating position is protected for the future.

The full cost of the National Programme is still not certain. The Department’s most recent statement

reported a total forecast cost of £9.8 billion. Recommendation: Given the scale of the sums involved,

the Department should report to Parliament details of all the additional costs of the National

Programme, including legal costs, as soon as they are known.

The benefits to date from the National Programme are extremely disappointing. The Department’s

benefits statement reported estimated benefits to March 2012 of £3.7 billion, just half of the costs

incurred to this point. Recommendation: The Department should set out how it will support local trusts

to secure benefits, and should track and report benefits achieved in the coming period.

It is important that Parliament is updated about what has been delivered for the billions of pounds that

have been invested in the National Programme. Recommendation: The Department should provide the

Committee with an annual update of the costs and benefits of the programmes previously managed

under the National Programme.

After the sorry history of the National Programme, we are sceptical that the Department can deliver its

vision of a paperless NHS by 2018. We have reported previously on the shortcomings of the National

Programme, which included poor negotiating capability, resulting in deals which were poor value for

money and weak programme management and oversight. Recommendation: If the Department is to

deliver a paperless NHS, it needs to draw on the lessons from the National Programme and develop a

clear plan, including estimates of costs and benefits and a realistic timetable

15th July 2013



 NPfIT history by someone else who was there

NPfIT history book



The Kelsey era

“The opportunity is now.

There is now, in 2014, the opportunity to address these

issues, establishing both new priorities for the short term

and a radically new direction for the next decade. On 23

October health and care leaders in England published the

Five Year Forward View, which set out a new direction for

the health and care system. This new approach is based on

central standards, with explicit and extensive permissions

to unleash local energy and enterprise.

13th November 2014



September 2016

Making IT Work: Harnessing the Power
of Health Information Technology to
Improve Care in England
Findings

1. Digitise for the correct reasons

2. It is better to get digitisation right than to do it quickly

3. ‘Return on Investment’ from digitisation is not just financial

4. When it comes to centralisation, the NHS should learn, but not
over-learn, the lessons of NPfIT

5. Interoperability should be built in from the start

6. While privacy is very important, so too is data sharing

7. Health IT systems must embrace user-centered design

8. Going live with a health IT system is the beginning, not the end

9. A successful digital strategy must be multifaceted, and requires
workforce development

10. Health IT entails both technical and adaptive change



September 2016

Making IT Work: Harnessing the Power
of Health Information Technology to
Improve Care in England
Recommendations

1. Carry out a thoughtful long-term national engagement strategy

2. Appoint and give appropriate authority to a national CCIO

3. Develop a workforce of trained clinician-informaticists at the
Trusts, and give them appropriate resources and authority

4. Strengthen and grow the CCIO field, others trained in clinical
care and informatics, and health IT professionals more generally

5. Allocate the new national funding to help Trusts go digital and
achieve maximum benefit from digitisation

6. While some Trusts may need time to prepare to go digital, all
Trusts should be largely digitised by 2023

7. Link national funding to a viable local implementation/
improvement plan

8. Organise local/regional learning networks to support
implementation and improvement



 NHS IT Strategy

 The placemat

27th September 2017



Unpublished but coherent

2017 – The Target Architecture



September 2018

We will publish robust standards in the coming
weeks that IT systems must meet if they’re going
to be bought by anyone in the NHS. No system will
be allowed to be bought that does not meet these
standards. Existing systems will have to be
upgraded to meet them. The standards will be
simple, setting out the APIs that allow for the right
people to interrogate other systems for data.
They’ll set out the standards of permissions
required, and the privacy and cyber security
requirements. The standards will be open, so that
anyone can see them, and anyone writing code for
use in the NHS knows what the standards are
before they start.

At the core of interoperability in the health and
care system is the patient record. And by an
electronic patient record I don’t mean an
application or a particular company’s software. I
mean the record - the data.



September 2018

 Matthew Swindells “Plan for IT”

 Local Health and Care Records – a

precursor of the SPR - were at the

heart of his vision.



17th October 2018

The “Tech Vision”

Guiding Principles

• user need

• privacy and security

• interoperability and openness

• Inclusion

Architectural principles

1. Put our tools in modern browsers

2. Internet first

3. Public cloud first

4. Build a data layer with registers and APIs

5. Adopt the best cyber security standards

6. Separate the layers of our patient record stack: hosting, data and
digital services

SPR RFI Page 4

 “We expect that all responses to the RFI will adhere to NHS
architectural standards.”



 NHSX set up - joint DHSC/NHSE unit

 Matthew Gould comes in as Director General

 July 2019 – Matthew Swindells leaves NHSE

 Sepember 2019 – Will Smart leaves

 Another example of “regime change” and a

loss of corporate memory

19th February 2019



23rd March 2020

WHAT

Accelerated adoption of
technology – remote
consultation, remote
monitoring, vaccination
programmes etc

Deployment at pace of the
existing national patient
record - the Summary
Care Record with
Additional Information

WHAT DID WE LEARN

Laser-like focus on a few
critical objectives

Empowering local
systems to take decisions

System-wide
collaboration through a
shared, common purpose



Core Summary Care Record

 current medication

 allergies and details of previous reactions to medicines

 name address, DoB and NHS No of the patient

With Additional Information

 significant medical history (past and present)

 reason for medication

 anticipatory care information (such as information about the management of long term conditions)

 end of life care information

 immunisations

44

A national patient record - who knew ?



Timeline of the Summary Care Record

WhatWhen

NPfIT launched; aim to create national electronic patient
summary.

2002–2004 – Concept

First SCRs in Bolton and Bury; limited content (medications,
allergies).

2007 – Pilot Sites

National rollout begins; public concern about privacy and consent.2008–2010 Rollout and Debate

NPfIT dismantled; SCR transferred to HSCIC, then NHS Digital.2011 – Programme Changes

Out-of-hours and pharmacy access; 50M+ records live.2013–2015 – Broader Access

Added medical history, preferences; wider access for clinicians.2016–2019 – Enhanced SCR (SCRa)

Emergency wider access; content temporarily expanded.2020–2021 – COVID-19 Expansion

Shift to regional Shared Care Records under ICSs.2022–Present – Transition Era



w/c 30th March 2020



w/c 7th December 2020



“Data Saves Lives” draft

“Before we publish the final version of

the strategy later this year, including a

more detailed implementation plan, we

want to hear your views”

13 June 2022 – final version

22nd June 2021



31st August 2021



 Set up Unified Tech Fund – for 21/22

 Proposed national / local split of

responsibilities on funding

31st August 2021



23rd November 2021

Wade-Geary review

 Fold NHSX, NHS Digital and

Improvement all back into

NHS England



NHSX Delivery Plan

 “Digitise, Connect and

Transform”

1st December 2021



Joining Up Care

 Recognition of the need to embrace a

wider community than just the NHS

11th February 2022



Convergence

 The concept of convergence emerges

from Tim Ferris, NHSE Director of

Transformation

 Many interpreted his vision of

convergence as being based around

aggregation of hospital based EPRs

14th February 2022



Sajid Javid

 Electronic patient records to be rolled

out to 90% of trusts by December 2023

so NHS staff can access all relevant

patient information quickly

 Ambition set for 75% of adults in

England to be using the NHS App by

March 2024 and commitment to publish

digital health plan later this year

24th February 2022



The Goldacre Review

 112 pages and 161 recommendations

 A more decentralized approach leaving

data where it is and taking the

application to the data

7th April 2022



Another chapter in the continual
development of architecture for NHS
England.

Advocated adoption of open
standards and the separation of data
from application.

This was actually very good, but
remained unpublished.

June 2022



15th June 2022

Sajid Javid

 Electronic patient records to be rolled

out to 90% of trusts by December 2023

so NHS staff can access all relevant

patient information quickly

 Ambition set for 75% of adults in

England to be using the NHS App by

March 2024 and commitment to publish

digital health plan later this year



A plan for digital health and social
care

“When all the people involved in meeting a person’s
health and social care needs – including that person,
their family and unpaid carers – can see what each of
them has done and is doing, in real time, they can co-
ordinate as one team to meet that person’s needs and
preferences.”

“Our expectation is that, by March 2025, all clinical
teams in an ICS will have appropriate and secure
access to a complete view of a person’s health record,
including their medications and key aspects of their
history. Non-clinical staff in social care settings will
also be able to safely access appropriate information
and input data into digital records in real time”

29th June 2022



 Emerald was the plan to interconnect all the

existing shared care record platforms to create a

single “virtual” patient record.

 It came to a grinding halt after the digital budget

was cut to fund the NHS pay award settlement.

Autumn 2022 – Project Emerald



 Announced at Rewired conference in

March 2025 it was a move towards

encouraging dialogue.

 While a positive move it was

unfortunate to coincide with the

announcement of the abolition of NHS

England and subsequent integration

into the DHSC

March 2025 - #letstalkarchitecture



Continual national redisorganisation



Phase 3 letter
31st July 2020

ICS policy shift

Wave 1
lockdown

Timeline of the LHCRE-ShCR journey

LHCRE Wave 1
announced

23rd May 2018

LHCRE I2P issued
21st March 2018

LHCRE Wave 2
announced
Feb 2019

NHS Long Term Plan
7th January 2019

A Plan for Digital Health
and Care

29th June 2022

Data Saves Lives
15th June 2022

42/42 ICSs have a basic ShCR
31st March 2022

Health and social care
integration

11th Feb 2022

22/23 P&OPG
24th December 2021

37/42 ICSs have a basic ShCR
30th September 2021

1st ShCR Summit
20th/21st March

2023

19/20 20/21 21/22 22/23 23/24 24/2517/18 18/19

ShCR transitions
into ConCR

summer 2023

25/26

3rd ShCR Summit
29th October 2025

2nd ShCR Summit
15th April 2024



The patient perspective – “Lost in the maze”

https://youtu.be/2GCZ7VHDWxs



The Single Citizen Record in Catalunya

https://youtu.be/JCJTCFaOe98?t=15710



EEAST

LAS

NWAS

NEAS

EMAS

SWASFT

YAS

SECamb
SCAS

WMAS

LHCR 2018-2020

ShCR 2020-2023

ConCR 2023-2026

Evolution of Connecting Care Records

Local Health Care Records across 7 exemplar regions

42 ShCRs connected nationally – enabling person-related information at the
point of care regardless of the patient’s location or care setting

Progression of shared records and coverage across England, with continued improvements in content, connections, compliance with standards and uniformity.Progression of shared records and coverage across England, with continued improvements in content, connections, compliance with standards and uniformity.

WessexCare
Record

MVS1

IPS



Integrating Shared Care Records



ConCR National Interoperability
Objective - By March 2026, shared care records across all ICSs in England will be optimised for national interoperability – Enabling authorised health and care
professionals to securely access person-related information at the point of care regardless of the patient’s location or care setting and resolves cross border care
challenges.

Objective - By March 2026, shared care records across all ICSs in England will be optimised for national interoperability – Enabling authorised health and care
professionals to securely access person-related information at the point of care regardless of the patient’s location or care setting and resolves cross border care
challenges.

Graphnet, 11 ICSs, c16.9M population

Intersystems, 6 ICSs, c6.6M population

Interweave,5 ICSs, c8.5M population

Orion, 9 ICSs, c9.9M population

Oracle, 8 ICSs, c16.9M population

Other,3 ICSs, c4.3M population

* NHS Trusts includes Acute, Community, MH, Specialist and Ambulance Trusts

* Other organisations include Hospices, NHS Trusts, Care Homes, Community Pharmacy,
Independent sector, Community Services, Dentistry, Out of Hours GP, Local Authorities and
other ShCRs

563

8975726



11th January 2024 – Alder Hey



21st October 2024

The digital
data bill will
standardize

inf

The digital data bill will
standardise information systems
across the NHS making it
possible to share electronic
records across all parts of the
service and bringing them
together in a single patient
record on the NHS app.



Dilbert knows…



July 2025

Fit for the Future - NHS Ten Year Plan

“We will reinvent the NHS through 3 radical

shifts:

 hospital to community

 analogue to digital

 sickness to prevention”



June 2013 -The G20 Health Innovation Challenge

Towards a new era in health care

In order to overcome these issues and allow health to contribute

to our economies health, we need to rethink our healthcare

systems. To a large degree, we already know that achieving truly

sustainable healthcare systems depends on several disruptive

shifts in thinking:

 We need to invest more in preventive care and early preventive

forms of treatment as they offer better health outcomes and

return on investment than point-of-care treatment.

 There should be a better balance between care that takes

place in patients’ homes and community settings, rather than in

institutions such as hospitals.

 We need to improve the diffusion of innovation through the

healthcare system, rather than focus on new inventions alone.



(re)Birth of the Single Patient Record



SPR - Testing and learning



SPR technical PoCs



Learning from the past – at last !



But NHS care is a small part of the picture



• Reluctance to learn lessons
and loss of corporate
memory creates great
distraction and duplication of
effort

• Too much “ego”; too little
humility

• Should engage more with the
professionals who will have
to implement their policies

• Seek SpADs with relevant
practical experience

• Don’t over promise and then
under deliver

So what should we learn from the past ?

• The one and only constant

• Should we not design
around them ?

• But remember - the NHS is
only part of the picture

• Don’t always happen quite
as published :-)

• Don’t always happen in a
logical order but that’s OK

• Keep returning to haunt us
Promises,

commitments,
strategies,

plans and dates

Politicians

Regime change
People who
receive care



How are we doing for time ?



Sarah’s story

Sarah



29th December 2019



The inquest revealed that communication between those involved in her care was inadequate and, as each ran

separate clinical records systems, they could not access crucial information which could have made a difference.

The White House were not sent copies of clinical correspondence and at the time did not have access to GP

records, although since Sarah’s death do now have access to GP records.

The mental health team at NELFT were responsible for managing Sarah’s Community Treatment Order (CTO)

despite the fact that she was placed out of their geographical area but were not aware she had been seen by

either the South East Coast Ambulance Service or by Queen Elizabeth, the Queen Mother Hospital in Margate.

Neither the paramedic at South East Coast Ambulance Trust who attended Sarah on 23rd December or the

Emergency Department nurse who saw her at the Queen Elizabeth, the Queen Mother hospital on 24th December

2019 were aware that Sarah was on a Community Treatment Order.

Coroner’s report

“If information been shared between different health care organisations, particularly crucial information about Sarah’s

Community Treatment Order, it is highly likely she would still be alive today.”

South East Kent Coroner



Stop thinking in silos



The challenge - striking the balance

• Between ambition and realism

• Between innovation and legacy

• Between central and local



90o thinking



Thinking differently



Let’s challenge our perceptions and paradigms



Thank you


