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1. Purpose

This document defines the goals for SHAs and Trusts in order to implement the Summary Record in FY07/08 and beyond. The goals formalise the existing aims of the Summary Record Programme within NHS CFH in the context of (2) The NHS in England – the operating framework for 2007/08. 
The scope of the document is limited to the Summary Record. The objectives can be linked to the IM&T goals defined in the framework, as follows:
Implementation of the Summary Record
· Implement the Clinical Summary Record.

· Phase out Phase 1 Release 1.

· Upgrade PAS existing systems.

· Replace NSTS.
Raising Demographics Data Quality Standards
· Use of the PDS National and Local Back Offices.

· Mandatory use of NHS Number.
Responsibility for incorporating the goals into IM&T plans will rest with the SHAs and Trusts, in accordance with the process set down in the operating framework.
2. Background

The overall goal of the NHS Care Record Service (NHS CRS) Programme is to deliver an integrated care record for the NHS in England. This consists of two parts – a patient’s demographics data and their associated clinical information.
2.1. Demographics

The Demographics Programme is tasked within NHS CFH to provide a national, authoritative source of demographics for the whole of the NHS, underpinning all national and local NHS Care Record Service (NHS CRS) applications. This is known as the Personal Demographics Service (PDS), which is a component of the Spine. The PDS forms part of a patient’s summary record.
The PDS provides data to local systems that are used by authorised NHS health and social care practitioners. The PDS service can be used to accurately and efficiently trace patients against the patient’s most up to date demographic details, thus identifying the patient’s NHS number. The patient’s NHS number is then used to accurately associate information with the patient and thus allow this data to be safely shared across the NHS.  

Further information is available from http://www.connectingforhealth.nhs.uk/demographics/.

2.2. Clinical

From release 2006-B, the NHS CRS will store summary clinical information on patients in a central store, known as the Personal Summary Information Service (PSIS).
The clinical record will be implemented in two phases. The first phase is an early adopter implementation planned to begin in quarter one of 2007.  The early adopter phase will run throughout 2007 and will be fully evaluated by an external body appointed by NHS Connecting for Health in conjunction with the University of Birmingham.

The early adopter phase will be based on the General Practice contribution to the NHS Summary Record and access to this summary information from an unscheduled care setting (e.g. Emergency Department).

Once complete, the findings of the early adopter phase will be used for a full rollout across England, to be completed by the end of 2008.
3. Implement the Clinical Summary Record

3.1. Introduction

The purpose of this phase is to prove several key concepts associated with the NHS Summary Record. These include:

· Provision and upload of the GP Summary record.
· The clinical benefit of the GP Summary in an unscheduled care environment.
· The deployment processes.
· The proposed patient consent model.

The early adopter phase will initially be limited in scale to a small number of Primary Care Trusts. Each health community will be selected based on the following criteria:

· A suitable community that has a critical mass of a single GP system supplier.
· A critical mass of practices meeting data quality standards and technology requirements.
· A suitable acute sector or unscheduled care provider that is willing to participate in the initial stages of the implementation with further unscheduled care environments possible for participation. 
General Practice contribution to the Summary Record 

General Practice records contain the best longitudinal information about a patient available across the many systems where patient records are held in the NHS. Over the last 20 years these records have been increasingly kept on GP IT systems. The GP contribution to the summary record will make core information from the GP clinical system available to care professionals outside of general practice. 
The patient consent model being used during the early implementation phase is that of implied consent.  This model is based on evidence from similar projects elsewhere.  All patients fully registered with a practice participating in the summary record programme and have consented to sharing will have an initial text based summary of their medications, allergies and adverse reactions uploaded to the spine.  Patients may choose to dissent from sharing data held within the summary record by setting their consent status within PDS to ‘dissent’.  This will have the effect of restricting the viewing of a patient’s summary record to their authoring GP only. 

After the initial upload, patients then have the opportunity to limit the data that they wish to share within their summary update. They have two options:

· Choose to remove specific items from their summary update, known as tailoring and done by the clinician, in consultation with the patient.
· Send a ‘blank’ summary update.  In this instance the record will contain demographic only information such as the name of the authoring GP and a message stating that the patient has chosen not to include any clinical data in the summary.

Patients can choose to:

· Consent to sharing their clinical summary. This which will make the summaries available to those clinicians who have a legitimate relationship with that patient. 
· Dissent from sharing. This means that a GP summary is still produced and uploaded to the Spine but will not be viewable through the Clinical Spine Application (CSA). This option will be mean that if a patient at any points decides to change their mind to sharing then a summary will be ready for clinicians to view. 

· Dissent from a GP summary been stored. This means that no clinical information will be stored on the Spine. If the patient changes their mind at a later date, no information will be available.

The patient may request a change in consent status within unscheduled care (through CSA) or at a GP Practice (through the GP system). 

Each patient will be given an opportunity to view their intended summary record and to explicitly consent to their record being shared or to opt out of sharing. After a period of time patients who chose not to view their summary care record will be considered to have given implied consent to appropriate sharing of their record. 
The design of the summary record will allow a patient’s information to be updated as their conditions or treatments alter.  For the general practice contribution this will be achieved through two stages:

· Initial Summary – a once-only, system automated text based extract from the GP clinical system containing information on current repeat prescriptions issued within the last eighteen months, discontinued repeat prescriptions issued within the last six months, acute medications issued within the last six months, allergies and adverse reactions.  

· Update Summary – a more comprehensive, coded summary that can be tailored by the GP, in conjunction with the patient, to contain other relevant data in addition to that contained within the initial summary.  
The first instance of a patients’ updated summary will only be triggered during a consultation, to allow the GP and patient to validate their summary and choose certain preferences for sending future summaries. A new update summary will be triggered by a significant entry into the patient’s record on the GP clinical system, for example a diagnosis code entered during a consultation, a test result entered from a discharge letter, etc.  

The early adopter programme will evaluate the process by which patients and GPs can identify and agree which elements of the clinical record should be uploaded to the Spine. 

Patients will be fully informed about the implications of the summary care record through a public information programme, supported by NHS Direct. NHS Direct will provide a help line that will be the first point of contact for patients to ask more questions about the summary record programme.

Patient and Clinical Access 
A pilot of the HealthSpace service which allows patients to see their clinical information online will be run alongside the early adopter programme. HealthSpace will be piloted within the early adopter PCTs – patients will get the opportunity to validate and access their records through an online secure site. 
The pilot will be open to patients who are over 18, registered with a GP in the early adopter locality and have been able to provide the appropriate identity checks. 
Patients will also have the opportunity to receive a print out of their GP summary record to validate the data within it. This will be produced by NHS staff from either the GP system or the CSA. 
The summary record may be viewed by staff in an acute or unscheduled care setting who have:

· Access to the Clinical Spine Application.

· A valid smartcard and individual password.

· The appropriate Role Based Access Control (RBAC) activity, allocated to them by an appropriate person, known as a Registration Authority.

· A defined legitimate relationship with the patient. Governance of the claiming of a legitimate relationship will be through local Information Governance procedures.
In order for the summary record to be of use to clinicians within an unscheduled care setting deployment of CSA will be held back until a critical mass of 60% of patients within the health community having a summary record is achieved.
3.2. Activities

GP Practices

· Implement the IM&T DES standards – to include paper light practice status, baseline audits, and training needs assessments

· Upgrade their GP system to a Summary Record compliant version, either through their existing provider or an LSP.

· Initial upload is automated from the GP clinical system 
· Train users in new functionality, including the creation and upload of GP Summary.

· Train users in concept training – business processes, communication 

· Update and govern the clinical GP summary records to the Spine. 

· Hold awareness and engagement session sessions with all practice staff affected by the Summary Record implementation

· Implement new local processes to support the Summary Record. 

· Make available patient communications material received from NHS CFH at the practice.

· Engage with patient – informing of summary record - Consultation with patient to identify and record sharing and storing preferences.

PCTs

· Support the deployment and implementation of each clinical system.

· Data accredit GP practices along IM&T DES standards to allow submission of GP summary data to the Spine.

· Support the training in the CSA for of unscheduled care users.

· Identify and secure resource, hardware, software requirements gaps in conjunction with NHS CFH.

· Communicate and inform their patient population regarding the clinical summary record and choices they have. To include leaflet and letter distribution to patients, road shows and information booths supplied by NHS CFH in collaboration with PCTs and practices. 

· Engage all stakeholders involved to have common understanding of the Programme. This should include awareness and engagement sessions, workshops held with all clinical staff affected by the initial Summary Record implementation.

Trusts

· Deploy the CSA so that users can view the GP Summary. 

· Implement a Registration Authority and issue smartcards for NHS staff involved in the Summary Record.

· Implementation and deployment of additional smartcards, hardware, software resources 

· Implement access to N3 to enable Summary Record to operate more quickly and securely than the current network infrastructure.
· Engage all stakeholders involved to have common understanding of the Programme. This should include awareness and engagement sessions, workshops held with all clinical staff affected by the initial Summary Record implementation.
3.3. Timing

The summary record will be rolled out as follows:

· First wave PCTs – go live in Quarter 1 2007.

· Second wave PCTs – go live in Q3 and Q4 2007.

· Initially one PCT will be live with a small number of GP practices. Full roll out of data accredited and participating practices will follow. The second PCT will also go live with a number of GP practices following the initial number of practices in PCT 1. 

· The timings of this roll out is subject to a number of dependencies which include but are not limited to:

· PCT and GP practice readiness.

· GP system supplier readiness and coverage amongst the PCT.

· Public Communication Programme – informing patient and staff,

· Training – technical and business readiness.

Summary record access via Healthspace will be piloted from May/June 2007. The results of the pilot will inform further roll out.
3.4. Benefits

Access 

· Historically clinicians working in such locations as Emergency Departments and other unscheduled care settings have had limited access to information about a patient’s previous medical history and have been forced to rely on the patient and their family to correctly recall and convey information that may be vital to the safety and effectiveness of clinical decision making. 
· Reliable information about previous diagnoses, current medication and drug allergies and adverse reactions can provide a valuable contribution towards optimising both the diagnostic process and subsequent clinical management.
Experience and Evaluation 

· The early adopter phase will provide evidence and experiences to be applied to the full rollout of the shared record, specifically in the areas of business process change. The implementation will also provide a key stakeholder engagement “touch point” that will be used to demonstrate to the wider the NHS the benefits of the shared GP Summary Record. 
· Data used in the phase will be migrated to the full roll out of the Shared Summary record.
Greater Clinical Effectiveness

· Increased accuracy and completeness of information enabling the development of new ways of working, resulting from:

· Access by GPs to a greater amount of patient information, related to hospital care.

· Greater availability of all necessary information to support clinical decisions.

· Enabling all primary, community and secondary care professionals to access a common patient care record, ensuring consistency of information and facilitating better communication.

Increased Patient Confidence

· Giving patients greater ownership over their own care record, ensuring patient data is accurate, understandable, and beneficial and informs patient decisions.

3.5. Constraints

The rollout is dependent upon the 2006-B Spine release, due 26th March 2007 and compliant GP systems. NHS CFH is tasked with putting these components in place.

The early adopter sites will be identified and agreed with NHS CFH. Only those organisations identified should participate in the early adopter programme.

The volume of patients in the early adopter phase is limited to 2.5 million.

The GP summary contribution to the summary record is limited to those practices that have the appropriate standard of data quality following the data quality procedures.

The public information campaign will inform patients about when the initial upload of summaries will take place. There needs to be appropriate time between informing patients and their summaries been uploaded to the Spine. This will involve Summary Record road shows, leaflets, posters and letters to engage and educate patients.
4. Phase Out Phase 1 Release 1

4.1. Introduction

The first phase of the PDS, known as Phase 1 Release 1 (P1R1) implemented the necessary functionality to meet the Choose & Book go-live of June 2004. This functionality was extended in the 2005-5 release, with more information stored about the patient. Specifically, the 2005-5 release stores more detailed address and contact information, plus aliases and carers. This information cannot be retrieved by P1R1 systems. This has been raised as a clinical risk, since a P1R1 user will not be aware of the 2005-5 information. 

Currently the Spine provides support for previous versions of the PDS so that local systems can continue to function. This backwards compatibility requires an additional level of complexity, which increases the difficulty of testing. The scope of testing and the likelihood of issues would be reduced by removing support for previous versions of the Spine.
In order to address these issues, NHS CFH has agreed with suppliers that they:
· Do not submit Phase 1 Release 1 systems for software testing (excluding regression testing) from 31st March 2007. Such systems will not be accepted.
· Upgrade all their Phase 1 Release 1 systems by 31st December 2008.

The exact dates will be finalised through the Programme Delivery Board.

4.2. Activities
In order to retire the Phase 1 Release 1 systems, SHAs, Trusts and GP Practices that have a P1R1 system should ensure that they have plans in place to upgrade them by 31st December 2008. NHS CFH will work with the LSPs to ensure that these upgrades are included on the deployment implementation plans agreed with the NHS.
4.3. Timing

All Phase 1 Release 1 systems should be replaced by 31st December 2008. Replacement systems will be made available during 2007, in line with the LSP development schedule.
4.4. Benefits

· Elimination of clinical risk due to P1R1 and 2005-5 or above systems operating side by side.

· Reduction in cost of testing for NHS CFH.
4.5. Constraints

The Northern LSP has indicated that it will have a new system available by March 2008. Work will be required to upgrade each deployment. 

The Southern LSP has indicated that it will have upgraded all sites automatically by May 2008. This is made possible by the different architectural approach the Southern LSP has adopted.

Choose & Book v4 will ensure that GP systems are upgraded. Timescales are currently being confirmed.

As discussed below, the ESP PAS systems will be upgraded such that Technical Authority to Deploy (TATD – Compliance) is achieved by September 2007. As discussed below, the ESP PAS systems will be upgraded by September 2007.
5. Upgrade PAS Systems
5.1. Introduction

The current set of Spine compliant PAS existing systems use the PDS to support the electronic booking process of Choose & Book. Access to demographics information contained within the PDS is limited. It is only available to the hospital PAS when the patient is directly booked through Choose & Book. The PAS may also receive updates from the National Strategic Tracing Service (NSTS) in order to maintain data quality.

NHS CFH is committed to replacing NSTS. In order that this does not impact upon demographics data quality, NHS CFH is working with the Existing Systems suppliers to fully implement the PDS into their products. Since GP systems do not use NSTS, they are excluded from this specific implementation goal.
The scope of this work is contingent upon agreement from Trusts and PAS system suppliers. Further work will be done in this area.
5.2. Activities

Trusts that use an existing system will be required to upgrade to the full NHS CRS standard. They will have to:

· Agree the upgrade with the existing systems provider. The NHS CFH Existing Systems Programme will work with Trusts, Suppliers and their NHS User Groups to ensure that viable agreements are put in place to manage the upgrade programme to defined cost and timescale.

· Cleanse their existing Master Patient Index (MPI) to meet the rule that 95% of current records and 100% of historical records have an NHS Number in FY0708. This requires a commitment of back office staff to achieve the target.

· Cleanse their MPI fully (i.e. 100% for all records) to meet the mandatory use of the NHS Number. It should be noted that there will be specific exceptions that will need to be worked through in this case, for example when treating armed forces personnel.

· Issue smartcards to all staff. Currently, the rollout is limited to those who use the Choose & Book aspects of the system only. Each Trust will already have a Registration Authority (RA) present.

· Amend business processes to reflect the use of the PDS.

· Train staff in accessing the PDS when interacting with the patient, including any changes to business processes. For information, NHS CFH is producing a computer based training course about using the PDS which would greatly assist this. The course will be ready by the end of March 2007.

Where appropriate. Trusts should then work with their Existing Systems Provider (ESP) to upgrade their systems to the new version, with the work complete by the end of financial year 0708 in order that NSTS can be replaced.
Whilst a large commitment for Trusts, the work involved is well understood as it is similar to that to deploy an LSP system. Deployment of local systems able to access Spine services is a key component of delivering the Summary Record.
SHAs should agree and manage the deployment implementation plans, as currently takes place.

5.3. Timing

NHS CFH is working with suppliers to upgrade their systems during 2007. Once the scope of this work is confirmed, SHAs and Trusts should look to upgrade their systems during 2008.

5.4. Benefits

· Based upon experience at a Trust using the NWWM LSP solution. reduced time to register the patient (estimated at 3 minutes per patient by one NHS Trust). This is because it is no longer necessary to enter the patient’s address and registered GP, plus as the service is integrated the user does not have to refer to an external application.  Assuming an inflow of 30,000 patients per annum, this saves 1500 hours or approximately £12,000 on registrations alone. The benefit is realised once the initial period of synchronising patient records with the PDS has passed.
· Improved, more accurate demographics increases the quality of data for practice based commissioning. For example, the PDS provides the patient’s GP Practice (and so PCT), allowing the fund-holder to be charged for the service.

· Improved data quality from the wider use of the PDS. This reduces the clinical risk of duplicates and confusions. A large number of patient safety incidents recorded relate to this issue.
· The ability to update the PDS improves the patient experience by informing all Trusts, Independent Sector Treatment Centres (ISTCs), Social Care and other connected systems of changes in demographics. 

· More accurate patient details ensure that correspondence will be delivered to the correct address, which increases the level of confidentiality to the patient.
· Trusts will be able to identify the GP Practice for a patient, resulting in more accurate issuing of correspondence to GPs and allow commissioned treatment to be allocated to the correct PCT.

· Business continuity for current NSTS users.

5.5. Constraints

· The objective is dependent on the existing systems providers upgrading their system. To mitigate this risk, clear agreements will be put in place between Trusts, the ESP and NHS CFH to manage this work.

· The objective is dependent on the Trusts understanding the benefits.

· The objective is dependent on resources in the Trusts to implement this change programme.
6. Replace NSTS

6.1. Introduction
The NSTS service is provided under contract by an external supplier. This contract will expire on 30th June 2008. There is a single option to extend for 6 months, but NHS CFH does not wish to use it. 

The direct replacement for NSTS is the NHS Care Records Service, using the following services:

· NSTS online trace and the patient data enquiry extract (PDEE) will be replaced by the Clinical Spine Application (CSA) in Spine release 2006-B. The release will go live at the end of March 2007. The demographics elements will then be piloted at various different sites for 2 months. This is in addition to the clinical early adopters. Once this pilot is complete and any issues resolved, organisations should implement it in replacement of NSTS online trace and PDEE, with the aim to complete the replacement by the end of December 2007.

· NSTS batch trace will be replaced by the use of LSP and ESP systems, or through the provision of a batch trace replacement in the Spine. The exact release for the latter is yet to be determined, but is likely to be 2008-A. This release is due to go live at the end of March 2008. Batch trace should be replaced by the end of June 2008.

· NSTS reports will be replaced by the release 4 of the Secondary Uses Service (SUS), which will go live at the end of 2007. NSTS reports should be replaced by the end of May 2008.

It should be noted that NSTS is used by NHS, independent sector, social care and other organisations. The implementation should therefore cover all users and not just Trusts.

6.2. Activities

Each organisation that uses NSTS should nominate a closure lead. This lead will be used for further communications. The form to nominate a lead through http://www.connectingforhealth.nhs.uk/nsts/closure and should be completed by all NSTS user organisations by 28th February 2007.
NSTS Online Trace & PDEE
Trusts using NSTS online trace or PDEE will need to replace it with the CSA by the end of December 2007. It should be noted that BT Spine has a finite number of training slots for the application, so the rollout should be staggered across this period. BT Spine is responsible for managing the “train the trainer” plan, with organisations booking slots. SHAs should co-ordinate Trusts to ensure that the slots are used effectively.
Further information is given in http://nww.connectingforhealth.nhs.uk/demographics, including an implementation pack for the CSA.
NSTS Batch Trace
NSTS batch trace currently involves submitting a file via a PKI interface or on physical media. The replacement for the service will involve using a client to transmit the information electronically, in a similar way to the NWCS replacement.

NSTS users should plan to replace the batch trace mechanism in the next financial year. More information will be provided nearer the time.

NSTS Reports

NSTS reports are used infrequently to access information regarding a cohort of patients. As above, NSTS users should nominate a closure lead. Further information will be provided to the report users nearer to the go-live of SUS release 4.
6.3. Timing

The current NSTS service is due to retire at the end of June 2008. There is a single option to extend for 6 months which may be invoked by NHS CFH. NHS CFH will agree the extension and inform users through the NSTS Service Management Board if it is required.

NSTS online trace should be replaced with the CSA by the end of 2007. NSTS batch trace and reports should be replaced by the end of May 2008.
6.4. Benefits

· Business continuity for Trusts using NSTS.

· The NSTS service currently costs NHS CFH £3 million per annum. Replacing this service with the NHS CRS will eliminate this cost.
6.5. Constraints

The relevant Spine release must be live. The work must be completed by the end of May 2008, as this gives a month to shut down NSTS when the contract expires. NHS CFH has a single option to extend for 6 months if required, but currently is not planning to use it.
7. NHAIS Stage 2 to 4
7.1. Introduction

As part of the demographics migration, the NHAIS (Exeter) system is being upgraded to use the Spine as its source of demographics information. Currently all NHAIS sites in England are able to trace patients against the PDS to obtain their NHS Numbers.

NHAIS is used by shared services organisations hosted by PCTs that administer GP practices. This includes:

· Creation, amendment and closure of GP practices and transfer of GPs.

· The process for registering or de-registering a patient with a GP Practice.

· GP payments.

· Screening programmes.

· Resolution of data quality issues.

These organisations are referred to here as Primary Care Back Offices.

The project will implement:

· Stage 2 (Number Allocation) – NHAIS users will be able to allocate a new NHS Number to a patient when they cannot be found on the PDS. This is currently in pilot at 6 sites.
· Stage 3 (Update PDS) – From the 2007-A release, NHAIS users will have the capability to update the PDS, rather than the current situation where this takes at least 3 days, but is sometimes longer. This will require an upgrade to the NHAIS systems, which is to be rolled out over a period of months.
· Stage 4 (Primary Care Registration) – From release 2008-B, the Demographics Spine Application will give Primary Care Back Offices the ability to administer primary care registration from the Spine. This will allow them to move from NHAIS for this function.
The project will run alongside the rollout of GP systems that use the PDS, through the GP Systems of Choice Programme. These two areas of work combined will ensure that the patient’s details are captured electronically at the point of care, with any issues resolved as quickly as possible.
Further information on the migration is available at http://www.connectingforhealth.nhs.uk/demographics/migration.

7.2. Activities

GP Practices

The PDS (with a suitable GP system) currently offers the ability to trace patients on the PDS as part of the primary care registration process within a GP Practice. Later GP systems will allow users to allocate an NHS Number where a patient cannot be found upon the PDS.

In order to make use of these services and maintain data quality, GP Practices should ensure that their procedures are amended so that:

1. Where possible, the patient provides their NHS Number, for example from their FP4 medical card.

2. If the patient’s NHS Number is unknown, that accurate and complete information is provided on the GMS1 patient registration form.

3. The patient is traced on the PDS in their presence, so that where the demographics record cannot be found on the system, or more than one match is returned, the matter can be resolved. It should be understood that this is the most likely point for a duplicate or confused record to be created.
PCTs

The rollout of the NHAIS migration is being co-ordinated by the Systems & Services Delivery Directorate within NHS CFH. Within the NHS the work is implemented by the Primary Care Back Office staff within the PCT shared services organisations.

PCTs should ensure that appropriate resources are provided to Primary Care Back Offices to undertake this work. Primary Care Back Offices should implement the NHAIS migration, as directed by Systems & Services Delivery staff. 

NHAIS will provide a set of reports to allow Primary Care Back Offices to see the level of duplicate records issued. Primary Care Back Offices should put processes in place to address where the level of duplicates appears significant. This may include local initiatives to improve the quality of data from GP Practices. 

The work to put in place monitoring procedures for duplicates will be co-ordinated by the Strategic Planning Group (TBC), which is a user group for the implementation of IT in Primary Care Back Offices. The intention is that this will feed into the CIO data quality statistics.
7.3. Timing

The stages will be phased as follows:

· NHAIS stage 2 will be rolled out from March 2007, with the work complete by the end of September 2007. 
· NHAIS stage 3 will be piloted for 3 months from the end of November 2007, with the work completed by the end of June 2008 in order that NSTS can be shut down.
· NHAIS stage 4 is a more complicated release. The first phase will be to move Primary Care Back Office users to the new tool. This will take place for a period of 6 months to a year after the 2008-B release – i.e. calendar year 2009. The final phase will be to upgrade the GP practice systems to a new level of compliance, which will take place between 2009 and 2010 through the GP Systems of Choice programme.

7.4. Benefits

· Stage 2 – Significantly reduces the timescales in which patients without NHS Numbers will be able to access national services, such as Choose & Book. This will have implications for clinical targets that are reliant upon the use of these systems.

· Stage 3 – A reduction of the time taken to update the PDS when changes are made within a Primary Care Back Office. Fewer data quality discrepancies between NHAIS and the PDS.

· Stage 4 – Significant savings in payments to GP practices, due to more accurate GP lists, as evidenced by the NDRI report. It should be understood that this can only be achieved if duplicate records are held at a low level.
7.5. Constraints

In order for NHAIS stage 3 to go ahead, the 2007-A release must be live (November 2007). Similarly, stage 4 is dependent upon the 2008-B release (November 2008).
8. Use of the PDS National and Local Back Offices
8.1. Introduction
The PDS National Back Office (hosted by NHS Central Register) is responsible for resolving demographics data quality issues such as duplicate and confused patient records. Prior to the advent of the NHS CRS, issues were normally detected from within primary care and dealt with by Primary Care Back Offices. The integration of the Spine across all care sectors means that all organisations must be made aware of and use the PDS National Back Office.

Since the PDS is used outside primary care, this equally applies to the other sectors of the NHS. Experience has shown that where a system has its own patient index, then effort is required to maintain and deduplicate it from a dedicated team. The boundary of the system may be a Trust, group of Trusts or SHA depending upon its implementation.

Currently the role of data quality guardian is often filled by Primary Care Back Offices, described above. This is because the organisations have been well placed as the patient’s relationship with the NHS is “owned” by Primary Care.

8.2. Activities
The Demographics Programme will issue procedures for interacting with the PDS National Back Office. Once issued, Trusts should incorporate them into their working practices.

Details of the current PDS National Back Office procedures are available at http://nww.connectingforhealth.nhs.uk/demographics/backoffice. This includes the ability for patients to restrict access to their demographics records using an S flag. A formal communication will be issued shortly to GPs from NHS CFH confirming this process.
Trusts should review their local back office arrangements, especially where an LSP service has extended the boundary of the master patient index. It is suggested (but not mandated) that this includes the Primary Care Back Office as a body to host this service.
SHAs should consider consolidating back office functions across organisational boundaries. For example, where the LSP deploys a SHA wide instance, there is a case for an SHA local back office.

8.3. Timing

The National Back Office will be fully operational from the end of May 2007. The review of local back office arrangements is an ongoing issue that should be addressed through the SHA as and when required.
8.4. Benefits

Improved data quality, giving a reduction in the number of patient safety incidents.
8.5. Constraints

Go-live of the PDS National Back Office. The rollout of this is phased after the 2006-B and 2007-A delivery.
9. Widespread Use of the NHS Number
9.1. Introduction

In order to provide joined up care across organisational boundaries, it must be possible to uniquely identify the patient across the care pathway. The identifier adopted is the NHS Number. 
The Information Quality Assurance Programme (IQAP) within NHS CFH is currently proposing that the NHS Number is adopted as a mandatory standard by the Information Standards Board. This would require the NHS to use it as the primary patient identifier. It is already used in all NHS CRS systems. This objective describes activities to meet this target.

Prior to the 2005-5 release of the PDS, new NHS Numbers were allocated to patients by the National Back Office. The 2005-5 release gives the ability for local users to do so where they cannot be found on the PDS once they use a 2005-5 compliant local system. This functionality will allow Trusts to make use of the NHS Number, but carries with it the risk that duplicate records may be created. It should not be underestimated that this is a very significant change to patient administration business processes and should be treated as such. 

9.2. Activities

95% NHS Number Target

Trusts are currently requested to ensure that 95% of current records and 100% of historical records have a valid NHS Number. The Information Quality Assurance Programme has provided documentation in support of this work at http://www.connectingforhealth.nhs.uk/technical/standards/dataquality/resources/data_migration_guidance_active_patients_p1r1_and_p1r2%20v2.pdf. 
Trusts should maintain the standard set down by IQAP for LSP and ESP deployments where they fully integrate with the PDS and look to move to the 100% target when the NHS Number becomes mandatory.
This work is identified in (3) Guidance on preparation of local IM&T plans, specifically that “…sufficient capacity and capability is made available for data cleansing prior to any planned NPfIT or locally agreed migrations…”
Elimination of Old and NHAIS Temporary Numbers

For historical reasons, the PDS contains records with old-format and NHAIS temporary NHS Numbers. These patients cannot access national IT services, since they require a new style NHS Number.

The Demographics Programme is working to eliminate these numbers through a set of national initiatives, in concert with the PDS National Back Office. Once these initiatives are complete, there will be a small subset of records that require investigation by a Primary Care Back Office. PCTs must therefore be aware of and support the work within the Primary Care Back Offices. This work should be supported by CIOs and PCT Chief Executives, in line with the CIO statistics issued by NHS CFH.

NHS CFH will revise the CIOs statistics in future months to take into account the importance of minimising, detecting and resolving duplicate records, rather than NHAIS temporary numbers.

Support for NHS Number Allocation

Trusts should implement a business change project to ensure that NHS Number allocation is used appropriately. This should include:

· Amendment of business processes.

· Implementation of a back office to detect and resolve issues.

· Training, including regular reviews of staff skills.

· Regular audit activities.

Further information will be developed by the Demographics Programme in support of these deployments.

Validation of Patient Demographics
Experience has shown that requiring a patient to produce evidence of their demographic details (or ideally their NHS Number) raises the quality of data. In concert with the Strategic Planning Group, NHS CFH will run a pilot within primary care to quantify the benefits to doing this. If the pilot is successful, guidance will be issued to allow widespread adoption.

The guidance will request that patient demographics are validated with another document, for example a driver’s licence. The guidance will make clear that validation of demographics details is not compulsory or required in order to receive NHS treatment, in line with DH policy. 
When notified of the guidance, all NHS organisations should look to implement it. The guidance will be produced by the end of September 2007.
Mandatory use of NHS Number

To improve patient safety, providers should have a plan for complete adoption of the NHS number as the unique patient identifier. Specifically, they should ensure that the NHS Number (where it has been issued) is to be used for all patient communication with migration towards compliance with the Personal Demographics Service. Tracing available through NSTS will be replaced by a product on the Personal Demographics Service in due course.

In practice, the plan will differ by each Trust dependent on the IT and record-keeping systems in use. It should be noted that all LSP services natively use the NHS Number.

9.3. Timing

The use of the NHS Number as the primary identifier is not a new requirement. SHAs and Trusts should incorporate it into their IM&T plans and strategies as a matter of course.

If the ISB mandates the use of the NHS Number, it is likely that NHS organisations will have 2 years to comply from the date of mandation.
9.4. Benefits

· Reduction in duplicates and confusions, leading to a reduction in clinical risk. The cost of resolving a single duplicate record is estimated to be in the region of £20.  A recent NDRI Audit identified approximately 180,000 duplicate records in 2006, which given a QMAS payment for each person of £54, equates to a cost of £9 million per annum.
· A disbenefit is that the ability to allocate NHS Numbers at source may raise the number of avoidable duplicate records. A pilot has shown that these are approximately 1% of the total patient inflow.

· Significantly reduces the time for patients without NHS Numbers to use national services, such as Choose & Book. Currently it can take around 14 days to allocate an NHS Number. With the new functionality this will be done immediately. This will have implications for clinical targets, such as the 18 week wait. For example, if the patient can use Choose & Book immediately, their wait should be reduced.
· The use of the NHS Number removes the dependency on the patient’s demographic information. For example, in most Trusts when a patient is registered on to the computer system a series of labels are produced. These are then attached to reports, results, records and other documents. In a busy hospital many people not directly employed in that patient's care will see these documents in the course of their normal duties. The use of the NHS number on these labels helps to confirm patient identity thus ensuring the correct record is updated and, externally, can help protect confidentiality by enabling the use of fewer other identifying details. 

9.5. Constraints

· NHS Number allocation requires a 2005-5 or above compliant local system.
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