Crossing the Bridge
(The NUG Conference 2007 as seen by a new EMIS Employee)

Roz Foad

This time last year I was just back from the NUG Conference 2006 and settling down to a weekend writing the report for my PCT and the NUG Committee.  I had no idea that I would be attending NUG 2007 as an EMIS employee!  

For those of you who haven’t had do endure my postings on the EMIS User Group List, I left the NHS at the end of May after the last PCT reorganisation. I was taken on by EMIS to manage the implementation of Qute.  This is the new software tool that extracts data from primary care clinical systems and loads it onto a website alongside secondary care data fetched by Anglia Support Partnerships from the Secondary Uses Service.  Both datasets are mapped to SNOMED so that searches and reports can be run on both together, a unique tool for Practice Based Commissioning, that no-one else has developed.

As I am now on the EMIS Payroll, I am no longer qualified as an ‘EMIS User’, and I informed the NUG Committee that I could no longer come up with the goods.  Bribery, flattery, and wine were attempted to try and persuade me to change my mind, but of course I am no longer able to give an impartial view (or if I did, I am sure there might be certain eyebrows raised…..!)

However I did wonder if my experience of conference ‘from the other side’ might be of interest to those who couldn’t get there, or even those that are struggling to recover from effects of the NUG dinner celebrations and whose concentration might not have been 100% all of the time….

EMIS starts its preparations early.  I was informed as soon as I was appointed last June that I would be speaking on Qute at the Conference.  I would be sharing a stage with Dr Arun Aggarwal, the Excel expert, and in the main auditorium at that.  For one and a half hours…..   This induced a rising sense of anxiety, and I discussed with the NUG whether an hour might not be enough.  Fortunately they agreed.  An after lunch slot is bad enough without providing sufficient ammunition to induce narcolepsy…

As the weeks went on, a rising sense of both purpose and concern hit Fulford Grange.  We had to supply measurements for fitted T shirts with the EMIS logo on, (at least black is supposed to be slimming). The developers change the presentation dummy systems on what seems like a daily basis, and near hysterical laughter seems an hourly occurrence from the Implementation Office.  Comments like ‘why do we always leave things to the last minute’ are repeated like a mantra.  As the date comes closer, any other commitments somehow get shelved in preference to working for the conference.  

EMIS staff are booked into a hotel a couple of miles off campus – with the exception of the Clinical and Managing directors, who can obviously be trusted to behave themselves. Warnings go out about the need to ‘consider your use of alcohol’,  which we naturally take on board religiously…..

I travel over to see Arun in Huntingdon, and we run through and time our joint presentation.   He is very kind and patient with a ‘rookie’.  

Back home (I am home based, working from St Albans and travelling to Leeds and other meetings as required) my laptop dummy system plays up, and I have to use the online one to take screenshots as backup.  ‘It won’t happen, of course, when have you ever known an EMIS server fail at Conference, but just in case….’  I take on board the warning, and seven hours later, have my backup ‘one I prepared earlier’.  I run through the demo daily, trying to get some kind of automatic process wired into my aging brain.

On the Tuesday before the conference, I open my emails to find that a new development has been added to Qute.  Practices had been asking for the equivalent of a  ‘How am I driving’ module to be added in.  They wanted to feed in their PBC budgets and monitor how their expenditure was going month by month, both as a practice and a PBC consortium.  So EMIS had started to write it.  Terrific, great news, but now I had to build in another slide into my presentation at the very last minute, and I hadn’t seen how this worked!  The butterflies in my stomach now seem to resemble a swarm of trampolining bees….  

The day before the conference, all the EMIS staff attending (there are a host of acronyms for titles I won’t inflict on you) gather at a Coventry hotel to run through the order and presentations.  We are each issued with a personal clipboard with crib sheets and enquiry forms.  It is desperately warm in the room, and soon agendas start flapping as fans.  I run through my talk and demo (backup version) and in late afternoon we set off for the other hotel.  A cavalcade of Citroens, black and silver, wends its way through the Coventry rush hour and into the hotel car park where we are staying, and we check in en masse.  The more technical then move on to the university to check on the set up of exhibition and cyber café.

At this point, the rest of the staff unwind, start seriously considering their alcohol intake, and relax for the evening.  However I am keen to catch up with the NUG Committee and delegates, so head off to the Warwick Arts Centre on campus.

It is a delight to see the Committee, who look much less nervous than EMIS, but then they have also been considering their alcohol intake for some time.  After managing to refrain from pigging out on the canapés, the delegates head off to the Union restaurant for a welcome hot meal, and then the bar.  The England Russia football match is on, and I spot Sean Riddell enthusiastically watching it from about 100 feet away.  Oh to have the eyesight of the young!

Having to stick to tonic water, at about 10.30 pm I feel I should join my colleagues back at the hotel, and attempt to find it.  There is a Satnav blackspot en route, and mine insists that I should be spending the night in the Canley Railway Station car park, no matter which direction I take!  After 30 minutes to cover 2.5 miles, I join them in the bar, though not for a drink.

Up at 6.45 am, breakfast and off to the Arts Centre.  EMIS want me to run through my demo again (obviously not satisfied with yesterday’s effort!) and I find that the system in the café is different to the one I have been practicing on.  The developers have upgraded the searches and reports and combined them under one tab.  I think the worry lines on my face have become more marked, and I am appointed a ‘minder’ to sit beside me for reassurance during the demo.  

It is then off to the auditorium for all but a skeleton crew, to listen to Sean Riddell’s talk on EMIS developments.  This focused on the move of both LV and PCS to streaming data onto Web, and how this will evolve into a fully functional clinical enterprise system, approved by CfH as Level 4 for GPSoc by the end of 2008.  (Level 0 is basic RFA accreditation, level 6 all users on an LSP system, which is still NPfIT’s eventual aim).  Currently only EMIS LV  (and shortly PCS) and Vision are approved as level 3.  Sean showed the already available searches and reports, the soon to be released appointments, and then demonstrated one of the toys on the EMIS stand, the Pod which patients can use to enter BP and weight recordings straight into their clinical record.   We waited with baited breath for his blood pressure reading, which came out at 197/120.  Well this was in the middle of his showcase presentation, I am just grateful that I was spared measuring mine!

EMIS employees have a buddy system, you arrange with your buddies to share manning the stands and going to sessions.  However they were kind to me, and I was told I could attend any session I wanted to.  I sat in on a very impressive demo by Shaun O’Hanlon and Guy Whitmore (developer of Qute and many others) of real-time access to hospital clinical data and out of hours, (access from Adastra) showing how the shared access built a full record of that patients care.  This is being trialled in York.  Map of Medicine was included, the pathways viewable by both primary and secondary care.  Concern on confidentiality issues was raised from the floor, but Guy ran through the various consent models, system to system authentication, and involving patients and practices, showing you could limit sharing all, or some specific piece of information, and that there would be a proper audit trail of not just changes to the record, but also exactly who had viewed it and when.

A quick lunch, then off to the auditorium to meet Arun, Alison Hutton who was chairing, and to check all was set up.  We were kitted out with mikes, my introductory music was loaded, and we checked it would switch off.   I was very relieved to see it was the earlier searches and reports system that I had on that server.  We ran through our presentations, Arun calmly working from a few pencil scribbles, and me with full printed Powerpoint slides, plus notes!.

At five to two, there were just two people sitting in the auditorium, but I switched on the music and they began drifting in.  At two pm we decided to delay by five minutes as they were still streaming through the doors.  Strangely it wasn’t the large number of delegates sitting before me that was so nerve-wracking, it was the thought that I was now representing the company, attempting to sell their product, not providing my own thoughts, and the staff would all be watching to see how I ‘performed’.  

Alison introduced us and I ran through the history of Qute, developed in Huntingdon with the PCT and their Shared Services department, to meet practices PBC data validation needs.  It is unique, the only product that enables practices to filter, search and report on both primary and secondary care together, and display them side by side on screen.  Arun and I performed a rather awkward docey-do and he took over describing how he made use of combining primary and secondary care in the clinical setting.  I wish I had been able to fully concentrate on what he was showing, but in no time we were switching over again, and I was off on the demo.  Web searches and reports are far easier, more extensive and intuitive than PCS and even LV.  I won’t attempt to describe the process just in words, you need to see the screens, but basically choose your folder, click on a new search or report tab, and choose the rules, features and criteria from drop down menus, lists of library codes and pre built searches. To an extent if you have practiced a demo, you kind of swing into an automatic pilot, though there were a couple of moments when nerves kick in, your mind goes blank, and you can’t remember where you go next.  My kindly minder’s finger gently pointed out the way, and I was back on course.  With a huge sense of relief I finished and was able to let Arun work his pivot table magic on the exported reports, he makes it all look so easy!

Nobody heckled (despite threats from friends…) and we answered questions such as costs and what else the system would do.  Alison closed the session inviting applause, and I could then relax and take a seat to watch the next session.  This was Tim Donohue running through what to expect from EPS release 1 (just bar coded paper scripts, good practice take-up, very slow in the pharmacies to start reading them) and Release 2, due out at the end of this year.  R2 will be trialled in 17 PCTs first.  NPfIT aim to make EPS irresistible, rather than mandatory, sounds like a good approach to me!  This will do away with the need to sign individual prescriptions, cut down on surgery visits, and patients can choose a pharmacy to have the scripts sent to electronically.  There are still issues to sort out with dispensing practices workflow, pharmacy smartcards, and the logistics of recruiting patient nomination of their chosen pharmacies.  Tim did display his email address for queries, tim.donohue@nhs.net.

Then it was back to the exhibition for a very welcome cup of tea and a catch up with some of the delegates from practices and PCTs.  And a congratulatory hug from my minder!

Somewhat recovered, I managed to sneak into Dai’s presentation on the IM&T DES.
With GP2GP really taking off now, the importance of sending and receiving good quality data between practices becomes ever more vital.  I’ve always thought that this should be the real focus, as even though some of your patients may be having concerns about sharing their data with the spine, transferring their records securely, and almost instantly, to the next practice has to improve that practice’s ability to care for them.  Dai demonstrated what Chart on-line looks like, building a picture of the state of data quality across the Country, using anonymised summary data.  He was showing how the entries relating to QoF conditions were considerably better than those outside QoF.  Now I wonder why on earth that should be…..!   However if a practice has recorded 12 hysterectomies on one patient, it does bring to mind what the quality of their record keeping might be on other more important issues such as stroke or heart attacks.

Using Chart online, the advice was to drill down through SHA, PCT and into your practice, which will be highlighted for you.  A good quality practice should be showing above average level on the charts – are you up there?

A couple of points to check:

· Are diagnoses included in the summaries?

· Are you mixing up screening codes with diagnostic ones (eg hysterectomy in smear recalls)

What will be the outcome of your IM&T DES assessment? You will be either given full accreditation, lasting 3 years, or a short term accreditation implying work to be done to retain it, or you will be judged not ready.  

Dai stressed what I have also been saying for months, that most PCTs have not emerged sufficiently from their reorganisation chaos to achieve accreditation for all their practices by March, when the DES ends.  So either it will have to be extended, or re-run as a local enhanced service, if the work to get practices up to standard is to continue.

Unsurprisingly, Dai was asked about reducing the workload on practices.  Let’s face it, the money is not really a sufficient amount to employ extra staff, and is non-recurring anyway.  PRIMIS+ services are there to help, but there are not enough facilitators in PCTs.  Make use of them to the full if you have access.  It takes a good year to train one, and then they are so useful they get promoted into other avenues!    But the DES does entitle you to PRIMIS + or equivalent services, and if you are not being offered this, you have a right to raise this with your LMC.

A question was raised about a comma error with the queries, he confirmed this is being resolved in both LV and PCS.

I returned to the Exhibition, where EMIS had now set out free glasses of wine for delegates.  Whilst I gazed longingly at these, this offer was not open to employees, even those wishing to put more work into considering their alcohol intake, so had to decline the kind offers of delegates who wanted to smuggle me one!  I have never seen a table of glasses cleared so fast, and despite further trays of glasses arriving, we were soon down to the plastic cups…

Then it was a Citroen cavalcade again back to the hotel to change.  There had been much discussion amongst staff on who was going to wear what, and the uniform black T shirts were discarded in favour of glittery finery (the ladies) and possibly more casual attire for the men, although we had a couple of sharp dressers amongst them!  This time it was a cavalcade of taxis (and a few noble volunteer drivers) which made its way back to the University for the dinner.

I had been invited onto one of the NUG tables, so it was a great chance to catch up with Manpreet and Ralph, and David Stables joined us too.  EMIS had very generously provided free wine for the dinner as well, and this time staff were allowed to fill their glasses.   

A first this year, the NUG Committee were selling tickets to raise money for the dreadful situation in Darfur.  I was grateful for a chance to donate, even if I did leave my tickets back at the hotel!  A large number of prizes had been donated by exhibitors, though it was a little embarrassing how many went to EMIS staff.  Either they were more generous with their money, or luck was on our side!  £1700 was raised, a terrific effort, well done everyone.

After a great meal, we were entertained by a magician, who got rather more participation than he had bargained for from the ladies he chose from the audience.  He was later seen in the bar still looking a bit shaken!

The rest of the evening went quickly, an oldie like me prefers to chat in the bar rather than hit the dance floor, but I spotted my new colleagues energetically having a ball.  At around 2.30 am the last of us clambered into a patiently waiting taxi and headed for the hotel, we had to be up for breakfast at 8.00 am, T-shirted and alert….

As my session was done, I was allowed to sit in on the other sessions on the second day, and went to wait expectantly for Sir Muir Gray.  I’ve heard him speak on several occasions, always worth listening to.  However the auditorium was virtually empty, and no sign of the speaker either.  Charlie Stuart-Buttle, chairing, suggested the handful present went off to other sessions and we were just filing out when Muir arrived.  He had a total audience of 30 for his talk, and tailored it that we divided into pairs to discuss and feedback our reactions to his revelations.  He was talking about NHS 2.0.  For the uninitiated, including me, I looked up the definition of Web 2.0.   It seems this refers to 

“the seeming second generation internet-hosted communities and services such as social-networking sites (such as Facebook), wikis and video/image sharing sites. These communities aim to facilitate collaboration and sharing between users”
Muir is a very well read man, and his talks are peppered with quotes from his studies.  He talks as though it is obvious we will have read these too, very flattering, but I just wish this was the case!  Must attempt Manuel Castell’s The Information Age one of these days…

In a nutshell, Muir was talking about what the patient record would be like in 2011, definitely more patient centred, more standardisation (“we don’t need to be buying 14 different hip prostheses, we need national standards of care”) and the increasing use of My Healthspace to share information with patients.  Patients will be responsible for their own record, know their NHS number, and will read and enter data into their records.  Results will be sent straight to the patient, and copied to the GP.  Decision support and knowledge support need improving.  There need to be patient decision aids – no one knows the best treatment for prostate cancer, so how do you help the patient decide?

There is a new tool to look back at the family history of breast cancer with patient decision aids being developed in Oxford, and he would like a few aged 40 or so female volunteers to try this out.  muir.gray@dphpc.ox.ac.uk   if you would like to volunteer!
We should be looking at uniformity, one national stroke service, one national epilepsy service, for example, to improve standards of care.  Local networks would all work to the same plan.  The national services should have no chief execs, just clinicians and librarians – what a novel idea!

Finally Muir finished with his usual plug for his website. If you are intrigued to learn more about his ideas (he says visions belong in a mental health inpatient unit!)  and the new radio service, due to launch in November, log on to www.soundshealthy.org .

Feedback from the sparse few present was concerned about the non-white, non middle class members of society, who will not have the interest or ability to log on and take an interest in their medical record in the ‘Fourth Industrial Revolution’ post Millennium.   It was felt it would have most appeal to those with a worrying condition, or who thought they had one.  GPs were expected to filter a wide variety of information brought in by patients, and would need help to do so.

The NHS Choices website was mentioned.  The information on there, he admitted, will take a year or two to sort out.  The EMIS website Patient.co.uk will be part of NHS Choices.

I then sat in on Shaun O’Hanlon’s demo of Web Appointments, still in development, but near to release.  I hadn’t seen any of this before at EMIS, having been concentrating on Qute searches and reports.  One point immediately struck me, here was the ability to see who had booked the appointment!  There has been a fair bit of wittering on the electronic user group list about this of late, how the one time you need to find the culprit, the initials haven’t been put in – this would get round that, though not if a terminal was being shared.  However it would narrow it down!

Other points of interest

· You can use a room as a session holder

· All appointments/meetings for one user can be displayed in one place

· Choose All GPs or All Nurses view to sort

· Info on past and future appointments for that patient appears when you go to book

· Alerts such as ‘violent patient’ or ‘needs smear’ (hopefully not together!) will pop up at point of booking.

· Ties in with the Microsoft Common User Interface date format.  Picking a date is a click on a calendar.

· Can show both day and week views.

· Find appointments tab will show all available shots except urgents, or include these with an extra tick.

· Can search for, for example, all diabetic clinic appointments, or all appointments at the branch surgery

Shaun then showed the appointment session creation process, very easy to create the sessions for the week, click to add in the sessions holders, create joint surgeries, and vary the times in a session or put in embargos.  There is a conflict management warning to prevent double booking.  Having built your week, you can save it and then roll forward for as many weeks as you like.  If you want to vary a session holder in subsequent weeks, eg take the Friday afternoon emergency surgery in turns, you can do this with drag and drop.  Drop the weekly set up onto the monthly calendar, and create months at a time.  Add in the holidays of partners, and they will be automatically built in.

Paul Lowry, an EMIS developer, was then called upon to do his first demo of EMIS Searches and Reports, and I had heard he was understandably nervous.  However he did an excellent job, probably considerably more fluent than mine, though it must help if you have actually worked to develop the software you are showing…  I was used to the secondary care searches, so it was interesting to see what you could do in primary care, which will be the main use GPs and staff will have for searches and reports.

Amongst the points he made

· GP Contract searches finish in minutes, not hours.

· Searching on all patients with more than one DNA is a doddle

· Easy to do a breakdown of consultation types against consulter, to identify who hasn’t been recording their home visits or telephone consultations.  Should make for an interesting agenda item at the next practice meeting…!

And from the questions:

· You can audit unused slots per week

· You can link users to rooms and each other

· Will it work with patient call systems?  Answer – it will have to, but we don’t have the details yet.

· Will there be macros on EMIS Web?  Macros won’t exist, but there will be embedded protocols to operate from a single key.  

· Existing appointments won’t stream across, it will have to be a big bang approach to switch.  Best to wait until the Consultations module is also available on Web, so that you can move seamlessly between the two.  But use the Web system to play with a get used to before you make the switch.

After lunch we moved to the now annual ‘Ask EMIS’ with David Stables, Andy Whitham, Sean Riddell and Shaun O’Hanlon.  EMIS staff claim they try to get into this one to find out what is coming next!  This is a chance for EMIS to be open and honest, and give information that they might not necessarily want in print.  However this year’s session was not that contentious.

Consent featured as a main concern, and the various types of organisation consent, individual consent, sealed envelopes for data items not to be shared, were gone through.  The aim is to allow extensive sharing but with tight confidentiality.  We heard a fair bit about ‘code cleansing’ and ‘code hygiene’ during this conference, with the drive to better data quality if it was going to be shared.  Obviously just as with washing hands, you may think you know how to do it, but training is necessary to do it properly when others depend on it.

The issue of district nurses entering data into GP clinical systems and messing up their QoF points is a concern frequently voiced about community system sharing.  In Web, community nurses could enter data into their part of the system but not yours, if that was how you agreed to share it.  It was pointed out that giving the nurses standard templates to complete would get round a lot of this.

The consent settings are not transferable to a new practice under CfH’s GP2GP transfer process across the spine, but they will be transferable to patients merely moving from one EMIS Web practice to another.  It would be necessary to re-authorise the consent as you would do the medication, but it would be retained.

Tracking late or missing lab results is another bone of contention for practices.  Workflow Manager, that long awaited tool, will cover this.  It will create tasks which can be tailored as alert boxes if the expiry date is reached. 

EMIS Web will come out in staged releases

Release 1 is out now  

Release 2 is due out December (07 for the cynics who will ask ‘December which year?!).  this will include EPS Release 2, GP2GP across Web, PCS Web and CAB 3

Release 3 due out June 08 will have the full read/write functionality of a full clinical system, but with dispensing and GP Links still to come.

Release 4 will have full functionality for either a fully hosted system, or shared with an onsite server.  This would give true belt and braces, coping with either the digger in the road, or the flooded practice server.

The next major upgrade is to LV Web or PCS WEB.  Practices will still need backups for document servers, and if keeping their main server, for this also if they want a true belt and braces approach.

If the server goes down, then in an emergency EMIS would give an access code to access the Web system from whichever emergency centre was set up.

Northern Ireland, Scotland and Wales will also be offered hosted systems.

Any practice requiring an upgrade has the following choices:

Server about to fall over – if you want to retain a practice server, with funding under GPSoC, then act now, before all systems have fully hosted clinical systems which will then be the only option.  PCTs have been given an average of £9000 per practice for hardware and N3 upgrades under GPSoC.  Apply to your PCT straight away to claim your share.  If you run into delaying tactics, then make use of your LMC.  Consider funding the server yourself.

Wanting to move to an enterprise system to claim component 4 of IM&T DES.  The only EMIS option available at present is PCS enterprise, which is expected to be Level 4 accredited by Christmas.  

Wait for EMIS Web to be developed and accredited to Level 4, which it will be, but not in time for end of March.  Practices are gradually being moved across to streaming their data onto Web.  Both LV Web and PCS Web will be accredited.

Other Questions

Speed issues.  EMIS is doing everything it can, but sometimes the delay is caused by the EMIS system waiting for a response from the spine, and EMIS has no control over this delay.  The local infrastructure may not be sufficient, and GPSoC money can be spent on better N3 bandwidth, though this is expensive.  Streaming of the one off historical data to Web will be done at night.  The actual transaction messaging for day to day use takes up little bandwidth.

EPS

CfH has decreed that acute and repeat drugs must go on separate scripts.  This is because acute drugs are transmitted immediately, in preference to repeats.

At teatime I returned to the café to find that EMIS technicians had swung into action and the packing up was underway, leaving enough terminals for those still wishing to play.  It was lovely to spend this conference meeting both old friends and new.  For example John Derrick, GP from Rugby who had deferred his 50th birthday celebrations to attend conference, how committed is that?!  Angus Goudie from the North East, Read Code Guru, always ready with advice to EMIS list members, and who organises a prayer session in the chapel each year for delegates.  My practice manager friend from Aberdeen whom I first met at a NUG conference many years ago.  To the new list I would add Malcolm Vincent, who has delighted so many with his wonderful ironic comments and spoof letters sent to the EMIS list.  And the many who came up to say hello, I can’t mention you all, but it was delightful to put names to faces.

Most EMIS staff, who all had long journeys to make, left after tea, but I went to support Gary Shuckford in his talk on GPSoC.  It was a shame this was so late in the day, and attendance was thin as delegates too had long journeys to make.  Rather than run through it all, I will do what Gary did, which is to point you in the direction of the website for the full information.  http://www.connectingforhealth.nhs.uk/systemsandservices/gpsupport/gpsoc 

GPSoC will affect you all.  It gives you the right to decide on your choice of system, to formalise an agreement with your PCT on that, and once signed, they cannot put pressure on you to change.  Do not be put off by PCTs saying ‘we are not doing GPSoC, we want you all on one system’.  They have to offer you this choice, make sure they do!

And so another conference closed.  Just time to kiss goodbye to the remaining NUG Committee members who had worked so hard to make this such a success.   I had said I wasn’t going to write a report, that I wasn’t a delegate, but somehow old habits die hard, so you have kind of got one anyway!  I hope it whets your appetite for next year and that you will book up in good time.  10th – 12th September 2008, University of Warwick.  I might see you there, if EMIS are still happy to have me in their team, they are a great bunch to work for!

