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1. Introduction 

This is the report of the Working Group on IT Systems that was established by the National 
'Iminunisation Steering Committee in February 2001. The Terms of Reference for the 
Working Group were:-

To review current and future I.T. systems requirements for the optimum management 
and delivery of all immunisation / vaccination programmes with a view to in"itiating the 
development of a common I.T; system to be operated by all health boards, which will 
interface with I.T. systems operated by General Practitioners, the GMS PaYments Board 
and the National Disease Surveillance Centre 

This report is a follow-on to the Interim Report submitted to the Steering Committee in July 
2001. 

2. Membership 

The initial membership of the IT Working Group was as follows: _ 

• Mr. Seamus Butler South Eastern Health Board (Chainnan) 

• Mr. Kieran Hickey 

• Mr. Tony Carroll 

• Dr. DeclanBedford 

• Ms. Mary Corrigan 

• Mr. Michael Minton 

The Office for Health Gain 

Eastern Regional Health Authority 

North Eastern Health Board 

North Western Health Board 

Western Health Board 

• Ms. Dolores Casey Midland Health Board 

• Mr. Richard McMahon Mid Western Health Board 

• Mr. Declan O'Brien Southern Health Board 

• Mr .. Tom Flood GMS (payments) Board 

• Dr. Mary Cronin National Disease Surveillance Centre' 

• Dr. Donal Buckley Irish College of General Practitioners 

However, the following changes occurred in the membership after the initial formulation of the 
Working Group:.- . 

• Mr. Robert Cooke replaced Mr. Tony Carroll as the representative from the.ERHA 

• Ms. Caroline Gallagher replaced Ms. Mary Corrigan as the representative of the NWHB 

• Mr. Paddy Burke replaced Mr. Tom Flood as the representative from the GMS(p)B. 

• Dr. Derval 19oe replaced Dr. Mary Cronin as the representative from the NOSC 

• Mr. Willie Anderson became aD additional representative from the NEHB (due to his 
familiarity with recent work done in specifying requirements for a new IT_system) 
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• Ms. AnneKeane attended one meeting in place of Mr. Richard McMahon, MWHB 

Administrative.support for the Working Group, including circulation of documentation, 
minutes 9f meetings, and accommodation arrangements for meetings, w~ providing by a 
number of staff from The Office for Health Gain. The Working Group wishes to record its 
appreciation for the support provided and to note the professionalism of the staff concerned. 

3. Meetings 

The Working Group.met on the following dates:-

• 3rd April 2001 

• 22nd May 2001 

• 28th June 2001 

• 2nd August 2001 

• 25th September 2001 

(The first meeting was delayed until April due to the restriction on traveUmeetings in the 
Spring of2001 arising from the Foot & Mouth prevention measures.) 

4. Summary of Key Recommendations 

.The key recommendations of the Working Group are summarised in the list below. These 
are explained in more detail in Section 8. 

I} The ten health boards and the ERHA should initiate conjoint action for the procurement 
and implementation of a National Immunisation System, based on either one national 
database directly accessible by health boards and GPs or on a national database linked to 
local databases maintained by health boards. In the first instance the Chief Executive 
Officers of the eleven agencies need to agree this and to resolve jointly to give effect to 
it. 

2} A project structure should be established immediately comprising of a part-time Project 
Board and a full-time Project Manager. A consultant should be selected in the first 
instance to act as Project Manager pending a longer-term filling of this post. 

3} The project should be put forward as an eGovemriJerit initiative, which may attract 
funding from the Department 0 f the Taoiseach. 

4} Arrangements should be made to put links in place between this project and other 
relevant national projects including the Central Client Eligibility Index, the 
Computerised Infectious Diseases System, the Civil Registration Modernisation 
Programme, the National Schemes System and the initiatives of the National GP IT 
Group. 

5} Standard policies, operating procedures, data definitions and message formats should be 
developed and implemented across all agencies as a matter of urgency 
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6) A common unique client identifier should be adopted for. use by all agencies. Ideally 
this would be the PPS Number if the practical difficulties associated with obtaining it 
can be overcome . 

. 7) The new Immunisation System should be integratable with other patient-related systems 
in the health boards and at national level 

8) Information should be collected at source with minimal need for transcription. This will 
require electronic links to be established with General Practitioners so that the act of 
recording immunisations in their own Practice Management Systems will result in the 
automatic transfer of data to the local/national immunisation register as appropriate. It 
will also require that AMOs and other staff engaged in administering vaccinations have 
online access to the system. Appropriate technology will be required to enable this from 
non-health service locations, such as schools. 

9) A financial incentive should be built into the GP Payments Scheme to encourage the 
electronic transmission of immunisation returns. 

10) The system should incorporate full integration with the supply.chain processes so as to 
track vaccines from manufacturer through health boards to GPs and on to patients. This 
tracking must include tight monitoring of batch numbers and expiry dates. 
Manufacturers' data should be supplied electronically so as to eliminate the risk of 
simple keyboard errors causing inaccuracies in key information such as batch numbers 
and expiry dates. The use of bar-code technology would be particularly useful in this 
regard. 

Il)All payments to GPs should be made through the GMS (payments) Board. Each 
payment should be accompanied by a detailed breakdown of what it refers to. 

12) The rules for calculating payments to GPs should be reviewed with a view to 
considerably simplifying them. The new system will inevitably be problematic as 
regards GP payments unless the rules are simplified. 

13) GPs, AMOs and other relevant practitioners should have online access to their own 
patients' records on the national system including details of vaccinations given 
elsewhere; Appropriate security measures will be required to protect the confidentiality 
of patients' records in this regard. 

14) Adequate personnel resources should be assigned to maintain the new database- i.e. to 
continuously keep the system up to-date with vaccination returns received from 
GPs/ AMOs. A new system with comprehensive call/re-call functionality will be useless 
unless it is kept fully up. to-date. 

IS) Recognising the important role of General Practitioners in the delivery of immunisation 
services arrangements should. be made with the ICGP for the provision of appropriate 
representation on the project team and various consultative forums throughout the 
lifetime of the project. 
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5. Survey re Existing Systems 

5.1. Methodology 

A survey of all health boards was undertaken to elicit information regarding the existing IT 
systems in use under the following headings: -

a) System Name 

b) Supplier 

c) Date of Purchase (or-development) 

d) Ownership Status (e_g. owned by the board or licensed for use only) 

e) Details of major upgrades in last two years 

f) Functions Provided (limit to the ten most important functions that the system performs) 

g) Functions not provided (i.e. gaps identified) 

h) Data Content (simple list of data items recorded) 

i) Key Strengths 

j) Weaknesses (in addition to functionality gaps as specified at (g» 

k) Links with other systems (whether interfaced or integrated) 

I) ProgrammiIig Language 

m) Database 

n) View as to flexibility I suitability to further enhancement 

0) Documented procedures, where these exist - i.e. specify the list of areas covered (as 
opposed to including the actual procedures) 

p) Organisaiional structure I staffing arrangements 

. In parallel with collecting the above information _from each health board all agencies were 
asked to conurient on the projlOsal to implement a common national system in the context of 
this being: 

A. one national database 

B. locally hosted database using common software and a common unique patient 
identifier (e.g. the PPS Number), and 

C. using a common set of data definitions and standards but using different software 
across all Boards. 

In addition to the views of the health boards on these three potential approaches the. views 
of the other agencies represented on the Working Group were also sought (lCGP, 
GMS(p)B, NDSC, Office for Health Gain) 
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5.2. Survey Results 

The existiiJg.approach across the health boards is very f\"agmented. There are five separate 
systems in use all of which are hosted locally within each Board (the ERHA 'Shared 
Services Centre runs a common system for the three Area Health Boards in the Eastern 
region). Of the eight health boards (taking the ERHA as one) six have identified an urgent 
need to replace their existing systems. 

There is a wide range of problems with the all of the existing systems in use. Some of the 
problems are associated with deficiencies in the systems themselves (database/software 
design and functionality) while others relate to wider organisational/procedural issues, 
including how the systems are actually used. The following summarises the key problems: -

• Absence of a common unique patient identifier (multiple identifiers in use across the 
Boards and within some Boards) 

• There is no automated mechanism in place for integrating vaccinations information from 
different Boards - e.g. a child' who receives some vaCcinations in one' Board and the 
remainder in another 

• Absence of formal QA processes for ensuring data quality resulting in too high an error 
rate in the data capture process 

• Inadequate automation of data capture processes 

• Inadequate personnel resources available for effective operation and monitoring of the 
vaccination programmes (admin and nursing personnel), resulting in continuous 
backlogs of work (both data entry and defaulter follow-ups) and inability to chase down 
gaps in information 

• Inadequate documentation of policies and procedures 

• Need for greater clarity in definition of roles and responsibilities of all personnel 
involved in the operation and use of the systems 

• GPs are not happy with the current processes - payments can be late, particularly bonus 
payments, because of problems with the cohort information held by health boards. 

• The current rules and processes for GP ·reimbursement under the Primary Childhood 
Immunisation scheme are very 'complex and difficult to administer. This also 
contributes to payment delays. 

• The current GMS(p)B system does not .collect information on the vaccine batch .used or 
expiry date 

• The systems at health board level that collect vaccination batch numbers/expiry dates do 
not have adequate controls over the quality of this information 

• There is no electronic transfer of data from GP systems to the health board's 
immunisation system 

• In some health boards the immunisation system is standalone and does not interface or 
integrate at a patient data level with other systems used by the particular health board. 

• Current systems require significant clerical support 

• Reporting facilities are generally weak 
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• Some systems do not provide adequate call1recall functionality 

• . Not all health boards are able to provide the required information for accurate estimation 
of immunisatio~ uptake to the NDSC -

• It is not· al~ays possibie for health boards to provide to the GMS Pa~ents Board a 
breakdown of the overall cohort in terms of new entries (births and transfers in) and 
deletions (deaths and transfers out) 

• Duplicate patients exist on patient registers, both within a health board and across health 
boards and on the GMS(p)B systems 

• Procedures for handling patient transfers between health boards/GPs are cumbersome 
and inefficient 

• Calculation of uptake rates and payments are complicated by children who have partial 
records in more than one Board. If matched together the partial records should form a 
complete record, in many cases, however, this is not done. 

Regarding the agencies' views of the various options for a common national system there 
was wide variability across the agencies with no clear concensus emerging. However, these 
Views were expressed at an early stage before full fleshing out of options, which carne at.a 
later stage. 

6.· Options Considered 

In order to flesh out the various options for the way forward a short-term consultancy 
assignment was placed with Integrity Consulting Partners Ltd. This identifiep seven 
different options, which are summarised below. All options (i.e. from option I upwards) 
can be assumed to provide for the following baseline requirements: -

• development and implementation of standard operating procedures, data defmitions and 
message formats; 

• the adoption of a common unique patient identip.er; 

• all payments to GPs to· be made through the GMS (payments) Board; 

• immunisation system(s) must be integratable with other patient-related systems in the 
health boards and at national level; 

• immunisation data to be captured electronically at source from GPs and AMOs 
(recognising that this may take a.considerable length of time to implement) 

Further explanatory information about these options, based on material supplied by Integrity 
Consulting, may be found in the appendices to this report, starting at page number 21. 

Option 0: Do nothing 
This option was rejected at an early stage due to the fact that most of the Boards have 
identified a need to replace. their existing IT systems m any case. 
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Option 1: Do Minimum 
This involves retaining current systems in Boards where they are acceptable and 
implementing new systems in others on a board-by-board basis with individual Boards free 
to choose whatever system they wished (but within a common framework of standard 
procedures, data definitions, message formats and a. national common unique patient 
identifier). This option may result in a variety of systems in use although sharing of 
development costs for new systems would inevitably occur. 

Option 2: Implement Standard Application Software in each Health Board 
This involves undertaking a national procurement for a standard system/application 
software that would be implemented separately in each Board with each Board hosting its 
own database. 

Option 3: Implement a Single National System that can be accessed by aU 
This involves undertaking a national procurement for a new systemlapplication software 
that would be implemented as a single national immunisation system, incorporating a 
'national database' of patients and immunisation records. This 'central' system would be 
directly accessible by all parties and ultimately all practitioners' systems (GPs/AMOs) 
would generate data automatically for electronic transmission to the 'central' system. 

Option 4: Implement Supra-regional Systems 
This involves undertaking a national procurement for systems/application software that 
would be- implemented in accordance with a 'shared service' model across a number of 
health boards. Three or four implementations may take place. Essentially, this is a variation 
of Option 3. 

Option 5: Three TierHierarchy of Databases 
This involves undertaking a national procurement for application software that would be 
implemented both at health board and at a national level (for access by NSDC I GMS(p)B I 
1MB). All health boards would operate the same system, hosted locally, which would 
automatically replicate data onto a national database also. This national database would 
service national iIIformation requirements - e.g. NOSC - and would also facilitate inter-

. agency data transfers; it would also facilitate the· comprehensive patient view of 
immuriisation data, regardless of where the immunisations were camed out. Ultinlately all 
practitioners' systems (GPS/AMOs) would generate data automatically for electronic 
transmission to the local health board and to the national database. 

Option 6: Shared Records 
This involves collecting immunisation data in local (GP/AMO) systems and providing a 
mechanism whereby information can be accessed via a single user interface, using an on
line 'data pull' approach rather than the 'data push' approach embodied in the previous 
options. This would require the adoption of agreed technical standards, including data and 
message formats to a degree well in excess of what would be required in any of the other 
options.. This option was recognised as being by far the most technically complex and long
term to implement. 
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7. Options Appraisal 

A set of evaluation criteria and a weighted scoring system for evahiating the above options 
was proposed by Integrity Consulting and then agreed by the Working Group following 
some amendment. Two of the options, namely Option 0 and Option 6, were rejected prior 
to the application of the formal evaluation system as neither were seen as warranting any 
further consideration. 

7.1. Evaluation Criteria 

The evaluation criteria used were as follows: 

a) The solution should be feasible to implement within a timescale 002·18 months 
(following completion of a procurement, if applicable) 

b) The solution should support effectively and efficiently the information needs and 
business processes of the key users: 
~ GPs 
~ Health Boards (Community Care & Public Health) 
~ National Disease Surveillance Centre 
~ GMS(p)B 
~ 1MB. 

c) The solution should be patient·based and enable easy access to the complete 
immUnisation record for an individual person regardless of their loca~on(s) 

d) The system should be based on tried and tested technology which will provide a robust 
solution over time 

'e) The system (& network) should hold data in a secure and confidential manner 

f) The system should not require complex support or management arrangements 

g) The system should enable the various organisations to effectively perform their statutory 
duties and functions 

h) The system should be compatiblelcombinedwith other monitoring processes/systems 
within the health boards - e.g. Child Health Systems and Elderly At·Risk Registers 

i) The system should be compatible with other relevant national projects (eg, the 
GMS(p)B CCEI and/or the proposed national schemes administration system). 

In addition to the above criteria, the following points were taken as a 'baseline' set of 
assumptions that apply to all options: 

1) The solution should be easy to use for data input' whether by administrative or clinical 
staff 

2) The solution should have flexible and easy to use reporting facilities 

3) The solution should support current requirements and have the flexibility and 
adaptability to provide .for chan~g requirements in the future 

4) The system should comply with an agreed set of data, process and technical standards, 
to be implemented by all parties 
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5) The system should fit with the ICT strategies and development plans oflocal and 
national healthcare organisations and the health boards. 

7.2. Evaluation Scores 

Options I to 5 were evaluated against the criteria above, lismg the following scoring system: 

Score Interpretation 
0 Fails to meet requirements in any respect 
I Fails to meet a significant number of requirements and would pose 

severe difficulties for the stakeholders if this solution were to be 
implemented 

2 Satisfies more of the requirements but would still pose some 
difficulties for the stakeholders 

3 Satisfies most of the requirements and v,:ould provide.a satisfactory 
·solution for the stakeholders 

4 Meets requirements in full 
5 Meets requirements in full and provides added value 

The evaluation criteria were also weighted to allow for the relative importance between the 
criteria. 

Table I overleaf shows the actual scores allocated to each of the remaining options, 1 
through 5, together with the weights applied to the individual evaluation criteria. These 
weights/scores are based on those initially proposed by Integrity Consulting and 
subsequently agreed with the Working Group following some amendments. 

7.3. Cost Comparisons 

Allocation of costs to Options I to 5 was done by Integrity Consulting on a broad brush 
approach only, based on the following assumptions: -

a). Replacing current health board systems on an individual basis will cost approximately 
IR£ 150,000 for each system 

b) If the current systems are replaced with a common system using common application 
software, the costs will reduce due to economies of scale to approximately· 
IR£lOO,OOO/board 

c) A national database will cost approximately IR£750,000 

d) Costs for upgrades to GP systems will be approximately IR£2,000/GP. It is assumed for 
the purposes of the appraisal that there are about 2,500 GPs involved. 

e) Infrastructure costs have not been included (as these are shared with other applications 
and are a constant across the range of options). 

Table 2 shows the results of the financial appraisal. 
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Table 1 - Scores Allocated 

Evaluation Option Scores' , -, ... . .. 

Criteria 1 2 3 4 5 

'" -.c: "" "" "" "" "" OJ) B B B B B 
'0:; ~ ~e e ~e e ~ 

~ 
~ ~ 

.~ e .~ ~ e .~ e 
~ 8 u 8 8 u 8 0 ;; ~ 0 u 8 8 ~ ~ u u 

'" ~ ~ '" ~'" '" '" ~~ '" 
Feasible to implement 3 4 12 4 12 3 9 3 9 3 9 
within timescale of 12-
18 months 
Support the infonnation 4 1 4 2 8 4 16 4 16 5 20 
needs and business 
processes of the key 
users 
Patient-baSed easy 5 1 5 2 10 4 20 2 10 3 15 
access to complete 
immunisation record for 
an individual 
Based on tried and 3 2 6 3 9 4 12 3 9 4 12 
tested technology which 
will provide a robust 
solution 
Holds data ina secure 3 1 3 3 9 4 12 3 9 4 12 
and confidential manner 
Should not require 2 2 4 2 4 4 8 3 6 3 6 
complex support 
arrangements 
Supports perfonnance 5 1 5 3 15 3 15 2 10 4 20 
of statutory 
duties/functions 
Compatible with other 4 2 8 4 16 3 12 3 12 4 16 
Child Health 
mortitoring 
processes/systems in 
HBs 
Compatible with other 4 1 4 2 8 4 16 3 12 5 20 
relevant national 
projects 
Total Scores 51 91 120 93 130 
% of max score available 31% 55% 73% 56% 79% 

I.T, Sub-Group 3'" October, 2001 Page 11 of30 



· Table 2 - Financial Appraisal 

i . 

Option 1 10 replacement systems@ IR£150,OOO . IR£1,500,000 -GP-systerricosiS-' -.. --.----- -- ------ ---- ----.--- -- .--. -- .. -ws;i.i60;o06-
-Totai" --. -- -- -- -.. -. --. ---------- ------ ---- -, .. -- -. -. --. -. - -006,5i;0;000 

Option 2 10 common systems @IR£100,000 IR£1,000,000 -GP' systerricosis--- -- ---. --. -- -. -..... -. -. ---. -. -. -- -------ws;06o;60o' 
-Totaf" -- ----- -. -. ---. ---.-. -- --- -- .... ---. ------- -- --. -.... '006,000;000 

Option 3 National system IR£750,000 -GP-systeiiicosiS'"--- -- -.-. -.. -. ---- .. ---.. -.... ---. -.. -- ---ws;o60;o06-
-Toi3i ---- -- -- -- -. ----- -- ------- -- -----. ---- ----- --- -- -- .. --- -iR£S;'ti50;0-00 

Option 4 10 common systems @ IR£ 1 00,000 IR£ 1 ,000,000 
-4 sujii3:i-iigiiiiiiilsystems-@iRl3i;6;6"oo-'-'-'-"-'- . w i ;200;600-
-GP -systemcosis--------·- -- -. ---- .. ----- -. -- -.- -- -.... -- - . ws;ooo;o06-
-Tolar- --- ----- --. -.. --,. -.. -. -- ---- .. ----- -- -. --- -- ----- -- - -007,200;000 

Option 5 10 common systems @IR£100,000 IR£1,000,000 
-Niiiionii -diitabase-@IR£s06;ooo------------------· . -. WS 00; OOe)" --
-GP -system cosiS'"' -.. -- .. -... --... -. ---. -. -.. ---. --.-------ws;06o;o06-
-Totar------ ---- ---. ---. -.. -- .. -... -.. --.. -. -. -.. ---- ----- -- -oo6,500;ooi; 

As can be seen from the above the lowest cost was Option 3 and the highest Option 4 with a 
difference of - 25% between the two - i.e. Option 4 is 25% more expensive than Option 3. 
Taking the two options that scored highest under the non-financial criteria - i,e.Option 3 
and Option 5 - there is - 13% of a difference between these, However, given that the costs 
estimated for GP systems enhancements across all options is .the same it is perhaps more 
useful to compare the costs excluding this element, as follows: -

Option 3 

Option 2 

Option I and 5 

Option 4 

7.4. Evaluation Results 

£0.7Sm 

£LOOm 

£L5Om 

£2.2Om 

As can be.seen from the table of non-financial criteria the result was that Opti.on 5 came out 
on top with 79% of the maXimum score available; with Option 3 coming in a reasonably 
close second at 73%, and Option 4 coming third but it was a long way back at 56%. 

As regards costs, Option 3 was the lowest, followed by Option 2 and then Options land 5 
were joint third. However, given that the figures must be interpreted as being very 
approximate only and given that the differential between the options is relatively small- i.e. 
as a percentage of the total cost and in the context of a national cost as opposed to an 
individual agency cost - the Working Group did not regard the costs as being a significant 
differentiator. . . . 
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The overall result of the evaluation therefore was that Option.3 and Option 5 were clearly 
. the preferred options given the margin in scores that exists between these and all the other 

options as·regards the non-financial criteria. Given the closeness of their scorc;s and the.fact 
that:both are.only different implementations of a national system it wasn't considered either ' .. 
necessary or appropriate by the Working Group to attempt to decide between them. The 
Working Group recommends that this decision be left until a detailed requirements analysis 
is carried out involving extensive consultation with stakeholders, leading to the logical 
design of the new system, followed by the physical design of the system. The decision as to 
whether Option 3 or Option 5 should be the preferred option belongs to the physical design 
stage by which time a much more detailed understanding of requirements will be available 
and the full implications of selecting one option or another can be determined properly. 

8. Recommendations on the Way Forward 

8.1. Key Recommendation 

Tbe key recommendation from the Working Group is tbat the ten bealtb boards and 
tbe ERHA sbould initiate conjoint action for tbe procurement and implementation of a 
National Immunisation System, based on eitber one national database directly 
accessible by bealth boards and GPs or on a national database linked to local 
databases maintained by beaItb boards. In tbe fIrst instance tbe Cbief Execntive 
Officers of tbe eleven agencies need to agree this and to resolve jointly to give effect to 
it. 

8.2. Functions of the New National System 

TheJimctions to be perfOImed by the new system are as follows: -

a) To create and maintain a popUlation register containing all cohorts of susceptible 
patients - i.e. all those to whom vaccinations could apply. In an ideal situation this 
would Include the entire population of the country but specifically those up to age 22 
and those over 65, together with others in particular risk groups. In the case ofchildren 
it would be necessary to record/maintain parents' details also, (The Working Group 
recognises that whilst a population register can be created in respect of children, based 
on birth notifications, there is no source of this data in respect of adults, which is a key 
problem area for providing a comprehensive national system.) 

b) To record for each immunisation the person irnmunised, the healthcare professional 
undertaking the immunisation, details of the particular immunisation given and key . 
information about the vaccine used (e.g. vaccine trade name and batch number). 

c) To record, track and monitor vaccination batches issued to GPs, AMOs and other 
personnel (e.g. Occupational Health Service), ideally utilising electronic links with 
vaccine suppliers 

d) To enable the management of the various immunisation programmes, including the 
primary childhood irnmunisations, school immunisations, pneumococcal, influenza and 
HepB. 
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e) To generate the necessary reports for GPs,. AMOs, Public Health Nurses and other 
healthcare professionals involved. These reports would include lists ·of children 
,provisionally allocated to each GP under'the PCl scheme, lists of adults who should be 
called for immunisations, lists. of defaulters for follow-up by PHNs,.etc., etc. . , ' 

f) To generate the required caillrecailletters for patients at,.the appropriate times (issued to 
parents in the case of children) . 

g) To generate the information necessary to enable the GMS(P)B to calculate payments to 
GPs and automate this dataflow to the GMS(P)B (directly from GPs if possible) 

h) To generate the information required to enable health boards and the NDSC to monitor 
uptake rates and the effectiveness of the immunisation programmes. The information 
required will include cohort information also so as to provide denominator figures and 
in some instances will include individual patient immunisation records so as to relate the 
incidence of vaccine-preventable disease with the vaccination status of patients 

i) To assist medical practitioners in complying with their obligations to report on vaccine 
adverse reactions to the Irish Medicines Board by generating appropriate notifications 
for them 

j) Generate other operational and management reports, as required 

8.3. Key Characteristics of the New National System 

In providing the above functions there are a number of key characteristics of the new system 
that are required for optimum effectiveness. Many of these have been specified earlier in 
this report - e.g. the criteria for evaluating the various options that were considered. There 
are, however, a number of characteristics that the Working Group regard as key, which are 
as follows: -

a) Standard policies, operating procedures, data definitions and message formats should be 
developed and implemented across all agencies. This process will impact on the 
functionality of the new Immunisation System and should begin as soon as possible. 

b) A common unique client identifier should be adopted for use by all agencies. Ideally 
this would be 'the PPS Number if the practical difficulties associated with obtaining and 
using it can be overcome. 

c) The new Immunisation System should be integratable with other patient related systems 
in the health boards and at national level 

d) Information should be collected at source with minimal need for transcription. This will 
require electronic links to be established with General Practitioners so that the act 
recording of irnmunisationsin their own Practice Management Systems wili result in the 
automatic transfer of data to the local/national immunisation register as appropriate. A 
financial incentive should be built into the GP Payments Scheme to encourage the 
electronic transmission of immunisation returns. 

It will also require that AMOs and other staff engaged in administering vaccinations 
have online access to the system. Appropriate technology will be required to enable 
this from non-health service locations,. such as schools. 

e) The system should incorporate full integration with the'supply chain processes so as to 
track vaccines from manufacturer through health boards to GPs and on to patients. This 

I.T. Sub-Group 3'" October, 2001 Page 14000 



tracking must include . tight monitoring of batch ·numbers· and expiry dates. 
Manufacturers' data should be supplied electronically so as to eliminate the risk of . 
simple keyboard errors causing inaccuracie~in key information such as batch numbers 
and expiry dates. The use,.ofb~-code technology would be particularly useful in this 
regard. 

f) All payments to GPs should be .made through ttie GMS (payments) Board. Each 
payment should be accompanied by a detailed breakdown of what it refers to. 

g) The rules for calculating payments to GPs should be reviewed with a view to 
considerably simplitying them. The new system will inevitably be problematic as 
regards GP payments unless the rules are simplified. 

h) GPs, AMOs and other relevant practitioners should have online access to their own 
patients' records on the national system including details of vaccinations given 
elsewhere. Appropriate security measures will be required to protect the confidentiality 
of patients' records in this regard. 

i) Adequate personnel resources should be .assigned to m,aintain the new database - i.e. to 
continuously keep the system up to-date with vaccination returns received from GPs. A 
new system with comprehensive calVre-call functionality will be useless unless iris kept 
fully up to-date. 

8.4. Timescale 

In making its main recommendation the Working Group is conscious of the timescale 
within which it is likely to be achieved - realistically two to three years from project 
initiation (including allowance for public procurement processes) - and the problems that 
this timescale will cause for Boards that have acute problems with their existing systems. It 
is accepted that in some Boards interim measures may need to betaken to provide upgrades 
for their existing systems. Any action of this nature needs to be taken in the context of the 
future national system so that investments reflect the interim nature of the work being 
commissioned and take account of any emerging standards or approaches from the national 
project. The Working Group recognises that this is fundamentally a matter for the Boards 
concerned to determine the best interim solution for their own circumstances. 

8.5. ProjectStructure 

The Working Group recommends that a project structure be established immediately 
to bring the project forward. In the first instance, in order to initiate the project, this should 
comprise of the following: -

• Project Sponsor (part-time role) 

• Project Board (part-time role) 

• Project Manager (full-time role) 

The Project Sponsor role should be filled by the Chief Executive Officers as a whole. At 
this level overall funding would be allocated together with high-level direction of the 
project (high-level Terms of Reference). It would be the Project Sponsor that would 
appoint the Project Board. 
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The Project Board should be delegated full responsibility for the. project from. the Project 
Sponsor including the budgetary allocation and high-level Terms of Reference. The Project 

. Board.should be !l small group that.is representative of-the key stakeholders. The following 
is a proposed composition for.the Project Board: -

Executive Role 
Ideally a Chief Executive Officer or Deputy, to chair the Project Board 

Key Stakeholder Role 
(one rep from each o/the/ollowing) 
Community Care Management 
Director of Public Health I Specialist in Infectious Diseases 
Senior Area Medical Officer 
Director of Public Health Nursing 
General Practice (ICGP) 
National Disease Surveillance Centre 
GMS (payments) Board 

Senior Technical Role 
Director of Information Systems 

The Project Board proposed above comprises nine people, which represents the key 
stakeholders without having too large a board io effect business in a timely and efficient 
manner. The importance of the role of the Irish Medicines Board was recognised by the 
Working Group but it wasn't clear that it needed representation on this particular board. 
However, appropriate consultation with, and involvement of, the IMB in the project is 
essential. 

The Project Manager is the key full-time resource to initiate the project, taking the high
level Terms of Reference from the Project Sponsor and developing it in more detail for the 
Project Board. This would then be formally signed off by the Project Board leading on to 
preparation of detailed project initiation documentation including resource requirements and 
detailed project plans. Because of the urgency of this project, in order to minimise delays, 
the Working Group recommends that a consultant be engaged as Project Manager for 
the initial stages while a competition is organised for a longer-term filling of the post 
(unless an existing officer in the service can be designated to. take on this role 
immediately.). A key advantage of engaging a consultant for this role initially is that a 
person with the requisite skills and experience could be deployed quickly. 

Formal groups of key stakeholders will be required at the local (health board) level and for 
the other participating agencies at national level, for two-way consultation with the Project 
ManagerlProject Board. A Quality Assurance Group at national level will also be required 
to review, sign off and recommend (to the Project Board) the major project deliverables as 
they are produced. The detail of the project structures below the Project Board would be a 
matter for the Project Board itself to decide upon as the project progresses. 

The Working Group . recognises the importance of General Practitioners in this project· and 
the somewhat different position that they are in relative to other stakeholders,in that they·are 
not employees of the health boards. Therefore, obtaining the necessary time commitment 
from them to enable a successful project will require appropriate financial arrangements and 
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the Working Group recommends that this process he put in train at an early stage so 
, as not to lose time and to ensure that this key group of stakeholders do not form any 
, negative views about the project. It is key that GP representation is available on a part
. time basis .to~ work with the project team and to participate with the various consultative 
forums that are established. 

8.6. ProjectResources/Costs 

Capital Costs 

The costs of the various options as prepared by integrity Consulting Ltd., are contained in 
Section 7.3. above. These costs are high level and can only be regarded as very 
approximate at this stage. 

Detailed costs for the proposed project have not been calculated as the effort involved is 
beyond what the Working Group can provide. The Working Group recommends that 
this detailed costing exercise be.carried out by the Project Manager at the point when 
detailed Terms of Reference are being agreed by the Project Board. This process will 
involve scoping the project in much more detail than the Working Group could do and if it 
is done at the initiation stage by the Project Manager then the figures will be available 
before any major commitments are entered into and at a point where action can be taken 
depending on the findings of the estimating process. 

While the detailed costs for the project as a whole will be a matter for the Project Manager 
the Working Group has estimated the likely costs during Year I of the project as follows: - . 

. Description Cost (IR£) 
Project Manager 50,000 
Senior Systems Analysts X 2 70,000 
Clerical / secretarial support 25,000 
Project Office overheads 75,000 
(accommodation, phones, travel, etc.) 
Consultancy (incl. initial role as Project 100,000 
Manager) 
Staff replacement (part-time staff(incl. 50,000 
GP) working with project team) 

Total: 370,000 

. Operational Costs 

The Working Group has not attempted to estimate the operational costs of the new system
i.e. the annual running costs after it has been fully implemented. There is insufficient detail 
available at this point to enable such costs to be estimated. However, some points are 
worthy of mention: - . 

a) There will undoubtedly be additional costs associated with greater use of technology but 
in most instances these.costs will be spread over several applications and not confined to 
the immunisation system only. . 
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b) Resources for data input activities and for chasing-up defaulters do' not appear to be 
adequate at present across the health boards. The new system will not function properly 
if this issue, is not resolved and therefore some additional costs are likely to be incurred 
asa result.. However, thisjsn't so ml.\ch ,an issue with the new system per.se as it is with 
the current system. It is worth considering also that there may be some savings to be 
achieved as the use of electronic links grows with· the consequent reduction in data 
transcription effort. 

c) Resources for staff training and for quality assurance also do not appear to be adequate 
at present and again this will be a problem with the new system if it isn't resolved. It is 
important to recognise that staff training will be an ongoing cost and not just a capita! 
one. Staff turnover levels are high,and quality suffers considerably if proper training is 
not allowed for on an ongoing basis. 

d) It is expected that the new system will be implemented in at least one Board on a pilot 
basis firstly and this can be used to determine precisely the full operational costs. 
(However, these costs should be estimated to a reasonably accurate level during the 
design stage of the project in any case.) 

8.7. eGovernment Opportunity 

The Working Group is aware of Government policy and initiatives in the area of 
eGovernment and recommends that as this project moves forward the opportunities for it to 
contribute to achieving online public services for citizens should be maximised. In this 
conteXt the design of the new system needs to take this opportunity and requirement into 
account and contact should be established by the Project Manager witll the personnel 
engaged on eGoverment initiatives in the Department ,of the Taoiseach with a view to 
having the project at least partially funded from the special allocations available. 

8.8. Links with other related projects 

The. Working Group is aware of other projects that this one needs to work together with. 
Specific examples in thisregard are the GMS's Centra! Client Eligibility Index (CCEI), the 
NDSC's'Computerised Infectious Diseases System (CIDR), .the Civil Registration 
Modernisation Programme and the National GP IT Group's activities. It is essential that 
this project progress in harmony with these other ones. Ongoing. contact between the 
respective project personnel should be put in place to accommodate this. 

Another related project, which is not as advanced as the CCEI or CIDR, is the National 
Schemes System being progressed by the health boards and ERHA. This projectis only at 
scoping definition stage but as it progresses the scope and requirements of the two projects 
should be evaluated to determine what links should be established between them. Sharing 
of infrastructure and development costs may be possible between these two projects. 

8.9. Critical Success Factors for the National Project 

The Working Group considers tile following to be the factors critical to the success of the' 
proposed new national project: - ' 
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a) Extensive consultation with stakeholders so as to detennine requirements accurately'and 
to ensure buy-in 

b) Formality in the preparation of specifications, roles and responsibilities with formal 
signcofIs so 'as to ensure'there is' wideSpread' agreement and clear-understandings. Of ."- " 
particular importance in this regard are clear, definitions of data ownership 
responsibilities given the multitude of agencies involved and the inter-agency data 
transfers involved, 

c) Development and ongoing implementation of a communications strategy for the 
national project ensuring that all stakeholders are kept informed of developments and 
that enthusiasm for the project is maximised 

d) Formal QA processes built into the production of the major project deliverables 

e) Adherence to good project management techniques throughout the lifetime of the 
project 

f) Establishment of an adequately-resourced project team with retention of the key 
personnel throughout 

8.10. Interim action pending availability of new national system 

The Working Group recommends the following interim action pending availability of the 
new national system: -

a) Each health board should resolve the local staffing problems causing backlogs of data 
entry work and of defaulter chasing, 

b) Additional resources should be deployed to implement QA measures on data recording 
(audits, following-up missing information, etc.) 

c) Systems and procedures in the health boards should be tightened up to improve 
recording of vaccine batch numbers and expiry dates. Simple measures in this regard 
include enhancing the existing IT systems to validate batch numbers at time of entry 
against a checklist of manufacturers' data and the recording of expiry dates (as well as 
batch numbers) on vacCination return forms 

d) Work on simplifying the niles for calculating payments to GPs, specifically for the 
Primary Childhood Immunisation Scheme, should be commenced immediately, 
recognising the length of time such a process is likely to take. 

END 
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A. Appendices - Descriptions of the Options Considered 

A.I. Option 1 - Do Minimum .. 

Tliis option involves retaining current systems andlor modifying current systems, or 
introducing new systems on a 'board by board' basis, while also implementing a common 
set of data, process and technical standards and guidelines with which all Health Boards will 
comply. (NB, Option 0, the 'do-nothing' option was discarded as it was agreed that 6 of the 
8 Health Boards have to replace their current systems). 

Benefits 

GMS(p)B 
Patient regisnation 

Claims for payments "'o~ 
. o~1; 

~~ ~'" 
'0"". ~~. __ ,~ _ 

"'0'>0..,$ ~e" /" 
Health Board 
data flows 
replicaled 
10 limes 

1MB 

NDSC 
Uptake monitoring 

Infectious disease monitoring 
Immunisation status of illness 

infonnation 

Other HB 
lienl syste 

GPs 
PCI&Adults 

\---...1 Vaccine adversel...--~ 
Reaction 

AMOs 
School 

lnnnunisations 
monitoring 

a) Allows retention of those current systems and processes that work 

b) Allows health boards to introduce new systeins at their own pace and to their own 
requirements 

Disbenefits 

. a) A number of current HB systems require replacement as they do not adequately 
support current functional requirements 

b) The implementation of an agreed set of standards may not be possible for some 
e~sting systems. 

c) May take a long time to rectify problems with current inefficient processes, 
procedures & communications because current systems may be difficultto modify 
and there may be variations in the skill levels and resources in each HB 

Opportunities 
a) Provides the opportunity for reviewing processes as the new standards and 

guidelines are implemented 
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Risks 

a) . Encourages continued fragmented approach io the replacement of current systems 
and processes. Standards and guidelines 'may prove difficUlt to monitoilenfo'rce. 

b) Does not support national needs 
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A.2. Option 2 - Implement Standard Application Software in Each Health 
Board 

This involves a national procurement for a common standard system/application software, 
to be implemented separately in each Health Board. Each Jlealth Board would manage its 
own system and dataflows. Data would be sent to GMS and NDSC electronically, for 
payments and disease monitoring, 

GMS(p)B NDSC 
Uptake monitoring 

Patient regist:r.irion o<!§''' lnfectious disease monitoring 
Claims for payments ,6' Immunisation status of illness ;,,00 infonnation 

~ ~' 
~c .... f'. 

c' .'1, _, ~ot#'" 0"/l' ~0../l' 

'" 
o~ 0 

'0'1;ye i Heallh Board 
... -

Other HB 
!l data flows Health Board lienl syst .. 

replicated Common 
10 limes Application 

Software 
~."-.. --

1MB AMOs 
GPs Vaccine adverse School 

PCl&Adults Reaction Immunisations 
monitoring 

Benefits 

a) Use of common application software will improve ability to communicate between 
systems and will encourage a common understanding of the data. 

b) ProVides commonfunctionaIity for all Boards 

c) Health Boards would retain full control over their own processes and d3ta 

d) Should simplify the support and maintenance arrangements 

Disbenefits 

a) There may be different implementation approaches in each Board that could result in 
subtle changes to data structures. This could adversely affect ability to communicate 
between systems. 

b) Ability to support the,system in each Board might be different leadirig to very 
different experiences for users / GPs 

c) No "national" view of population data available 
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Opportunities 
a) Creates an opportunity to streamline the payments process and consolidate dataflows 

to GMS INDSC 
.'- . - ... . 

Risks 

a) The different implementation and operational approaches in each Board could 
produce very different results that might jeopardize possible improvements in 
communicatability 
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A.3. Option 3 - Implement a Single National System Which Can be Accessed 
by All 

This -involves undertaking a national procurement for a.new system/application software 
that would be implemented as a single national imm.unisation system, incorporating a 
'national database' of patients and immunisation records. This 'central' system would .be 
directly accessible by all parties. It is assumed that the initial data capture would take place 
at source, ie, GP, AMO etc level. GPs would either key in their own data to the central 
system or it could be transferred from their own patient management systems or sent by 
paper. The system would support all immunisation registration, call/recall, vaccination 
delivery & monitoring, disease recording & monitoring, contra-indication 
reporting/monitoring and payment information functions. Views of the information held in 
the database, plus downloads of data, would be provided to all parties as required, and all 
parties would use the system operationally (via PC network links where required) to support 
their routine tasks and activities. 

Benefits 

GMS(p)B 
Patient registration 

Oairns for payments 

Ile 

GPs 
PCJ&Adults 

NDSC 
Uptake monitoring 

Infectious disease monitorin 
unisation status ofilln 

R.egisbation ~I Batch monitoring 
Contru-indicatiorui 

1MB 
Vaccille advase . Lo....----" 

reaCbOO 
lJIlIIlitoring 

H~/dI BomrJ sysrt:m (lIId 
rltutzj1aw1 rtpI/ctzJttJ 
JOtima 

AMOs 
School 

Immunisations 

a) Use of a single application would ensure that a standard approach to immunisation. 
recording is undertaken 

b) Provides common functionality for all Boards 

c) Easier to set-up communication links to other national systems 

d)· Easier to liTIk records from different Boards to update a single record for each client· 

e) Could be the basis for a contracted managed service 
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Disbenefits 

a) It may not allow discretion for variations in functionality to be applied at Board 
level. '.' 

b) Specifications of all possible variations'in functionality to meet the needs of all 
potential users may be costly I time-consUming , 

c) Loss of control of data/processes by health boards 

Opportunities 

a) It provides the opportunity for all management and monitoring functions to be 
associated with a single database 

Risks 

a) Needs robust communications infrastructure 

b) May require additional support I management arrangements 

c) Management of data quality may become an issue 
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A.4. Option 4 - Implement Supra-regional Systems 

This~ option -involves a national procurement for systems/application software to be 
-'implemented in accordance with -a 'shared service' model across a' number of Health 

Boards. Three or four implementations may take place. It requires agreement on the data, 
technical and messaging standards that will be used. . Essentially, this is a variation of 
Option 3. 

Benefits 

GMS(p)B 
Patient registration 

Claims for payments 

Supra-regional 
system 

NDSC 
Uptake monitoring 
Infectious disease 

Supra-regional 
system 

Supra-regional 
system 

a) Use of single application would ensure that a standard approach to immunization 
recording is undertaken 

b) ;provides common functionality for all Boards 

c) Easier to set-up communication links to other systems (but more complex than 
Option 3 in this regard) 

Disbenefits 

a) It does not allow discretion for variations in functionality to be applied at individual 
Board level although this might be possible at aggregate Board level 

b) The opportunity for all management and monitoring functions to be assoCiated with 
a single database is lost and another layer of dataflows would be required 

Opportunities 

a) Could support possible future'changes in health boards' structures more easily 
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Risks 

a) Loss of control.of data / processes,by health.boards 

b) The different implementation approaches in each set of health. boards could produce 
very dIfferent results that might jeopardize improvements to communicability 
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A.5. Option 5 - Three Tier Hierarchy of Databases 

This option involves a national. procurement for application software that would be 
implemented both at· Health Board and at a national level (for access by 
NSDC/GMS(p)BIIMB). It requires the computerised production of data at source (ie, by 
GP/AMO systems) which would have to be upgraded to· output all of the required data via 
simultaneous messages to be sent directly to all other organisations/databases. It requires 
agreement on the data, technical and messaging standards that wiil be used to support the 
data flows from GPs & Health Board systems to the national database. 

GMS(p)B 
Patient registiation 

Claims for payments 

NDSC 
Uptake monitoring 

Infectious disease monitoring 
Immunisation status of illness 

information 

IMB 
National Immunisation System I-------oi Vaccine adverse 

Common application database reaction 
monitoring 

Health Board 
Common application 

software 

Health· Board Health Board 

Other HB 
lient SYSI 

Benefits 

Common application system and 
software dataJlows 

1'--__ -1 L __ ---,.----_--1 replicated 
Other HB J 0 times 

lient syste 

a) Provides common functionality for all boards. 

b) Use of common application software would improve the ability to communicate 
between health boards and the national database and would encourage a common 
understanding of the data. 

c) Supports the easier coinmunication of data by statutory agencies 

Disben'eftts 

a) There may be different implementation approaches in each Board that can result in 
subtle changes to data structures. This could adversely affect ability to communicate 
between systems. 

b) This option is more technically complex and would require greater levels of support 
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c) Ability to support the system in each Board might be different leading to very different 
experiences for users. 

d) 'It reqUires agreement to the dataset to be held at national level and how this wilLbe 
maintained and updated . 

Opportunities 

a) It provides the opportunity for all management and monitoring functions to be 
associated with a single database and to consolidate the GMS(p)B functions across all 
Boards 

Risks 

a) The possible different implementation approaches in each Board could produce very 
different results that might jeopardise potential improvements to communicability and 
processes. 

b) Requires robust communications infrastructure. 

c) It would be more complex to implement and support. 
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A.6. Option 6 - 'Shared Records' 

This option involves collecting immunisation data in local (GPI AMO) systems and 
providing.a mechanism whereby information could be accessed via a single user interface, 
using an on-line 'data pull' approach rather than the 'data push' approach embodied in the 
previous options. This would require the implementation ofa unique patient identifier and 
agreed data and technical standards for reference and clinical data. It would also require the 
implementation of an appropriate communications infrastructure and standards to enable the 
information to be accessed from remote systems. 

BenefiJs 

a) Keeps the responsibility for data collection & maintenance at a local level. 

b) Provides users with the view of the data that they individually require 

c) Enables a single.record for each client to be accessed 

d) Allows for flexible monitoring and data reporting 

Disbenefits 

a) Is more technically complex to implement 

b) It will take a longer time to implement than other proposals 

Opportunities 

a) Provides the opportunity for setting up a personal Electronic Health Record for 
immunisation and child health. The model.could be copied and'extended to other 
clinical areas 

Risks 

a) Heavily dependent on the implementation of (and adherence to) standards for data and 
messaging and on the implementation of a secure data communications network. 

b) Uses existing but very new technology. 
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