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Perceptions and Attitudes towards the Deployment of an e-Prescribing System in Case Study J: 
Draft Report on Findings from the Pre-Implementation Qualitative Evaluation 
 
Context: Site J was selected in 2012 for inclusion in a national evaluation of ePrescribing and 
Medicines Administration (ePMA) systems as part of a NIHR funded Research Programme 
investigating the implementation, adoption and effectiveness of ePrescribing Systems in English 
Hospitals. A collaboration between the Universities of Edinburgh, Birmingham, Nottingham and 
Harvard School of Public Health, the Programme was established as a result of the growing interest 
in the potential offered by ePMA systems to improve the safety of prescribing. The programme is 
organised around four work packages: 
 
Work Package 1:  Qualitative case studies of the implementation and adoption of ePMA systems. 
Work Package 2: Quantitative assessment of prescribing safety pre- and post-implementation. 
Work Package 3:  Health economics analyses of the implementation. 
Work Package 4: Best practice recommendations and a toolkit for the NHS. 
 
The findings reported in this document are drawn from qualitative data collected as part of a Work 
Package 1 case study at an urban hospital, in England henceforth referred to as Site J.  
 
Aims: The report highlights the main findings from the qualitative study undertaken pre-
implementation in Case Study J, and draws on these to provide a preliminary set of 
recommendations relevant to Site J and other hospitals planning or undertaking an ePMA 
implementation. It should be noted that these findings are based on perceptions and attitudes in the 
pre-implementation phase only, and included mostly staff who had been in some way involved in 
the planning and deployment of the system and its customisation. The findings do not necessarily 
therefore reflect the views of those staff who have as yet had no involvement in the deployment or 
knowledge of the system. Those views will be captured in the post-implementation evaluations 
which will be carried out at two points in time: the first evaluation will take place immediately after 
the ePMA system has gone live at the site, and the second will be undertaken at least 12 months 
after implementation. 
 
Methods: Data were collected at Site J between 1st April and 31st July 2013 by means of 24 semi-
structured interviews, including 22 with staff at the hospital and 2 with the supplier of the system. 
Staff interviewed included members of the Information Technology (IT) and implementation teams, 
doctors, nurses, pharmacists, and Allied Health Professionals (AHPs). The main aims of the 
interviews were: 
 

1. to establish levels of involvement and participation in the planning, customisation and 
delivery of the system by individual staff groups and explore individual perspectives on the 
process of customisation 

2. to understand the respondents’ views on the system’s overall design, ease of use and 
suitability to their area of work 

3. to examine how the system is expected to change Health Care Professionals' (HCPs) day-to-
day work  

4. to explore respondents’ concerns, while capturing lessons learnt from their experience so far.  
 
Interviews lasted between 15 and 75 minutes in length each, were audio-recorded with the 
participants’ consent and then transcribed. The transcripts were fully anonymised, coded and 
analysed in NVivo 9 to explore core themes relating to processes of adoption of technology, with a 
particular focus on hardware, skills and knowledge, perceived benefits, concerns and negative 
perceptions, expected impact and anticipated changes. Additionally, observations were made of 
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three series of system customisation events in January, April and June 2013, organised by the 
hospital at the supplier’s offices, where teams of HCPs and the implementation team designed, 
reviewed and validated modifications to the ePMA system. Observational notes were made at the 
events and were used to supplement the data collected during the interviews, and in particular to 
elucidate on important details of how suppliers, implementation teams and end-users interacted in 
the context of the system’s customisation. 
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SUMMARY OF MAIN FINDINGS 
 
Transition to an Electronic Environment 
 
All respondents were favourable to the move to an electronic prescribing environment. However 
there were mixed views as to the suitability and desirability of the system due to be rolled out at the 
site, both among the implementation team and end-users, with overall a fair amount of negativity 
towards the system. Much of the negativity came from a combination of earlier bad experiences of 
IT implementations at the hospital, including previously deployed systems by the same supplier, 
misalignment of local practices and of a system designed for and to-date mainly implemented in the 
United States (US) only, unsuitability of an enterprise-wide system across all clinical environments, 
and perceived poor usability. While customisation, workarounds, and additional training may 
address some or all of these issues, this has led to significant and unforeseen increases in workloads, 
delays in the implementation (with associated costs) as well as disengagement, anger and anxiety 
among end-users. 
 
Communication and Engagement 
 
Basic information explaining the ‘what’, ‘why’ ‘when’, ‘who’ and ‘how’ of the roll-out has not been 
clearly communicated according to the end-users interviewed. Many interviewees felt the groups of 
HCPs involved in the customisation were unrepresentative and they were concerned that the input 
of those involved appeared to be frequently ignored. End-users seemed to overestimate the level of 
customisation that was possible and therefore the scope of the project itself. Consensus decision-
making within the customisation was seen by some as ineffective because of the lack of 
representativeness within the user groups, despite the implementation and IT teams' significant 
efforts to involve a cross-section of end-users in the customisation process. 
 
Leadership 
 
While the leadership and work of the implementation team itself was seen by most interviewees as 
outstanding, the project has appeared to lack visible Trust level endorsement and leadership. This 
appeared to have impacted negatively on engagement efforts and to have reduced the visibility of 
the project as a whole. 
 
Infrastructure and Support 
 
The provision of appropriate hardware has been recognised by those leading the implementation 
work as critical to the success of the project, and considerable Trust funding for hardware has been 
secured to support roll-out and adoption. There were however concerns among some respondents 
that the levels of hardware required and types of devices needed were as yet unknown, whilst 
others cast doubts over the resilience of the network in an ePMA environment.   
 
Training 
 
Many respondents questioned whether the training for the new system would meet the needs of 
end-users and they expressed concerns about its timing, content and ability to encourage 
participation from all staff groups, including bank and agency staff.  There was again a more general 
criticism directed at the hospital regarding the lack of information regarding training plans, leading 
some to believe the issue had not received sufficient attention in the deployment strategy. 
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1. Introduction 
 
An ePrescribing and Medicines Administration system is due to be rolled out in a pilot area of the 
hospital towards the end of 2013. The ePMA module is part of an integrated EPR (Electronic Patient 
Record) system provided by an American supplier. This initial roll-out will be limited to a pilot area in 
order to identify and address issues, with a view to subsequently phase-in the system in the rest of 
the hospital over the course of a four to five month period. The deployment of the ePMA system is 
part of the site’s overall ICT strategy to move towards an integrated EPR system, and was initiated 
when the hospital sought to upgrade its Patient Administration System (PAS) as part of the London 
Programme for IT (LPfIT) in 2010. The contractual arrangements currently in place under the 
Programme will cease in 2015. A competitive tendering process is underway, which includes the 
incumbent system.   
 
The implementation is being led by the hospital’s ePMA team which is headed by a Pharmacist, co-
chaired by a Paediatric Consultant and a Pharmacist. The customisation of the system, though 
limited in its scope by both contractual arrangements and the system’s specification, has involved 
working in close partnership with other Trusts deploying the same system and with the site’s own 
clinicians and nurses, at monthly meetings and at three week-long events at the suppliers’ 
headquarters. The meetings were described by the ePMA team as providing opportunities to discuss 
specific plans, demonstrate the system, obtain feedback and reach targeted decisions on high risk 
medicines or those used most frequently. 
 

2. Barriers to the Deployment of the System in the Pre-Implementation Phase 
 
2.1 Anglicisation of the System 
 
One of the greatest issues to have impacted on the deployment has been the level of Anglicisation 
required to make a product designed for the American healthcare system and its associated working 
practices function adequately in the UK’s National Health Service (NHS). Interviewees felt insufficient 
attention had been paid during the tendering and procurement as part of the National Programme 
to how the system would work outside of the US, and the amount of work the Trust would need to 
carry out to adapt the system once it had been obtained.  
 
“I think there are probably quite a lot of problems with [the system]. In the first place, it came as 
quite an American product and it’s taken quite a long time to Anglicise it and make it more suitable 
for the UK market … there are quite a lot of NHS specific things which are not built.”  Interview 1 
 
“It’s [an] American system [and] they work very differently to us … they run the infusions 
continuously until the doctor says stop it, whereas we prescribe infusions a bag at a time, that’s just 
an example.  In terms of pharmacy workflow as well they supply everything dose at a time to a 
patient because obviously they have to cost everything out, whereas we will supply a month’s worth 
of medication to the patient on the ward for them to go home wit.  I think in America (…) what the 
doctor says goes, whereas here we(…)  work more as an MDT and, you know, that comes through in 
all the prescribing and administration” Interview 15 
 
Adapting the system has required deciding whether changes should and can be made either to the 
system or to working practices. For instance it was pointed out, that even though ePMA 
deployments are more advanced in the US, the UK is seen as having a more mature healthcare 
system with high levels of clinical expertise. This has translated into the existence of charts in the UK 
that cover very specific medications that are high risk, and which provide a level of detail that may 
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not exist in the electronic system. Use of the system may however lead to changes in how certain 
areas of specialism work in the UK, as for example in intensive care whereby the American model of 
running IVs continually may need to be adopted at the hospital so that the balance will be looked at 
as a 24 hour phenomenon as opposed to per bag.  It was repeatedly pointed out in the interviews 
how “people don’t like change” and therefore enforcing such practices may make staff buy-in 
difficult. 
 
Despite the system's successful adoption in the US and the significant work that has been put 
towards making it usable in a NHS context, respondents still questioned its maturity for the UK: 
 
“The system is clearly at its grassroots level a system that can function because I’ve been to the 
States, I have seen hospitals using this system and using it well so I personally have no problem with 
trying to implement it.  (…) I don’t think that it really in its current format works for the European 
model” Interview 04 
 
 
2.2 Inexperience and Lack of Knowledge 
 
Beyond the immaturity of the product itself, there is little expertise of how best to implement these 
systems in the NHS. On the one hand the supplier’s recommendations are mostly based on their 
experiences of deploying in US hospitals. They recognised how this had made their work challenging: 
 
“There have been some internal challenges that [we] have faced in being able to meet those 
requirements and meet that speed and not having the maturity and expertise internally to be able to, 
as with other solutions with other products and offerings we have a lot of maturity in the UK and a 
lot of successful reference clients” Interview 23 
 
On the other hand the hospital itself is treading on new territory, learning as it goes along. This was 
reflected in the numerous references to a ‘lack of plan’ ‘uncertainty’ or ‘unknowns’. 
 
“So it’s just learning for us as well of how to roll out and what support [is needed]…  Because 
sometimes you plan for things, and then you just suddenly realise actually we need to do this a bit 
more” Interview 15 
  
“Even within our ideal plan we’ve got to play it by ear on a week by week basis to see how things are 
going” Interview 6 
 
“I’m just waiting for us to implement this to start to see how it works” Interview 12 
 
Lack of internal expertise was not confined to technical aspects. Indeed the implementation team 
recognised the importance of other organisational dimensions as the project progressed. Whilst a 
communications manager was appointed to support engagement efforts, change management 
expertise was felt to be lacking. The scale of the changes brought about by an ePMA implementation 
is considerable and there was a feeling among many respondents that this had been greatly 
underestimated by all parties at the inception of the project.  
 
2.3 Infrastructure and Integration 
 
Issues around the robustness of the infrastructure to support the use of the system were frequently 
cited as areas of concern among the interviewees. Hardware availability and uncertainly regarding 
the most suitable device required for various environments were seen as problematic issues, and 
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despite the reassurances given by the implementation team, there was a degree of scepticism as to 
whether this would in fact translate into equipment that will meet the needs of end-users, partly 
because of the inexperience of the hospital in the deployment of the system, partly because of 
previous experiences of lack of consultation with end-users, and partly because of the volume of 
devices required in particular environments, such as Intensive Care. The ability of the system and 
network to support this new environment was frequently queried: 
 
 “People who are rolling out the hardware do they know what sufficient mean? Because I don’t know 
what sufficient means” Interview 08 
 
“the doctors and the pharmacists need a device of their own, the nurse at the bedside needs the 
bedside device which is co-located with their patient and you have to have a system that’s going to 
be robust and work functionally at a high volume in real time. I’ve not seen that system 
demonstrated by [the supplier in] my environment” Interview 02 
 
The integration of the ePMA system with other systems and programmes currently used by staff was 
also noted by some as having received far too little attention, and some felt this was: “another thing 
we haven’t been told about” Interview 21 
 
There seemed to be some anxiety too among respondents about procedures during downtime 
(whether planned or unplanned). One nurse explained how a recent power cut at the hospital led to 
all the computers going off suddenly which made her feel concerned about an increased reliance on 
computerised systems. 
 
2.4 Limited Customisation and Project Scope 
 
Contractual arrangements combined with the supplier’s inexperience had meant that problems 
were not identified earlier on in the process and that enhancements were not completed. The 
hospital has been working within a tightly defined project scope that has limited the changes that 
could be made to the system, and the site’s ability to benefit from the supplier’s more recent 
releases. However it was also clear that end-users were either completely unaware of this situation, 
or only had partial knowledge of its implications. The hospital was as a consequence seen as 
unwilling to listen to end-users, or unable to speak up to the supplier who was seen as being in 
control of the project:  
 
“the hospital as far as I can see from what’s been said so far has essentially committed to a contract 
which requires them to roll out to a particular schedule because [the supplier] want this rolled out so 
that they can say they’ve got it working in a hospital and actually that doesn’t leave us a lot of 
wiggle room in terms of how we roll that out” Interview 10 
 
The contractual limitations have reduced engagement by defining the scope of the project prior to 
clinicians’ involvement. As a result, end-users felt their input to the customisation and 
implementation had been “completely ignored” as one respondent put it. The apparent lack of 
flexibility in the customisation was noted by several interviewees: 
 
“The answer to an awful lot of questions at these meetings from [the supplier] is it’s not possible. So 
if you have a system that isn’t well designed from the ground up, then if they say they can’t do these 
things now, because it’s physically not possible to do so, then I can’t see that necessarily the system 
will improve over time.” Interview 09 
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“I mean they’re a computer company but it’s something they said absolutely can’t be changed” 
Interview 05 
 
“There were a couple of things where they said we can’t change this and there was kind of in the 
room, this kind of oh surprise” Interview 12 
 
“There’s a real missed opportunity there and they say, well that’s something we can look at…” 
Interview 13 
 
End-users did not seem to fully understand the system’s capabilities and functionalities, and the 
reason why certain changes could not happen, whether they might in the future or how these could 
be dealt with through workarounds or training. 
 
The customisation process has visibly been constrained by gatekeepers such as the contract holder 
and the supplier. However the ePMA team's thorough knowledge of the supplier’s product was 
found to have helped the hospital retain some control of this process, which has been important 
given what might be the divergent priorities of a hospital and commercial player. Improvements in 
the quality of the supplier/site relationship were also seen to have been supportive in helping visions 
to become more aligned.  
 
2.5 Usability and Functionality 
 
End-users frequently referred to the system with term such as “clunky”, “not user-friendly”, with 
“lots of clicking”, and a “poor design”. More generally it was seen as at odds with how doctors had 
been taught to prescribe in the UK. The system’s US origin was a recurring theme in relation to its 
lack of usability: 
 
“Maybe because it’s an American system and so some of the terminology is odd but also I think a lot 
of things are hidden behind buttons and labels which are not particularly informative as to what they 
do.  I mean you would never guess unless you knew what they’re for, and they’re quite important 
things … it’s not intuitive at all” Interview 10 
 
 “It’s the way it comes up on the front end.  It’s not the most intuitive (…) system that you can use.  A 
lot of the terminology, the way the Programme thinks is very Americanised and we think quite 
differently in terms of how we do thing.  Simple things like prescribing is thought about differently 
over here and they’ve done a lot to try and (…) change that but the back end of the system is 
something they couldn’t modify. So it’s just the usability of it and the fact that it’s multiple clicks and 
moving the mouse all over the place, it just isn’t the most intuitive” Interview 19 
 
“Visually … there’s an awful lot on the screen to start with and then if you wanted to do anything 
there’s (…) logical way of doing things. It just all looks too messy.  And just simple things, like for 
example where the prescriber has to put in the dose and then the dose units and the dose units are 
pre-filled for you which I think that they shouldn’t be, but the group have decided that they will be 
pre-filled, those two boxes are not next to each other, even though when you write it by hand they 
fall right next to each othe, which means that I’m convinced that down the line someone is going to 
put in a dose and not notice that they have to check the dose units and it’s going to be the wrong one 
because it’s pre-filled.” Interview 05 
 
The system was also seen as having inconsistencies in its design across administration and 
prescribing, or ill-adapted to individual clinical environments. This last point was made by 
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interviewees who further explained the need to balance “best of breed” and “one size fits all”, since 
no “system that works across all clinical environments” currently exists. 
 
There was a perceived lack of basic functionalities, in the system which was described as offering 
little more than a database of drugs that can already be accessed by doctors at no cost: 
 
“I have a Smart phone and I’ve got the BNF on it, I’ve got Epocrates, I’ve got MicroMedex.  If I want 
to go and look up pharmacology I can, if I want to go and look up drug interactions I can.  What I’d 
love to be able to do is from that electronic resource deliver the prescription.  So all of the data for 
those already exists and yet the Trust is spending lots of money and lots of man hours taking that 
information and making (…)  an electronic formulary, although it already has an electronic formulary 
it’s just in a Word document and not in a spread sheet or a database that [Name of System] can read 
and this seems to me to be bonkers” Interview 02 
 
This may, as noted earlier, suggest that more efforts needs to be put into managing expectations 
and providing users with a better understanding of the system’s functionalities and how these may 
be built on in the future.  
 
2.6 Engagement 
 
The usability of the system was seen as being highly dependent on engaging a wide range of HCPs in 
the customisation process: 
 
“Having the close involvement of the actual pharmacy team and the other clinicians about how they 
see it at the ground level has been very important.  And having them involved from day one so they 
can start shaping the system is very key(…) it gives them ownership of the solution, it’s not something 
that’s been forced on them it’s something they’ve helped design and build” Interview 14 
 
Some of the participants in the user groups described their participation as “hugely beneficial”, 
because they had been “listened to” and thereby felt “valued”. The implementation and IT teams 
described how they had some success in involving end-users, but that as a whole pharmacists had 
been much “easier to engage with” whilst other groups had “chosen” not be involved. Many end-
users however explained how the project and the customisation meetings had not been widely 
advertised, and that participation was not simply a question of choice. There was more generally a 
feeling among end-users that there was: 
 

-  Poor communication in the progression of the project, as many respondents expressed 
feelings of ‘shock’ and 'surprise' at how soon the roll-out was to occur, or as one respondent 
explained: “not having had a clue when everyone seemed to have been developing this for 
years”.  

- Lack of clarity in terms of who is affected by the introduction of the system, who should be 
included in the customisation, especially among more junior staff or the smaller groups of 
end-users such as AHPs. There were calls for end-users to be shown where they would “fit 
in”  and “what role” they could play in its roll-out 

- Insufficient information on key milestones for the project.  
- Overall the project was described as having low visibility.  

 
The overreliance on individual good-will to participate in the project and customisation meetings 
was also described as a weak strategy, yet could easily be strengthened by offering attendance 
certificates and ensuring that opportunities for participation are genuinely available. While it may 
have been the case that invitations to take part were ignored by some, respondents also explained 
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that attendance was often difficult or impossible due to insufficient training leave and backfill. Some 
said they attended on their day off, and that it was unsurprising therefore that others would not 
make such sacrifices. The exclusion of key users was seen as significant since critical issues relating 
to the reality of prescribing and medicines administration on the ward may be missed as a result. A 
systematic approach that could include the perspectives of multiple users in the customisation was 
seen as vital so that decisions truly reflected the needs of end-users, even if consensus based: 
 
 “we’ve been brought in towards the end of the process also because it’s just not really been 
considered and at a few of the meetings that we’ve been invited to the people involved have been 
(…)  quite surprised at the things that we’ve brought up…” Interview 20 
 
“I think there’s a lot of stuff missed, like knowing actually how stuff works on the ward and the 
realities of what it’s like on the ward and stuff like that gets missed”. Interview 5 
 
“Obviously a lot of these meetings are focussed on trying to find a solution so there are consensus 
decisions made which I think are fine and it’s a reasonable approach. There’s clearly an active 
outreach team of clinicians but it hasn’t been advertised very widely.  There’s a very select sub, a tiny 
sub group of clinicians involved, there are very, very few junior clinicians, who will use the system, 
involved.” Interview 9 
 
As noted earlier the contractual arrangements have made responding to end-users’ demands very 
difficult, and engagement efforts have been further complicated by the poor image of IT project 
delivery within the Trust, and the negativity surrounding the National Programme for IT more 
generally.  This has led, according to some, to the Trust Board distancing itself from the project. The 
Trust Board’s lack of engagement is highly significant, as their involvement would provide greater 
visibility and high level leadership to the project, which could help staff across the hospital realise 
the significance of the project for the future direction of the Trust. The work of the implementation 
team itself was seen by most interviewees as outstanding, yet was limited in its credibility by the 
perception that it was led by a select group of clinicians with no visible Trust Board level 
endorsement. 
  
Some of the lack of engagement may come however from staff having difficulty in conceiving 
computers as part of their professional identity, suggesting a perceived mismatch between 
healthcare delivery and technology: 
 
“The problem we have is that patients don’t like us on computers, particularly nurses (…) nurses 
should still be laying cool hands on people’s brows, there’s all that sort of sense of that and doing 
what nurses should be doing, which is being with patients and caring for patients” Interview 13 
 
The visions, goals and interpretation of success by the different stakeholders were seemingly poorly 
aligned leading to disengagement. This was highlighted by one doctor describing a meeting where a 
member of the IT Team explained what a great success an earlier IT implementation had been: 
 
“I just kind of sat there thinking- are you completely mad? You know, it was dreadful, it’s still 
dreadful!” Interview 10 
 
Such divergent interpretations of the outcome of an implementation may suggest both a lack of 
communication and end-users’ unrealistic expectations. More effective and systematic feedback 
mechanisms to allow staff to report on their experience or to question specific issues, alongside a 
clarification of the short and longer term impact of introducing a new system would support a better 
alignment of visions. It should be pointed out that some degree of alignment already exists as overall 



10 

respondents were enthusiastic about the move to an electronic environment, as they recognised the 
potential benefits this offered. Most of the negativity focused on the system itself, and the manner 
in which it was being deployed:  
 
“We are going to have an electronic system that is a positive thing; it’s just that this electronic 
system does not appear to be fit for purpose”. Interview 8 
 
“my negativity relates to the way that it’s been planned and implemented locally, the idea of meds 
management is, it’s the future and we should have had it years ago” Interview 2 
 
This distinction indicates how engagement may be built around this overall enthusiasm for an 
electronic system, whilst drawing on other positive experiences coming out from the pre-
implementation engagement work, for instance by giving a high profile to those end-users who felt 
the customisation work had been a positive experience. 
 
2.7 Skills and Training 
 
There were concerns that some staff lacked the basic IT skills needed to use the system. Although it 
was noted by many respondents that nursing staff were those most likely to lack necessary IT skills, 
there was evidence that suggested in fact a far wider range of staff groups requiring training across a 
broader set of IT related skills. Current skills and knowledge impeding the potential adoption of an 
ePMA system included: 
 

- low use of smart cards across all groups especially senior staff 
- poor typing skills across all groups 
- frequent use of bank and agency staff who have a wide range of IT abilities  
- senior clinicians delegating IT based tasks to junior doctors 
- doctors failing to attend training sessions 
- use of existing systems by doctors solely possible with the assistance of nursing staff  

 
Addressing this disparity of skills which cuts across all groups of end-users requires a range of 
training programmes that cover not only the use of the ePMA system itself but wider IT use within 
the hospital, including basic knowledge such as smart card use. The delivery of training needs to be 
carefully considered too. There were numerous references to ‘informal local experts’ who showed 
colleagues how to use IT on the ward, and tapping into this and replicating this format elsewhere 
may be one way to engage with those who decline invitations to attend formal training sessions 
organised by the hospital. One respondent suggested also taking simple steps such as easy re-issuing 
of passwords as well as setting deadlines and targets for compliance. 
 
Training provides a crucial opportunity for end-users to overcome their concerns and clarify the 
system’s capabilities ahead of time, and is therefore an important mechanism in the management of 
expectations.  
 
 

3. Key Recommendations in the Pre-Implementation Phase 
 

- Clearly spell out to staff:  What is being roll-out? Who is/will is affected by roll-out? When 
will milestones / key events happen (i.e. training, system demonstrations, go-live dates by 
ward, etc.)? 

- Manage expectations – clarify to end-users what the system can and can’t do. Poor 
communication, seen as endemic at the hospital, was noted as inhibiting engagement. 
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Regular updates with a higher level of exposure are needed. Improved communication 
would also help to align the visions of end-users and the IT/implementation teams.  

- Explain in more detail to end-users the scope of the project and the background to this 
scope 

- Ensure there is a good spread of expertise in the implementation team to address both 
technical and organisational issues 

- IT projects have a poor image and a greater focus on benefits especially improved patient 
outcome is important. 

- Make sure the right infrastructure is in place by consulting with end-users and let them 
know about the infrastructure strategy 

- ePMA implementation and optimisation are likely to happen over a long timeframe due the 
complexity of the roll-out, and any communication strategy needs to be designed around 
maintaining interest and enthusiasm over the system’s lifecycle.  

- Engagement and training need to be much more than a tick in the box exercise, and need to 
match up to the requirements and circumstances of end-users. For example, using training 
approaches which reflect current informal learning practices on wards may be helpful. 

- Provide greater incentives and support mechanisms for participation in the customisation of 
the system, meetings and other engagement efforts rather than relying on people’s good-
will or personal interest in the area. Even simple steps such as providing attendance 
certificates are helpful to individuals across staff groups for CPD evidence.  

- Ensure continuity in the implementation team to retain in-house expertise and encourage a 
collaborative work ethos between the hospital and the supplier. The expertise the ePMA 
team accrues over the course of the implementation is considerable and given the lack of 
expertise of rolling-out ePMA system in NHS hospitals, retaining this talent is critical to a 
timely and successful deployment. Recognition of and support for the team’s work from 
Trust Board level right through to end-users are key. 

- Obtain Trust Board ownership and leadership of the project to improve the clarity of the 
longer term vision of the project and to support wider engagement. 

 
 

4. Conclusions 
 
There are significant issues for the hospital in implementing an ePMA system designed and mostly 
deployed in the US. The supplier was seen to have shown a great willingness to get the system to 
work within the UK, yet the commercial reality within which it operates means its goals are not 
always aligned to those of the ePMA team for whom safety is the priority. The current contractual 
arrangements impinging on the project are limited to the lifespan of the contract due to end in 
2015, and it is expected that future deployments will not suffer in the way this project has. However 
the lack of understanding among users regarding the purpose and capabilities of the system, 
including those dictated by the contracts, has led to frustration and negative perceptions. Improving 
communication is obviously key but alone will be insufficient if does not address the core substance 
of a more positive implementation. Good communication needs to be supported by the right 
expertise, sustained engagement efforts with end-users, appropriate training covering a wider set of 
skills set than just how to use the system, the right infrastructure and vitally too visible Trust level 
leadership and endorsement. 
 
 
 
 


