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Executive summary 

 

The literature promises much as regards the benefits that may be accrued following the 
introduction of ePrescribing (eP) and medicines administration systems. However, the reality is 
that many benefits may have been delivered before implementation using existing systems and 
processes or they may be difficult to measure and thus evidence.  

Faced with the need to demonstrate benefits where do you start and what do you look at?   

This guidance aims to provide an outline of the types of benefits Trusts may be expected to 
see. Some may have already been delivered fully or partially via other means; some may take 
considerable time to demonstrate, whilst others may be beyond the scope of the system 
implemented.   

There are no absolutes and no right or wrong way to do this; rather each individual Trust 
should identify where benefits are likely to be delivered according to local opportunities/needs 
to meet their VFM (Value for Money) requirements and Trust strategic drivers. 

This is a live document and will be updated to reflect feedback, new ideas and examples. If 
you wish to contribute please send your comments to ann.slee@nhs.net. 

mailto:ann.slee@nhs.net
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Key Principles and Ideals 

 

 

 

 

 

 

1. Identify likely benefits before system implementation commences so that you know what to focus on and what needs to be 
measured.  
 
As part of identifying benefits, you should document in your statement of planned benefits: 

 Desired benefits set within a clear organisational goal over the short-, medium- and long-term; 

 Relate desired benefits to key Trust business issues and priorities that have already been identified in key strategies; 

 Any anticipated benefits within the Trust Quality account; 

 Means by which the realisation of each benefit will be demonstrated; 

 An assigned benefit owner with responsibility for ensuring that realisation of the benefit actually occurs; 

 A clear action plan (with timing) to achieve each benefit (including interim milestones, if appropriate, where benefits 
are complex); 

 How the benefits will be measured and tracked (including the identification of links between benefits/outcomes) so 
that any necessary corrective action can be taken if transformational change is not as expected;  

 
2. Undertake baseline measurements before implementation: 

 Be clear on what is being measured for each benefit/outcome; 

 Remember that measures can be qualitative and as well as quantitative. The use of storyboards, surveys/ 
questionnaires can be a good way of capturing qualitative information and a good way of identifying less positive 
outcomes. 

 Use audits/snapshots/process maps with timings to identify baselines 

 Sampling is an acceptable method of collecting/compiling data – see IHI website for a high level guide 
(http://www.ihi.org/resources/Pages/Tools/Sampling.aspx) 

Identify initial benefits and baseline 
 

Measure, report, realise…repeat… 
Identify new benefits 

Benefits 
realisation 

work 
aligned… 

Pre-implementation Implementation Consolidation Optimisation 
…to typical 
eP project  

stages 

http://www.ihi.org/resources/Pages/Tools/Sampling.aspx
http://www.ihi.org/resources/Pages/Tools/Sampling.aspx
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 The use of Storyboards, written on a regular basis during the implementation phase is a good way of tracking how 
working practices and processes may alter. An outline of what this may look like can be seen in the appendix. 
 

3. Pre-implementation baseline measurement should be undertaken as far as possible. Where this is too late or further benefits 
are identified changes may still be evident using trends, qualitative, proxy or avoidance measures. 
 

4. Don’t forget that measurements post implementation may well use electronic data from the system and thus be much easier 
to capture. This may help identify new and unforeseen benefits as data becomes available. 
 

5. Overlap your benefits identification, measurement, reporting with other work or measures underway e.g. local audit, QIPP, 
CQUINs, etc. to save time. Remember that more detail may be required to assign an actual benefit. 

 
6. Continue looking for benefits on a regular basis – some may only become evident many months or years post 

implementation. Plan for the additional data that will become available over time. It is acceptable to update benefits plans 
over time as learning and systems evolve. 

 
7. Unintended consequences may also be evident – monitor for them and be clear if they are time limited to the settling in 

period or something that needs to be considered and addressed more robustly on an ongoing basis. 
 

8. Identify barriers to change from your ongoing monitoring and develop plans to overcome these. 
 

9. Focus on benefits that will bring the organization most value; not every benefit needs to be measured and/or measured in 
detail. 
 

10. Remember that more than one benefit may be attributable to the same process redesign or business improvement e.g. both 
a quality and financial benefit may be apparent. 

 

The types of benefits may be broken down into a number of different categories – these may be focused in different ways.  

Generally, benefits can be categorised in one or more of the following ways: 

 Economic: Financial Gains – potentially cash releasing/cost avoiding 

 Efficiency. 

 Effectiveness: Quality Improvement including patient safety 
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Linking Benefits with Methods for Measuring 

The following identify the most common areas of capability in relation to the benefits that might be shown. The list is not meant to 
be exhaustive and may require functionality that is not present within a system or comes during later implementation phases. 
Investing in a particular capability should generate the following sorts of benefits/outcomes. Maximising these requires optimisation 
of clinical business change and effective redesign of care processes. 

 

It is not always possible to directly measure outcomes thus proxies are suggested where applicable. Links to other national 
initiatives are highlighted to reduce overall workload in identifying and linking benefits to investment in specific capabilities. 

 

It remains a local decision which of the following benefits/outcomes will be measured and reported. It is suggested that you focus 
on the 20% that deliver 80% of the overall value (financial or non-financial). As a general rule of thumb, you should aim to define 
and track no more than 10 key benefits in detail. 
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Description of Benefit Quality / 
Effective

ness 

Financial Efficiency Method(s) 

Realisable 
saving 

Cost 
avoidance 

Cost 
saving 
non-

realisable 

A. Patient Experience 

1.  Improved patient 
experience/satisfaction –through 
less time waiting for beds and 
discharge medicines, better 
information for patients on 
medication from clinicians will all 
have a positive impact on patient 
satisfaction, however it is difficult 
to attribute a financial figure to 
this 

     i. Before and After Picker or 
other survey results 

ii. Improved Friends and 
Family test 

iii. Reduction in the number of 
complaints 

NB. time benefits are often 
difficult to deliver due to process 
re-engineering challenges 

Focus on availability of 
information about patients 
medicines, particularly initially, 
may be more helpful 

B. Availability of Information 

2.  Improved availability of 
prescriptions  at point of need 
and at multiple sites, saving staff 
time in searching for lost charts 

     i. Measure of staff activity 
before and after 
implementation 

ii. User survey investigating 
changes in working 
practice pre and post 
implementation 

iii. Review of local incident 
reports before and after 
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3.  Improved availability of 
prescriptions via remote access 

     i. User survey investigating 
changes in working 
practice before and after 
implementation 

ii. Post implementation report 
on remote access utilised 

4.  Reduction in staff time as no 
transcription required for charts 

     i. Measure of staff 
activity/volume of 
transcribing before and 
after implementation 

ii. User survey investigating 
changes in working 
practice 

iii. Medicines reconciliation 
information may be 
available 

 

NB. time benefits are often 
difficult to deliver due to process 
re-engineering challenges 

 

5.  Reduction in time spent re-writing 
prescription charts 

     i. Measure of staff 
activity/volume of re-
writing before and after 
implementation 

ii. User survey investigating 
changes in working 
practice before and after 
implementation 
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6.  Improved availability of relevant 
patient information at point of 
need, e.g. allergy, patient 
preferences 

     i. Measure of staff 
activity/volume before and 
after implementation 

ii. User survey investigating 
changes in working 
practice 
 

C. Standardisation 

7.  Improved compliance with 
prescribing standards and 
policies at the point of prescribing 
to improve patient outcomes, e.g. 
antibiotics, venous 
thromboembolic (VTE) 
prophylaxis 

     i. Monitor drug costs before 
and after implementation 

ii. Monitor compliance rates 
with specific protocols 
before and after 
implementation e.g. 
antibiotic use, pain 
protocol adherence, VTE 
prophylaxis prescribing 
etc. 

iii. Measure staff knowledge 
of changes in work 
practice via user survey 
before and after 
implementation. 

8.  More efficient construction and 
delivery of  standard treatment 
sets, e.g. surgical prophylaxis, 
care pathways 

     i. Monitor drug costs before 
and after implementation 

ii. Monitor compliance rates 
with specific protocols 
before and after 
implementation  

iii. Measure staff knowledge 
of changes in work 
practice via user survey 

9.  Improved enforcement of national 
policies, e.g. National Patient 
Safety Agency (NPSA), NHS 

     i. User survey before and 
after identifying changes in 
knowledge and/or speed of 
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England (NHSE) safer practice 
alerts reducing the risk of 
medication error 

uptake 
ii. Review of local incident 

reports before and after 
identifying potential 
breaches  

10.  Improved scope for using 
protocols and electronic clinical 
data capture to improve 
compliance with standards (with 
records of prescriptions, when 
administered and by whom), e.g. 
IVIG (intravenous 
immunoglobulin) compliance, 
high-cost drugs use to improve 
efficiency and patient outcomes 

     i. Increased availability of 
patient level costing data 
before and after 
comparison (including 
details of doses 
administered) – measure 
of time taken to identify or 
other work sampling 
methods 

11.  Improved ability to restrict  
prescribing access to accredited 
prescribers enabling compliance 
with legal requirements 

     i. Monitor local incident 
reports to confirm no 
unauthorized prescribing 

12.  Improved ability to restrict the 
prescribing of high risk or 
restricted medicines to specific 
clinicians reducing the risk of 
error/harm 

 

Improved ability to limit access to 
certain medicines by trainee 
prescribers, e.g. cytotoxics 

     i. Monitoring of use of 
named medicines before 
and after to confirm 
prescription by appropriate 
clinicians 

 

13.  Improved ability to reinforce legal 
prescribing requirement for CDs 

     i. Before and after audit of 
volume and type of CD 
prescription alterations 
required 
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D. Medicines Administration 

14.  Improvements in the accuracy 
and timely recording of all 
medicines administered leading 
to more complete records and 
improvements in patient care 

     i. Use the medicines 
thermometer medicines 
omission rates – use 
reduction in ‘not 
documented measure’ as 
indicator 

ii. Post implementation 
review of the time delay 
between scheduled and 
actual administration times 
using electronic data 

15.  Reduction in time spent by 
nurses identifying medicines to 
be administered 

     i. User survey before and 
after identifying changes in 
work practice 

ii. Audit before and after of 
time spent  

16.  Reduction in time taken to 
administer medicines 

 

  

     i. Before and after audit of 
medicine round times. 
(Productive ward tools can 
be used – see 
http://www.institute.nhs.uk/
quality_and_value/producti
vity_series/productive_war
d.html - now part of NHS 
Improving Quality 
(www.nhsiq.nhs.uk). 

ii. User survey before and 
after identifying changes in 
work practice 

17.  Reduction in the number of  
missed doses as administration 
record is available at all times 
and reporting at ward and/or 

     i. Use the national medicines 
thermometer to monitor 
omission rates and the 
reasons for omission 
before and after 

http://www.institute.nhs.uk/quality_and_value/productivity_series/productive_ward.html
http://www.institute.nhs.uk/quality_and_value/productivity_series/productive_ward.html
http://www.institute.nhs.uk/quality_and_value/productivity_series/productive_ward.html
http://www.institute.nhs.uk/quality_and_value/productivity_series/productive_ward.html
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Trust level will be possible implementation 
ii. Investigate the use of 

standard reports for daily 
and/or ongoing monitoring 
to support improvements if 
required 

18.  Reduction in the risk of 
administration errors due to 
clearly defined prescriptions 

     i. User survey before and 
after identifying system 
benefits 

ii. Audit before and after of 
administration errors or 
near misses 

iii. Review of local incident 
reports before and after to 
identify errors made  

19. Reduction in medication errors 
through the use of barcode 
technology to check drug 
selection and patient ID 

     i. Measure of errors avoided 
post system 
implementation 

 

E. Medication Error 

20.  Reduction in medication errors 
due to reduced transcription 
errors on prescriptions: 

 On admission 

 Re-writing charts 

 On discharge 

     i. Audit of errors and near 
misses during transcription 
before implementation and 
after implementation 
(where relevant) 

 

Use Karnon paper (see 
references) to model cost 
avoidance values for reductions 
in errors 

21.  Reduction in medication errors 
due to the improved legibility and 

     i. Audit of prescriptions 
before and after 
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completeness of prescriptions implementation. Use 
standardised IMPACT 
tool*. 

ii. Audit before and after 
implementation of the 
number of times a 
prescription has to be 
annotated or altered 

22.  Reduction in medicines-related 
adverse events including wrong 
drug, dose, frequency 

     i. Audit of errors before and 
after implementation of 
medication error rates. 
Use local audit or use 
IMPACT tool* to focus on 
errors most likely to be 
amenable to decision 
support.  

ii. Monitor local incident 
reports before and after for 
medication error 

iii. Monitor pharmacist 
intervention reports before 
and after implementation 

iv. Generate system report of 
alerts generated and user 
response to identify alerts 
acknowledged/ avoiding 
action taken post 
implementation 
 

Use Karnon paper (see 
references) to model cost 
avoidance values to reductions in 
errors 
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24.  Reductions in inappropriate 
dosing  through guided 
prescribing via decision support  

     i. Monitor local incident 
reports before and after for 
medication error. 

ii. User survey before and 
after identifying changes in 
work practice 

25.  Reduced cost of dealing with 
medicines-related adverse 
events, e.g. fewer tests, 
additional treatment and length of 
stay, risk of litigation, 
complaint/incident investigation 

     i. Before and after measure 
of the number of serious 
untoward incidents (NHSE 
estimate of SUI cost 
£20,000 - £60,000) 

26.  Reduction in inappropriate 
treatment and/or medication 
errors due to alerts rules for 
abnormal results/risk factors such 
as allergies/safety alerts, etc 

     i. Alert acceptance rate in 
relation to potential 
prescribing errors avoided 
post implementation 

27.  Reduction in medication errors 
through the use of real-time 
clinical decision support and 
advice,  guidelines, and/or 
contraindications 

     i. Alert acceptance rate in 
relation to potential 
prescribing errors avoided 
post implementation 

28.  Reduction in the risk of medicines 
being prescribed inappropriately 
to patients with an allergy due to 
allergy warnings being available 
and linked to medicines selection  

  

     i. Monitor local incident 
reports before and after 
implementation – number 
of instances where 
medicines inappropriately 
prescribed; number of 
allergic reactions that 
could have been 
prevented  

ii. Audit of allergy recording 
rate before and after. Use 
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medicines thermometer 
and/or IMPACT tool* 

iii. Monitor number of times 
an allergy recorded and 
within what time period in 
relation to admission 
coupled with the number of 
alerts generated and 
actioned post 
implementation for 
avoidance rate 

29.  Reduction in medication errors 
due to the identification of 
medicines interactions at the 
point of prescribing 

     i. Audit of interventions 
made to correct drug 
interactions before and 
after implementation 

ii. Post implementation report 
of alerts generated and 
acted upon demonstrating 
avoidance rates 

iii. Review of local incident 
reports before and after 
implementation 

 

NB. advice is to introduce this 
gradually and be careful about 
the sensitivity of alerts selected 

30.  Reduction in medication errors 
provided by the potential to link 
with other decision support 
systems e.g. pathology that 
influence choice of medicine, 
dose etc. at the point of 
prescribing 

     i. Audit before and after of 
specific drug treatment 
areas e.g. warfarin and 
INR (international 
normalised ratio) levels 
within defined tolerances, 
renal function measures. 

ii. User survey before and 
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after identifying changes in 
work practice 

31.  Reduction of occurrence of 
medication error classified as 
"never events" and/or “near miss 
never events” 

 

     i. Rate of recorded never 
events and near miss 
never events before and 
after implementation 

*access tool via eprescribingresearch@uhb.nhs.uk 

F. Efficiency Gains (Releasing Time to Care) 

32.  Improvements in medication 
reconciliation rates due to the 
availability of  information for 
medication history  

     i. Before and after audit of 
medicines reconciliation 
rates 

33.  Reduced staff time assimilating 
patient information due to 
clinicians ‘single system’ view of 
patient information 

     i. User survey before and 
after of system benefits 
and/or changes in working 
practice 

34.  Decreased delays in treatment by 
reducing time from prescribing to 
supply by means of direct transfer 
of dispensing request to 
pharmacy 

     i. Before and after measures 
of time delays 

ii. User survey before and 
after identifying system 
benefits 
 

NB. time benefits are often 
difficult to deliver due to process 
re-engineering challenges 

35.  Improved compliance with 
standards and reductions in the 
time to respond to queries due to 
the ability to track and audit 
changes in medicines treatment 

     i. Monitoring of number of 
complaints before and 
after implementation 

ii. Compliance with Royal 
Pharmaceutical Society 

mailto:eprescribingresearch@uhb.nhs.uk
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during admission from the initial 
patient history in relation to the 
discharge order 

transfer of care standards 
before and after 
implementation –  
www.rpharmas.com/toc 

 
NB. will be dependent on system 
functionality and benefits may be 
limited depending on the ability to 
record a history and the type of 
changes being reviewed. 

36.  Improved pharmacist efficiency 
due to the ability to target clinical 
pharmacist activity to patients 
with greatest need 

     i. User survey before and 
after identifying changes in 
working practice 

ii. Time and motion review of 
work activities before and 
after implementation 

37.  Improved timeliness for the 
identification of  high risk patients 
for closer monitoring  

     i. User survey before and 
after identifying system 
benefits and/or changes in 
working practice 

38.  Reduction in the time taken to 
prescribe 

     i. Audit of prescription writing 
time before and after 
implementation 

ii. Time and motion study of 
activities before and after 
implementation 

iii. User survey before and 
after identifying changes in 
working practice 

 

NB. this may take longer if 
additional information is available 
upon which to base decisions. 
Any measures should include 

http://www.rpharmas.com/toc
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construction of the full order.  
Likely to get quicker over time 
with system familiarity and 
increased use of order sets 

39.  Reduction of medicines waste 
from poor prescribing 

     i. Audit before and after 
implementation – review 
returns, re-dispense 
requests 

40.  Improved efficiency of the 
discharge prescribing process 
through copying medicines from 
the inpatient prescription 

     i. Monitoring of number of 
complaints before and 
after implementation 

ii. Compliance with Royal 
Pharmaceutical Society 
transfer of care standards 
before and after 
implementation –  
www.rpharmas.com/toc 

 

NB. Copying inpatient medicines 
to a discharge order is an area to 
watch for increased errors as too 
easy a process may lead to every 
inpatient item being copied 
particularly if a ‘copy all’ function 
available 

The process may actually take 
longer as forced to complete fully 
– should be balanced against 
reductions in errors, incomplete 
nature of previous practice 

41.  Improved efficiency of the 
discharge process reducing 

     i. Audit before and after of 
delays to discharge 

http://www.rpharmas.com/toc
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delays in discharging patients resulting from prescribing 
 

NB. time benefits are often 
difficult to deliver due to process 
re-engineering challenges 

42.  Improved data quality and 
associated efficiencies to support 
coding and costing (less 
duplication, more clinical 
involvement in data capture) and 
reporting leading to quality 
improvements and financial 
benefits. 

     i. Analysis of prescribing 
practice within an 
electronic system to 
support quality 
improvement initiatives 
e.g. aspirin use post-MI 
(myocardial infarction)  

43.  More efficient and optimised 
production of clinical 
correspondence 

     i. User survey before and 
after identifying system 
benefits and/or changes in 
working practice 

44.  More efficient records 
management / electronic filing of 
information. 

     i. User survey before and 
after identifying system 
benefits and/or changes in 
working practice 

G. Communication 

45.  Improved communication via user 
created and viewable patient 
notes attached to the patient's 
medication record to clarify 
prescribing decisions 

     i. User survey before and 
after identifying system 
benefits and/or changes in 
working practice 

ii. Report post 
implementation of use of 
noting facility and where 
functionality supports rates 
of user acceptance and/or 
viewing 
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46.  Improvements in the timeliness 
and accuracy of medication 
histories to be transmitted to 
GPs, including changes to 
therapy, supporting ongoing 
community treatment  

     i. Monitoring of number of 
complaints  and/or 
incidents before and after 
implementation 

ii. Before and after 
implementation measure 
of compliance with Royal 
Pharmaceutical Society 
transfer of care standards 
before and after 
implementation –  
www.rpharmas.com/toc 

47.  Improved communication via the 
ability to integrate admission 
medicines history data into 
discharge summary 

     i. User survey before and 
after implementation 
identifying system benefits 

ii. Before and after 
implementation of 
measure of compliance 
with Royal Pharmaceutical 
Society transfer of care 
standards before and after 
implementation –  
www.rpharmas.com/toc 

H. Reporting/Audit 

48.  Improved ability to accurately 
cost medicines treatment to the 
level of what patients have 
actually received rather than what 
has been supplied, achieved by 
means of administration data 
linked to HRGs leading to 
improvements in financial 
information 

     i. Before and after costing 
information for specific 
HRGs 

 

 

http://www.rpharmas.com/toc
http://www.rpharmas.com/toc
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49.  Improved ability to accurately 
track PBR (payment by results) 
excluded medicines for all 
patients for recharge purposes 
leading to improved revenue 
streams 

     i. Monitoring of PBR claims 
before and after 
implementation 

 

NB. will require link to 
indication/diagnosis 

50.  Improved ability to accurately 
cost private patients leading to 
more accurate billing and 
revenue streams 

     i. Monitoring of billing 
information before and 
after implementation 

51.  Improved ability to substantiate 
compliance with CQUIN and 
NICE guideline compliance 
targets 

     i. Compliance rates with 
CQUIN/KPIs (key 
performance indicators) 
before and after 
implementation with any 
financial benefits/penalties 

52.  Improved evidence collection to 
meet CQC (Care Quality 
Commission) and NHSLA (NHS 
Litigation Authority) requirements 
for medicines management with 
associated benefits around 
premiums etc. 

     i. Achievement of a higher 
rating for NHSLA with 
associated premium 
alteration 

53.  Improved data availability for 
clinical audit leading to more 
effective/efficient audit 

     i. Specific examples of audit 
benefits, including time 
taken before and after to 
acquire information 

54.  Improved ability and timeliness 
for accurate audits 

     i. Specific examples of audit 
benefits, including time 
taken before and after to 
acquire information 
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55.  Improved management reporting 
including incident reporting. 

 

 

 

 

 

 

 

     i. User survey before and 
after implementation 
identifying changes in work 
practice and/or user 
benefits 

ii. Before and after measure 
of time to investigate 
incidents. Include the 
number of incidents 
investigated to high level 
of detail – may increase as 
more information available 

I. Improved Formulary Management 

56.  Improved management and 
control of medicines expenditure 
through enforcing Trust formulary 
policy (e.g. use of antibiotics) by 
using audit and analysis of 
prescribing data to drive changes 
in prescribing practice 

     i. Formulary compliance 
rates before and after 
implementation 

ii. Before and after 
measurement of medicines 
expenditure for specific 
areas targeted. Examples 
might include: 

 Switches 

 Indication driven 
use 

 Dose 
standardization 

 Formulation 
standardization 

57.  Increased awareness of 
formulary choices 

     i. User survey of system 
benefits before and after 
implementation 
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58.  Less time spent in challenging 
non-formulary prescribing choices 
or informing prescribers of 
formulary updates 

     i. User survey before and 
after implementation 
identifying changes in work 
practice and/or user 
benefits 
 
 
 

 

J. Finance Benefits 

59.  Increased ability to identify claims 
for patient access scheme  
reimbursements 

     i. Monitoring of costs before 
and after implementation 

 

60.  Reduction in litigation risks 
through full availability of good 
quality records and improved 
audit trails 

     i. Revised risk rating 
following revised risk 
assessment post 
implementation 

61.  Reduced or eliminated stationery 
printing costs for inpatient and 
outpatient prescription forms  

     i. Change in the cost of 
stationery before and after 
implementation 

 

62.  Increased research income due 
to ability to use electronic 
prescribing in medication related 
research design 

     i. Changes in research 
income before and after 
implementation 
 
 
 
 

K. Miscellaneous 

63.  Reduction in the risk of fraud 
through tampering with 

     i. Changes in local incident 
reporting before and after 
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prescription details reducing the 
risk of misappropriation and/or 
patient harm 

implementation 

64.  Improved ability to reconcile drug 
supply (particularly useful for 
controlled drugs) with patient 
administration, e.g. CD 
(controlled drug) surveillance 
reducing the risk of 
misappropriation  

     i. Changes in incidents 
identifying potential 
security issues before and 
after implementation 

ii. Reconcile issues of 
medicines against the 
recorded administration of 
medicines post 
implementation 
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Useful References 

Further references, examples of questionnaires and of benefits realised can be found at 
www.eprescribingtoolkit.com 
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19/External%20-%20How%20to%20guide%20-
%20measurement%20for%20improvement%20v1.2.pdf  
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Appendix One - Storyboards 

What is a Storyboard? 

It should be a short document that illustrates something about your project using 
an informal ‘story telling’ approach.  

What should a storyboard be about? 

Anything- described as you would a story - that illustrates the implementation 
journey for YOUR e-Prescribing work. It might describe an achievement, 
something that could have been done differently, information that might be useful 
for others, a challenge overcome or an issue that has required a pragmatic or 
innovative approach.  The topic is entirely up to you but it should be something 
that gives a sense of how you are getting on.  

How long should it be? 

It should be no less than one paragraph and no more than a couple of pages. It 
should be capable of being read in isolation and understood by people not 
involved in the project. It may also reference other documents or attachments if 
appropriate.  

What should it not be? 

It shouldn’t be a project output documents e.g. a report or Gantt chart. These 
may be referenced but should not form the main content.  

Should it include illustrations? 

Diagrams, charts and statistics etc. are acceptable content to include.   

ePrescribing Storyboard Example 

There seemed to be quite a delay between the initial training and being able to 
use the system and there is no doubt that the system took longer to create a 
prescription than the paper we had used before.  However once I became 
familiar with the system and realized that I could select prescriptions from some 
predefined lists and even copy them from admissions for patients who had been 
in hospital before I found that the system was much easier to use. 

Colleagues tell me that having the prescriptions available on the ward and in 
pharmacy as soon as I have written them (which I can do from almost anywhere 
now) is really useful. Being able to see a list of the patients that I need to look 
after even after a busy weekend when they are on several different wards is a 
real boon. 

On balance I much prefer the electronic system now that I am used to it to the 
process that we had before. 
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Glossary of Terms 

 

CQUIN Commissioning for quality and 
innovation framework, NHS England. 
Provides a framework to secure 
improvements in the quality of 
services and better outcomes for 
patients whilst also maintaining 
strong financial management. 

Patient Access Schemes These are special ways that 
Pharmaceutical companies provide to 
enable patients to gain access to high 
cost medicines. 

QIPP QIPP programme (Quality, 
Innovation, Productivity and 
Prevention). Programme of work 
developed to drive forward quality 
improvements in NHS care whilst 
making £20billion of efficiency 
savings. 

System capability What can be delivered as a result of 
available system functionality in terms 
of changes in process and practice. 

System functionality The range of operations that the 
computer system can provide i.e. 
what it can do. 

 

 

 


