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DUTIES OF THE COMMITTEE PREFACE
Section 8.(1) of the Public Accounts Committee Act 1951 reads as
follows: o This report outlines the f£indings of the Committee's
inquiry into the proposed computer acquisition for Repatriation

Subject to sub-section (2}, the duties of the Committee General Hospitals by the Department of Veterans' Affairs.

are:

(a) to examine the accounts of the receipts and
expenditure of the Commonwealth including the
financial statements transmitted to the
Auditor-General under sub-section (4) of section 50
of the Audit Act 1903;

(aa) to examine the financial affairs of authorities of
the Commonwealth to which this Act applies and of
intergovernmental bodies to which this Act applies;

{ab) to examine all reports of the Auditor-General

On 6 June 1984, the Minister for Finance moved in the

House that: -

in accordance with paragraph 8 (1) (d) of the
Public Service Accounts Committee Act 1951, this
House refers to the Joint Committee of Public
Accounts for investigation and report as necessary
from time to time, the proposed purchase of
auntomatic data processing facilities by the
Commonwealth, or any department or authority of the
Commonweal th staffed under the Public Service Act
1922, notification of intention of which is to be

(including reports of the results of efficiency
audits) copies of which have been laid before the
Houses of the Parliament; :

‘conveyed to the Committee by the Minister
responsible for the intending purchaser,

This inquiry is the first undertaken by the Joint
Committee of Public Accounts under its standing reference to
examine and report .on major computer acqguisrtion proposals before
they proceed to Cabinet for approval of funds.

(b) to report to both Houses of the Parliament, with
such comment as it thinks fit, any items or matters
in those accounts, statements and repogts, or any
circumstances connected with them, to which the
Committee is of the opinion that the attention of

¢ - The Minister for Finénce indicated that early
the Parljament should be directed;

consideration of issues well before the commitment ot financial
and other resources was necessary. Some major issues which he

(c) to report to both Houses of the Parliament any stated needed further and independent scrutiny included:

alteration which the Committee thinks desirable in

the form of the public accounts or in the method of . employment consideration;

keeping them, or in the mode of receipt, control,

issue or payment of public moneys; and . Australian Industry Participation;
(d) to inquire into any question in connexion with the . industrial issues;

public accounts which is referred to it by either

House of the Parliament, and to report to that . needs;

House upon that question,

. cost effectiveness; andg

and include such other duties as are assigned to the
Committee by Joint Standing Orders approved by both . risks.

Houses of the Parliament.
In his speech the Minister indicated:

A major factor considered by the Government was the
potential for delay which might be introduced into
the acquisition process by protracted scrutiny. It
is necessary for the right balance to be achieved
between the need for careful examination and the
timely implementation of worthwhile projects.

(iv} (v}




The new procedures are designed to ensure that
departments and authorities apply themselves
assiduougly to the planning process. The early
submission of a proposal arising from that planning
and the consideration of the proposal will be early
steps along a path leading to the eventual
acguisition of computing facilities, The essential
review and independent scrutiny process will thus
be completed before any major commitment of public
moneys is made.

Senator Guilfoyle indicated in the Senate on 7 June 1984
that these areas would be considered as part of a checklist that
the Committee would pursne in looking at proposals that had been
referred to it. On 21 May 1985, the Committee issued guidelines
indicating the issues which Departments should address in their
submissions. Subsequent experience has indicated there are some
areas where the guidelines could be improved. The Committee
therefore intends to issue revised guidelines when the Committee
has had the experience of a small number of inquiries.

The Department of Veterans' Affairs proposed computer
acquisition for Repartriation General Hospitals was approved by
Cabinet and funds of $2.6m were included in the 1985-86 budget
subject to advice from the Minister for Finance. The Minister for
Finance subseguently advised the HMinister for Veterans' Affairs
on 1 August 1985 that no expenditure should occur until a
satisfactory report on the proposal had been received from the
Joint Committee of Public Accounts.

The Committee is. concerned that this proposal was not
referred to it directly as a result of a Cabinet decision as
envisaged under the arrangements agreed between the Committee and
the Minister for Finance. It also notes that the intention of the
reference was, as the then NMinister for Finance, Mr Dawkins
stated in his speech, to ensure proposals are subject to
independent review outside the budget cycle and well in advance
of any decision to commit funds, This clearly has not been the
case for this proposal where funds have already been approved for
the current 1985/86 budget subject to a satisfactory report from
the Committee,

The Committee is unequivocally of the view that all
proposals should be referred to the Committee by Cabinet itself
and well in advance of any request for, or approval of funds.

On 18 October 1985, the Committee informed Departments
that unless the Committee is given formal notification of
intention to bring a proposal before it within a month of the
relevant Cabinet decision, and the submission in support of that
proposal is received by 30 September, the Committee may not be
able to rearrange its program so as to guarantee a report to
Parliament before Budget Cabinet consideration in the following
year.

(vi)
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CHAPTER 1

SUMMARY OF FINDINGS

. Introduction

. Major Conclusions and Recommendations
. The PCS Project

. The Current Proposal

. General Conclusions and Recommendations for Future
Computer Projects

Introduction

1.1 This chapter highlights the major features of the
Committee's examination of the proposal by the Department of
Veterans' affairs to acquire computers and software for its
Repatriation General Hospitals. Readers should refer to the
relevant section in Chapter 3 for a fuller discussion.
Conclusions and cecommendations in this Chapter are
cross-referenced to the relevant locations in the text. The full
list of Committee conclusions and recommendations are included in
Chapter 4.

Major Conclusions and Recommendations
1.2 The Committee concludes that:

. the Department of Veterans' Affairs has not to date
conducted the Patient Care System project in a
manner consistent with existing planning guidelines
and sound project management practices;

. there is a need for improved hospital services for
the veteran community;

. Repatriation General Hospital management and staff
operate under difficulties due to inadequate
computer systemsy

. the computing systems at Repatriation General
Hogpitals generally lag well behind those available
in other public hospitals; and



. some form of integrated hospital information system
is the most effective way for the Department of
Veterans' Affairs to proceed to satisfy
Repatriation General Hospital information
requirements and that the Patient Care System
offers the only appropriate vehicle to achieve this
in an IBM compatible environment.

1.3 The Committee recommends that:

. the Department of Veterans' Affairs proceed with
its negotiations with the Department of Finance and
the Department . of ‘Local Government and
Administrative Services with a view to the
acquisition of computers for thHe Repatriation
General Hospitals;

. the Department of Veterans' Affairs supply the
Committee, with comments f£rom the Department of
Finance, information on computer capacity
requirements before placing an order for a computer
at Repatriation General Hospital Concord;

. the Department of Veterans' Affairs respond to the
other Committee recommendations through the
Minister for Finance Minute mechanism prior to
proceeding beyond the purchase of the Concord
computer ;

. the Department of Local Government and
Administrative Services decides on the method of
acquisition; and ’

. should the Department of Local Govermment and

Administrative Services accept the arguments put to
it by the Department of Veterans' Affairs for a
Certificate of Exemption for an IBM computer for
Repatriation General Hospital Concord, a supply and
development contract be concurrently negotiated
with IBM which ties further development and support
for the Patient Care System related software to the
initial IBM computer acquisition.

The PCS Project

1.4 The Department of Veterans' Affairs has made a
number of attempts to initiate a project to construct an
integrated hospital information system for its Repatriation
General Hogpitals (RGH) . Previous attempts have been
characterised by a lack of proper analysis of requirements, poor
project management and decision making and lack of vendor support
for the chosen software. The DVA has attempted during the last 18
months to place the project on a sounder footing, Much still
needs to be carried out to establish the project and a
satisfactory management and consultative Fframework which would
guarantee a successful implementation..

"1.8 The broad objectives of the project are consigtent with
- the trend in the hbspital software industry but the DVA have not

,demonstra:ted.by detailed data and functional analysis that these
broad objec.tlves are fully appropriate to meet RGH requirements.
The DVA is currently conducting, iIn conjunction with a
consultant, a detailed data analysis study which on the current
schedule will not be complete before hardware and software
putchases are made.

1.6 E‘unct:.i.ona.l‘ analysis will be carried out as part of the
process of acquiring software modules from overseas or from IBM,

1.7 The Committee concludes that:

« the Patient Care System project has been delayed
for a considerable period of time as a result of
poor decision. making, migunderstanding and
mismanagement. (Paragraph 3.42),.

The Committee recommends that:

. the Department of vVeterans' Affairs make maximum
use of its already established committee structure
to ensure that the Department's commitment is
translated into the necessary support and guidance
to: create a healthy project team environment for
systems implementation, (Paragraph 3.43).

1.8 The Committee concludes that:

. there is an urgent need to complete the data
analysis and carry out a functional analysis of
hospital functions prior to acquisition of software
modules. (Paragraph 3.15),

1.9 In determining the cost effectiveness of the project,.
the. DVA bas not analysed adequately a number of alternative
options to that which is proposed, The DVA has proposed a
decentx;ahsed RGH' based computer system. The cost/benefit
analysis for the proposal is based on & comparison with the
current partially automated, but largely manual, procedures. No
other _alternatives were canvassed in the cost/effectiveness
analysis, It is not therefore possible to conclude that the
approach proposed is the most cost effective.

1.10 An approach based on supporting RGH requirements from
!:he De_p§rtment's NCC was rejected on gqualitative grounds with
insufficient examination.

1.11 The Committee concludes that:

. although a centralised option based on a National
Computer Centre was dismissed on qualitative
grounds, it deserved. serious quantitative
evaluation; and



1.12

1.13

The

The

The

the case for a decentralised, as opposed to
centralised, strategy was insufficiently examined.
{Paragraph 3.178).

Committee recommends that: .

the Department proceed with the acquisition 6f
Repatriation General Hospital computers on the
grounds that:

- the Department is now heavily geared to the
decentralised option;

- other National Computer Centre actions are
already in hand; and

- no clear evidence exists to recommend other
options. (Paragraph 3.179).

Committee concludes that:

the cost/benefits analysis carried out by the
Department of Veterans' Affairs for this project is
deficient in the following respects:

~ the Department of Veterans' Affairs has not
presented its project costing data in a
comprehensive and consistent manner thereby
making it difficult for the Committee to.
reach confident conclusions about the total
costs and the henefits of the proposal;

-~ discrepancies exist in the cost estimates. and
Bome costs. appear to have been omitted;

- the estimated benefits appear to be
conservative and were not determined for the
full range of software expected to be
acquired or developed;

- other unguantified benefits will accrue to
the proposal; and

~ intangible benefits, such as better health
care and patient convenience, will also
accrue to the project. (Paragraph 3.98).

Committee recommends that:

the Department of Veterans' Affairs institute a
cost monitoring and control system such that
accurate, timely and comprehensive project costing
information is readily available to the Department
of Veterans' Affairs management and external
regulatory authorities; and

1.14 The

1.15

1.16 The

the Department of Veterans' Affairs report to the
Department of Finance its revised estimates of the
Patient Care System project costs and benefits, any
subsequent change in direction of the Patient Care
System project and any increase in costs or
additional cost to be incurred under the auspices
of this project. (Paragraph 3.131).

Committee concludes that:

departments should be in a position to demonstrate
that the benefits claimed to justify projects prior

to expenditure of funds, are realised.
{Paragraph 3,194).

The Committee recommends thats

all agencies institute performance/benefit
monitoring measures which will permit the

continuing assessment and review of the benefits
which are achieved. (Paragraph 3.196).

DVA reguire a computex which will be the equivalent

in size of an IBM 4381 machine angd compatible with IBM hardware
for the RGHa. Insufficient sizing information has been suppl ied
to convince the Committee of the justification for the initial
surplus capacity of RGH computers, of the rate at which RGHs will
increase their use of computing capacity and whether Concord and
Heidelberg RGHs require additional capacity above the base 4381
equivalent capacity.

1.17 The

1.18 The

Committee recommends that:

the Department of Veterans" Affairs supply to this
Committee a chart of expected demand for computing
capacity before any order is placed for a computer
for both Concord and Heidelberqg Repatriation
General Hospitals. The chart should differentiate
the expected computer capacity usage of the various
hospital software modules as their usage rises over
time. (Paragraph 3.147).

Committee concludes thats

it is doubtful whether the Patient Care System
team, which has yet. to be fully restaffed and gain
the full Patient Care System experience, will be
able to affect the scheduled workload in the draft
Patient Care Project Plan, (Paragraph 3,188).

The Current Proposal

1.19 The

DVA proposes to acguire an IBM 4381 computer for

Concord RGH under a Cexrtificate of Exemption and to proceed to
issue an RPT for IBM 4381 equivalent computers for the other

RGHs.,



1.20 A number of jintegrated hospital information systems ar
marketed in Australia currently. Systems which run on other tha
IBM-compatible computers appear to have varying capabilities
which may rival PCS in functionality. No system appears, to the
Committee, to be clearly superior to PCS, ;

1.21 The DVA has argued that computers for RGHs should be
IBM-compatible because of the Department's investment in
IBM-based systems and the need for RGHS to rely on the NCC for

support. The Committee accepts these arguments For acquiring IBM

compatible equipment.
1.22 The Committee concludes that:

. for the Department of Veterans' Affairs' purposes
the alternative, non IBM-compatible, integrated
hospital  information systems do not offer
advantages over the Patient Care System;

- the Patient Care System appears to be the only
suitable system for the Department of Veterans'
Affairs in the IBM-compatible market; and

. any tendering process should be restricted to the
IBM-compatible market. It notes that the Department
of Local Govermment and Administrative Services is
in agreement with this view. (Paragraph 3.56).

1.23 The Committee is concerned that decisions with
relatively small direct funding implications to buy software
products may subsequently provide grounds for a Certificate of
Exemption for major hardware acquisition. When the DVA purchased
PCS in 1983/84 the Committee understands that the DVA's intention
was to make minor modifications to the software and operate it on
its Amdahl computer. This initiative proved not to be possible,

1.24 The Committee concludes. that:

. at the time of the purchase of the Patient Care
System, the Department of Veterans' Affairs did not
recognise the implications of its software
acquisition; but

. earlier mismanagement of the Patient Ccare System
project and underestimation of the nature and size
of the project have Played a role ip the
Department's "decision to seek a Certificate of
Exemption for the Concord Repatriation Generali
Hospital computer, (Paragraph 3.80),

1.25

1.26

The

The

Exemption for

1.27

1.28

1.29

The

The

The

Committee recommends that:

i i Plans a
departments include in their Strategic Pl
clzar statement where the proposed acquisition of
software is subsequently 1likely to involve or
influence hardware expenditures;

i ici to the
is information be explicitly draym
::tention of the Department of Finance, the
Department of Local Government and Administrative
Services and this Committee; and

ent of Finance and the Department of
Egzalnepacro?;rzment and Administrative S.er\gtges
examine Strategic Plans and software acqu:.st] ion
proposals to identify potential hardvare
acquisition implications. (Paragraph 3.81).

DVA has argued for the granting of a Certificate of
an IBM computer for Concord RGH.

Committee concludes that:

i terans*
) se exists for the Department of Ve 2
:ffggrs to call tenders for IBM—compatlb:kLle
equipment, and the acquisition and support for the
Australian Patient Management System to determine
the level of support for the Patient Care System in
the marketplace;

na be a case for the granting of a
gg:i:ficage of Exemption in favour of IBM for :::he
Concord Repatriation General Hospital computgz‘
based on the special level of support for fe
Patient Care System that tkle Department do
Veterans' Affairs claim they require from IBM; an

. s ins 1y
the decision on the method of acquisition proper.
rgsts with the Department of Local Government and
Administrative Services, (Paragraph 3.82).

Committee concludes that:
T
rguments exist for the Department of Ve!::aran§
ng:igs restricting or avoiding public tendering in
order that available funds be expended in 1985/86.
(Paragraph. 3,95).
Committee recommends that:

isiti iti urate.
the acquisition proceed expeditiously commens
with pcg.)per tendering procedures, (Paragraph 3.56).



General
Projects

1.30

1.31

1.32

Conclusions

and Recommendations for

The Committee recommends that:

departments include in their Strategic Plans a
clear statement where the proposed acquisition of
software is subsequently likely to involve or
influence hardware expenditures;

this information be explicitly drawn to the
attention of the Department of Finance, the
Department of Local Government and Administrative
Services and this Committee; and

the Department of Finance and the Department .of
Loca:!. Government and Administrative sexvices
examine Strategic Plans and software acquisition
proposals to identify potential hardware
acquisition implications. (Paragraph 3.81).

The Committee concludes that:

in most instances, the quantification of benefits,
resulting from computer acquisitions stating levels
of variance and uncertainty, is a. practicable and
useful process and should be undertaken; and

departments should be in a position to demonstrate
that the benefits claimed to justify projects prior

to expenditure of funds are i
(Paragraph 3.194). ! realised.
The Committee recommends that:

all agencies institute performance/benefit
monitoring measures which will permit the

cor_xtinuing assessment and review of the benefits
which are achieved. (Paragraph 3.196).

Future Computer
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CHAPTER 2 ¢

INTRODUCTION |

. Background
. The Proposal
. History of Involvement
with PCS by the
Department of Veterans' Affairs
. Patient Care System. {PCS)
. Other Hospital Software
available in Australia
. Brand Report

Background

2.1 The Department of Veterans* BAffairs (DVA} uses an
Amdahl 580/5860 computer to support the bulk of its current data
processing activities. The computer currently has 24 million
bytes of memory, a data communications network of 1200 terminals,
and is housed in the National Computing Centre (NCC) in the Grace
Building, George Street, Sydney., This computer supports. Central
Office and Branch Office data processing reguirements as well as
allowing Repatriation General Hospitals (RGHs) access to central
data bkases. 1In addition, RGHs use a computer system for
processing patient Admissions, Discharges and %ransfers (ADT)
which also operates on the NCC computer.

2.2 The ADT system operates on a data base cof hospital
patient information called the Patient Master Index (PMI) and
together with the functions of the ADT system constitute the core
elements of any integrated hospital information system. The
current ADT system was constructed in the early 1970s and
displays the limitations of systems of that era, It has been
progressively modified over the years. Modifications are becoming
increasingly difficult and the system does not provide a suitable
base from which to expand to an integrated hospital information
system.

2.3 In order to deliver a high quality of health care with
efficiency and convenience to patients and to satisfy the
requirements of RGHs to provide hospital and related services to
an ageing veteran population, the DVA is seeking to upgrade the
computing capacity and facilities available to RGHs.

The Proposal

2.4 The DVA proposal document is entitled 'Department of
Veterans' Affairs, Acquisition of Computer Facilities for
Installation in the Repatriation General Hospitals, Reference to
Joint Parliamentary Committee of Public Accounts, 24 October
1985', hereafter referred to as the Submission and is included in
Appendix 1.



2.5 The Committee's advisers examined the Submission and
requested further information in a letter dated 12 February 1986
which is included as Appendix 2. The DVA responded with a
document entitled 'Supplement to the Reference to the Joint
Parliamentary Committee of Public Accounts on Repatriation
Hospital Computing Facilities" which is hereafter referred to as

the Supplement and included in Appendix 3, Following the public

hearing the Committee wrote to DVA requesting answers in writing
to gquestions which time constraints precluded from being
addressed at the hearing. The DVA responded with a document
entitled 'Joint Parliamentary Committee of Public Accounts,
Questions Asked in Writing of the Department. of Veterans"
Affairs, 24 March 1986', This document is included in the Minutes
of Evidence and is hereafter referred to as Answers to
Supplementary Questions.

2.6 The DVA proposes to acquire and install 5 medium scale
IBM~compatible computing facilities in its 5 mainland capital
RGHs at an equipment cost of $10m over the 4 years 1985/86 to
1988/89., The proposal was the subject of a New Policy Proposal to
Government in February 1985 the costings of which were amended in
August of 1985. Cabinet agreed to the proposal and the Minister
for Pinance advised his agreement, on a provisional basis, to the
inclusion of $2.6m in the 1985/86 Budget. He directed that no
expenditure should by incurred before a satisfactory report was
received from the Joint Parliamentary Committee of Public
Accounts (the Committee) and also requested advice from DVA about
the action DVA had taken in relation to the recommendations of
the Review of the Repatriation Hospital System, Chairman Dr I
Brand, June 1985 (Brand Report)..

2,7 The DVA has argued that the computers proposed for.
installation in the RGHs should be IBY-compatible on the grounds
that the Department has a major investment in, and operations
experience of, IBM-based systems, and the RGHS are dependant on
the Department's database of client information heid at the NCC.
RGH veteran patients are clients of the Department and the
treatment of veteran patients requires access to the client data
base.

2.8 The DVA has arqued that the first computer, which will
be installed at Concord RGH should be an IBM computer., It asserts
that the only satisfactory approach to the development of modern
integrated hospital information systems lies in. the use of vendor
supported applications software and development tools. In an
IBM-~compatible environment the only suitable available product in.
Australia is the IBM Patient Care System (PCS) and DVA has
indicated that with its current resources and expertise it is
unable to implement PCS in the RGHs without substantial support
from IBM. It is argued that the acquisition of the remaining 4
computers need not be subject to the IBM requirement as DVA will
be responsible for transferring any systems, tested at the
initial Concord site, to other RGHs.
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2.9 The DVA therefore proposes to reguest the Department of
Local Government and Administrative Services (DOLGAS) to issue a
Certificate of Exemption (C of E) from public tender in order to
acquire an IB¥ computer to be installed at RGH Concord, and to
igsue a Request for Tender (RFT) for IBM-compatible computers for
the other RGHs.

2,10 The proposed computer for RGH Concoré is an IBM 4381
Group 2 Processor. At the time of the preparation of the
Submission, IBM marketed Model Groups 1, 2 and 3 in its 4381
range of computers. Since then, IBM have announced Model Groups
11, X2, 13 and 14 which have superior price/performance
characteristics and have withdrawn the Model Groups 1, 2, and 3
from sale. This marketing change does not affect the qualitative
arguments. A list of the equipments to be acquired for RGH
Concord is contained in Appendiz 1 of the Supplement.2

2,11 Because a suitable building is not available at Concord
and may not be available until late 1986, the DVA plans to
install the IBM computer and PCS for Concord RGH tempqrarily in
IBM premises prior to transferring and reinstalling it in Concord
RGH.* The DVA will then commence staff training and complete
related development work.

2.12 The DVA proposes to acquire from IBY the PCS software
to form the core of its integrated hospital information system.
To this end, DVA bhas been involved in a joint development. as
junior partners with IBM and Royal Adelaide Hospital (RAH) ko
produce a version of PCS suitable for conditions in Australian
hospitals. This software, called Australian Patient Management
System (APMS), which is a modified version of sqftware mar.keted
by IBM in the USA and elsewhere, was announced in Australia by
IBM on 1 April 1986.

2.13 PCs is used by more than 250 hospitals, mostly in the
USA. These hospitals and USA software houses have developed for
their own needs, or for commercial reasons, a large number of
additional hospital software modules using a specialised fourth
generation language Patient Care System/Applications Development
System (PCS/ADS). The DVA plans to investigate the range of
software modules available and to implement them, after necesgary
modification, as a means to producing its integrated hospital
information system.

2.14 The gains that DVA sees as accruing from the use of PCS
include improved quality of patient care and treatment,
introduction of more efficient scheduling of patient services and
the reduction of time and effort associated with patient
admission and discharge. The DVA anticipates significant dollar

1. Joint Pafffamentaty Committee of Public Accounts, Proposed
Computer Acqguisition for Repatriation General Hospitals by
Department of Veterans' Affairs, Minutes of Evidence, pages
12,30

2. Appendix 3, page 225.
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benefits (mainly by improved scheduling) through improved
information systems amounting to $17m in 1985 dollat costs over
the 5 years from 1985/86 to 1989/90.3 The Congultancy Review of
Proposed PCS Package Implementation at Repatriation General
Hospitals, Disc International Pty Limited, July 1985, is
hereafter referred to as the Disc Report.

History of Involvement with PCS by the Department. of Veterans'
Affairs

2,15 In the early 1970's the DVA developed a major
terminal-based, database system addressing the admission,
discharge and transfer of RGH patients. The current system has
teached the end of its economic life and is an unsuitable base
from which to expand to an integrated hospital information
system,

2,16 In 1980 following an overseas inspection visit, DVA
proposed PCS as the only proven system capable of meeting the
specified needs, and of operating on the Department’s only major
computing facility at the NCC. The case was accepted by the then
Department of Administrative Services (DAS) and the Department of
FPinance. Funds were provided in 1981/82 For the PCS package.
Funds were also provided for a new computer to meet both the PCS
requirements and an expanded NCC workload. The cost/benefit case
for a 'turn-key' installation of both PCS applications software
and computer was subsequently rejected and the cheapest hardware
(without software) was acquired from Amdahl. IBM then would not
co-operate in developing a DVA version of PCS on an Amdahl
computer and the project was abandoned.

2,17 The project was resurrected in 1982/83, funds were
allocated and the USA version of the product acquired in 1983/84.
During this period RAH had acquired PCS and were modifying it to
meet their requirements, On the basis of the apparent success of
RAH and, in the absence of strong local support from IBM, DVA
initiated an in-house project in September 1984 to modify the »CS
software. The initiative was not successful. (Refer paragraph
28.22, Brand Report.) Meanwhile, RAH had successfully modified
the USA version of the product and were using it for productive
purposes but in doing so had produced a version of the product
that could not be lintegrated with the wide range of other
software developed in the USA using PCS/ADS, The additional PCS
software was designed to operate in conjunction with the core BCS
software module acquired from IBM.

2.18 Subsequently in 1985, IBM established, as part of a
marketing strategy for the south west Pacific hospital market,
the IBM Health Industry Centre and entered into a joint
development with RAH to produce a version of PCS suitable for
Australian hospital conditions and compatible with the USA PCs
software. The DVA then entered a joint development with IBM ang
RAH ensuring that DVA's requirements were included in the
product, APMS, which was announced by IBM on 1 April 1986,

3. Disc International Pty Limited, Consultancy Review oOf
Proposed PCS Package Implementation at Repatriation General
Hospitals, Final Report, July 1985, page 24,
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2.19 The DVA plans to use pre-release versions of the APMS
software during 1986 to facilitate training and implementation
scheduling and planning.

Patient Care System (PCS)

2.2¢0 The PCS software product is marketed by IBM in the USA.
It is to be marketed in Australia as two separate components. The
Patient Care System/Applications Development System (PCS/ADS) is
a form of fourth generation language which® can be used by
hospital computing staff to construct hospital inforr:x,ation
software modules. The greater proportion of PCS modules available
in the USA have been constructed by individual hospitals using
this system,

2.21 The second component to be marketed by IBM (ARMS) is a
Patient Master Index/Inpatient Management system which consists
of a data base for patient information and software developed
using PCS/ADS to process admissions, discharges and transfer of
patients.

2.22 Together with IBM-developed modules and software house
developed modules, existing user hospitals have produced in the
order of 150 hospital software modules.4 In order to use these
modules effectively under Australian conditions some modification
will be necessary. The PC5 Users Group (ECHO) is particularly
active and facilitates the exchange of individually developed
sof tware modules.

2.23 The system’s flexibility stems from the use of the
PCS/ADS language. In addition, terminal screen formats and report
formats are easily changed to support the needs of individual
hospitals, :

2.24 The PCS system is able to be run on IBM 4300 and 3000
series computers,

2,25 The Committee understands that IBM are engaged in a
number of Jjoint developments in Australia to produce further
modules for the Australian environment.

Other Hospital Software Available in Australia

2.26 Excluding one-off developments by individual hospitals,
there appear to be three major hospital infotmatiqn.s.ystem;
besides PCS, available in Australia which have capabilities of
the kind DVA are seeking. These are:

. MEDILINC supplied by Burrcoughs Ltd;
. Total Hospital Information System (THIS) supplied

by the Health Services Division of McDonnell
Douglas Information Systems Pty Ltd; and

4. Appendix 3, pages 246-249.
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. the NSW Department of Health's in-house developed
range of hospital software.

2,27 Burroughs offer MEDILINC which consists of a patient
Master Index, admissions, transfers and discharges functions and
patient accounting. The system has been constructed in Australia
using LINC, Burroughs' fourth generation language. It is easily
extended by individual hospitals.

2,28 It is reported that currently five Australian hospitals
use MEDILINC including Frankston, Royal Canberra and Woden Valley
hospitals. Burroughs plan to market the system in a number of
overseas countries.

2.29 THIS was originally developed by Computer and Data
Services of Australia Pty Ltd (CDSA) with first releases in 1978.
In 1985 CDSA was taken over by McAuto, the Health Services
Division of McDonnell Douglas Information Systems Pty Ltd. The
system runs on the McDonnell Douglas Sequel computer.

2.30 The Committee understands that Mchonnell Dbouglas
software is used@ in over 1000 health care institutions in
Australia utilising THIS components. St Vincent's Private and
Austin hospitals are substantial users of THIS software.

2.31 The Committee understands that THIS consists in the
order of 60 modules ranging from patient master index and theatre
bookings to payroll administration and linen cost control,

2.32 The New South Wales Department of Health develops and
supplies hospital information software to NSW public hospitals..
This software runs on Digital Equipment Corporation (DEC) vax
computers and micro computers. The Department has in the order of
20 modules available for use in hospitals and as many modules
planned or under development. Currently, approximately 40 public
hospitals are supported by DEC computers either on their
premises, by using a regional computer centre, or by the
Department's central installation. The Department has a 4 year
contract with DEC for the supply of computers which expires in
1988,

Brand Report

2.33 Of relevance to the Committee's considerations of the
Department of Veterans' Affairs proposal is the report which was
presented in June 1985 by Dr T Brand entitled ‘Review of the
Repatriation Hospital System’ (Brand Report). The terms of
reference for the Brang inguiry announced by the Minister for
Veterans' Affairs were:

. identify deficiencies in resource and
administration procedures which inhibit the
hospitals from delivering a high quality of care
with efficiency and convenience to patients;
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identify the requirements for the further development
of the hospitals and related services to an ageing
Veteran population to the end of the next decade; and

. make recommendations to correct any such
deficiencies and to meet those reguirements.

. hapter 28 of the Brand Report is entitled ‘'Automated
gaz: Proce(;sis;xg'. This chapter makes a number of criticisms of
aspects of computer processing for RGHs, & number 9f qbsezvatwns
and a number of recommendations. This chapter is included as
Appendix 4.

2.35 The Minister for Finance in his letter to the Minister
for Veterans" Affairs on 1 August 1985 indicated that:

Your approach to the JCPA will, of covrse need to
address the comments made in the Brand Report.

2.36 Attachment A of the DVA's Submission includes a list of
recommendations from the Brand Report together with actions
required and in hand. Individual recommendations and
implementation progress is discussed in Chapter 3.
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CHAPTER 3
MAJOR ISSUES

. Matters Arising from the Brand Report

. Method of Acquisition

. Cost/Benefits

. Bstimation of CPU Capacity Reqguirements

. Location of Computer at NCC Site or RGH Sites
. Rate of Implementation

. Pexformance Monitoring

. Potential Participation by Australian

Software Industxy in Hospital Systems

. Transfer of RGHs to States’
Hospital Systems

3.1 This Chapter addresses the issues which the Committee
has identified to be the most important associated with the
Department of Veterans' Affairs (DVA) proposal. The DVA was
questioned on these issues at the public hearing on 20 March 1986
and subsequently in writing in a letter of 24 March 1986, The DVA
responses to this letter, which includes both guestions and
answers, have been incorporated in the Minutes of Evidence of the
hearing of 20 #March 1986.

Matters Arising from the Brand Report

3.2 The Review of the Repatriation Hospital System (Brand
Report) was submitted by Dr 1 Brand, Chaimman of the review
committee on 28 June 1985. Chapter 28, Automated Data Processing
(ADP) , contains most of the criticismws, findings and
recommendations made by the review committee that are relevant to
the ADP requirements of RGHs. Chapter 28 of the Brand Report is
at Appendix 4,

3.3 The Minister for Finance, in advising his agreement on
a provisional basis to the inclusion of $2.6m in the 1985/86
Budget for the DVA proposal, indicated that criticisms could be
made if the comment and recommendations of the Brand Review were
not addressged.. He highlighted the Brand Review’s
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criticism of a lack of overall strategy for ADP in hospitals and
that the ADP Survey on which the proposal was based did not
adequately deal with. the computing needs of hospitals. The
Minister drew attention to one recommendation 'that a study be
undertaken by an independant body in consultation with the
hospitals of the full data processing requirements of the
hospitals and how best to supply these requirements'.l This
recommendation is discussed below. The DVA's Submission to the
Committee included a listing of the relevant Brand
recommendations at Attachment A which wereé submitted to the
Repatriation Commission and which were subsequently accepted for
remedial action.? A number of these recommendations are currently
not addressed or are in the process of being addressed.

Analysis of User Requirements

3.4 The Brand Report stated that ‘the only mention of the
hospitals in the recently completed ADP survey [Development of a
Future Computing Services Environment for the Department of
Veteran's Affairs, Ferris Morton Associates, January 1985] is in
relation to the Patient Care System [PCS)'.° Also 'a major reason
for the lack of progress [in satisfying the needs of RGHsS] has
been the centralised approach in tr¥islg‘ to provide global
solutions to individual hospital needs'.? 'No overall strategy
for ADP in hospitals has been developed.'® 'Many computing
systems wvere developed only for Concord, and the other States
were forced to accept these systems'.® Concord staff indicated
'that the systems vwere primarily developed on the basis of what
k[‘Cent':rgl Office] €O ADP staff believed the hospitals should
ave'.

3.5 As a consequence of the above criticisms the Brand
Report recommended that:

a study be undertaken by an independent body in
consultation with the hospitals of the full data
processing requirements of the gosptials and how
best to supply these reguirements!

The DVA Submission indicates in Attachment A that the first of
these consultancies began in June 1985.9 The Committee presumes
that , the Consultancy Review of Proposed PCS Package
Implementation at Repatriation General Hospitals by Disc
International (Disc Report), is referred to, but the Disc Report
did not address data processing requirements by either a gdata
analysis or functional analysis study.

1. Appendix 4, page 307.
2. Appendix 1, page 112.
3. aAppendix 4, page 304.
4. Appendix 4, page 304.

5. Appendix 4, page 304.
6. Appendix 4, page 304.
7. Appendix 4, page 305.
8, Appendix 4, page 307.
9. Appendix 1, page 120.
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3.6 The DVA approach to the development of its integrated
hospital management system concept is to acquire in the first
instance the Australian Patient Management System (APMS) which is
the foundation for other patient-based software., APMS is a
version of software marketed by IBM in the USA which has been
modified for Australian conditions. The DVA plan is, as soon as
possible, to enter into a joint development arrangement with IBM,
subject to the initial acquisition proposal proceeding and to
develop additional modules to those in APMS.10 The first of these
will be an Outpatient Appointment Scheduling software module.

3.7 The DVA Supplement states that:

Future FCS modules, which will build upon the
patient data base and be developed or enhanced
using the PCS Applications Development System,
will affect other areas of hospital activity
including outpatient departments, wards,
. laboratories, allied health and pharmacies.
Proposals have yet to be formulated .for these
systems. Priorities for their implementation,
which could differ between RGH's have yet to be
considered.

3.8 Under DVA's schemel2:

progress will be conditioned by the availability
of resources to review requirements and to propose
and implement solutions [by constructing modules
meeting these requirements]. Individual hospitals
will set system priorities and determine
enhancements/modifications to 'packaged’
solutions.

No attempt has been made to assess long-~term
system priorities in an environment of evolving
RGH awareness of requirements and of PCS product
development and packaged solutions.

3.9 In the absence of detailed knowledge of RGH user
requirements, the DVA point to the experience of the 250
hospitals in USA and the rest of the world that have implemented
hospital management systems using PCS. fThe evidence from this
experience indicated that the creation of the central data base
of patient information called the Patient Master Index (PMI) is
the first essential step towards. an integrated information
system, Data items must be easily added to this data base as
additional functions are added. It is also vital that the PCS
modules can be modified easily to meet RGH specific functionality
requirements.

10. Method of Acquisition, Chapter 3, page 28.
11. Appendix 3, page 172,
12. Appendix 3, page 173.
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3.1 The DVA has documented some 200 software modules from
which it can choose as it progressively implements its hospital
functions. On the one hand the DVA argued that hospitals have
many functieons in common and that the DVA should be able to
choose a suitable software module for any function the Dva
decides to implement after it has carried out a detailed user
requirements analysis for that function. The DVA also argued that
since all the available software modules access that PMI data
base, the integration should not be a problem. However, as
highlighted above, the Brand Report criticised the provision of
global systems where some needs® were unigue to individual
hospitals.

3.11 The Committee is of the opinion that sound system
development practices dictate that a complete analysis of user
and system requirements should be carried out prior to the first
implementation steps. Even if implementation proceeds in a
stepwise manner, and this is a highly desirable way to proceed,
prior analysis of user reguirements and overall design strategy
are necessary to provide a solid basis for each implementation
step. In this regard the Committee agrees with the Brand Report
recommendation for an overall assessment. of ADP needs in
hospitals.

3.12 While «clearly the DVA has knowledge of hospital
computing requirements as a result of current systems and
previously attempted developments, the DVA as an organisation
cannot point to a documented list of user requirements which is a
product of wide staff involvement and consultation. At best there
exists on open ended list of broad hospital functions which the
DVA conclude can be supported, in the main, by PCS modules
acquired from overseas. However, the DVA cannot be fully assured
that the individual features of any of these PCS modules match
the as yet undocumented user requirements of any particular RGH
function.

3.13 The Committee concludes that:

. the proposed integrated hospital management system
is not based on a detailed analysis of the
functional reguirements of Repatriation General
Hospital users but rather on the presumed analagous
requirements of other users;

. the Department of Veterans® Affairs’ strategy is
modelled on the successful implementation strategy
of a number of other hospital systems;

. the degree of success of the project will depend on
the degree of compatibility between the real user
requirements and the capabilities of oversgeas
software; .
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the greater the divergence between user
requirements and software functionality the more
expensive will be the cost of adding new functions
as the number of functions already implemented
increases; and

the Patient Master Index is central to that
implementation  and that the data  analysis
consultancy currently underway should put the
planning for the Repatriation General Hospital
information system on a better footing.

3.14 The DVA has indicated that it has:

secalready conducted a preliminary study with
independent consultants on mapping the information
flow, the data flow, in supfort of all seven of
those. [departmental] programsl3

«..a draft specification to go to an independant
consultant now to look at the total data flows
within the hospitall4

Without functional analysis the DVA are in danger of simply

choosing the

'best" PCS module available while failing to be

cognisant of the shortfall between the PCS module capabilities
and the actual needs of RGHs.

3.15 The Committee recommends that:

the data analysis consultancy be concluded as soon
as possible and its results be used-to prepare a
conceptual data base design for the ~ total
integrated hospital information system;

an. analysis of processing functions be carried out
in addition to the data analysis study currently
under way;

it is highly desirable that this functional
analysis be completed by the Department of
Veterans® Affairs before it proceeds beyond the
initial transfer of known Admissions, Discharges
and Transfers functions to the new computing
network; and

the Department of Veterans' Affairs modify its
project plans based on the understanding of its
requirements once the data analysis and functional
analysis are completed.

13. Joint Parliamentary Committee of Public Accounts, Proposed
Computer Acquisition for Repatriation General Hospitals by
Department of Veterans' Affairs, Minutes of Evidence,

page 15.

14, 1Ibid., page 16.
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Consultation with Staff

3.16 The Brand Report states that ‘when questioned at the
hospital level, staff emphatically stated they had not been
consulted about the [PCS) decision. Further, the 1level of
explanation to and therefore understanding of PCS8 by the
hospitals is very low, and would not allow hospital staff to make
an informed decision'.}3, In consequence of its criticisms of DVA
Central Office contact with hospital staff the Brand Report
recommended 'that a Hospital Computing Steering Committee be set
up in each RGH'. -The DVA reported in Attachment A of its
Submission  that this has been completed.l? A further
recommendation ‘that a Hospital Information System Co-ordinator
be appointed at each RGH" has also been implemented.l8 The Brand
Report also recommended 'that there be hospital representation at
any Branch or Central Office Steering Committee'.l? The
Repatriation Commission agreed with this recommendation and asked
for a status report from the Chairman of the Central Office
Steering Committee.

3.17 The Brand Report recommended ‘that Central Office data
processing staff become personally ﬁcquainted with the hospital
environment and user requirements’.20 The Commission agreed with
the recommendation and requested that PCS team members should
continue visits to RGHs. At the moment the reconstituted PCS Team
is currently housed at Concord RGH so that team members'
familiarisation with hospital requirements is facilitated.

3.18 Since June 1985 when the Brand Report was published the
DVA has improved its consultation with staff., The Supplement
indicates that4+:
Hospital staff have been, and will continue to be,
involved in this project. Contact with staff has been
through:
. PCS Steering Committee;
. PCS Co-ordinators Group;

N continual liaison with test site management and
staff;

« Ppresentations and discussion by PCS team members in
all States:

. initial PCS Team wmembers recruited from RGH

environment;
15, Appendix 4, page 305
16. appendix 4, page 307.
17. Appendix 1, page 120,
18. Appendix 4, page 307,
19, Appendix 4, page 307. '
20. Appendix. 4, page 307,
21, Appendix 3, page 185.
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. RGH Concord conducting their own review meetings on
. the PCS Project instigated by their ADP Manager/PCS
Co-ordinator;

. PCS Hospital & Medical Computing Bulletin;
. computer awareness courses run by PCS staff; and

. distribution of Minutes of the various meetings and
comprehensive documentation to as wide an audience
in B.O.s (Branch Offices) and RGHs as possible.

3.19 The DVA implementation plan calls for progressive
implementation of functions and DVA is unwilling to build up the
expectations of staff by too early discussion of future systems
and their staff impacts.?2 In the past the project has had a
chequered history and staff morale in relation to ADP is very
low.23 In this enviromment the DVA has opted for a conservative
first step in order to demonstrate success as soon as possible.
The first step is the replacement of the current ADT system with
its PCS equivalent. The staff involved with the current system
are already computer-literate and this step should not pose major
implementation difficulties. The Committee's visit to Concord
indicated that staff in this area had been consulted adequately
and that they felt that PCS would be implemented and were looking
forward to the new system.

3.20 The DVA strategy calls for consultation with other
staff as the functions with which they interact are scheduled for
implemenation and as the access to the ADT functions to be
implemented first is extended throughout the hospital. Staff
outside the ADT environment had no expectations of early access
to automated facilities but seemed to be well aware of the
potential from discussion with colleagues in other hospitals or
from computer courses that they, particularly nurses, had
attended.

3.21 The integrated hospital information system will be an
on-line, real-time computer system depending heavily on the
interaction of staff and hospital systems, and the suitability
and acceptability of these systems to staff is crucial to project
success. In addition the DVA strategy of progressive acguisition,
development and implementation of software modules doas not
encourage early consultation with staff in all areas.

3.22 The Committee concludes that:

. extensive and ongoing consultation has taken place
between Central Office staff and Concord
Repatriation General Hospital senior medical
managerial staff involved with the current
Admissions, Discharges and Transfers system;

22. Appendix 3, page 288.
23. PCS Project Management, Chapter 3, page 25.
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. congultation with other user staff has not been
adequate in thé period up to mid-1985 but that
staff consultation for the Admissions, Discharges
and Transfers functions has improved considerably
in the period since; and

. the level of staff consultation for staff not
scheduled to use automation in the near future is
not adequate,

3.23 The Committee recommends that:

. the Department of Veterans" Affairs take steps to
inform its staff of the strategy for implementation
of its integrated hospital information systems, the
benefits accruing from the degree of integration,
and management commitment to the strategy; and

. the Department of Veterans' Affairs provide and
update as early as  possible details for
implementation of individual hospital functions,
including timings, to staff,

Consultation with Staff Associations

3.24 The Submission indicates that a Memorandum of
Undexrstanding between the DVA and staff associations was agreed
in September 1985.24 The purpose of the Memorandum is to set out
jointly ayreed arrangements for:

. consultation between Staff Associations and the
Department regarding technological change within
the Department;

. the principles which underline the agreement to
consult; and

. describing the nature and timing of the flow of
information between the Department and the staff
associations involved in these arrangements.

3.25 The Supplement indicates that:

All staff asociations with members in DVA
hospitals have been kept informed of plans and
progress at Federal office level. Local
representatives in hospitals have been involved in
specifying required features of new gystems in
their area and of evaluating available products.

To date, evaluation has been confined to clerical
staff looking at the replacement Admissions system
and patholegists looking at a PCS system developed

24, Appendix 1, page 128.
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by a private pathology bureau in Brisbane.

Ag the extension of access. to systems such as
Admissions into wards is congidered, representatives of
Nurges will become involved.2

3.26 To date, the DVA have established the Memorandum of
Understanding which will underpin the Department's ongoing
consuitation with staff associations and have commenced
discussions with staff associations in relation to the first PCS
implementation. No indication is available of consultation in
relation to Qutpatient Scheduling, the second implementation
step. Also no indication is given of consultation in relation
to additional functions (Infection Control, Nurse Loadings) that
the DVA are developing and which are planned to be added to and
released with APMS for «producticn late in 1986. Consultation
appears to have commenced in relation to the implementation of a
Pathology system to be implemented at a later date.

3.27 The Supplement states that:

A formal job impact study has not been done
because the first module of PCS is intended to be
merely a replacement of the current system. Job
impact will be assessed during the trials and
piloting of the software. ADT staff will be
participating in those trials and contributing to
the job impact study.

Staff Associations have been involved through the
PCS Director's participation in the National
Consultative Council meetings. It is intended that
each planned application module will be subject to
a discrete job impact study with only the relevant
staff associations involved. This approach has
been largely accepted by the various staff
associations in the RGHs.

The PCS incremental applications approach does not
lend itself to an overall job impact study as the
process of systems implementation is continuous,27

3.28 The Committee is disappointed that the Job Impact
Statement for the ADT staff will not be prepared until after the
haréware and initial software have been acquired. The costs to
adjust the software if the Job Impact study identifies any
difficulties could be considerable. The Committee believes that a
Job Impact study should have been carried out at the time DVA
provided specifications to IBM and commenced work on assisting
IBM to design the software.

3.29 The Committee notes, however, that the first of the
hospital functions to be implemented, the ADT function, is the
best understood and is currently automated. In. addition, from an
inspection of RGH Concord current ADT system and an IBM
demonstration of APMS at Royal Adelaide Hospital, the Committee

25, Appendix 3, page 220.
26. Appendix 3, page 288.
27. BAppendix 3, page 186. 24
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notes that both systems are on~line real-time systems with

substantial overlapping functionality, that the interface ADMS

presents to the system user appears well designed, and that staff

:légulu: not. have great Qifficulty in converting from one to the
er,

3.30 ‘The Committee concludes that:

- the: Department of Veterans' Affairs consultation

C with staff associations commenced after the

Department. decided to base its future integrated

hospital information system on the Patient Care

System, -but that these consultations are still in a
preliminary stage.

3.31 + The Committee recommends that:

. the Department of Veterans' Affairs prepare a broad
Job Impact Statement in conjunction with staff
which addresses the impacts on staff numbers,
dutq.es, organisational arrangements and the work
enviromment generally where manual systems are to
be replaced by on-line, real~time computer systems
and that this statement be widely circulated and
discussed with relevant staff associations; and

. the Department of Veterans' Affairs prepare Job
Impact Statements for each function to be
implemented at the earliest possible time before
the completion of the specification stage.

PCS Project Management

3.32 The PCS project team was first established in
September 1984, By November 1884 the project team comprised 10
positions of which 8 were filled. In December of that year the
hig}.xest ranked ADP officer resigned and when the project directox
rg;*gned in May 1985, the project team staffing had reduced to 4
officers.

3.33 At this point in time the Brand Review was taking
place. The Brand Report states28:

Although the initial decision appears to have been
taken in December, 1982, progress since then has
been monumentally slow. In October, 1984 a PCS
- project team was assembled at RGH, Concord. The
- problems encountered by .this team as a direct
result of CO ADP failing to provide even the most
basic resources have already led to a number of
resignations from the PCS team, including that of
the Director, The initial attempts to establish a
PCS team seem to have failed., The Department must
,;al.ci steps to ensure that a future team does not
ail,

28, Appendix 4, page 306.
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If PC8 is to succeed the services of a well
qualified project manager with a demonstrated
track record should be obtained from outside the
Department. This person does not need to be
medically qualified, but a medically qualified
person is reguired as part of the team to ensure
the quality of the system function and to protect
the users' interest,

3.34 Following the Brand Report, the Disc Report stated?S:

After 7 years deferral, adequate funds, skills and
a strong commitment are now required to ensure the
successful implementation of the system.

A strong management structure must be established
to control the project and conduct the development
work.

3.35 The Disc Report also identified a number of project
management issues3V:

. No systems development methodology had been
utilised with the result that team members did
not know which tasks to perform next to
produce a complete set of documents for any
specific phase of the project;

. A detailed project plan was not documented;
and

. The PCS project team was severely under
resourced. There was no budget for the PCS
team.

3.36 The Committee requested at its bhearings that the DvA
provide documentation of the extent of knowledge of the
Secretary's office on past problems with the PCS team. This
information was supplied on 7 April 1986.

3.37 The Committee concludes that:

. from an analysis of Departmental documentation
supplied and from the other independent
consultants' reports, it is clear that in the
period to May 1985:

- the project did not have sufficient project
management experience for a project of the
nature and size of the Patient Care System
project;

29, Disc International Pty Limited, Consultancy Review of
Proposed PCS Package Implementation at Repatriation General
Hospitals, Final Report, July 1985, pages 3,4,

30. 1ibid., Appendix F.
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- the project's working environment was
characterised by personality conflicts and
Jow morale;

~ relationships between the Central Office and
the project team had deteriorated;

- there was a lack of commitment to the Patient
Care System team from Central Office due to
its underestimation of the amount of
modification needed for the Patient Care
System to meet Repatriation General Hospital
requirements;

-~ the Patient Care System was purchased without
a proper study of reguirements; and

~ these factors were the major contribution to
the project’s failure.

3.38 In 1981/82 funds were provided for both the PCS package
and a new computer to meet both PCS requirements and a extended
National Computer Centre (NCC) workload. When subsequently the
cost/benefit case for an installation of both PCS and NCC
Computer was rejected, the DVA acquired an Amdahl computer for
its NCC and purchased PCS in 1983/84, IBM would not provide
support for PCS on an Amdahl computer. The project conseguently
was left to its own resources and uncertainties about the
eventual hardware for PCS implementation resulted.

3.39 The Disc Report recommended the appointment of a long
term full-time Project Director to act as the overall preject
administrator and to liaise with users and IBM at a management
level. In addition, it recommended, the appointment of a PCS
Project Leader with a strong IBM background, experienced in
on—line data base systems.

3.40 Following the ©Disc Report, the DVA seconded an.
Assistant Secretary from the Systems Division to the position of
PCS - Project Director for a period of six months to put the
project on a sounder footing. The team has progressively been
built up although further losses occurred post May 1985. The
staffing level with the exception of the Project Director and
support staff is 7 with two positions currently advertised. The
secondment of the Project Director has been extended. However
this role is likely to revert to its normal part time involvement
by the Assistant Secretary in Central Office when the currently
advertised position of BCS Project Leader is filled and
established.

3.41 The selection criteria for the PCS Project Leader
position includes project leadership skills as essential and ADP
and hospital skills as desirable. Careful selection is necessary
to ensure the project team effectively carries out the onerous

31.7 Disc Report, op. Cit., page 15.
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tasks facing it. While thé experience in the team in relation to

PCS is only newly acquired in some cases, the project should be
:?ﬁ& to look to a period of relative stablity in the terms of
ing.

3.42 The Committee concludes that:

. the Patient Care System project has been delayed
for a considerable period of time as a result of
poor decision making, misunderstandings and
mismanagement;

. the Department of Veterans® Affairs has moved to
correct these problems since early 1985 by the use
of consultants and new staff appointments; and

. while the Department of Veterans' Affairs recovered
some ground, much needs to be done before the
infrastructure for the implementation of an
integrated hospital information system is in place.

3.43 The Committee recommends that:

. the Patient Care System project be given a high
priority ‘in view of the "effect on morale of
Repatriation General Hospital staff if the project
falters yet again; and

. the Department of Veterans' Affairs make maximum
use of its already established committee structure
€o ensure that the Department's current commitment
is translated into the necessary support and
guidance to create a healthy project team
environment for systems implementation.

Method of Acquisition
3.44 The DVA states in its Submission that:

It is intended to provide the RGHs with
reliable and responsive computing services
through the installation of a standard
IBM-compatible computer at each mainland RGH
to improve the quality of patient care.32

3.45 At the hearing, the DVA advised that it saw the out.come

Firgtly, approval of the proposal to acquire
medium-scale IBM compatible computing
facilities for installation ih the five
mainland RGHs; and, secondly, approval for the

32. Appendix 1, page 88.
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acquisition  of the first  computer under
Certificate of Exemption in favour of IBM and that
computer to be installed at RGH Concord,33

3.46 In the variops documents supplied, the DVA has argued
that all computers for RGHs should be IBM compatible. Arguments.
given include:

. The Department's extensive investment in
IBM-based systems, operations experience and
dependence on the NCC computer-held database
of client information by [Depar tmental]
Qffices and the RGHs dictate that the proposed
computing facilities for the hospitals must be
IBM-compatible 34;

. Lack of in-depth computer operations
experience in the RGHs, the peed to capitalise
on existing NCC expertise in IBM software and
containing the growth of computer support
staff in the RGHs determine that the
Depar tment must ...acquire similar
IBM-compatible facilities for each
Repatriation General Hospital 35; and

. the National Computer Centre will provide
central support to the RGH computer
installations with operations procedures and
standards, operator assistance, network
management and ongoing liszison with hardware
and software suppliers.

3.47 It is normal practice for a department with an existing
heavy investment in computer hardware of a particular type to
geek to restrict its detailed analysis of & proposal for new or
expanded hardware to hardware which is compatible with its
existing hardware, Argquments given include those of the general
nature put by the DVA, ie, the costs to the department of
changing equipment types are substantial and incompatible with
its strategic plans. In taking this course of action departments
want to avoid the costly and time consuming open tendering
process. They also argue that tenderers will also be saved
unnecessary time, inconvenience and expense under such.
circumstances.

3.48 The gquestion in the DVA's case for the restriction of
tenders to IBM compatible suppliers is whether it would be likely
that other manufactures and software suppliers could supply a
viable cost-competitive alternative. At the time that the DVA
first decided to adopt PCS software as the vehicle for supporting
its integrated hospital information system strategy, it had

33. Minutes of Evidence, op cit., page 12,
34. Appendix 1, page 89.
35. Appendix 1, page 90.
36. Appendix 1, page 90.
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decided to upgrade its NCC facilities and support its RGH
requirements from the central installation as. it currently does,
On the basis of IBM software expériénce an argument was accepted
at that” time that the RFT should be restricted to IBM compatible
equipment. Hospital software of the 'kind the DVA wished to

acquire was not available from alternative sources or was only in

embryonic form compared with the PCS software.

3.49 In the event, the PCS proposal did not proceed and the
Department acquired its current Amdahl computer, However in
1983/84, the DVA did purchase the US version of BCS on the basis
that relatively minor modifications would be needed to make PCS
suitable for Australian conditions. This project failed. The DVA
stated at the hearing that:

The Department's attempt to develop a PCS patient
management system in 1984/85 without the
assistance of IBM was a failure,37

3.50 The Committee has concluded from its review of relevant
Departmental correspondence that project management, personnel
problems and underestimation of the extent of modifications were
the primary reasons for the project's failure,38

3.51 At the time of taking the decision to acquire PCS in
1983/84, it is not clear whether the DVA canvassed software other
than IBM - compatible software, While there are costs associated
with linking different machines in a networking configuration and
costs associated with replicated support staff, this does not
necessarily mean that other software solutions would not be
practicable or more attractive in a cost/benefit sense.

3.52 At this time there were, the Committee understands, two
other integrated hospital information systems available in
Rustralia, both on non IBM~compatible equipment, Particularly in
the light of the difficulties the DVa have subsequently
experienced with the pCs project, a thorough evaluation of these
alternatives should have been undertaken before the DVA decided
to purchase PCs.

3.53 The Committee understands that the Burroughs system
MEDILINC supports admissions and discharges, and hospital billing
functions. While it is at least comparable with the core PCS
modules it does not as yet appear to have the full range of
functions potentially available from overseas BCS software,

3.54 The Mchonnell Douglas system, THIS, appears to have an
extensive range of software beyond the core PCS software but
would appear to have less than the total PCS offering. Of course,
THIS already exists and is being successfully used in Australian
hospitals. The PCS range of software can only be utilised by the
DVA after some modification. The PCS overheads are relatively

37, Minutes of Evidence, op ¢it., page 10,
38. Matters Arising from the Brand Report, Chapter 3, page 26.
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high leading to statements that it performs cost effectively for
hospitals over 250 beds in size. The Mcponnell .Douglas system
woéuld not appear to have penetrated significantly into the larger
hospital market.

3.55 At the Committee's hearing, the representative of
DOLGAS indicated:

oo We do support its (DVA's) case for IBM
compatibility. That is based on the fact that the
Department of Veterans' Affairs has in fact a very
large investment in IBM software and associated
systems.

Conclusion
3.56 The Committee concludes that:

. for the Department of Veterans' Affairs' purposes
the alternative, non IBM-compatible, integrated
hospital information systems do not offer
advantages over the Patient Care System;

. the Patient Care System appears to be the only
suitable system for the Department of Veterans'
Affairs in the IBM-compatible market; and

. any tendering process should be restricted to the
IBM-compatible market. It notes that the Depgxrtmer_xt
of Local Government and Administrative Services is
in agreement with this view.

3.57 In arguing for a Certificate of Exemption in favour of
IBM for the Concord RGH computer the DVA have stated:

Vendor support from IBM is required. DVA must
ensure its interests are protected and that DVA
staff have adeguate involvement in any area IBM
takes responsibility for...

The Department believes that IBM is unable to.
guarantee applications and technical support other
than normal software service to PCS users who do
not operate IBM computing facilities., In view of
that position and of:

. the emerging DVA commitment to PCS in six
Repatriation Hospitals;

. the developing competition for IBM support
services as the PCS product is adopted by a
number of State authorities;

the real risk to the achievement of project
benefits without responsive IBM support;

39.. Minutes of Evidence, op cit., page 43,
40. Appendix 4, page 306.
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. lack of information interchange with IBM . 2
system users (membership of the SHARE/GUIDE.
IBM users group and the PCS users group is
offered only to ugers of IBM~supplied .
computers}; and 1.

. an estimated hospital computing program cost '
of $20.5m over five years; . Co

the  Department suggests that any rargina¥
(additional] cost of acquiring a “single IBK
computer over the cost of a competitive machine is
more than outweiched by the value of the expert -
support and  information that would become
available, 4l

Risks and costs associated with the use of complex
operating system software on the planned seven
IBli~compatible computers in the DVA network (a
second processor for the NCC is proposed for
1985/86) would be inevitably reduced if at least
one of those computers was supplied by IBM, 42

3.58 At the time the Brand Committee was finalising its
report, the DVA's PCS project was in difficulties. The PCS
package had been obtained, attempts to modify it for Australian
conditions had proven more costly than anticipated, and the BCS

team was in a state of some disarray. The IBM health market.

strategy for supplying hospital information systems had emerged.
In this enviromment the Brand Report indicated that IBM support
was required. The Committee feels that this recommendation may
have been a reaction to the circumstances of that time.

3.59 The Committee understands from discussions with IBM
that IBM is not able to provide support other than nommal
software services to PCS users who do not operate IBM computer
facilities, IBM have indicated to the Committee that it provides
marketing activity at the discretion of the IBM Branch Manager to
assist its customers to acquire, install and use IBM products and
services., Application development and maintenance are generally
considered a major cost item in a data. processing budget. By
applying its technical support resources to these tasks, IBM
could help DVA achieve optimal productivity.

3.60 However, IBM further states that consistent with these
objectives, IBM does not quantify or contract its marketing
activities, It endeavours to manage the availability of its staff
to best meet the real support needs of its customers and to
maximise the professional development of its people,

3.61 While IBM may provide additional support to users, it
would appear to be at the discretion of IBM as to whether, in
what form and when this support takes place. As the customer base
for PCS expands it may be that the DVA will be in competition for

41.  ZAppendix 1, pages 92,53 B N
42. Appendix 1, page 94,
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: ich t always be able
scarce IBM support resources on which they may no
to rely or ove}r?owhich they may not have appropriate control.

. the basis of the DVA's current commitment to PCS
:ngady de?:ti‘ded‘, it would appear that the case for a Certificate
of Exemption in favour of IBM rests on the degree of dependency
the DVA must of necessity have on IBM support for PCS, The DVIé
have indicated that its PCS project failed becan_:se it did no
involve the necessary degree of IBM support, * The Committee
concludes that a number of other factors played a significant
role-in that failure.43

3.63 In Ansvers to Supplementary Questions, the DVA claim:

DVA. expects. a high level of support from IBM in
establishing the RGH Concord gomputer and in
successfully implementing the Patient Carg System.
It is expected that the initial support will be at
no cost, in accord with formal and 1nform?}]‘i offers
already extended to the Department by IBM.

3.64 The Supplement to the DVA Submission states45:

it is estimated that if IBM support is not
available to the PCS project, additional resources
would be required as follows:

. six additional systems staff;

. four staff years of systems engineering
support during 1986~88; and

$300,000 p.a. for overseas consultants and
overseas assignment of DVA staff.

he o rtunity exist for DVA to participate in
?oint P%Zvelopmint activities with IBM through a
formal agreement., Ongoing support from IBM for PCS
development and operations at RGH Concord, at
little or no cost, will be sought in negotiations.

3.65 Iin the Answers to Supplementary Questions it
states:

The costs of support to PCS and computer
operations for other RGHs will be a fac.to'r Ain the
open tendering for the computing facilities at
those hospitals.

43, Mstters Arising from the Brand Report, Chapter 3, page 27,
44. Minutes of Evidence, op cit., page 90.

45, 1Ibid., page 90

46, 1Ibid., page 90.
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3.66 The PCS software is written in a fourth-generation
software language called PCS/Applications Development System
(ADS). The DVA claim that, using this software, a threefold
productivity gain in development terms is achieved compared with
using COBOL and that software obtained from overseas is easily
modified for individual hospital purposes. The Royal BAdelaide
Hospital (RAH) used PCS/ADS to modify the USA version of PCS for
its own use satisfactorily and have been. uging this modified
software for some time. However it should bé noted that RAH did
not achieve a software solution that allowed the integration of
their product with other overseas software.A7 Nonetbeless, the
RAH experience indicates that with modest programming staffing
levels, it is possible to modify the software without IBM
assistance,

3.67 The Committee recognises that establishing the core »CS
module is closely aligned with the establishment of the PMI data
base and a software environment supporting interactive user
access and that this can be a difficult task for a user who seeks
to modify the PCS core module as RAH has done. It is expected
that with the implementation of subseguent modules, these
problems will be less. Once the DVA have acquired APMS from IBM
it should more easily be able to acquire overseas software and
modify it for their purposes using PCS/ADS.

3.68 At the hearing, the DVA indicated that DVA48:

...have a fair amount of training, experience and
understanding of the PCS product through our
junior partner role with it [IBM] in the
development of the core module.

While the DVA might have once been inexperienced with PCS
software, they now have hands on experience of some two years
with the USA version of PCS and have contributed to the
development of the Australian version APMS.

3.69 If the DVA were not able to use the fourth-generation
PCS/ADS to carry out, on their own behalf, modification to
overseas software, then it should be possible to obtain support
from sources other than IBM. Firstly, there is a growing body of
expertise in Australia in the PCS from which DVA could acquire
the necessary skills. There is a large amount of expertise in
theUSA that the DVA could perhaps utilise on a consultancy basis.
In addition, in an IBM~compatible tendering arrangement, a
supplier of IBM-compatible equipment may be prepared to acguire
the necessary expertise to support a user Jlike the DVA. The
Committee has no explicit evidence to indicate that these options
are or are not possible but it is aware of the claims that
fourth-generation languages place in the hands of the users the
ability to easily generate and amend software for their own
purposes. It is also aware that many USA hospitals have developed
add}‘tional hospital software with modest staffing levels using
PCS/ADS.

47, Minutes of Evidence, op cit., page 32.
48. 1Ibid., page 49,
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3.70 The Electronic Computing Health Oriented User Group
3(f‘g‘CHO) is a group of PCS users. It is open to any employee of any
hospital or health related facility having IBM systems installed
o on order. ECHO continues to contribute to thé advancement of
electronic data processing in the health field through the
interchange of ideas and information. If the DVA were not to
acquire an IBM machine then it woulé be denied this valuable
contact with PCS users. On the other hand the DVA is already
aware of the major Bsuppliers of PCS software in the USA and can
proceed to acquire software independently of IBM or ECHO.

3.71 The Committee is aware of a number of health agencies
that have relied heavily on vendor support for software
implemientation and support. A number have argued that it is
financially more attractive to pay for this support rather than
to develop the expertise required in-house. The Committee
understands that economies of scale make this arrangement more
attractive for smaller hospitals and less attractive for larger
hospitals, although some larger hospitals have also relied
heavily on vendor support. It is also the case that a number of
hospitals have relied on vendor support initially and then taken
responsibility for further development themselves.

3.72 The Committee is aware that the DVA has devoted
development staff to the joint development of APMS and so far
have only received the benefit of the educational experience. The
payments from IBM for these services have gone to consolldat:.ea
revenues., As such the DVA have foregone the opportunity benefits
associated with their staff working on the joint development. The
DVA will obtain part of its expected benefits only if an IBM
machine is acquired.

3.73 The Committee is aware that almost all of the 250
hospitals throughout the world using IBM's PCS software have IBM
computers installed, The Committee expressed its concern at the
hearing that in choosing PCS as the vehicle for its inte.grated
hospital information system, the DVA had locked itself into a
Certificate of Exemption to purchase IBM hardware. The
representatives of the DOLGAS and Department of Finance were
asked:

What is your attitude to decisions with relatively
small direct funding implications, that is, to buy
this software PCS product, subsequently providing
the grounds for a Certificate of Exemption for a
major hardware acquisition?

3.74 The DOLGAS representative replied:

We see this as a difficulty for the Commonwealth
in terms of trying to maintain a competitive
position and in maintaining a reasonable
negotiating position with vendors,4? .

49, Minutes of Evidence, op cit., page 40.

35



We see that it [the case for a Certificate of ,"

Exemption] would have to be argued on grounds /
which are publicly defensible50 /

We have to have regard, as do all departments, to K
the Finance Regulations which, say that there
should be -equal opportunity for all to participate

in government business and that the most fair .
method to do that is in fact through the public .
tendering system,9 .

v

3.75 The Department of Finance representative at the hearing
indicated that his Qepartment would wish to know, before such a
software package was acquired, what the downstream implications
were,

3.76 Later, in a written reply to the Committee, the
Department of Finance indicated that most proposed software
package acquisitions would not be submitted individually for
Finance scrutiny and approval and that the Department does not
have control over the software products that a department
initially intends to acquire or subsequently actually acquires.d3
The Department of Finance also stated that the Department does
not consider that the acquisition of a software preduct would,
pexr se, provide the grounds either for a major hardware
acquisition or for a Certificate of Exemption (C of E) for a
particular hardware acquisition.54

3.77 In relation to the specific DVA case the Department of
Finance representative at the bhearing indicated at the time
funding was sought for PBCS it was understood that IBM compatible
equ(ji.pmenté rather than IBM equipment, was required to operate the
product.

3.78 In April 1982, the DVA sought funds for PCS and
informed the Department of Finance that:

...the tenderers for the hardvare had given
assurances that their eguipment would be able to
use PCS and motivation among the tenderers was
such that all could make adjustments to
accommodate PCSS

3.7% In August/September 1982, approval was given to rént an
Amdahl V/8 but procurement of supplier programming supsp70rt for
PCS was not recommended by DVA because of excessive cost.

50. HMinutes of Evidence, op cit., page 40.
51. 1bid., page 45,
'« Ibid., page 43,
53. 1Ibid., page 74.
54. 1Ibid., page 75.
55. Ibid., page 41.
56. 1Ibid., page 77.
57. 1Ibid., page 76.
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Conclusion
3.%0 The Committee concludes thats

. at the time of purchase of the Patient Care System,.
the Department of Veterans' Affairs did not
recognise the implications of its software
acquisition; but

. earlier mismanagement of the Patient Care System
project and underestimation of the nature and size
of the project have played a role in the
Department’s decision to seek a Certificate of
Exemption for the Concord Repatriation General
Hospital computer.

Recommendation '
3.81 The Committee recommends that:

. Departments include in their Strategic Plans a
clear statement where the proposed acquisition of
software is subsequently 1likely to involve or
influence hardware expenditures;

« this information be explicitly drawn to the
attention of the Department of Finance, the
Department of Local Government and Administrative
Services and this Committee; and

. the Department of Finance and the Department of
Local Government and Administrative Services.
examine ADP Strategic Plans and software
acquisition proposgals to identify potential
hardware acquisition implications,

Conclusion
+
3.82 The Committee concludes that:

.

a case exists for the the Department of Veterans'
Affairs to call tenders for IBM-compatible
equipment, and the acquisition and support for the
Australian Patient Management System to determine
the level of support for the Patient Care System in
the market place;

there may be a case for the granting of a
Certificate of Exemption in favour of IBM for the
Concord Repatriation General Hospital computer
based on the special level of support for the
Patient Care .System that the Department of
Veterans' Affairs claim they require from IBM; and
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. the decision on the method of acquisition proper,iy
rests with the Department of Local Government a’nd‘
Administrative Sérvices,

3.83 The Committee considers if a Certificate of Exemption
were to be granted for an IBM computer for RGH Concord the nafure
of the contractual arrangements would require some analysis. If a
contract for hardware alone or hardware and the supply of APMS
were to be entered into, the Commonwealth would not be in a
strong negotiating position. If a supply and development corntract
were to be considered then the Commonwealth would have some
negotiation power in terms of the level and nature of the support
it is to subsequently receive, its cost and software costs.

Recommendation
3.84 The Committee recommends that:

. should the Department of Local Government and
Administrative Services accept the arguments put to
it by the Department of Veterans' Affairs for a
Certificate of Exemption for an IBM computer for
Repatriation General Hospital Concord, a supply and
development contract should be concurrently
negotiated with IBM which ties further development
and support for the Patient Care System related
software to the initial IBM computer acquisition.

3.85 The DVA signed a memorandum of understanding with IBM
dealing with the DVA's involvement in a joint development with
IBM and Royal Adelaide Hospital. The memorandum called for
developmental support €from the DVA (mainly in the area of
specification of requirements and program design) for which IBM
would pay commercial hourly rates at agreed levels., The gains to
the DVA  would involve influence.  over the functional
specifications, early access to products, minimisation of thecost
of goftware development, assistance from IBM in implementation
activities and valuable experience with the software. The gains
to IBM would be availability of hospital defined specifications,
marketable %roducts and a reference site for installed
applications,58

3.86 A number of questions arise from this arrangement.
While the Commonwealth has been paid for its services, IBM have
gained a product with wsignificant marketing potential. The
Committee would be interested to determine whether the value of
the DVA input of hospital systems expertise towards this
development has been adequately recompensed and to what extent
the benefits of cost minimisation of software development and
assistance with implementation activities are legally enforcable.
It should also be determined whether the Commonwealth becomes
responsible in any way for the product having been involved in
its development. Finally, the Committee has doubts as to whether
the DVA should have entered into a joint development arrangement

58. Minutes of Evidence, op cit., page 108,
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whereby some of the expected benefits would only accrue if the
Department were able to acquire an IBM computer, and to have
entered this arrangement prior to being assured of its method of
acquisition,

Recommendation
3.87 The Committee recommends that:

. the Department of Local Government and
Administrative Services investigates:

- the legal aspects of the memorandum of
understanding between IBM and the Department
of Veterans' Affairs; and

- whether the Department of Veterans' Affairs
should have entered into such arrangements
prior to gaining approval to proceed with the
chosen method of acquisition.

3.88 At the hearing, the DVA indicated they were seeking the
earliest possible report from the Committee regarding the above
to enable the Department to commit funds to site preparation at
Concord in 1985/86.59 The Committee asked the DVA at the hearing:

Having in mind that there has been a long pericd
of development of this project ... Why is it
imperative to purchase and commit funds in
1985/86760

3.89 The DVA responded that it was concerned about the loss
of staff. The process of recruiting staff in the Public Service
is such that four months is probably a good time to achieve
recruitment from an advertisement through to actually getting
somebody on board, and six months is more than likely. The PCS
team is now back at strength again. The danger is that they will
be lost because the PCS development is gaining momentum in
Australia and there will be a demand for people with the skills
in that field.6d

3.90 It was established at the hearing by DOLGAS that it
would not be basing the urgency (leading to a Certificate of
Exemption) on the need to expend the funds in this (1985/86)
financial year.62 The Department of Finance indicated that it
would not view very favourably the decision to be taken just for
the purpose of spending funds within a particular year.63

59. Minutes of Evidence, op cit., page 12.
60, Ibid., page 47,
61, 1Ibid,, page 49.
62. 1Ibid., page 51.
63, 1Ibid,, page 53,
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3.91 In relation to timing a contract let through an .opén
tendering arrangement is more likely to coincide closely with
completion of the site works at Concord. As has been indicated
above, if a C of E is issued, doubts still exist about the length
of time it would take to negotiate with IBM and have a supply «and
development contract xatified by the Attorney-General's
Department. .

3.92 The Department of Finance has indicated that, given
that the DVA still .wants the Department of Housing ané
Construction's IBM 3033 computer for the purpose of developing
PCS, it is not clear why DHC's computer could not continue to be
used at least until the Concord site has been prepared rather
than acquiring a new computer through 2 of C of E that would then
have to be accommodated by the supplier until it could be
installed at Concord.64

3.93 In relation to the loss of staff during this period it
should be noted that productive use of the Concord RGH computer
was scheduled for October 1986. With the delays foreshadowed it
is likely that productive use will occur in January or February
1987, a delay of 4 months. It is possible that staff expectations
of a C of E being issuved and early acquisition of a computer
being effected are such that these delays might result in some
loss of morale., On the other hand, progress on the PCS project is
being made, at last, even if not as fast as was hoped for by the
Department. In the interim period there will be no shortage of
productive work available to staff on the PCS team. Currently,
the team is pot fully formed and some members lack PCS
experience. The additional period will allow higher levels of
expertise to be acquired prior to productive use of APMS. The PCS
team still has to produce its add-~on functions to enhance APMS to
the level of functicrality of the ADT system.

3.94 Also, the: Committee has made a number of
recommendations for activity by the PCS team that would now be
able to be carried out without jepordising. the realistic
production date,65

Conclusion
3.95 The Committee concludes that:
. no arguments exist for the Department of Veterans'
Affairs restricting or avoiding public tendering in
order that available funds be expended in 1985/86.
Recommendation
3.96 The Committee recommends that:

. the- acquisition proceed expeditiously commensurate
with proper tendering practices.’

64. Minutes of Evidence, op cit., page 80. T
65. Matters Arising from the Brand Report, Chapter 3, pages 20,
23, 25 and 28.
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c::sts/ Benefits

3,87 Cost/benefit projections by Disc International have
been accepted by the Department as support for this hospital
«computing proposal, The cost/benefit data contained in the
various. DVA documents convey a confusing picture. The Committee's
conclusions about the cost/benefit of the proposal are therefore
necessarily qualified because of these apparent inconsistencies
in the .cost/benefit information provided to it,

3.98 L "rhe Committee concludes that:

. the. cost/benefit analysis carried out by the
Department of Veterans' Affairs for this project is
deficient in the following general respects:

- the Department of Veterans' Affairs has not
presented its project costing data in a
comprehensive and consistent manner thereby
making it dJifficult for the Committee to
reach confident conclusions about the total
costs and the benefits of the proposal;

- discrepancies exist in the cost estimates and
some costs appear to have been omitted;

- the estimated benefits appear to be
conservative and were not determined for the
full range of software expected to be
acquired or developed;

- other unquantified benefits will accrue to
the proposal; and

- intangible benefits, such as better health
care and patient convenience, will also
accrue to the project.

3.99 The Committe.e has prepared Appendix 5 which presents
its view of the costing information assembled in a compa tible
form. This costing information has been assembled from the
following sources:

. New Policy Proposal, February 1985;66

. Disc Report, Appendix D, Cost Projections;67

. BAmended New Policy Proposal, August 1985.568

. Minutes of Evidence, page 55; and

. Minutes of Evidence, document tabled relating to

costs entitled ‘'Costs of Proposal 1985/86 -
1988/89" ,69 B

66. Appendix 3, page 227.
67. Appendix 6, page 316.
68. Appendix 3, page 229.
69. Minute of Evidence, op. c¢it., page 71.
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3.100 The following discussion draws together costing details
from the above sources. The NPP figures relate to the four yedr
period 1985/86 to 1988/89. The Disc Report figures relate +to the
five year period 1985/86 to 1989/90, Ongoing costs after initial
expenditures are referred to and relate to the period 1986/87 to
1989/90., .

3,101 The Submission states that the acguisition cost over
four years of hardware, operating software and site preparation
is estimated at $10m of which $2.6m is expected to be incurred in
1985/86 for purchase and installation of RGH Concord,70

3,102 The January 1985 New Policy Proposal (NPP) indicated a
4 year cost of $9.8m for hardware, site preparation, and software
licences and maintenance services for the first financial year of
implementation for each RGH. The Disc Report in July 1985
indicated a lesser figure of $9.05m. The August 1985 amendment to
the NPP allowed & 10% increase to take account of exchange rate
movements since December 1984 and this cost was then estimated at
$10.53m. :

3.103 Ongoing software licences and maintenance services
costs were supplied to the Department of Finance in March 1985 to
supplement the costs covered by the NPP and were estimated at
$4.9m over the three years 1986/87 -~ 1988/89, The Disc Report
estimated these costs at $3.885m for the three year period and
$5.885m for the five year period of the cost/benefit analysis.
Once again the Disc Report concluded a lesser figure. The amended
NPP estimate was $4.07m for the three year period, somewhat less
than the March. 1985 estimate and greater than the Disc figure of
$3.885m for the three year period 1986/87 ~ 1988/89.

3.104 The combined hardware, site preparation and initial and
ongoing software licences and maintenance services costs were
estimated for the four year period 1985/86 =~ 1988/89 as $14.7m,
$12.935m and $14.6m for the January 1985 NPP, July 1985 Disc
Report and August 1985 amended NPP respectively.

3.105 The January 1985 NPP estimates included RGH. operations

staff and NCC specialist support staff costs of $1.3m over the
four year period. The Disc Report estimate was $2.4m over the
four year period and $3.25m over the five year period. The
increase reflected the consultant's opinion that the RGH
operational staffing numbers should be increased. At the hearing,
the DVA indicated a figure of $Ilm for staff costs based on the
detailed staffing numbers in Appendix 10 of the Supplement
covering RGH operational staff costs and the PCS team staff
costs, These would not appear to cover the NCC specialist staff
costs., The NCC specialist staff costs were estimated to be
$0.7m and $0.4w in the January 1985 NPP estimates and the Disc
Report respectively.

70. Appendix 1, page 88,
71. Minutes of Bvidence, op.cit., page 71.
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3.106 Increments to facilities at Concord and Heidelberg RGHs
are planned in the four year period. The January 1985 NPP
estimates $1.0m for this purpose in 1986/87 and 1987/88. HNo
estimates for upgrades are mentioned in the information supplied
at the hearing. The DVA indicated in their Answers to
Supplementary Questions that part of the hardware reguired was
for communication 1links f£rom Concord RGH to Heidelberg and
Greenslopes RGHs./2 DVA state that this requirement is now not
likely to be worthwhile. The other part of the hardware
requirement was for expansion to RGH Concord computer memory and
disc storage to take account of increased processing loads, now
planned fox 1988/89. RGH Heidelberg is still planned to be
upgraded in 1988/89. The cost of this modified upgrade was not
supplied in the Answers to Supplementary Questions. Some figure
less than the $1.35 million estimated in the Disc Report for
bardware upgrades and communication links will be required in
1988/89 and should be added into the estimates provided at the
hearing.

3.107 The question of the rate of acquisition of terminals
and accounting for their costs remains unclear, The rate of
acquisition of terminals will depend on the rate of
inplementation of hospital software modules and the rate to which
access to software modules is extended throughout the hospitals,

3.108 Tables 2.1 and 2.2 of Appendix 2 of the Supplement give
no indication of the number of terminals included in hardware
costs. The Disc Report indicates that its cost assumptions are
based on 50 terminals per site _expanding to an average of 200
terminals each within 5 years.73 ‘The only place in the Disc
Report that terminal costs are mentioned is in the initial
hardware acquisition, the only hardware acquisition included
apart_from the non-terminal upgrades for Concord and Heidelbery
RGHs.74 Appendix 2 of the Supplement details the hardware
acquisition for RGH Concord in 1985/86. and amounts to $1.866m.
This estimate is in agreement with the $1.9m in Table 2.2. The
terminals allowed for in this Table comprise 15 Colour Display
Units and 5 printers. This falls short of the 50 terminals
indicated by the Disc Report as the initial acquisition.

3.109 The numbers of VDU terminals to be initial]g acquired
as given in the Answers to Supplementary Questions arelS:

RGH Concord 57

RGH Heidelberg 40

RGH Greenslopes 35

RGH Hollywood 20

RGH Daw Park 20

RGH Hobart 10
3.110 One terminal printer will be required on average for

every 4 VDU's.76

72. Minutes of Evidence, op.cit., page 85.
73. Disc Report, op. cit,, page 23,

74. Appendix 6, page 316.

75. Minutes of Evidence, op.cit., page 86.
76. 1Ibid., page 86.
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3.111 The BAnswers to Supplemenatry Questions indicate that
RGH Concord may in the long term have installed 300 terminals.’?
It is expected that the terminal acquisition for Concord RGH will
be no greater than 200 terminals at the end of the 5 year period.

3.112 The Anawers to Supplementary Questions state that Disc
International reviewed a very limited number of potential PCS
applications in the RGHs that could be impiemented in a 5 year
period, including Admission and Diacharq?s, Appointment
Scheduling and Orders Entry/Result Reporting./8 The Committee
understands that in the case of the RGH Concord the PCS
applications implemented after the 5 year period will generate
the additional access needs to be supported by the 100 additional
terminals.

3.113 It is envisaged that the staffing of PCS will be
progressively reduced from 8 to .nil over a four year period,
Given the DVA plan to acquire overseas software progressively for
implementation after the necessary DVA amendments are applied,
the Committee envisages the PCS team will have a longer life and
a slower run down of staff numbers., The Committee notes that in
Appendix 10 of the Supplement that a run down in PCS team
staffing numbers does not occur.79 The Department of Veterans!
Affairs has indicated in their Answers to Supplementary Questions
that the Disc cost/benefit study analysed costs and benefits for
only the 1limited applications. and that the staff fall off
reflects the team’s work on those applications.80

3.114 The Committee therefore found that the PCS team will
need to be maintained at its proposed full strength for a number
of years while further implementation of hospital software
modules which have not been addressed in the cost/benefit
analysis proceed.

3.115 The Committee assumes the appropriate costs are

represented by the costs supplied at the hearing for the period

1985/86 -~ 1988/89 augmented for the fifth year covered by the
Disc Report benefits statements and adjusted as indicated in the
analysis above.

3.116 The recent IBM announcement of new models in the 4381
range of computers with improved price/performance
characteristics may lead to lower costs for initial hardware
acquisition for RGHs or to an increased period of use prior to
RGHs needing to upgrade the initial hardware acquisition. any
reduction in costs is dependant on the method of acguisition and
market reaction of other hardware vendors.

3.117 The Committee found that:
. the PCS project costs for the period 1985/86 -

1989/90 are conservatively estimated at the level
of $25.6m indicated at the public hearing;

77. Minutes of Evidence, op.cit., page 86.
78. 1Ibid, page 87.

79. Appendix 3, page 300,

80. Minutes of Evidence, op.cit., page 88.
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B tt_)e .§2'5.6m should be augmented by an unknown but
significant amdunt to cover the full initial
acquis.f.tion of términals andé the ongoing
acquisition of terminals, and by an amount less
th:?n $1.35m for wupgrade to the Concord and
Heidelberg RGHs in 1988/89;

. the $25.6m should be augmented to accommodate th
h : e
fifth year of the Disc cost/benefit analysis;

. the $25.6m should also be augmented b
5. ¢ Y an amount in
the vicinity of $0.07m to cove iali
Staft pompity o r NCC specialist

« the $25.6m should be decreased b a
commensurate with the costs included yfor npcsamg:g;
staff who will be utilised in the five year period
on software development not included in the Disc
Report cost/benefit study.

3.118 In order to assess the benefits f i i

3 . 2 | rom PCS implementa
:gnd}:;z:stl;:éta]és'a D:.:;_c.t International designed a questignnaire‘ t;gg
cond enefits Survey i . Di ' i
indicated to mapiiits oS! Y in each RGH. Disc International

»..it is clear that the full benefits of an
Lntegrated PCS implementation will 'only be
attainable long-term, however, the prerequisite
stage referged to as [AIPMS has a high ‘start-up'
g:ﬁ:é'tltb lsd therefore important to quantify
its based upon long-term operatio i
say over five years. P nal gains,

It is difficult to rationalise a e

statement. of benefits as different hogp;]:;f;
handle d_J.fferent types of patients and therefore
havg . yu.dely_ differing ranges of medical
£a0111t_:1es, number of beds, internal
communication loads etc, Similarly, the
management of different hospitals have widely
differing priorities. One hospital may for
1n§t§nce{ have: a desire to increase its bed
ut;%@atzon, another may want to reduce the
:ggégz.stradtivethwogkload of the professional

s and a ird may w i
ioces am 2 Yy want to improve general

Therefore, the emphasis must be Qdirected towards
thg long~term assessment of financial benefits
which may be expected from the application of a
PCS system in each RGH. Estimates are needed from
this survey to project quantifiable benefits
rather than to determine patient care

8l. Disc Report, op.cit,, Appendix B.
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improvements, although, it is documented that
significant improvements in patient care have
been a prime achievement of hospitals installing
the package.

3.119 In view of the lack of experience of RGHs with
integrated hospital information systems and PCS in particular,
the questionnaire included examples of savings attained by
overseas hospitals to guide RGH staff in arriving at their
conclusions. In some cases expected savings by Concord RGH were
guoted.

3.120 Each RGH was asked by the Department of Veterans®
Affairs to quantify benefits lil_(elsyé to be achieved against a
range of 'benefit points', including82:

reduction in length of stay;

reduced workload for nursing station/clerical staff;

automatic printing of drug selection instructions;

order status enquiry;

wvastage of consumables;

improved scheduling; and

management opportunity.

3.121 In the Answers to Supplementary Questions the DVA
indicated that the above benefits are those expected from the
implementation of Admissions and__ Discharges, Appointment
scheduling and Orders Entry/Reporting.83

3.122 The results of the Benefits Survey were presented in
the Disc Report, Table 2, which is reproduced at Appendix 7 . In
general, RGHs have suggested 1lower benefits, in some cases
significantly lower, than claimed for overseas hospitals.

3.123 Analysis of the RGH responses to the questionnaire in
Appendix C of the Disc Report indicates the most significant
gains generally will come from more efficient scheduling of
hospital services. The differences between benefits claimed by
RGHs vary considerably. Heidelberg RGH claim only one fifth of
the proportional gains claimed by Concord RGH. In the area of
Order Status Enquiries, Concord RGH claim significantly greater
benefits than other RGHs.

82. Disc Report, op.cit., Appendix B,
83. Minutes of Evidence, op.cit., page 87.
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3.124 The Committee found that:

. from = an analysis of the responses to the
questionaire and the Repatriation General
Hospitals' lack of complete understanding of
Patient Care System, Repatriation General Hospitals
tended to be conservative in estimating the gains
from Patient Care System;

. the pot':ential‘ for cost savings due to efficient
scheduling of hospital facilities ang early conduct
of tests ordered is significant; and

. it §s likely that other Repatriation General
Hospitals claiming significantly less benefits than
Concoxrd Repatriation General Hospital may achieve
greater benefits.

Conclusion
3.125 The Committee concludes thats

. thex.:e is a lack of complete understanding of the
Patient Care System on the part of the majority of
Repatriation General Hospitals.

Recommendation
3.126 The Committee recommends that:

. the Department of Veterans' Affairs take steps to
maximise the gains resulting from the implemention
of the Patient Care System at other Repatriation
General Hospitals;’ and

. the Department of Veterans' Affairs make the
experience, expertise and information gained at
Concord readily available to other Repatriation
General Hespitals,

3.127 In addition, a number of entries in Table 2 of the Disc
Report indicate an expectation of savings but the RGH concerned
was unable to quantify the savings.

3.128 The Committee found that:

N within the scope of the cost/benefit analysis
carried out:

- costs = are overstated somewhat due to
communications equipment originally costed
but not now required;

84. Appendix 7, page 323,
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- costs of terminals are significantly
understated;
5
- costs of PCS staff are overstated in relation
to the scope of the cost/benefit analysis;

- costs of NCC specialist staff support are
omitted from the final DVA costs statement;

. within the scope of the cost/benéfit carried out:
- DVA can expect annual benefits over and above

the $11.8m claimed in Table 2 of the bisc
Report for the 5 year period 1985/86 to

1989/90;
- qualitative benefits will accrue in the form
of improved health care and less

inconvenience for returns;

. additional benefits beyond the scope of the
cost/benefit carried out will accrue in that:

- additional PCS modules will be implemented in
the 5 year period 1985/86 to 1989/90; and

- the Dbenefits obtained from the initial
systems will continue to accrue beyond
1989/90 without necessarily incurring further
hardware costs.

3,129 The results of the cost/benefit analysis carried out by
bisc International is reported in Appendix 7 and consists of s

. costs $20,5m;
. benefits $37.1m; and
. benefit/cost ratio 1:1.81,

3.130 In the Answers to Supplementary Questions the bDva
indicated that the benefits should have read $36m leading to a
benefit/cost ratio of 1:1.76.8% On the five year basis of the
Disc International analysis, the costs should be increased
leading to a lower ratio. However, the ratio is increased, if
other initistives in the five year period that Disc Intetnational
did not consider, are included.

85. Minutes of Evidence, op.cit., page 85.
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Recommendation.
3.131 The Committee recommends that:

., the Department of Veterans' Affairs institute a

cost monitoring and control system such that

f accurate, timely and comprehensive project costing

informatioh is readily available to the Department

of Veterans' Affairs management and external
regulatory authorities; and

. the Department of Veterans' Affairs report to the
Department of Finance its revised estimates of the
Patient Care System project cost and benefits, any
subsequent change in direction of the Patient cCare
System project and any increase in costs or
additional costs to be incurred under the auspices
of this project.

Esgtimation of CPU Capacity Requirements

i
3.132 The DVA Submission gives no direct indication of the
justification for the mainframe Central Processing Unit (CPU)
capacity required for the RGHs other than that the DVA require
facilities equivalent to the IBM 4381 computer range sc¢ that the
MVS/XA ogerating software can be installed throughout the
network, 8 The Committee understands that the Department of
Veterans" Affairs wish also to introduce the MVS/XA operating
system on its mainframe computers in the National Computer
Centre, and to standardise on MVS/X2 throughout its network
including the RGH machines, The Committee also understands that
the smallest IBM machines capable of running MVS/XA is the 4381
series.

3.133 In response to Committee enquiries about the basis for
RGH mainframe _capacity estimates, the DVA advised in the
Supplement that®/:

No CPU Chart is available. The number and variety
of potential PCS application modules make the
derivation of a comprehensive chart difficult.

The Department is guided in its IBM 438l-type
selection by the experience of RAR [Royal Adelaide
Hospital]l, the advice of 1IBM, and the overseas
experience outlined at Appendix 6 [of the
Supplement].

3.134 In the Supplement the Department of Veterans' Affairs
advise that Royal Adelaide Hospital (a one thousand bed hospital)
has installed a 4381 Model Group 1 computer. The Concord RGH is
gquoted as being a 725 bed hospital in Table 1 of the Disc
Report,88

86. Appendix 1, page 90.
87. Appendix 3, page 220.
88. Appendix 3, page 222.
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3.135

3.136
that the

The Supplement also states89:

The University of Iowa hospitals has about 20 PCS
modules supporting 3,500 users on its production
IBM 308l-D mainframe computer. RGH Concord has
2,500 staff of whom approximately 1,000 could be
considered eventual PCS users, A 308l~D is rated
at 10 [million instructions per Second] mips. As a
guideline, Concoré would need approximately...
2.85 mips to support a similar number of modules.

The [4381 Model Group 2] vesis  rated at
approximately 3 mips and is upgradable to a Model
3 rated at approximately 4.5 mips. Concord is
unlikely to have 20 PCS modules developed within §
years 5o, even allowing for operating system
overheads, the 4381 range is considered suitable
for the expected medium/long term development

path,

In a report from an overseas visit the DYA indicate
University of Jowa which is a 953 bed hospital with a

staff of 6690, has two 308lK mainframes.90

3.137

The Supplement further states that91l:

stony Brook Hospital N.Y. is probably the most
computerised hospital in the world. It was opened
in 1980 and computer technology introduced and
extended as an essential tool for the conduct of
an efficient business and the achievement of
maximum cost avoidance.

Over one hundred applications have been installed
in five years, These are based on IBM's PCS/ADS
and embrace the functions of:

Admissions, Discharges and Transfers;

. Nursing Station Support;

. Laboratory/Paramedical Support;

. Financial Management;

. Administration;

. General Services; and

N Outpatient Department.

89. Appendix 3, page 222.
50, Department of Veterans'
Information Systems, Report on U.S. Study Tour by FAS(S), 29

Affairs,

May -~ 21 June 1985, page 69.
91. Appendix 3, pages 221 and 222,
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Computerised Hospital

e

The current computer is said to be running at less than
40% vtilisation.

3,138 Appendix 6.2 of the Supplement is a report entitled
'study of Selected Hospitals and Health Care Organisations using
PC5 Based Applications in the United States and Canada =~ October
1985°' prepared by the Health Department of Western Australia,?
It indicates that Stony Brook Hospital has 540 beds, 2490 staff,
105 applications, and a 3083EX computer.

3.139 The DVA arque that based on the experiences of the
above hospitals the 4381 range of computers is adequate to the
needs of the RGHs for the next 5 years.

3.140 The CPU loading for a particular RGH would depend on
the number -of times terminals access the computer in a given
period, the amount of processing required for each of these
accesses and the rate of arrival of these accesses. The DVA have
used proxies for these measures such as number of beds, number of
software modules in use, and number of users and then compared
these with other hospitals to gain a rough approximation of their
relative needs.

3.141 This estimation process is error prone. For example,
the effectiveness of the existing computer systems implemented in
hospitals would need to be determined. One would also need a good
understanding of the way individual hospitals were organised, the
usage levels for each software module in the hospital’s
operations and the level of understanding users have of the
system they are using, in otder to make confident comparisons. On
the basis of the information supplied, Royal Adelaide Hospital is
larger than Concord RGH yet the DVA plan to install a machine
with the order of 50% more processing capacity. The process of
estimating capacity requirements in this manner presumes that
other users have accurately determined their requirements, which
may not always be the case. Some of the hospitals referred to .are
long established users of PCS and have not always operated at
their current CPU capacity.

3.142 The DVA clearl:Y have an ordered implementation plan
extending to June 1988.93 The Committee has some concerns about
the DVA ability to achieve its predicted rate of implementation
of hospital modules and therefore the rate at which RGHs will
increase computer capacity usage. This is discussed further in
the section Rate of Implementation below.

3.143 The Committee has already accepted that, based on DVA
network strategies, a 438l-equivalent computer is needed for each
RGH. The Committee is unable, on the above evidence to form any
opinion of the degree of loading that any RGH might experience on
its computer or how the degree of loading might increase over the
5 year period..

92. Appendix 3, pages 258 and 260.
93. Appendix 3, page 288, '
94. Estimation of CPU Capacity Requirements, Chapter 3, page 49.
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3.144 The recent IBM announcement of new 4381 models with
improved price performance characteristics injects another
element of uncertainty in an unquantified CPU capacity
justification.

3.145 It should be possible for the DVA to. predict its CPU
usage in the foreseeable future reasonably accurately using
estimates of expected usage of each hospital software module. The
CPU costs of using PCS modules should be able to be estimated by
the Department of Veterans' Affairs from its experiences during
the joint development of APMS and from its contacts with overseas
hospitals.

3.146 The Committee concludes that:

. ingufficent evidence has been supplied to enable
the Committee to be assured that Repatriation
General Hospital Concord and Repatriation General
Hospital Heidelberg require more capacity than the
base power of the 4381 range of IBM computers.

3.147 The Committee recommends that:

. the Department of Veterans' Affairs supply to this
Committee a chart of expected demand for computing
capacity before any order is placed for a computer
for both Concord and Heidelberg Repatriation
General Hospitals. The chart should differentiate
the expected computer capacity usage of the various
hospital software modules as their usage rises over
time.

Location of Computer at NCC Site or RGH Sites

3.148 The DVA proposal calls for a separate computer for .each
RGH., The only cost/benefit analysis represented in the DVA
documents was carried out by the Disc International consultancy.
This analysis compared the proposed plan with the existing
partially automated but largely manual operations at RGHs. It did
not analyse any alternatives to the proposed plan. The DVA
canvassed briefly in its Submission an option for an expanded NCC
to support the RGHs computing needs, That option was rejected on
qualitative grounds as follows:

. RGHs require servicing of hospital management
information needs on a seven day twenty-four hour
operating basis;

. RGHs require local responsibility for the
determination and implementation of information
systems;96 .

35, Appendix 1, page 88.
96. Aappendix 1, page 88.
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. RGHs require reliable computer operations and
service with minimal dependance on extended
national telecommunications links;

. RGHs require improved backup to comguter operations
through decentralised installations;98

. the RGHs will most likely transfer to the State
system, or otherwise as Government decides, at
about the end of the century:9%9 and

. the opportunity for external systems development to
address patient care and services effectively and
efficiently has been 1limited in the absence of
local hospital mainframe computing facilities under
the control of RGH management,

3.149 The DVA indicate in the Supplement that:

An analysis of the costs of the central approach,
if it was to provide the same level of service and
security to PCS users, would reduce five vyear
acquisition and operations «costs by 10-15%,

compared with the proposed decentralised
approach,10
3,150 While it is not clear which project cost estimate this

reduction should be applied to, it amounts to between $1.46m and
$2.19m of the 4 year $14.6m cost for hardware, software and site
preparation in the revised NPP. If the reduction is applied to
the 5 year $20.5m costs for hardware, site preparation, software,
maintenance, PCS staff costs, and operations and implementation
staff costs in the Disc Report it amounts to $2m - $3m.

3,151 The DVA do point out that no comprehensive cost/benefit
analysis of a centralised approach to RGH hospital services has
been carried out,102

3.152 However there are usually significant cost savings
associated with a central large computer in comparison with
several smaller decentralised computers, These cost savings
should@ be evaluated against the benefits of the decentralised
approach.

3.153 The Committee notes that PCS is being used overseas by
several hospitals accessing a central computer, Appendix 5 of the
Supplement describes the progress made by the New _Zealand
Department of Health in implementing its BCS software.l03 mhe

97. Appendix 1, page 105.
98, Appendix 1, page 105.
99. Appendix 1, page 90.

100. Appendix 1, page 104,
101. Appendix 3, page 196.
102. Appendix 3, page 196.
103. Appendix 3, page 250.
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Health Computing Strategic Plan, February 1986, of the Department
indicates that it plans to complete the installation of PCS in
all 40 hospitals over 200 beds .in size by mid 1986 based on a
computer in each of Christchurch and Auckland.l04 The Committee
also understands the Singapore Government has five large
hospitals using PCS on a central computer.,

3.154 The Committee asked the DVA whether a more reliable
operations on a 24 hour basis would result if computers were
located in individual RGHs. The DVA response in the Supplement
was H

RGH managements will be able to determine the
operating hours of their computing facilities
according to hospital needs.

The implementation of the patient data base and
on-line order entry and result reporting requires
reliable computing services. A remote central
facility may not be sufficiently reliable owing to
pressures to economise in its large-scale
operation. The NCC provides. reduced levels of
service at weekends and no service at all is
currently available between 1llpm and 7am., It would
be uneconomical for the NCC to provide a 24 hour
service to the hospitals owing to the necessary
but low systems usage in the third shift. Hospital
computers could be unmanned during that shift.

155 While the DVA claims that 24 hour operations are
necessary, there will always be some periods when necessary
backups of data bases need to be made to protect data against
hardware or software failures. This ‘and other scheduled periods
when the computer is not available are in the control of
individual RGH managements whereas with a central system these
periods would need to be scheduled at times generally suiting all
RGHs. It should be noted however that all RGHs would opt for a
period in the early hours of the morning when use of the system
was at a minimum.

3.156 In a centralised approach, the modus operandi of the
NCC would obviously not be to close down overnight. Just as the
RGH plan to have the computer available for access but unmanned
in the period of light use, so0 too could the NCC computers
operate in that mode. The Committee considers that the need to
economise for all wuse of computers is important whethex
centralised or decentralised and that economies sought should
have due regard to the consequences for service.

104, New Zealand, Department of Health, Health Computing
Strategic Plan, 24 February, 1986, page 28.
105, Appendix 3, page 203,
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3.157 The Committee concludes that:

. an. expanded National Computer Centre could service
Repatriation General Hospitals needs on a 24 hour
basis 1f required with only slightly reduced
reliability and some slight inconvenience to
Repatriation General Hospitals during periods when
the computer is dedicated to data base backups.

3.158 The ability for RGHs to have responsibility £for the
documentation and implementation of information systems is
suggested as an argument for decentralised computer sites,
However the DVA strategy is for the PCS team to produce as far as
possible common solutions for the hospitals" common functional
requirements. Initially this development will be carried out
centrally by the PCS team and subsequently some systems may be
developed by individual RGHs for their own purposes or on behalf
of other RGHs.

3.158 The' fact that PCS software is written in PCS/ADS, a
fourth generation lanquage, allows individual hospitals to make
changes to the 'standard® software module for their own
requirements. These amendments will mainly take the form of
changes to screen and report formats which are easily made in the
PCS system. Such changes do not affect the PMI and the processing
functions performed on them,

3.160 As RGH staff become familiar with PCS/ADS it is
possible that they will develop the capability to alter the
processing functions of the software module in addition to the
user interxface functions mentioned above. While the capability to
alter processing functions might exist, the advantage of all
hospitals using the same versions of processing software should
be carefully weighed up against the advantages to any RGH of
being able to make changes Ffor their own purposes. In the
extreme, changes to the structure of the PMI might render further
integration of software modules impossible. Software support
arrangements both internally in the Department and with external
agencies can become complex when different versions of a software
module are used.

3.161 If the DVA do not allow individual RGHs to amend
processing functions then software standards across RGHs could
readily and economically be supported centrally.

3.162 The Committee recommends that:

. the Department of Veterans' Affairs establish clear
guidelines concerning the degree to which changes
to the ©Patient Care System software can be,
undertaken by Repatriation General Hospital staff
and the circumstances under which such changes
should be attempted.
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3.163 The DVA have indicated that individual hospitals will
determine the rate of implementation of software modules based on
their needs and will set their own priorities for the order in
which modules will be implemented. While this is true the
software available for individual RGHs to choose from will, for
some time, be that available as a result of the activities of the
PCS team and is independent of whether the computer used by RGHs
is at the RGH or the NCC,

3,164 The reliability of a remote site was raised as an
issue, The DVA claim in the Supplement thatlO06.

It is apparent that hardware reliability in
overseas PCS installations is very high, DVA is
confident that twenty~four hour operations can be
reliably maintained at the RGHs.

3.165 There is no reason to expect that a central computer
will be significantly less reliable. The telecommunication links
between the RGHs and NCC are an additional source of system
unavailability but no evidence has been supplied to indicate that
the additional periods when the computer was not available Gue to
the communication links are significant.

3,166 The DVA claim that improved backup for computer
operations will result from decentralised operations., In a
centralised configuration, a dual computer could supply a degree
of backup. However, if this dual computer were to be housed at a
single site, a substantial period when the computer was
unavailable or permanent damage to the system would mean that the
Department would be without its hospital systems. The two
computers could be housed separately to provide a reduced
operating capacity if one failed, thereby adding to the expense
of a centralised strategy. Indeed, if backup of Department
computers is a significant issue, the housing of MNCC computers
should be investigated whether RGH computing capacity is supplied
centrally or not.

3.167 In a decentralised strategy, the loss of a computer at
one RGH site for a significant period of time can be overcome by
communication links to other RGHs. This would add to the cost of
the decentralised approach,

3.168 In either case the backup requirement will lead to
additional costs and on the information supplied it is difficult
to mount a case for either strategy. It is necessary for DVA to
determine the level of backup.

106. Appendix 3, page 214.
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3.169 The DVA indicate in the Supplement that:

On-line backup of RGH systems, through the
: . maintenance of duplicated data bases at another
RGH, is not expected to be cost effective. Back-up
arrangement's will be developed to accommodate
extended system unavailability as at present.

Effective backup to another RGH site will depend
on the availability of the telecommunication link,
adequate computinci capacity and transfer of the
patient data base.l08

During short periods. of system unavailability,
fusually for less than a day) computer access to
update data bases or [the ability] to enquire as
to eligibility will be suspended. Input may be
batched when the system again becomes available.

Where order entry of tests, reporting of results
or access to medical record abstracts is
disrupted, manval processes will be available so
that patient care levels are maintained.

The management of outpatient scheduliﬁg will
proceed on the basis of hard copy daily status
reports of scheduled services.

It will be an important feature of pilot testing
to ensure that essential hospital services can be
sustained during a period of hardware failure,
Recovery procedures must also be in place. DVA
will liaise with other PCS users in Australia and
overseas on the techniques that have already been
developed.

For extended [periods of time when the computer
was not available] ..., communication may be
available through the [Front End Processor] FEP to
the [existing] .DVA network and to other RGH
computing facilities. The PMI will be archived at
least on a daily basis in each RGH and a copy
would be, available for mounting on another RGH
computer,109

3.170 The Committee concludes that:

. regular backup of the Patient Master Index and
transfer of the Patient Master 1Index from one
Repatriation General Hospital to another, provide
the basis for backup arrangements in the event of
extended periods when the system is not available.

107. Appendix 3, page 200.
108. Appendix 3, page 215.
109. Appendix 3, page 214.
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3.171 The APMS replaces the current ADT system and staff
involved in the use of these systems are familiar with backup and
recovery arrangements. The DVA indicate that manual processes
will be resorted to for short term outages. When new software
modules are first implemented the staff involved will still be
familiar with the old manual methods but with the passage of time
memory fades and new staff may never have worked on the manual
system,

3,172 The Committee recommends that:

. The Department of Veterans' Affairs design its
backup and recovery procedures prior to

implementation and that these procedures should be

tested prior to production use,

3.173 The transfer of RGHs to State health systems, if it
takes place, is expected at the turn of the century. The
computers acquired in 1986 would then be 14 years old and beyond
their economic life,

3.174 The Committee concludes that:

. ,the argument relating to the transfer of
Repatriation General Hospitals to States' hospital
systems carries little weight in the
centralised/decentralised computer system issue,

3.175 Other advantages of a decentralised approach included
are that capital funds are not all reguired at the commencement
of the project. Additionally the need to resort 'to large
incremental expansions in a centralised configuration can lead to
budgetary difficulties.

3.176 The DVA 18 currently installing a second Amdahl
processor in its NCC, The Committee is not aware of any analysis
of costs and benefits that have been carried out on options
centering on IBM or IBM-compatible machines to support part of
the NCC processing load and RGH needs in a single proposal.
Originally in 1981/82 the DVA were preparing to install an
upgraded NCC and PCS sofiware to support Central and Branch
Office processing and in addition meet RGH needs.

3.177 The Committee is of the opinion that the DVA should
have compared an option to support RGHS from a NCC with the
proposed option. However, at this stage in the acquisition
process, the Department and its staff are committed to the
decentralised RGH computer approach. and a change of strategy at
this time would lead to staff disenchantment and Departmental
loss of impetus, The Committee is. concerned to f£ind itself in the
position of analysing a proposal under such circumstances.

110. Transfer of RGHs to States' Hospital Systems, Chapter 3,
page 66.
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Conclusion
3.17¢8 The Cemmittee concludes that:

. the Department of Veterans® Affairs has not
seriously analysed any alternatives in its
proposal;

. although a centralised option based on a National
Computer Centre was dismissed on qualitative
grounds, it degerved serious quantitative
evaluation;

. the case for a decentralised, as opposed to
centralised, strategy was insufficiently examined;

. on the evidence available it is unable to decide
whether the 10-15% reduction in costs of a
centralised computer system is valid or not;

. it is wunable to weigh wup the Department’s
goalitative arguments for decentralised
Repatriation General Hospital computers against the
potential cost savings; and

. the Department of Veterans' Affairs is not able to

indicate, by effective comparison between
alternatives, that its proposal. is the best it can
make.

Recommendation

3.17¢ The Committee recommends that:

. the Department proceed with the acquisition of
Repatriation General Hospital computers. on the
grounds that:

- the Department is now heavily geared to the
decentralised option;

- other National Computer Centre actions are
already in hand; and

- no clear evidence exists to recommend other
options.

Rate of Implementation

3.180 The DVA's draft Patient Care Project Plan 1986-88 is in
Appendix 7 of the Supplement. The plan indicates that DVA will
implement by July 1988 six supplementary software modules in
addition to the basic infatient management system (APMS). These
supplementary modules arelll;

111. Appendix 3, page 288..
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. Outpatient Scheduling;

. Medical Records Abstracts;

. Pharmacy;

. Orders Entry/Reporting;

. Stores Inventory Management; and
. Pathology.

3.181 In addition, as indicated in the Disc Report, DVA will
work with JIBM to develop and incorporate three additional
sub-systems into APMS for infection control, nurse loadings and
food services functions. The inclusion of these additional
sub-systems will allow PCS to provide the same level of
fac:llties that are present in the current ADT hospital computer
systems.

3.182 . The Supplement lists 23 duties of the PCS team covering
analysis of requirements, program design, program testing,
documentation, evaluation of existing software, problem
res9ll}t3.on and support of existing modules, liaison and staff
training, maintenance of _existing modules, and data conversion
from the existing systems.112

3.1@3 .'I’he PCS team will comprise, when fully staffed, 9
officers including 2 implementation staff and 7 Computer Systems
Officers (CSCs).

3.184 The PCS team will be wotking on the development of all
of the above systems in the December quarter of 1986. This would
mean that the 7 CSO's will be working on the development of the
three additional sub-systems, the six supplementary software
modules as well as assisting the implementation staff with any
difficulties they might be encountering with implementation of
APMS. Notwithstanding the staggering of the development and
implementation of these systems ‘this program will place an
extremely heavy workload on the PCS team.

3.185 The DVA have indicated in their Answers to
Supplementary Questions that it still intends to follow this very
ambitious implementation program as set out in the Draft PCS
Project Plan.ll3 However, the DVA have also indicated that the
rate of implementation will also be determined by thelld.

. ability of the central PCS team and individual RGHs
to affect changes to the management of patient
care;

. availability of new PCS application modules of
interest to the Department;

112. Appendix 3, pages 206 and 207,
113. Minutes of Evidence, op.cit., page 103.
114. Ibid, page 103,
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. cost effectiveness of individual PCS application
proposals; and

. ability to assign PCS application development
responsibilities to RGHs other than RGH Concord in
&ccord with individual RGH interests, priorities
and skills,

3.186 The Committee understands that the Outpatient
Scheduling system will be a completely new development, and that
the Pathology system will comprise a significant amendment to an
existing package designed for pathelogy laboratories whose
requirements are somewhat different £from hospital pathology
departments. Other systems will perhaps be acquired from overseas
and need varying degrees of amendment and adaptation to meet RGH
requirements. The Committee understands that, for each of the
modules, a requirements definition is to be prepared. This can
only be carried out after a thorough understanding of the
function to be implemented has been gained., Next a number of
applications modules must be examined and their capabilities
matched against the requirements definition. Then the internal
characteristics of the chosen software module must. be understood
in order to identify the changes necessary to modify the
capabilities of the module to meet the requirements definition.
Finally the necessary changes have to be designed, programmed and
tested and the modified module implemented.

3.187 The DVA intends to enter joint developments with IBNM,
other software companies and other Australian PCS users with a
view to minimising the workload involved in changing application
software. It appears to the Committee that to propose a project
plan which presumes early benefits accruing ftom the work of
others over whom little control, subject to joint development
contractual agreements, can be exercised is not a sound or
sensible practice.

3.188 The Committee concludes that:

. it is doubtful whether the Patient Care System
team, which has yet to be fully restaffed and gain
the full Patient Care System experience, will be
able to affect the scheduled workload in the Draft
Patient Care Project Plan.

3.189 The initial APMS including the three additional
sub~systems will replace the existing ADT system and should only
have a minimal impact on those staff currently using the existing
ADT system. As. APMS begins to be accessed by other staff its
impact will be more strongly f£elt., It is expected that these
staff will take longer to become familiar with the APMS system.
In addition, new users without computer skills or experience of
existing computer systems will not be able to effectively use a
number of new systems until some considerable time has elapsed.
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3.190 The Committee is concerned that areas such as nursing
stations may not be able to learn to use thelir new computer
systems as fast as software modules are implemented.

3.191 The Committee recommends that:

. the Department of Veterans' Affairs monitor
achievements against the project plan closely so
that when and "if slippages occur, it is able to
teprogram the plan early and with minimum
disruption to staff training and the Department of
Veterans' Affairs planning.

Performance Monitoring

3.192 The Committee is aware of the difficulties in fully
defining and quantifying benefits associated with major computer
systems proposals, particularly where such benefits are largely
in the form of the enhanced effectiveness resulting from, for
example, better management information or improved and more rapid
services such as to Veterans and the public in RGHs.

3.193 However the Committee has noted that many departments
and agencies have done Yittle more than 1list the “types of
benefits asserted when putting forward such proposals. This may
be a result of a reluctance on the part of these agencies to be
subseguently held to account for their performance in achieving
tangible or quantifiable levels of benefits.

3,194 The Committee concludes thats

. in most instances, the quantification of benefits,
resulting from computer acquisitions stating levels
of variance and uncertainty, is a practicable and
useful process and should be undertaken; and

. departments should be in a position to demonstrate
that the benefits claimed to justify projects prior
to expenditure of funds, are realised.

3.195 The Committee believes that in all instances benefits
should be defined at least to the extent that a clear
specification of output indicators and performance monitoring
measures can be given at the commencement of the project. fThe
very nature of computer technology facilitates the incorporation
of monitoring systems to permit measurement of their performance
and of the benefits which result from their implementation.

3.196 The Committee recommends thats
N all agencies institute performance/benefit
monitoring measures which wiil permit the

continuing assessment and review of the benefits
which are achieved,
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i i d the following
3.197 At the Committee's hearing \;he DVA liste )
benefits which would result from the implementation of ax}
integrated hospital information system in RGHs using PCS:

N The computer proposal was airped at improving
the quafity of patient care in RGHsllg;

there would be vastly improved treatment.
services and_rather more convenience to our
aged clientslif; and

. as regards cost benefits, (DVA) had a
consultancy conducted by DISC International
which came to the conclusion that the_S year
cost-benefit would be around 1:1.81 with costs
of $20.4m_over that period and benefits of
$37.1m, 117

{The Answers to Supplementary Questions amends this data to
1:1.76, $20.4m and $36m respectively).

. The Disc consultancy confined its analysis to the costs
:ncliggenefits resulting from initial acguisitions, _to up-grades to
hardware expected in the first 5 years of the project and to the
hospital functions of Admissions, I_)lscharges, Appointment
Scheduling and Orders Entry/Reporting. Thg quantified annual
benefits are laid out in Table 2 of the Disc Report.

. It is clear that the major portion of the quantified
2oézgsavings can be clearly identified and mgasuted..Other cost
reductions are in the areas of reduced staffing requirements for
Nursing Station/Clerical staff, automatic printing of drug
selection instructions, order status enquiries, wastage gf
consumables, improved scheduling and management opportunity. The
DVA have managed the quantify the cost reductions in these cases
but it is not as clear as to how one could demonstrate that the
savings had been made.

3.200 The Committee recommends that:

Department of Veterans' Affairs prepare a set
ggepeigormance measures for the patient Care System
project once the initial system has been
established at Concord Repatriation General
Hospital; and

.

the Department of Veterans' Affairs at_:tempt to
guantify in some terms benefits relating to
improved health care and patient convenience.

115. Minutes of Evidence, op. cit,., page 5.
116. Ibid, page 9.

117. ibid, page 9.

118 Appendix 7, page 323,
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Potential Prarticipation by Australian Software Industry . in
Hospital Systems . P

3.201 Currently there are at least three users of PCS in
Australia. Royal Adelaide are using a version of PCS modified for
their purposes in-house. They will shortly begin to use APMS. A
Queensland pathology laboratory uses a pathology system produced
in Australia using PCS. The DVA uses the USA version of PCS for
training purposes. The Committee is aware of a significant
interest in PCS for use in larger Australian hospitals that may
generate further PCS sites in Australia once investigations
currently underway are concluded.

3.202 The Department of Health Annual Report 1984/85
indicated that there were almost 1100 hospitals in Australia.
While a number of these hospitals are small and may not be viable
users of PCS and a number of hospitals already have integrated
information systems planned, in the process of development, or in
place, the Committee is of the opinion that a sizeable market
exists for larger hospitals (say greater then 200-250 beds) which
could potentially be satisfied using PCS.

3.203 The initial step for hospitals wishing to use PCS is to
implement the APMS for admissions, discharges .and transfexrs
functions and to establish the hospital's PMI. Following that
there is a vast array of hospital functions that could be
potentially implemented depending on the functions of individual
hospitals. Attachment 5 of the Supplement lists some 150
applications already developed by 1IBM, third party vendors,
hospitals or other health care organisations. The 1ist is not
exhaustive and is growing.

3.204 While a large body of software exists it is larygely
oriented to USA hospital reguirements. which exhibit some
differences to Australian hospital requirements, particularly in
the area of method of billing. As a result, the PCS software
needs some modification before it can be used by AuStralian
hospitals., ’

3.205 The core module has been modified in a joint
development project by IBM, Royal Adelaide Hospital and the DVA.
As a result, the PMI data base has been adjusted in such a way as
to suit Australian content needs but at the same time to be
substantially compatible with overseas software modules that
Australian hospitals may subsequently wish to acquire, Individual
hogpital needs may necessitate further enhancements to acquired
software,

3.206 The USA market has been serviced by products supplied
by 1IBM, software organisations and by individual hospital
developments., A number of products have been produced by joint
developments between IBM and indivdual hospitals, IBM and
software houses and software houses and individual hospitals. :
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3.207 In addition IBM has established its Health Industry
Centre and indicated that one of its roles is to develop an
application set of software systems and packages to meet the
needs of the Australian heéalth industry. The development process
is béing undertaken in. conjunction with hospitals and other
groups in thé health field, and IBM's role is to ensure that the
resulting application set is as integrated as is possible and can
be used across a broad spectrum of the industry.

3.208  To date, IBM have been involved in the APMS .joint
development and have also worked with Australian companies in the
development of other non-PCS hospital software.

3,209 The Committee concludes. that:

i there may be a substantial market for the
acquisition of overseas ©Patient Care System
software and the modification of such software to
enable it to be integrated with the IBM Australian
Patient Management System and to meet individual
hospital requirements using Patient Care
Ssystem/Application Development System; and

« potential exists for Australian software
organisations to become involved in the Ppatient
Care System hospital market.

Transfer of RGHs to States’ Hospital Systems

3.210 The Brand Report recommended that effective
rationalisation take place between the repatriation hospital
system and the States' hospital systems., The Brand Report
indicated that the integration should occur in approximately 15
to 20 years.

3.211 The Brand Report alsc indicates that major equipment
with life spans considerably less than 15 or 20 years should not
be affected by any longer term integration.l20

3.212 The computer systems currently in use in States*
hospitals are many and varied. The New South Wales Department of
Health have a policy of standardization on in-house developed
integrated hospital information software operating on Digital
Equipment Corporation equipment. However, several major hospitals
have developed their own software incompatible with any other
software. The Burroughs hospital system MEDILINC is implemented
in five major Australian hospitals. The McDonnell Douglas system,
THIS, is implemented in a significant number of hospital and
health care institutions. The IBM package PCS is in use at Royal
adelaide and a Queensland pathology laboratory.

119, Brand Report, op cit., page 23.
120. Ibid, page 23,
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3.213 It is not therefore possible ,for the DVA to acguire
software compatible with all States' current software systems or
software systems that States might acquire. The Committeé ig
aware that a number of health care agencies are curreatly
investigating PCS and it expects that before integration of RGHs
and States' hospital systems takes place, PCS and other software
will have found wider use in State hospitals.

3.214 All the current software developments in the hospital
area including those already mentioned are designed to be
integrated, on-line, real-time hospital management systems
accessing a number of data bases. A central feature of all
systems is the Patient Master Index data base. To this extent the
system architecture of PCS and the manner in which hospitals will
use the software is compatible with the type of systems that are
likely to be in place when integration of State and KGH hospitals
may occur, The DVA claim in the Answer to Supplementary Questions
that all States are planning or currently implementating
integrated, patient-based information systems in their larger
public hospitals.l2l

3.215 The Committee concludes thats

. the integration of States! hospitals and
Repatriation General Hospitals is expected to take
at least 15 years to complete which is greater than
the economic life of the equipment proposed for the
Repatriation General Hospitals:; but

. if integration of Repatriation General Hospitals
and States' hospital systems occurs during the
Iifetime of the proposed equipment, neither
hardware nor software which Department of Veterans'
Affairs is proposing for Repatriation General
Hospitals will present any more of a difficulty for
integration into States'  Thospitals than other
possible. options.

121, Minutes of Evidence, op cit., page 105.
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CHBAPTER 4
LIST OF CONCLUSIONS AND RECOMMENDATIONS

1

4.1 5 This chapter contains a list of all the conclusions and
recomnendations from the body of the report: Chapter 1 is a
summary of the Committee's findings and therefore there is some
duplication between Chapter 1 and Chapter 3 conclusions and
recomneéndations, In addition the conclusions and recommendations
relating generally to Government agencies are collected tpgether
and reproduced in Chapter 1 thereby producing some additional
duplication. Conclusions and Recommendations below are cross -
referencéd to their locations in the text, The Committee's
analysis in the text should be referred to when considering these
conclusions and recommendations.

Chapter 1 - Summary of Findings
Major Conclusions and Recommendations
4.2 The Committee concludes that:

. the Department of Veterans' Affairs has not to date
conducted the Patient Care System project in a
manner consistent with existing planning guidelines
and sound project management practices;

. there is a need for improved hospital services for
the veteran community;

. Repatriation General Hospital management and staff
operate under difficulties due to inadequate
computer systems;

. the computing systems at Repatriation General
Hospitals generally lag well behind those available
in other public hospitals; and

. some form of integrated hospital information system
is the most effective way for the Department of
Veterans! Affairs to proceed to satisfy
Repatriation General Hospital information
requirements and that the Patient Care System
offers the only appropriate vehicle to achieve this
in an IBM compatible enviromment. (Paragraph 1.2).

4.3 Th

(]

Committee recommends that:

. the pepartment of Veterans' Affairs proceed with
its negotiations with the Department of Finance and
the Department of Local Government and
Administrative Services with a view to the
acquisition of computers for the Repatriation
General Hospitals:
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the Department of Veterans' Affairs supply /the
Committee, with comments £rom the Department of
Finance, information on + computer capﬁcity
requirements before placing an order for a computer
at Repatriation General Hospital Concord; ,;’

the Department of Veterans' Affairs respond ;‘lto the
other Committee.  recommendations through  the
Minister for Finance Minute mechanism prior to
proceeding beyond the purchase of the . Concord
computer;

the Department of Local Government and
Administrative Services decides on the method of
acquisition; and

should the Department of Local Government and
administrative Services accept the arguments put to
it by the Department of veterans' Affairs for a
Certificate of Exemption for an IBM computer for
Repatriation General Hospital Concord, a supply and
development contract be concurrently negotiated
with IBM which ties further development and support
for the Patient Care System related software to the
initial IBM computer acquisition. (Paragraph 1.3).

The Patient Care System Project

4.4

The

The

Committee concludes that:

the Patient Care System project has been delayed
for a considerable period of time as a result of

poor decision making, misunderstanding and
mismanagement.
Committee recommends that}

the Department of Veterans' Affairs make maximum
use of its already established committee structure
to ensure that the Department's commitment is
translated into the necessary support and guidance
to create a healthy project team environment for
systems. implementation. (Paragraph 1.7).

Committee concludes that:
there is an wurgent need to complete the data
analysis and carry out a functional analysis of

hospital functions prior to acquisition of software
modules. (Paragraph 1.8).
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4.6

4.7

The

Committee concludes that:

although a centralised option based on a National
Computer. Centre was dismissed on gqualitative
grounds, it deserved. serious quantitative
evaluation; and

the. case for a decentralised, as opposed to
centralised, strateay was insufficiently examined.
(paragraph 1.11).

Committee recommends that:

the Department proceed with the acquisition of
Repatriation General Hospital computers on the

grounds that:

- the Department is now heavily geared to the
decentralised option;

- other National Computer Centre actions are
already in hand; and

- no clear evidence exists to recommend other
options. (Paragraph 1.12).

Committee concludes that:

the cost/benefits analysis carried out by the
Depar tment of Veterans' Affairs for this project is
deficient in the following respects:

- the Department of Veterans' Affairs has not
presented its project costing data in a
comprehensive and consistent manner thereby
making it difficult for the Committee to
reach confident conclusions about the total
costs and. the benefits of the proposal;

- discrepancies exist in the cost t?stimates and
some costs appear to have been omitted;

- the estimated. benefits  appear to be

' conservative and were not determined for the

full range of software expected to be
acquired or developedy

- other unguantified benefits will accrue to
the proposal; and .
3 '
- intangible benefits, such as better health
care and patient convenience, will also
accrue to the project.
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The

The

The

The

The

Committee recommends thats:

the Department of Veterans' Affairs institute a
cost monitoring and control system suc that
accurate, timely and comprehensive project costing
information ie readily available to the Depariment
of Veterans' Affairs management and éxternal
regulatory authorities; and ,/

the Department of Veterans' Affairs report to the
Department of Finance its revised estimates of the
Patient Care System project costs and benefits, any
subsequent change in direction of the Patient Care
system project and any increase in costs or
additional cost to be incurred under the auspices
of this project. (Paragraph 1.13).

Committee concludes that:

departments should be in a position to demonstrate
that the benefits claimed to justify projects prior

to expenditure of funds, are realised.
(Paragraph 1.14).

Committee recommends that: .

all agencies institute performance/benef it
monitoring, measures which will permit the

continuing assessment and review of the benefits
which are achieved. (Paragraph 1.15).

Committee recommends that:

the Department of Veterans' affairs supply to this

Committee a chart of expected demand for computing
capacity before any order is placed for a computer
for both Concord and Heidelberg Repatriation
General Hospitals. The chart should differentiate
the expected computer capacity usage of the various
hospital software modules as their usage rises over
time. (Paragraph 1.17).

Committee concludes that:

it is doubtful whether the Patient Care System
team, which has yet to be fully restaffed and gain
full Patient Care System experience, will be able
to affect the scheduled workload in the draft
patient Care Project Plan. (Paragraph 1.18).
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The Current Proposal

4.12

4.13

The

The

Committee concludes that:

for the Department of Veterans' Affairs’ purposes
the alternative, non IBM-compatible, integrated
hospital information systems do not offer
advantages over the Patient Care System;

the Pratient Care System appears to be the only
suitable system for the Department Of Veterans'
Affairs in the IBM compatible market; and

any tendering process should be restricted to the
IBM-compatible market. It notes that the Department
of Local Government and Administrative Services is
in agreement with this view. (Paragraph 1.24)

Committee concludes that:

at the time of the purchase of the Patient Care
System, the Department of Veterans' Affairs d4id not
recognise the implications of its software
acguisition; but

earlier mismanagement of the Patient Care System
project and underestimation of the nature and size
of = the project have played a role in the
pepartment’s decision to seek a Certificate of
Exemption for the Concord Repatriation General
Hospital computer. (Paragraph 1.24).

Committee recommends that:

departments include in their Strategic Plans a
clear statement where the proposed acguisition of
software is subsequently likely to dinvolve or
influence hardware expenditures;

this information be explicitly drawn to the
attention of the Department of Finance, the
pepartment of Local Goverrment and Administrative
Services and this Committee; and

the Department of Finance and the Department of
Local Government and Administrative Services
examine Strategic Plans and software acquisition
proposals to identify potential hardware
acquisition implications. (Paragraph 1.25).
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4.15 The

-

4.16 The

4.17 Th

3

General Conclusions and Recommendations £or

Projects

Committee concludes that:

a case exists for the Department of Veterans'
Affairs to call tenders . . for IBM-compatible
equipment, and the acguisition and support for the
Australian Patient Management System to determine
the level of support for the Patient Care System in
the marketplace; .

there wma be a case for the granting of a
Certificage of Exemption in favour of IBM for the
Concord Repatriation General Hospital computer
based on the special level of support for the
Patient Care System that the Department of
Veterans' Affairs claim they require from IBM; and

the decision on the method of acquisition properly
rests with the Department of Local Government and
Adninistrative Services. (Paragraph 1.27).

Committee concludes that:

no arguments exist for the Department of Veterans'
Affairs restricting or avoiding public tendering in
order that available funds be expended in 1985/86.
(Paragraph 1.28).

Committee recommends that:

the acquisition proceed expeditiously commensurate
with proper tendering procedures. (Paragraph 1.29).

Futute Computer

4.18 The Committee recommends that:

departments include in their Strategic Plans a
clear statement where the proposed acquisition of
software is subsequently likely to involve or
influence hardware expenditures;

drawn to the

this information be explicitly v
Finance, the

attention of the Department of

Department of Local Government and Administrative

Services and this Committee; and

the Department of Finance and the Department of
Local Government and Administrative Services
examine Strategic Plans and softwape acquisition
proposals to. identify potential hardware
acguisition implications. {Paragraph 1.30).
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4.19

4.20

4.21

The Committee concludes that:

.

The

in most instances, the quantification of benefits,
resulting from computer acquisitions stating levels
of. variance and uncertainty, is a practicable and
useful process and should be undertaken; and

departments should be in a position to demonstrate
that the benefits claimea to Jjustify projects prior

to ‘expenditure of funds, are realised.
(Paragraph 1.31).

Committee recommends that:

all agencies institute performance/benefit
monitoring measures which will permit the

continuing assessment and review of the benefits
which are achieved. (Paragraph 1.32),

Chapter 3 - Major Issues

Matters Arising from the Brand Report

Analysis of User Requirements

The Committee concludes that:

the proposed integrated hospital management system
is not based on a detailed analysis of the
functional requirements of Repatriation. General
Hospital users but rather on the presumed analagous
requirements of other users;

the Department of Veterans' Affairs' strategy is
modelled on the successful implementation strategy
of a number of other hospital systems;

the degree of success of the pbroject will depend on
the degree of compatibility between the real user
requirements and the capabilities of overseas
software;

the greater the divergence between user
requirements and software functionality the more
expensive will be the cost of adding new functions
as the number of functions already implemented
increases; and

the Patient Master Index is central to that
implementation and the data analysis consualtancy
currently underway should put the planning for the
Repatriation General Hospital information system on
a better footing. (Paragraph 3.13).
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4.22

The

Committee recommends that:

the data analysis consultancy be concluded as soon
as possible and its results be used to prepare a
conceptual data Dbase design for the total
integrated hospital information system;

an analysis of processing functions be carried out
in addition to the data analysis study currently
under way:;

it is highly desirable that this functional
analysis be completed by the Department of
Veterans' Affairs before it proceeds beyond the
initial transfer of Kknown Admissions, Discharges
and Transfers functions to the new computing
network; and

the Department of Veterans' Affairs modify its
project plans based on the understanding of its
requirements once the data analysis and functional
analysis are completed. (Paragraph 3.15).

Consultation with Staff

4.23

The

Committee concludes. that:

extensive and ongoing consultation has taken place

between Central Office staff and Concord
Repatriation General  Hospital senior medical
managerial staff involved with the current.

Admissions, Discharges. and Transfers system;

consultation with other user staff has not been
adequate in the period ‘up to mid-1985 but that
staff consultation for the Admissions, Discharges
and Transfers. functions has improved considerably
in the period since; and

the level of staff consultation for staff not
scheduled to use automation in the near future is
not adequate. (Paragraph 3.22).

Committee recommends that:

the Department of Veterans' Affairs take steps to
inform its staff of the strategy for implementation
of its integrated hospital information systems, the
benefits accruing from the degree of integration,
and manadgement commitment to the strategy; and
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4.26 The

& .

- the

the Department of Veterans'
update as early as possible details for
:.melemgntatloxg of ipdividual hospital functions,
including timings, to staff. {Paragraph 3.23).,

Affairs provide and

Consultation with Staff Associatidns

4.25 The Committee concludes that:

the Department of Veterans' Affairs consultation
with staff associations commenced after  the
Depagtment decided to base its future integrated
hospital information system on the Patient Care
System, but that these consultations are still in a
preliminary stage. (Paragraph 3.30).

Committee recommends thats

the Department of Veterans® Affairs prepare a broad
Job Impact Statement in conjunction with staff
whlgh address‘es the impacts on staff numbers,
duties, organisational arrangements and the work
environment generally where manual systems are to
be replaced by on-line, real-time computer systems
and that this statement be widely circulated and
discussed with relevant staff associations; and

the Department of vVeterans' Affairs prepare Job
Impact Statements for each function to  be
:;:\plementef tqt the earliest possible time before

e completion of the specificatio .
(Paragraph 3.31), e " stage

X Patient Care System Project Management

F 4.27 The

Committee concludes that:

from ,an  analysis of Departmental
supplied and from the other
consul tants' reports, it is clear
period to May 1985:

documentation
independent
that in the

- the project did not have sufficient project
management experience for a project of the
nature and size of the Patient Care System
project;

project’s working enviromment was
characterised by personality conflicts and’
low mérale;

- relatior}ships between the Central Office and
the project team had deteriorated;
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4.28

4.29

The

The

- there was a lack of commitment to the Patient
Care System team from Central Office Que to
its underestimation of the amount of
modification needed for the Ppatient Care
System to meet Repatriation General Hospital
requirements;

- the Patient Care System was purchased without

a proper study of requirements; and

- these factors were the major contribution to
the project's failure. (Paragraph 3.37).

Comnittee concludes that:

the pPatient Care System project has been delayed
for a considerable period of time as a result of
poor decision making, misunderstandings and
mismanagement ;

the Department of Veterans' Affairs has moved to

correct these problems since early 1985 by the use

of consultants and new staff appointments; and

ile the Department of Veterans' Affairs recovered
:2me g::ound,p much needs to be done before the
infrastructure for the implementation of an
integrated hospital information system is in place,
(Paragraph 3.42},

Committee recommends that:

the Patient Care System project be given a high
priority in view of the effect on morale of
Repatriation General Hospital staff if the project
falters yet again; and

the. Department of Veterans' Affair§ make maximum
use of its already established committee structure
to ensure that the Department's current commitment
is translated into the necessary support and
guidance to create a healthy  project  team
environment for systems implementation.
(Paragraph 3.43).

Method of Acquisition

4.30

The Committee concludes that:

for the Department of Veterans!' Affairs' purposes
the alternative, non IBM~compatible, integrated
hospital information systems do not offer
advantages over the Patient Care System;
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4.31

4.32

4.33

The

The

the Patient care System appears to be the only
suitable system for the Department of Veterans'
Affairs in the IBM-compatible market; and

any tendering process should be restricted to the
IBM-compdtible market. It notes that the Department
of Local Government and Administrative Services is
in agreement with this view. (Paragraph 3.56),

Committee concludes that:

at the time of purchase of the Patient Care System,
the Department of Veterans* Affairs did not
recognise the implications of its software
acquisition; but

earlier mismanagement of the Patient Care System
project and underestimation of the nature and size
of the project have played a role 4in the
Department's decision to seek a Certificate of
Exemption for the Concord Repatriation General
Hospital computer, (Paragraph 3.80).

Committee recommends that:

Departments include in their Strategic Plans a
clear statement where the proposed acguisition of
software is subsequently likely to involve or
influence hardware expenditures;

this information be explicitly drawn to the
attention of the Department of Finance, the
Department of Local Government and Administrative
Services and this Committee; and

the Department of Finance and the Department of

Local ~Government and Administra tive Services
examine ADP Strategic Plans and software
acquisition proposals to identify potential

hardware acquisition implications. (Paragraph 3.81)
Committee concludes that:

a case exists for the Department of Veterans!'
Affairs to call tenders for IBM-compatible
eguipment, and the acquisition angd support for the
Australian Patient Management System to determine
the level of support for the Patient Care System in
the market place;
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4.34

4.36

4.37

The

The

The

The

there may be a case for the granting of a
Certificate of Exemption in favour of IBM for the
Concord Repatriation General - Hospital computer
pased on the special level of support for the
Patient Care System that +the Department of
Veterans' Affairs claim they require from IBM; and

the decision on the method of acqui.sition properly
rests with the Department of Local Government and
Administrative Services. (Paragraph 3.82).

Committee recommends that:

chould the Department of Local Govermment and
Administrative Servites accept the arguments put to
it by the Department of veterans' Affairs for a
Certificate of Exemption for an IBM computer for
Repatriation General Hospital Concoré, a supply and
development contract should be. concurrently
negotiated with IBM which ties further development
and support for the Patient Care System related
software to the initial IBM computer acquisition.
(Paragraph 3.84).

Committee recommends that:

the Department of Local Government and
Administrative Services investigates:

- the legal aspects of the memocrandum Of
understanding between IBM and the Department
of Veterans' Affairs; and

- whether the Department of Veterans' Affairs
should have entered into such arrangements
prior to gaining approval to proceed with the
chosen method of acquisition.
(Paragraph 3.87) .

Committee concludes thati

no arguments exist for the Department of veterans'
Affairs restricting or avoiding public tendering in
order that available funds be expended in 1985/86.
(Paragraph 3.95) .

Committee recommends that:

the &cquisition proceed expeditiously commensur ate
with proper tendering practices. (Paragraph 3.96).
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Costs/Benefits

4.38

4.39

4.40

The Committee concludes that:

The

The

the cost/benefit analysis carried out by the
Depgrtment.of veterans' Affairs for this project is
deficient in the following general respects:

- the Department of Veterans' Affairs has not
presented its project costing data in a
comprehensive and consistent manner thereby
making it difficult for the Committee to
reach confident conclusions. about the total
costs and the benefits of the proposal;

- discrepancies exist in the cost estimates and
some costs appear to have been omitted;

- the estimated benefits  appear to be
conservative and were not determined for the
fulll range of software expected to be
acquired or developed;

- other unguantified benefits will accrue to
the proposal; and

- intangible benefits, such as better health
care and patient convenience, will also
accrue to the project. (Paragraph 3.98).

Committee concludes that:

the:;_e is a lack of complete understanding of the
Pat:.ent; Care system on the part of the majority of
Repatriation General Hospitals. (Paragraph 3.125).

Committee recommends that:

the.D.epartment of Veterans' Affairs take steps to
maximise the gains resvlting f£rom the implemention
of the Ppatient Care System at other Repatriation
General Hospitals; and

the ‘Department of Veterans' Affairs make the
experiente, expertise and information gained at
Concord. readily available to other Repatriation
General Hospitals: (Paragraph 3.126).
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4.41

The

Estimation of

4.42

4.43

The

The

Committee recommends that:

the Department of veterans' -Affairs institute &
cost monitoring and control system such that
accurate, timely and comprehensive project costing
information is readily available to the Depar tment
of Veterans' Affairs management and external
regulatory authorities; and

the Department of Veterans' Affairs report to the
pepartment of Finance its revised estimates of the
Patient Care System project cost and benefits, any
subsequent change in direction of the Patient Care
gystem project and any increase in costs or
additional costs to be incurred under the auspices
of this project. (Paragraph 3.131).

CPU Capacity Requirements
Committee concludes that:

jnsufficent evidence has been supplied to enable
the Committee to be assured that Repatriation
General Hospital Concord and Repatriation General
Hospital Heidelberg require more capacity than the
base power of the 438l range of I1BM computers.
(Paragraph 3.146).

committee recommends that:

the Department of Veterans' nffairs supply to this
Committee a chart of expected demand for computing
capacity before any order is placed for a computer
for both Concord and Heidelberg Repatriation
General Hospitals. The chart cshould differentiate
the expected computer capacity usage of the various
hospital software modules as their usage rises over
time. (Paragraph 3.147).

Location of Computer at NCC Site or RGH Sites

4.44

The Committee concludes that:

an expanded National Computer Centre could service
Repatriation General Hospitals needs on a 24 hour
basis if required with only slightly reduced
reliability and some slight inconvenience to
Repatriation General Hospitals during periods when
the computer is dedicated to data base backups.
(Paragraph 3..157) .
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4.45

4.46

4.47

The

The

The

The

The

. the Department of Veterans'

Committee recommends that:

the Department of Veterans' Affairs establish clear
guidelines cqncerning the degree to which changes
to‘_ the.“ Patient Care System software can be
undertaKen by Repatriation General Hospital statf
and the circumstances under which such changes
should be attempted. (Paragraph. 3.162).

Committee concludes that:

regular backup of the Patient Master Index and
transfer of the Patient Master Index £from one
Repatriation General Hospital to another, provide
:::_ béasdis for dbaCKl':]P arrangements in the event of
ended periods when the system is not avai
{paragraph 3.170). o ailanie.

Committee recommends that:

Affairs design its
l?ackup an_d recovery procedures prio?: to
implementation and that these procedures should be
tested prior to productidén use. (Paragraph 3.172).

Committee concludes that:

the grgt_xment relating to the transfer of
Repatriation General Hospitals to States® hospital
systemi. d/cgrnes little weight in the
centralised/decentralised computer system issu

(Paragraph 3.174). > ¥ sshe.

Cominittee concludes that:
the Department of

seriously
proposal;

Veterans'
analysed any

Affairs has not
alternatives in its

although a centralised option based on a National

Computer Centre was dismissed on i i

2 gualitative
grounds! it deserved serious quantitative
evaluation;

the case for a decentralised, as opposed to
centralised, strategy was insufficiently examined;

on the evidence available it is unable to decide

vhether the 10-15% reduction in «costs of a
centralised computer system is valid or not;
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4.50 The

it is unable to weigh up the Department's
quakitative arguments for decen!:ralised
Repatriation General Hospital computers against the
potential cost savings: and

the Department of veterans' Affairs is not able to
indicate, by effective comparison bgtween
alternatives, that its proposal is the best it can
make. (Paragraph 3.178).

Committee recommends that:

the Department proceed with the acquisition of
Repatriation General Hospital computers. on the
grounds that:

- the Department is now heavily geared to the
decentralised option;

- other National Computer Centre actions are
already in hand; and

- no clear evidence exists to recommend other
options. (paragraph 3.179).

Rate of Implementation

4.51 The

4.52 The

Committee concludes that:

jt is doubtful whether the Patient. Care System
team, which has yet to be fully restaffed and gain
the full Patient Care System experience, will be
able to affect the scheduled workload in the Draft
patient Care Project Plan. (Paragraph 3.188).

Committee recommends that:

the Department of veterans' Affairs monitor
achievements against the project plan .closely s0
that when and if slippages occur, it is able to
reprogram  the plan early and with minimum
disruption to staff training and the Department of
veterans' Affairs planning. (Paragraph 3.191).

performance Monitoring

4.53 The Committee concludes that:

in most instances, the quantification of benefits,
resulting from computer acquisitions stating levels
of variance and uncertainty, is a practicable and
useful process and should be undertaken; and
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2.54 The

4.55 The

departments should be in a position to demonstrate
that the benefits claimed to justify projects prior

to expenditure of funds, are. realised.
{Paragraph 3.194).

Committee recommends that:

all agencies institute performance/benef it
monitoring  measures which will permit the

continuing assessment and review of the benefits
which are achieved. (Paragraph 3.196).

Committee recommends that:

the Department of Veterans' Affairs prepare a set
of performance measures for the Patient Care System
project once the initial systém has been
established at Concoréd Repatriation General
Hospital; and

the Department of Veterans' Affairs attempt to
quantify in some terms benefits relating to
improved health care and patient convenience.
{Paragraph 3.200).

potential. Participation by Australian Software Industry in
Hospital Systems

4.56 The

Committee concludes that:

there may be a substantial market for the
acquisition of overseas Patient Care System
software and the modification of such software to
enable it to be integrated with the IBM Australian
Patient Management System and to meet individual
hospital requirements ° using Patient Care
System/Applications Development System; and

potential exists for Australian software
organisations to become involved in the Patient
Care System hospital market. (Paragraph 3.209).

Transfer of RGHs to States' Hospital Systems

4.57 The

Committee concludes that:

the integration of States' hospitals and
Repatriation General Hospitals is expected to take
at least 15 years to complete which is greater than
the economic life of the equipment proposed for the
Repatriation General Hospitals; but
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if integration of Repatriation General Hospitals
and States' hospital systems occurs during the
lifetime ©of the proposed equipment, neither
hardware nor software which the Department of
Veterans' Affairs is proposing £for Repatriation
General Hospitals will present any more of a
difficulty for integration into States' hospitals
than other possible options. (Paragraph 3.215).

84

APPENDIX 1

Acquisition of Computing Facilities for Installation
in the Repatriation General Hospitals,
Reference to Joint Parliamentary Committee
,of Public Accounts
- Submission of 24 Octoker 1985
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DEPARTMENT OF VETERANS' AFFAIRS

ACQUISITION OF COMPUTING FACILLITILES FOR

INSTALLATION IN THE REPATRIATION GENERAL HOSP1ITAL

REFERENCE TO

JOINT PARLIAMENTARY COMMITTEE OF PUBLIC ACCOUNTS

24 OCTOUBER 198§
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REPATRIATION HOSPITAL CONPUTING FACILITIXS PROPO3AL
EXECUTIVE SUMMARY

PROPOSAL.

The Department of Veterans’ Affairs proposes to
install medium-scale, IBM-compatible computing facilities
the five mainland Repatriation General Hospitals (RGHz ),

Aoquisition cost over four years of hardware, ''
operating software and site pPreparation is estimnted uﬁ,‘
$10.0m, Expenditure in 1985/86 is expected to be $2.6m of
which $2+4m will be incurred in the purchase and ' .
installation of the first of these computers at the
Repatriation General Hospital, Concord, NSW,

Installation of similar IBM-compatible ocomputers
is planned for RCH Heidelberg (V) and Greenslopes {Q) in
1986787 and Hollywood (WA) and Daw Park (SA) in 1987/88., A
computing service to the RGH Hobart. is to be provided by :
links to the Heidelberg ocomputer.

OBJECTIVES

It is intended to provide the RGHs with reliable
and responsive computing services through the installation
of a standard IBM-compatible computer at each muninland RGH .
to improve the guality of patient care through! -

. the introduction of modern, integrated management

and administrative computer systems; a
. servicing of hospital management information needs B

on a seven-day twenty-four hour operations basis; &
. local responsibility for the determination and

implementation aof information systems.

The Department i$ convinced that more effactive j 3

and efficient patient care services can be achieved through t
the introduction of advanced Hospital information systems in |
line with such initiatives elsewhere in Australia and ‘.%?3
overseas. ~W

Current RGH information systems were developed -P
fifteen years ago. Those systems are:

. obgsoléte And inbdequate for management and medical’
staff needs; RO
. . S
. unable to be integrated into expanding hospi

tal
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2.

database developments in patient care and servicing;

. the subject of complaint and eriticism by usger
staff and the Brand Review of the Repatriation
Hoapital Systemk.

APPROACH .

In 1970 the Department estsblished its National
Computer Centre (NCC) based on an [BM mainframe following a
number bf years of use of IBM facilities in co-operation
with othér &ocial welfare Departments., The NCC supported
veterans’ benefits processing systems and the development of
an RGH patient management system. The NCC is presently
equipped with a large Amdahl 5860 (IBM-compatible) computer
Wwith & network of more than 1200 user terminals.

“"The;é ig an essential need for officers at Central
and Brapch Offices to have access to files normally held at
hospitalg {and vica versda) but the inability of hospital
staff to treat patients when the clinical file is at Branch
Office is & major concern. This was vecently commented on
by both the Brand Committee and the Evatt Roysal
Commisgion.¥* It is proposed to putsue recommendations to
extend the present central Client Data Base to incorporate
clinical data needed for a complete patient profile. That
profile would be available through the integrated network of
NCC and RGH computers.

The Department’s extensive investment in IBM-based
systems, operations experience and dependence on the NCC
computer-held datobase of client information by Offices and
the RCGHs dictate that the proposed computing facilities for
the hospitals must. be IBM~compatible.

An option considered was the expansion of the
National Computer Centre facilities Lo meet the new systems
needs of the RGHs. That option was rejected as the
Department needed to ensure:

e -'rqliable‘oomputer operations and service with
s . minimal dependence on extended national
telecommunications. . links;

. improved backup to computer operations through
~ ., decentralised installations; and

%, - .Beview of the Repatriation Hospital System ~ Final
Report, June 1985 - Chapter 28.
-~ Relevant recommendations at Attachment A
[T - ' . 3

3 ﬁoyni Comaission on the  Use and Effects of Chemical
Agents on Australian Personnel in Vietnam - Vols 7a8
- Relevant recommendations at Attachment B

89



. the eventual transfer of each Repatriation
Hospital to the State system, or otherwise as
Government decides, around the end &f the century.

Lack of in-depth computer operations experience in
the RCHs, the need to capitalise on existing NCC expertige
in IBM software and conlaining the growth of computer

auprort staff in the ROHs determine that the Department
mugt:

. acquire similar IBM~compatible facilities for each
Repatriation General Rospital;

. ensure that operational procedures and software
igplementatians are standardised and consistent
with those of the National Computer Centre.

The National Computer Centre will provide central
support to the RGH computer installations with operations
procedures and standards, operator assistance, network
management and onpoing limison with hardware and software
suppliers. Networking of NCC and RGH computers will allow
for mutua!l backup of essential operntions. The above
require that fecilities equivalent to the IBM 4381 computer
range must be acquired for the RGHs ro vermit the MVS/XA
operating software to be installed throughout the network.

INFORMATION SYS'EMS PROPOSALS

The Department developed in the early 1970s a
mojor terminal-based, detabase linked system addressing the
admission, discharge and transfer of RGH patients., That
system is now obsolete and deteriorating., Its technology
restricts or prevents the development and introduction of
related patient care and patient service systems that should
access and update the same patient and clinical databases.

It is beqond the. resources of the Department and:
most other individual health authorities to develop a new
core system for patient admissions, discharges and transfers
and to produce unique information system solutions for
patient services including:

. ordering laboratory services;

. reporting laboratory results to the wards;
. allied health management;-

. pharmacy control and medication orders,
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together with scheduling of appointments, nurse care
planning and patient accounts,

DVA is convinced that the only satisfactory
approach to the development of modern integrated hospital
information systems lies in the use of vendor-supported
applications software and system development toouls,

For an established IBM user such as DVA the only
available product in Australia is the IBM Patient Care
System (PCS}).

The basis of PCS is & patient data base., The
software programs to manipulate this database are of two
types ~ an application development system (PCS/ADS) and
various application modules (eg. the scheduling of
outpatient appointments). DVA has had licensed use of
PCS/ADS for over twelve months. The Department, with a
number of other health authorities in Australia, is working
with IBM on the tailoring of initial application modules to
meet Australian hospital requirements.

IBM SYSTEMS SUPPORT

The Patient Care System haus been progrgssively
developed by hospitals for hospitels with IBM support and
marketing. The system is in use in more than 250 hospitals
worldwide. Mutual support with IBM involvement in product
developnent is seen to be the accepted overseas approach.

In September 1984 the Department initiated the
ndaptation to its requirements of the U.S, Patient
Management core application module of PCS. In the absence
of strong local support.from 1BM to the health/hospitals
industry, the Department relied on its own resources.

The initiative was nolt successful. Support from
IBM was found to be essential and co~operation with other
potential users most desirabie. IBM has since developed a
professional PCS support and development organisation and
DVA has concluded that it needs its assistance.

The Department is currently working with IBM and
the Royal Adelaide Hospital on Lhe development of the bnsg
application module - the Inpatient Management System. While
limited DVA resources are involved, they provide the
Department with the opportunity to:

influence the system specification;
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. gain considerable familiarity with the PCS/ADS
language and Inpatient Management System for
further enhancement to meet RGH needs;

. secure preferential implementation support from
IBM;
. accept & position as national co-ordinator of

Australian PCS users,

The ,joint development with IBM and Royal Adelaide
Hogpital is not conditional ‘on the Department acquiring one
or more computers from IBM for hospital installation.
However, the next steps of implementing the system and
Linking subsequent systems to it will require a. gimilar
commi tment to a joint project with the supplier of our
equipment.

ACQUISITION OF FACILITIES

The Brand Committee of Review Report states (para
28.26):

“"Vendor support from IBM is required. DVA must ensure
its interests are protected and that DVA staff have
adequate inveolvement in any area IBM takes
responsibility for..."

The Department boalieves that IBM is unable to
guarantee applications and technical support other than
normal software service to PCS users who do not operate IBM
computing facilities, In view of that position and of:

. the emerging PVA commitment to PCS in six
Repatriation Hospitals;

. the developing competition for IBM support
services as the PCS product is adopted by a number
of State authorities;

. the real risk to the achievement of project
benefits without responsive IBM support;

. lack of information interchange with IBM
system users (membership of the SHARE/GUIDE IBM
users group and the PCS users group is offered
only to users of 1BM-supplied computers);

. an estimated hospital computing program cost of
$20.5m over five yearss

3 PCS Implementation Review by Disc International
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Consultants - Report, July 1985 - page 24, the
Department suggests that any marginal cost of* acquiring a
single IBM computer over the cost of a competitive machine
is more than outweighed by the value of the expert support
and information that would become available.

The Department will be strongly recommending to
the procurement authority that in acquiring the computer for
RGH Concord, considerable weight must be given to a
tenderer’s ability to support the development of hospital
systems as well as the operating systems controlling the
computer and communications.. This would ensure:

. continued access to full PCS support;
. technieal advice in PCS installation;

. expert assistance in implementation of planned new
operating software implementations at the National
Computer Centre,

Acquisition of the remaining four computers need
not be subject to that requirement ss the Department will be
responsible for transtering any systioms teated at the
initial site.

COST EFFECTIVENESS

A primary task vlaced on Disc International
Consultants in connection with the PCS project in mid 1985
wags to advise in respect of potential five year costs and
benefits.

The Consultants reported® an achievable
coast/benefit ratio of 1: 1,81 with breakeven after three
years.

The Department accepts thoge projections and
believes the benefits must be vigorously pursued.

STAFF CONSULTATION

The proposal does not have an early or substantial
impact on hospital staff. The initial implementati?n of PCS
will be to replace the functions of the present admissions,
discharges and transfers system.

Subsequent development of PCS will result in the
location of computer términals in ward areas and all

z Disc International - Report page 24 .
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Opportunitieg have been taken over the past twelve
months to advise affected or involved staff of PCS project
plansg:

. the recentlty negotiated Memorandum of
Understanding between DVA and Staff Associations
on Technological Change provides a basis for
formal consultation,

RISKS AND CONSTRAINTS

Acyuisition of similar 1BM-type computing
facilities for each RGH, software-compatible with the
National Computing Centre, ig intended ta minimise risks
associated with hospital computer installation. Risk is
further reduced because of the stag.d4 acquisition program
with the first installation at Concurd - in the same city as
the NCC,

Risks end costs associated with the use of complex
operating system software on the planned seven
IBM~compatible computers in the DV4 network (a second

If close association with IBM for PCS development
and installation cannot. be sstablished immediately (as is
ocourring in several States):

. the Department’s PCS project could have to be
deferred indefinitely;

. there could be serious adverse effects on hospital
management and potential user staff.

94

2

e

ﬁBPATRIATION HOSPITAL COMPUTING FACILITTES
PROPOSAL OVERVIEW
PROPOSAL OUTLINR

(RGH). Over three years the purchase cost of hardware,
relsted software and specific site preparation is estimated
at $10.0m.

The proposal was the subject of a New Policy
Proposal to Government in early 1985. Cabinet agreed to the
proposal and the Minister for Finance hes advised his
agreement, on a provisional basis, to the inclusion of $2.6m
in the 1985/86 Budget. He has directed that no expenditure
should be incurred before a satisfactory report. was
received from the JCPA.

Installation of these computers is directed at
achieving improved patient care and more efficient patient
management through:

. the introduction of integruted hospital
information systems and improved administrative
systems;

servicing of management information needs on a
seven-day, twenty-four hour operations basisu}

. local responsibility for systems determination
and implementation,

Service to patients should be improved with a
reduced length of stay in hospital, more efficient
scheduling of treatment and diagnostic services and
time~saving in admi'ssion and discharge.

For almost fifteen years the Depertment has used
large scale IBM-compatible computers at its central bureau -
the National Computer Centre {NCC)., in support of benefits
processing and RGH patient management:

. its dats processing experience is almost
exclusively IBM-related;
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. its systems are developed aroun
m : und IBM "de facto®:
international standards and widely used I§;§F§h
languages and software products;

. the Department does not own -
L : a mainframe IBM' *iu.
computer and can make few d R N
expert support. . enands pon IB?"‘

The Department believes that theA; ‘w":
propoged for installation in t .comppters
1BM-compatible: . he BGHs must also be

v e
. to be incorporated into the Department’s Hétwork:

Lo
. for :access to shared central ‘dats bases; B
. to accept the IBM Patient Care Systém (Pésf

software product;

R Coetaimoen

. to enable NCC resources: .and 'skills to~beuu§edrtw
support of RGH.computer operations, procedures; -
atnpdnrds, facilitijes wanaigement and user .- .
training;

. for mutual bAcéub of esseritial icati
e matu al applications with

The Department further beiieves that vend
assistance in developing and im lem é spita
Syatens re anplev P enting PCS hospital

It is proposed, therefore, that s ceifi 4
gvalqnttog‘ot offers for the first hospitalpcbigagg;ig:rnnd
1nst9[latxon in RGH Concord in 1985/86 must give
considerable weight to a vendor's ability to provide this
Support. The remaining four IBM~compatible computers could
be acquired by open tender. However, it is doubtful that a
vendor other than IBM could provide the support to PCS that
will be required in the longer term by -each RGH.

Installation of computers at RGH Heideiﬂéi
RGH Greenslopes is scheduled for 1886/87 and i ]
and‘RGH‘qulywood in 1987/88., RGH Hobart will .be serv,
by communication link to RGH Heidelberg. L
JUSTIFICATION

cogputing needs of the hospitals are barely met by
8 range of discrete systems based on the Department’'s

26
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captral computer buresu in Sydney, on local mini~computers
in the larger hoapitals and on a variety of-micro-computers.

Such facilities do not permit an integrated
approach to the information needs associated with patient
care or to effective resource management. The primary

" hoapital system in use is the Admissions, Discharges and

Transfors system (ADT) for patient management. This was
developed by Lhe Department for RGH Concord in the early
197078, It has been progressively modified and extended to
the other RGH's. While once a satisfactory system for the
tracing of a patient from the.time when admission is
propozed until after discharge, it is now obsolete, the
subject of extensive criticism (Brand Committee of Review -
chapter 28 refers) and fails to provide the basis tor
integrated systems development.

The ADT system is imbplemented through the
Department’s National Computer Centre in Sydney. The NCC
cannot. economicelly provide & seven-day twenty-four hour
service to the hospitals. Reduced levels af service are
provided after midnight and at weekends, .

RGH computing service neecds may be summarised as:

. responsive and reliable processing arrangements
under local control;

. a basis for the development and inteégration of
advanced hospital systems and the growing number
of patient-related data bases now evident in each
RGH;

. continued linkage to the central data base of
veterans’ details maintained at the NCC in support
of the full range of services provided ta
veterans..

Central and Branch Offices and the RCHs must have
access to the central veteran Client Data Base held at the
National Computer Centre' (NCC) and to the clinical files

4 heldat the hospttals. The inability of hospital staff to.
treat patients when the clinical file is at Brancb Ooffice is
a major concern. Incorporation of clinical data into the
computer-held Client Data Base, as recommended by the Brand
Committee and the Evatt Royal Commission (Attachment A and B

refers), is. being pursued.

r,
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Congiderations of managing a netw
in an environment encompassing the creation
retrieval, transfer and integration of data
copies and digitised images dictate that th

ork of computers
¢ Btorage and

~compatible,

?:iuies in & total integrated Hospital Information System
S).

A survey ot inte
IBM compatible equi
Care System (PCS)
module.

grated HIS products available on
rment led to the selection of the Patient
from IBM and the scquisition of the core

Experience to date in the amendment of that '
package to meet unique DVA requirements has proved that the
success of further work to modify subsequent modules and
ensure their interconnection cannot be aasured without
vendor support. This support is adiitional to the normal
servicing of a software package suc: as PCS.

This proposal for IBM-compatible facilities in
each mainland capital RGH addresseas each of the above needs.
The primary justifieation, however, flows from the
opportunity presented for the introduction of a new patient
cure system as the replacement for the current. Admissions,
Discharges and Transfer system and as the basis for rapid
hospital information system expansion.

PATIENT CARE SYSTEM

The existing ADT system was develeoped by the
Department and is unique to the RGHs, The task of
developing a new, replacement system is well beyond' the
Department's systems resources and could not be: accomplished
in an acceptable timeframe. Hospitals worldwide have turned
to commercially available applications software as the basis
for advanced hospital information systems. This approach is
also becoming well established in Australian hospitals.

Praoduct development and implementation support by
the software supplier are essential, DVA has been reviewing
the availability of integrated hospital systems since 1981.
Systems need to be:
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e major computi .
tacilities in the network must be 1BM - computing
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. based on "user-friendly" technology;

. developed for IBM or IBM-compatible computers;

\ . supported in Australia by an experienced
| organisation;
: . in widespread use to ensure continued

development and the availability of all required

elements of a hospital information system through
co~-operative ventures.

The IBM Patient Care System (FCS} is the only
system known to meet these coriteria. Information systems
based on PCS are in use in over 250 haspitals overseas,
Talloring of PCS to the Australian environment is, however,
a8 major task and beyond the limited systems resources of
most hospital authorities. DVA attempted such unilateral PCS
redevelopment in 19584/85.

To validante its decision to adopt the IBM Patient
Care System , assist in project manzgement and review the
cost effectiveness of the PCS approuch, the Department
arranged a consultanoy by Disc International in May 1985,

While meagures of benefit from improved hospital
sygtems are poorly developed in Australia, the consultancy
related overseas sxperience to the RGHs and documented
achievable, positive benefits from the implementation of PCS
on the [BM-compatible mainframe computers proposed for
acquisition., The Disc Interrnational Consultants' Report is
attached.

In its review of the Repatriation Hospital system,
the Brand Committee {(Chapter 28) summarised its review of
the application of ADP within the RGHs. While criticgl of
agpects of PCS project planrning, the Committee effectively
supported the Department in its intended use of PCS.

The Repatriation Commission has considered in
detail the Committee’s recommendations on the PCS project.
Its position in regard to major recommendations is at
Attachment A.

The Department’s adoption of the Patient Care

System necessitates a close working re¥ationshlp with IBM.
Similarly, IBM needs to work with hospitals in Australia
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to tailor the overseas PCS application module.

: 8. DVA has
Joined other Health Authorities in %
arrangement. with IBM to: 4 doiat developmentv

. influencg the specification of the PCS system
to minimige subsequent in-house modifiea:ion;

. develop expertise in the -use and understandi
: J ng
of PCS to reduce future dependence on IBM;

. achieve earliest posgible system implementatio
n
and preferential '‘IBM support arrangements;

. redu?e Smplemgntntion risk through a close '
workfnz relationship with IBM and other hospitals
working to use pCs, v

Memorandum of tnderstanding.

A Joint Development with iBM has real advantage.
for DVA. This is confirmed by the pos Consultants i: ages
Sections 3 and ¢4 of their report ans the Brand Committee
(Para 28.26). bDva has already influenced the design of the
core module and data base structure of PCS and will henefit
from the changes: to the U,S. developed applications rackage,
However, tha Department does. not expect to receive essential

CORPORATE PLAN - SUMMARY

The Department of Veterans’ Affuirs was
established to “care for people whe have served in the
defence of Australia". The Department strives to provide
entitled veterans and their dependants with:

. health care and services und home care at a
level commensurate with Australian community
standards;

. income support and other allowances as
authorisged,

" ' - y .

The Repatristion General Hospitals' first priority
iz to provide treatment for entitled veterana and their
dependants and for serving members of the Armed Forces and
for community patients where spare capacity is available.
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Hospital services ara a component of the
Department’s Health and Welfare Services Program with the
objectives of:

. providing comprehensive and cost-effeétive
disgnostic and treatment services:

. providing tor the teaching of medical, nursing
and allied health personnel:;

. actively encouraging and, supporting mediecal,
scientific and general health ssrvice research,

(Reference to the DVA ADP Strategic Plan 1985/86 -
Section 2 will provide an overview of major Departmental
progrums and program objectives).

The Minister's concerns: in regard to the lack of
provision of resources in the Repatriation hospitals to
ensure the beat possible quality of service for veterans led
to the commissioning of the Hrand Committee of Review with
Terms of Reference as follows:

. Identify deficiencies in resources (buildings,
equipment and ataff) and administrative procedures
vwhich inhibit the hoapitais from delivering a high
quality of care with efficiency and convenisnce to
patients ;

. ldentify the requirements for the further
development of the hospitals and relsted services
to an ageing Veteran population to the end of the
next decade,

. Make recommendations (including on funding) to
correct any such deficiencies and to meet those
requirenents.

Recommendations of the Committee are wide-ranging.
They are the basis for submissions to Government in regard
to resource requirements and the future role of the
Repatriation hospital system.

ADP' OBJECT1VES

The ADP Objectives of the Repatriation hospitals
canhot be divorced from those of the Department as a whole.
Those objectives are detailed in the ADP Strategic Plan
1985786,
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ADP STRATEGIC PLAN

The.Department's ADP Strategic Plan for 1985/88
has been previously provided to the Committee's secretariat,

This computer acquisition proposal is fully in
accord with the Plan {Sections 8,2 - g.4 specificallz
refer). The Plan highlightse

. the r§latlonship of hospital information systems
Planning to other DVA syastems Proposals {Section §
refers);

. tha relevance of Departmental ApDp policies,

plans and methodologies to all systems activity,
including that at hospituls, :

Comments on the ADP Strategic Plan by the Public:
Service Board and the Department of Loecal GQovernment and
Administrative Services are expected shortly,

REVIEW OF EXISTING HOSPITAL INFORMA'Y LON SYSTEMS

. Existing hospital systems may be categorised as
being related to either

. Patient Care;
. Patient Services; or
. Resource Management,

Patient Care. The Admissions, Discharges and Transfers
system has been‘prozressively extended from its initia)
inplementation in RGH Concord in the early 1970's to all
RGHs. 1t is a first generation on~line, datas base system
characteriged by:

. complex visua) display terminsl operations and
poor screen design:

. inadequate support and documentation at thisg
stage of its life;

B difficully and risk associsted with changes or
enhancements;

« obaolete design restricting links and

integration with a range of supplementary patient
care system requirements and shared dats baszes.

Lo2
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There is. a high level of user dissatisfaction with
the aystem, its bateh reporting processes and uhavailability
on- & seven~day, twenty-four hour basis.,

The system is centred on the Department's Natiocnal
Computer Centre in Sydney which is predominantly used for
benefits processing systems. Some 190 VDUs are located in
the RCHs in support of the ADT system. That represents lesg
than one-third of the potential demand for access to a
responsive patient care system,

There are few systen -support staff and little
remalning experience from the original systems develapament.
The more recent development of minor supplementary systems
for the management of Infeotion control, Dietary Services
and Nursing Workloads has demonstrated the impracticality of
now extending the ADT system. ‘Thuse new systems have been
largely rejected by users with expectations well in advance
oF the computing technology available,

Patient Services. In the absence of mainframe facilities in
the RCHs and 4 responsive service t» hospitals from the NCC,
micro computer systems have been growing, Individual) data
bases have been established in laborntariea, pharmacies and
allied health service areas with little opportunity to share
dats or maintaln compatibility,

The proposed mainframe installation will be a
catalyst for the implementuation and maintenance of systems
standards, will provide extracts of patient data in support
of requests for services and. its datn base will be updaled
with service results.

Significant mini-computer based systems are
installed in support of biochemical analysis - standardiged
systems are in place in RGHs Coucord, Heidelberg and
Greenslopes. Similar systems are proposed for haematology
laboratories in several of the lospitals.

Resource Management. A stores inventary and accounting
system is implemented on PRIME minfcomputers in RGHs
Concord, Heidelberg and Greenslopes. This standardised
system uses commervcial applications software nnd_services
users through up to 30 visual display terminals in each
hospital.

Extension of the syutem to other RGHs has been
deferred until the proposed IBM-compatible computers are
installed, '
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Summary, The implementation of information systems in the
RGHs hag been restricted severely by resources and funds in
recent years. The opportunity to extend systema development
to address patient care and sevvices effactively and
efficiently has been limited in the absence of:

. logal hospital mainframe conmputing fecilities
under the control of RGYH management |

. communications, data base and systems
development technology, such as are available
through the PC8 product;

. 8 clear understanding of RGH hosapital .
information flows, systems requirements and Lo
priorities: R

- the Brand Committee noted (para 28.1) that

complaints were received from every RGH sbout

their ADP systems and service:

"With the very high dégree of
dissngisf&gtign exprissed about this service,
the Review believes it is imperative that a
major overhaul be conducted of the direction
computer applications are going within the
RGlis as a matter of urgency",

A consultant's validation of the strategy for
satisfying hospital information systems needs and priorities
will be undertaken during 1985/86. Cansultants will be
retained to lead this review which must consult with
hospital ataff at all levels:

. the realisation of strntegies for hospital
mainfreme computing facilities and the PCS
software -will lend substance to users’ statements
of need. . .

There has been no recent review by the o
Auditor-General or Internal Audit of existing hospital
systems.

OPTIONS CONSIDERED .

- L . v s

* The Repatriation Hospitals will most }iyely
absorbed into the various hospital systems of ehg.g at
the end of the century.
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hospital 1nformurronxsyscems.planninz staff.
are underway in all States to introduce advanc
database systems:

<Initi£ifﬁ4§éu§§dpns have been held wiﬁb %qgﬂaqv
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EREEN the DVA decision to adopt Prs ig cons{stent with
‘ * " that planning in several States;

. DVA nust adopt. a atandard appraach nationally
for reasons of economy although IBM compatibility
and PCS pay not sccord with the computer supplier
standardisation strategy of certain State
suthorities;

. the use of State health camputing facilities is
© ' not an option in the .short-term.

The principal option available to the Department
a3 an slternative to the current proposal is a central
bureau -spproach, posgihly through an expanded National
Computer Centra, That option has been rejected on the
following grounds:

. a national bureau is pregently used:

- it is the subject of increasing comment in
regard to responsiveness, dervice levels and
reduced- local responwibility for computer
services;

. more reliable operations un 8 twenty-four hour
bagis are achievable if organised locally;

. impraved levelsy of backup can be achieved
' through decentralised ingtallations:

. the eventual transfer of each ROH to a State
aystem would necessitate the eventual closure of
the central service,

The program of computer acquisitions is designea
to accommodaté the likely availability of Financial
resources, human resources available tfor computing .
facilities implementation, and to provide for progressive
project review.

COST EFFECTIVENESS

Surveys have rovenled that limited, detailed
information is available on the benefits associated with the
{ntyoduction of integrated: hospital intormation systems,
such &s POS, into Australien hospitals.

The Disc Intornational Congultancy on PCS was
requited to review aAvailable overseas information, to
consult with RQN managements and to provides

EXEN
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"an estimate of perceived five year costs and benefits
for the implementation of PMS (ie Inpatient Management
modtle) and subsequent modules of PCS in the RGHs,"

Section 5 of the Consultant's Report réfers. The
Conasultant concludes that benefits in dollar terms of $37.1lm
are achievable over five years with anticipated costs of
$20.5m. Break even after three years wad indicated.

The benefits survey contained in the Report
highlights the different perceptions of benefit from PCS in
different RGHs. The pressures facing each RGH may be unique
and different management styles snd methodologies are
evident..

The benetit survey has produced results of greater
substance than the benefit arguments revealed to the
Department by State health authorities. The measures are
capable of finer definition and achievement can be
monitored.

Cost effectiveness projections by Disc
Iinternational have been accepted by the Department as
support for this hospital computing proposal.

POLICY CONSTRAINTS .

The proposal is not seen to be influenced or
restricted by Government policy considerations other than
thuse relating to the procurement of ADP equipment.
ACTION PLAN

The following major steps in computer acquisition
and initisl PCS implementation have been scheduled:

Novenber 1985 i )
o Retference to JPCPA;

. Request to DOLGAS to arrange
acquisition of a computer of the
capability of an IBM 4381.

December 1985 .
. Conclusion of arrangements with IBM
for pilot implementation of the
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April 1986

May 1986

July 1986

September -
November 1986

July -~
September 1987

20.

Inpatient Management module of PCS at
Concord January - March 1986. Interim
use will be made of the IBM computer
operated by Department of Housing and
Construction; .

Request to DOLGAS to call open tenders
for four IBM 438! equivalent computers
for delivery in 1986/87 and 1987/88;

Specification of DVA requirements for
Outpatient Appointment Scheduling module
of PCS;

Installation of IBM 4381 type computer
at RUGH Concord;

Joint development with IBM of Outpatient
Appointment Scheduling:

fmplementation of Inpatient Management
module at RGH Concord on hospital
computer;

Initial implementations of Appointment
Scheduling module.

installation of [BM 4381 type computer
at RGH Heidelberg;

Inplementation of Inpatient Management
module.

Installation of 1BM 4381 type computer
at RGH Greenalopes;

Implementation of Inpatient Management
module.

Installation of IBM 4381 type
computers at RGHs Daw Park and
Hollywood.
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< Inplementation of PCS modules at Daw Park and
Hollywood will be dependent on:

. achievement of PCS implamentation at other RCHs;

. capability and capacity of other RCHs to provide
PCS computing servires via telecommunications
links ahead of the installation of their owWn
facilities;

. potential co~operative arrangements with State
Health authorities regarding PCS introduction.

INDUSTRIAL ISSUES

Consultation arrangements for the introduction of
technological change are outlined at Section 6 of the
Department’s ADP Strategic Plan 1985/46.

A Memorandum of Understanding between DVA and
Staff Associntions in relation to consultation on
technological change has recently bren agreed (Attachment
C). The consultation procedures contained therein are being
implemented in regard to the camputur acquisition proposal
and PCS implementation.

A program of informal presentations to hospital
ataff on PCS objectives and progress has been initiated.
The progeam recognises:

. the previous lack of progress in meeting RGH
user expectations of system improvements and
computing facilities installation;

. the first stage of PCS implementation involves
the replacement of the current Admissions and
Discharges system with limited impact on system
users,

PCS staff recruilment is now focusing on nursing
administration and paramedical/allied health experienge» A
priority task will be the development by such staff, in
consultation with IBM snd other PCS users (eg. Royal
Adelaide Hospital), of programs of consultation, education
and training for the extension of PCS applications beyond
the initial Admissions and Discharge function.

AUSTRALIAN INDUSTRY PARTICIPATION
The‘praposed computer acquisition program will be

subject to Government policies and procedures in regard to
Augtralian Industry Participation as stipuluted by the

108
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pProcurament authority, the Department of Lacal g
and Adninistrative Services. overnment

There are indications of very substantial
invegtiment by IBM in PCS~related hospital systems
developments in Australia.

CONSULTATION: COMNENTS

The proposed strategy for hospital information
systems inocluding camputer acquisitions is devel i
DVA ADP Strategic Plan 1985/86, eloped in the

In thg subnigsions to Government in respect of the
hospital Qomputing proposal, the co-ordinating comments of
the Department of Finance, DOLGAS and psB were generally
favourable,

The Minister for Finance has advisad, howev
that 1985/85 Punding of $2.6m is provisionsr o mo o "
expendliture should he incurred befcrn a satisfactory report,
has been received from the JPCPA an: the JPCPA reference
needs to address the comnents of the Brand Committee
(Attachment A refera),.

CONSEQUENCE OF NOT PROCEEDING
. T@e computer scquisition and Patient Care system
implementation proposal results from the Department’s need

to provide each RGH with:

. moeders, integrated management and administrative
computer systems;

. local responsibility for systems determination and
implementation;

. the management of information processing on a
seven-~day, twenty-four hour basis.

The Department does not have sufficient computing
capacity at its National Computing Centre to accommodate the
PCS syatem develapments,

The existing patient management system is
obsolescent and does not meet the reasonable expectations of
hospital management in regard Lo:

. on-line availability on a twenty-four hour basis;
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. ease of use and flexibillty to meet changes to
information requirements |

. integration with other hospital developnents
concerned with the same client bnge,

If the Patient Cave project does not proceed the
present opportunity will be lost to improve the quality of
patient care and treatment, inecluding an expected reduction
in length of patient atay in hospital, introduce more
efficient scheduling of patient services and reduce the time
and effort sssociated with patient admissioen and discharge.
The Department would also lose the opportunity to:

. achieve significant dollar benefits through
improved information systems (Disc Interpational
Consultant's Report -« Section 5);

. co-operate with a number of other Australian and
aversens hospitals in the development, adaption or
specification of common sg¢stems solutions;

. demonstrate a commitment in improved patient care
and servicing through the application of modern
information technology.

Resources do not exist within the Department to
undartake unique hospital systems development:

. this has led to the stagnation of the current
putient management. system;

. it is not coat effective to undertake complex
systems development on behalf of only six
hospitals.

ADVANCED TECHNOLOGCY CONSIDERATIONS

The praposal is based on the use of proven
computer technology:

. available hardware is proven and compatible with
that in use at the Department’s National Computer
Centre (NCC);

operating software is to be compatible with that
instolled or to be installed at the NCC;:

operating procedures will be developed and
supervised by experbenced NCC staff;
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24,

the Patient Care System ig | 3

P 0 World-wid
gver 250 hospitals and is beln2‘ndoptedeb;s: in
nuaber of Australian hospitals:

- the Department has positio
‘ ned itself tq
;uoure prq-tmplementa;ion experience with the
cg product, the capability tao tatlor it ¢o
;:;: ﬁre:;sf neegs of the RGHs and to secure
erential product ard i i
Sippare rid implementat{on

- & significant riagk to succesaful PpPCg
implementntion‘would exist if the support nf
IBM was. not secured (Brand Committee of
Review 3upports this view - para 28.26);

acquisition of facilities and syst
implementation are phased: vaten
- the option would exist t6~defer or
reschedule
:gf system or module implementation at any
e. -
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Relevant Recommendations

BATTACIMENT A

from Review of Page 1 of 14

Repatriation Hospital System’

CHAPTE

R 6§ ~ Preliminary Remarks

5. Recommendation:

(i) THAT EFFECTIVE RATIONALISATION TAKE PLACE BETWEEN
THE REPATRIATION HOSPITAL SYSTEM. AND THE STATE
HOSPITAL SYSTEMS (para 6.5).

Responsible area:

Action required:

Target Date:

Resource Implications:

Comment:

Treatment Sexvices Division

Commission accepted principle. To be’
implemented as soon as possible.
Principle to be incorporated in draft
Cabinet submission

Commonwealth/State consultation oo
Consultation with Staff Associations

Immediate - September 1985 (Cabiﬁet
Submission)

Non~Departmental hospital expenditure

6. Recommendation:

ii THAT DEPARTMENTAL AND STATE PLANNING FOR HEALTH

“h SERVICES REFLECT RECOGNITION OF THE INEVITABILITY OF
ULTIMATE INTEGRATION OF THE TWO SYSTEMS (para 6.5
and 6.12 to 6.15).

Responsible area:

Action required:

Target Date:

Resource Implications:

Comment:

Treatment Services Division

Commission could not accept that
integration was inevitable given the
possibility of future conflicts, the ‘need
for facilities for Defence Force personnel
and other possible future Commonwealth
policies. . ) ‘
Refined proposal to be incorporated’ in | -4
draft Cabinet submission.
Commonwealth/State consultation.s ’
Consultation with Statf Assoclations.

RS T

Immediate ~ September 1985. (Cabinet
submission} [EERTRON

it

Non-Departmental hospital expendituren pon
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Chap.ex’? - Changes. in Population Qgggchgng?

CHAPTER 7 - Changes in the Treatment Population

15. Recommendation:

(i) THAT AN ANNUAL STATEMENT OF POPULATION PROJECTIONS
FOR USE IN STRATEGIC PLANNING BE PREPARED AND
v PUBLISHED (para 7.13}), .

Responsible area: Systems Division

Action required: Commission agreed to recommendations but
. noted that the Department could not employ
*actuaries",

Target Date: Short-term - December 1985

Resource Implications: 2 or 3 extra staff

Comment: Efforts are already being made to divert
from routine reporting to predictive
analysis.

16, Recommendation:

{4i1) . THAT THE DEPARTMENT'S CENTRAL PLANNING UNIT HAVE
ACCESS TO SKILLED ADVICE IN' BIOSTATISTICS AND
... CLINICAL EPIDEMIOLOGY (para’ 7.14).

Responstble;a:ea:' Systenms ptvﬁsion‘- consult with Medical

Action required:

NUERES

Commission acceptéd recommendation.

Target Dater Short-term’- December 1985
sa,

Resource Implications: Minimal.

Commentisi. .
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CHAPTER 15 - Medical Recocds Services

79. Recommendations

{v} THAT THE DEPARTMENT INITIATE P COMPLETE COMPUTERISED
PATIENT MASTER INDEX IN THE HOSPITALS (para 15.17).

Responsible area: Systems Division

Action required: commission accepted recommendation and
noted that it was the first stage of PCS
implementation.

Target. Date: short-term -~ December 1985

Resource Implications: To be advised

Comment: pProject began in September 1984, Joint
development with Royal Adelaide hospital
began May 1985

80, Recommendation:

(vi) THAT THE DEPARTMENT INTRODUCE AN AUSTRALIA WIDE
NUMBERING SYSTEM UNIQUE TO EACH INDIVIDUAL PERSON
(para 15.1%9).

Responsible area: Systems Division

Action requireds: commission accepted the recommendation as
a long-term strategy but noted significant
resource implications. The
cationalisation of other-idéntifiers is
being considered as new systems are
proposed. Status report to commission

Target Date: Short-term - December 1985 (Status report)

Resource Implications: Significant

comment:
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Chapter 15 - Medical Records Service Page 4 of 14
81. Recommendation:

(vii) THAT THE USE OF A COMPUTERISED PATIENT PROFILE
RECORD BE' INVESTIGATED (para 15.25).

Responsible area: Systems Division

Action required: Commission agreed to recommendation, For
consideration when hospital computing and
word processing facilities are installed.
Status report to Commission

Target Date: Long-term - June 1986 (Status: report)

Resource Implications: To be advised

Comment:

a2. Recommendation:

{viii) THAT AN UP-TO-DATE, 24 HOUR BACK UP SERVICE TO THE
COMPUTCRISED FILE LOCATION BE ORGANISED (para 15.26).

Responsible area: . Systems Division

Action required: Commission rejected recommendation and
noted that the problem had largely been
overcome by the recent purchase of
additional storage capacity. Need to
replace existing microfilm ‘back-up system
will be prioritised against other system
demands by PCS Steering Committee. Status
report to Commission

Target Date: short-term ~ December 1985 (Status report)
Resource Implications: To be advised

Comment:



preference to JC!

87. Recommendation:

{xiii) THAT WORD

PA on Computing Eagilities
Chapter 15 - Medical Records Service

ATTACHMENT A
Page 5 of 14

PROCESSORS BE ACQUIRED AS A MATTER OF
URGENCY IN AREAS RESPONSIBLE FOR DISCHARGE

ARIES, AND THAT ERGONOMICALLY DESIGNED‘EQUIPMENT
i:gMFURNIéURE‘BE ACQUIRED TO. SUPPORT THIS (para

15.37).
Responsible area:

Action requireds

Target Date:
Resource Implications:

Comment:

systems. Division

Implemented -~ Commission noted that
implementation was in progress.

office Machines, furniture and fittings

Endorsement of established DVA strategy.
Equipment to provide access to common
storage with facilities to index and
retrieve as well as procesS text was
acquired in June 1985
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ATTACHMENT A
Page 6 of 14

CHAL'FR 17 - Qutpatient Services and Elective Admissions

109. Recommendation:

(iv)

Responsible area:

Action required:

Target Date:

THAT THE CLERICAL AND TYPING SYSTEMS AND PROGCEDURE
IN THE OUTPATIENT DEPARTMENT BE STREAMLINED TO s
IMPROVE THE PRODUCTIVITY AND EFFICIENCY OF THE
DEPARTMENT {para 17.7 and 17.8).

Management Services Division
Commission agreed to recommendation.
Management Review to be undertaken.
Status report to Commission-

Short-term - December 1985

Resource Implications: Possible savings

Comments

110. Recommendation:

v)

Responsible area:

Action required:

Target Date:

THAT THE TYPING ARRANGEMENTS FOR OUTPATIENTS BE
UPGRADED WITH THE USE- OF WORD PROCESSING FACILITIES
{para 17.11).

Systems Division

Commission agreed to recommendation being
pursued in the 1986/87 Budget and noted
the significant resource implications.
Equipment acquired in June 1985 to be
£fully utilised, developed and evaluated.
Status report to Commission

Long-term - June 1986

Resource Implications: Equipment cost

Comment:
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CHAPTER 26 - Personnel Services

111. Recommendation:

{vi) THAT A COMPUTERISED OUTPATIENT SCHEI_)ULING SYSTEM BE
IMPLEMENTED (para 17.11 and Chaptex 28).

168, Recommendations
Responsible area: Systems Division
(ii1) THAT THE DEPARTMENT CLOSELY INVESTIGATE COMPUTERISED
Action required: Commission agreed to recommendaticn and PERSONNEL PAYROLL SYSTEMS WITH A VIEW TO

IMPLEMENTING AN ALL-ENCOMPASSING SYSTEM FOR THE

noted the need to evaluate the victorian
HOSPITALS (para 26.37).

system and extend the system to other
States. System to be accessible to users

on the hospital network.--Status report to ; Responsible area: Systems Division
Commission
' : Action requiredr Commission noted this was part of the
Target Date: Long-term - June 1986 Personnel Management System review.
priority in relation to other systems to

Resource Implications: Cost of implementation. Possible savings X be established, Status. report to

in statf numbers ' Commission.
Comment: Target Date: Short-term - December 1985

Resdurce Implications: Scope for staff savings

Lf Comment:
1
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reference to JCPA oOn CcOomputing pacilities '~ -~ . ATTACHMENT A"
. * page 9 of 14"’

CHAPTER 28 = Automated: Data Processing
178. Recommendation: -

y £

(1) THAT A STUDY ‘BE UNDERTAKEN ‘BY. AN INDEPENDENT BODY IN
CONSULTATION WITH THE HOSPITALS OF THE FULL DATA
PROCESSING REQUIREMENTS OF THE HOSPITALS AND HOW

BEST TO SUPPLY THOSE REQUIREMENTS' (paca 28:2 and -

28.4) .

Responsible area: Systems Dlvtsion. ’

Action required: commission agreed with this cecommendation
noting it has been implemented.,. Continue
to develop total DVA strategy. Status
report to commission.

Target Date: Long~term - June 1986

Resource Implications: significant costs in consultancy fees

Comment:. The first of these consultancies began in
June 1985.

179. Recommendations

[£%5) THAT A HOSPITAL COMPUTING STEERING COMMITTEE BE SET
uP IN EACH RGH (para 28.5}.

Responsible area: Systems Division
Action required: Ccommission agteed with reconmendation.
Implemented

Target Date:
Resource Implications: #inimal

Comment.:
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180. Recommendation:

o (ikfy  THAT A HOSPITAL INFORMATION SYSTEM CO-ORDINATOR BE
. APPOINTED AT EACH RGH (para 28.6}.

Re;ponslblé area: : systems pivision

action required: Conmission agreed and noted the
recommendation was implemented.

Target Date:
resource Implicationss 1 staff-at each RGH

Comment:

181. Recommendations

(iv) THAT THERE BE HOSPITAL REPRESENTATION AT ANY BRANCH
OR CENTRAL OFFICE STEERING COMMITTEE (para 28.7) .

Responsible area: Systems pivision.

Action required: Commission agreed with the
recomméndation. consult with Chairman of
co. Steering Committee. Status report to
Commission.

Target Date: short~-term. - pecember 1985

Resou;ce”;mplicationsa, Travel expenses:

comment: v
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182, Recommendation:

vy THAT CENTRAL OFFICE DATA PROCESSING STAFF BECOME
PERSONALLY ACQUAINTED WITH THE HOSPITAL ENVIRONMENT
AND USER REQUIREMENTS (para 28.8).

Responsible area: systems Division

Action required: Commission agreed wiﬁh the
recommendation. Team members to continue
yisits to RGH's. Status report to
Commission.

Target Date: short-term - December 1985

Resource Implicationss Travel expendjture

Comment:

183, Recommendation:

(vi) THAT ONLY QUALIFIED BERSONS BE APPOINTED IN ADP
SECTIONS OF THE HOSPITALS (para 28,.13).

Responsible area: Systems Division

Action required: Commission agreed with the
recommendation. Situation to be
reviewed. Status report to Commission.

Target Date: Short-term - December 1985
Resource Implications: Nil

Comment: There has been a lack of strategic
direction in the use of microcomputers
which is being addressed by the
establishment of a central group to
support Branch and hospital staff in this
area. The systems staff at hospitals and
Branch Offices will be trained to support
users in the full range of applications.
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184. Recommendation:

{vii) THAT A QUALIFIED PROJECT MANAGER BE OBTAINED FROM
OUTSIDE DVA TO HEAD THE PCS TEAM (para. 28.24).

Responsible area: Ssystems Division

Action requireds Commission rejected this recommendation.

Target Dater

Resource Implications:

Comment: A response to a job specification for the
Project. Manager was sought from an
external consultant but the cost
($250,000) was not able to be justified.

A senior Departmental officer will be
seconded in August to manage the project.

185. Recommendation:
(viii) THAT A MEDICALLY QUALIFIED PERSON BE APPOINTED AS

PART OF THE PCS TEAM TO ENSURE THE QUALITY OF THE
SYSTEM FUNCTION AND TO PROTECT THE USERS' INTERESTS
(para 28.24).

Responsible area: systems Division

Action required: commission agreed that special interest

B groups be. formed. Consultation,wigh
Medical. Status report to Commission.
Target Date: Short-term - December 1985
Resource Implications: Minimal staffing

Comment:
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Reference to JCPA on Computing Facilities
Chapter 28 ~ ADP g

186. Recommendation:

{ix) THAT MAJOR AUTOMATED DATA PROCESSING STRATEGIES BE
DEFINED AND RATIFIED (para 28.25).
Responsible area: Systems Division

Action required: Commission agreed with the recommendation

and noted it had been implemented.
pefinition and ratification to be
continued. Status report to Commission.

Target Date: short~-term - Decenmber 1985

Resource Implications: Minimal

Comment:

187. Recommendation:

(%) THAT AN ADEQUATE. BUDGET FOR THE PCS PROJ.
) ECT TEAM BE
PROVIDED AND THAT THE PROJECT MANAGER HAVE CONTROL
OF THE BUDGET AND PROJECT (para. 28.27).
Responsible area: Systems Division

Action required: Commission agreed with the recommendation

and noted it had been implemented under
the supervision of a Steering Committee.

Target Date:
Resource Implications:

Comment:
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Chapter 28 - AD

188, Recommendation:

(xiy  THAT STAFFING FOR THE PCS PROJECT BE TIMELY AND
ADEQUATE (para 28.28).

Responsible area: systems Division

Commission agreed with the recommendation
and noted it was in progress. Continue
recruitment. Status report to Commission.

Action required:

Target Date: short-tecm - December 1985

Resource Implications:

Comment: Recruitment in progress

189. Recommendation:

(xil) THAT THE HOSPITAL COMPUTER STEERING COMMITTEES IN

CONJUNCTION WITH CENTRAL OFFICE DEVELOP POLICIES IN
RELATION TO PERSONAL COMPUTERS {para 28.30).

Responsible area: gystems Division

Commission agreed with the recommendation

and notea it was being implemented.

Policies to be developed. Report for

Commission consideration

Action required:

Target Date: Short-term - December 1985

Resource Implications: Wil

Comment:

190. Recommendation:

(xitdi) THAT A RETRAINING PROGRAMME BE IMPLEMENTED FOR vou
OPERATORS (para 28.31).

Responsible area: Systems Division

Action required: Commission agreed that a retraining
rogram be implemented as. needs are
dentified, Strategies to be developed by

staff Development. ~Status report to

Commission

Target Date: short-term - December 1985

Resource Implications: Expenditure to conduct program

Comment: Action will be initiated as specific needs
are tfentified and advised
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ATTACHMENT 'B*

(Page 1 of 2)

EVATT ROYAL COMMISSION ~- VOLUME 8, BENEFITS AND TREATMENT

19,

20,

21.

seek such speclalist opinions only when necessary
for the purpose of assisting claim determination
or when consideced medically necessary,

THAT aedica)l assessments ldentifying degrees of
incapacity be made by nmedical officers at the
same time as dlagnostic medical examinations are
conducted wherever possible.

THAT an intra-departmental committee reaporting to
the Secretary to the Depactment be established to
consider the number of Repatriation Commission
dscisions reversed on appeal, the cgeasonc
thecefore, and the need "to amend administrative
practices or proceduges in the 1ight of such
results:

THAT funds be provided to echable DVA to transfer

clinical record £iles of Vietnam veterans to

computer files. This would enable a1l hospitals

in the Repatriation eystem to have immediate and

continuous access to all clinical records while

enabling other adminlstcative actlons to proceed

or continue. Adminlstration and treatment should

be comylimentazy and not competing priorities

.within DVA. The computerisation of all relevant

records would facilitate that end, This is 2

most important recommendation. The Commiseion

AV-54

Reference to JCPA on Computing Facilities

ATTACHMENT ‘B' (Page 2°0f 2)

has perceived lts own lnquicles ceeating delays

becduse of the need to sight the files,,

The Comnisxlon cespectiully SuUggests that the

computetisation process ceferced to 1n Recommendation 21

above be extended to the clinical files of all DVA

clientele.

The Comaission is acutely awire of the expense of

computerisation of clinical flles, It regards this step

as urgent and percelves it as In lacge neasuce solving

complaints about Information supply, delay and counter

statt.

CHAPTER XY Qonglusfons and Becommendacions

1. The Conmmission recommends the adoption of its
program for publicity of its flndings sat out in

the postseript.

xv-56
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2.1

MEMORANDUM OF UNDERSTANDING BETWEEN DVA AND STAFF

ASSOCIATIONS IN RELATION TO CONSULTATION ON
TECHNOLOGICAL CHAMGE IN THE DEPARTMENT

PURPOSE

The purpose of this memorapdum is to set out Jointly

s

. gghéed‘arrdngéments fors

. -consultabion betweer Staff Associations and the
Department regarding technological change within the
Department; .

the principles which underline the agreement to

consult; and

deseribing the nature and timing of the flow of
information between the Department. and the staff
associations involved in these arrangements.

DEFINITIONS

AR UL L)

Throughout this memorandum there will be a requirement to

ensure clarity by defining key or ambiguous terms.

These

definitions will generally be covered in the body of this

Memorandum.

Three terms which require immediate

definition are:-

tDepartment'. The Department of Veterans' Affairs.
'Staff Association': A legally constituted
Association or Unlon whose members are employed
within the Department.

'Technological. Change' is defined as involving the
introduction of new equipment, including computer
based equipment, which effects the efficlency and
effectiveness of the operations of the Department,
the employment of persons to whom this memorandum
applies, or the way in which the work is performed.
This definition also fncludes significant variations
to existing systems, software as well ‘as hardware,
and trials of possible systems or technologies,
where these affect the operations of the Department
or involve changes to the structure of work or the
working environment. ’ .

GBJECTIVES OF TECHNOLOGICAL CHANGE

The objectives of the continuing introduction of new
technology are twofold:

to assist the Department to efficiently and
effectively achlieve its corporate objectives with
regard to:

- time, quality and cost of services to the
clients.
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-l

- utilisation of resources

- thorough serutiny of practicable alternatives
to satisfy the needs of Government, its clients
and the Australian community

. to improve the working environment for employees,
including:
- ensuring the benefits of the development of new

technology are available to them to reduce
tedious activities, increase: job. satisfaction,
impart new skills and improve Job design;

- improving and securing career paths and
classifications while at the same time
inereasing job mobility;

- whenever possible, decentrallising decision
making and giving increased autonomy and
responsibility to staff.

CONCEPT OF TECHNOLOGICAL CHANGE

Technological change is a broad concept involving changes
in equipment, including machinery, specialised hospital
equipment and computer~based equipment, which affects the
way in which work 1s performed and the efficiency and
effectiveness of the Department's operations. New
technology may also require the development of new or
very different work methods or operations which in turn
may lead to elimination of certain jobs or possible
occupations, and substantial changes for individuals
involved in the work areas in question. Conversely,
technological change may also serve to broaden and secure
career paths and classifications, to increase job
satisfaction, task variety and staff mobility, to improve
skill levels, numbers of staff and job opportunities ang
to create a healthler and safer working environment.

Accordingly, assessment of technologicdl change proposals
must have regard to both positive and ddveérse effects and
it is accepted by the parties that thesé assessments will
be given joint consideration.

BROAD PRINCIPLES OF CONSULTATION

For the purpose of this Memorandum it is agreéd that the
important broad principles in consultation are as follows:

The Department acknowledges the Staff Assocfatifons' need
to be advised of projects falling within the terms of
this Memorandum of Understanding. It thérefore agrees to
provide written details of projects -clearly falling
Wwithin these guidellines together with lists of proposals
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5.3

5.5

5.7

5.8

5.9

-3-

{dentifled in the ADP strategic plan, the register of
system and review proposals and the natlional register of
aspecialised equipment programme. The Staff Associations
undertake to respond quickly indicating on which projects
they wish to consult and the level of that consultation.

Consultation should serve to ensure that all staff are
made aware of the industrial and environmental benefits
and disadvantages which may accrue from technological
change. Where the Department and Staff Asscclations have
not reached agreement on an issue/aspect of technological
change, this will be acknowledged in. any information
provided to starf,

Consultation acknowledges the responsibility of the
Department to provide information to Staff Associations
before the development and implementation stages of
technological change, and to take into account and
respond to any Staff Associations' proposal that the
change be amended, or not implemented, or for alternative
non-technical solutions or timetables.

Consultation should serve to ensure that the concerns of
staff regarding technological change are recognised and
that all possible action. is taken .to minimize any
detrimental effects of such change. It Is agreed that
Staff Association will be consulted regarding any
redesign of jobs,

Every effort should be made to ensure that concerns about
technologlical change are addressed with mirimum
disruption to the delivery of benefits resulting from the
proposed change.

Staff Associations acknowledge that an objective of the
consultative process is to produce an environment In
which industrial action should be unnecessary and agree
that only issues of relevance to particular projects will
be ralised.

As part of the consultative process, the Department shall
provide to Staff Associations at all stages, all
available relevant information required to make adequate
asseasments of the remifications of the proposed
technologieal change. Adequate time will be given to
Stafl Assoclations for consideration.of propdsals
inéluding, in the case of members who are affected, the
opportunity for propesals to be considered in worktime.

Where Government decisions require it, or as agreed, the
procedures for consultation may be abbreviated by
agreement reached between the Department and the Staff
Asscciations.

Following notificatfon of a proposal Staff Asscclations
agree to respond within a reasondble period.

Consultation should follow and observe the establlished
and mutually agreed processes and communication channels.
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e

The Department shall provide to key management personnel
coples of these arrangements and inform them that they
are Departmental policy {n situations where technological
change is contemplated.

PRINCIPLES OF IMPLEMENTATION OF NEW. TECHNOLOGY

The following principles are agreed:-

Training and re-training of staff shall be at management
expense.

Prior and subsequent training shall be provided to staff
required to use new technology in their jobs and adequate
resources shall be provided to cover the provision or
receipt of training.

The Department notes the view of Staff Assoclations that
all neceasary transafers should be voluntary. L}
Department agrees that, should it be necessary to
transfer staff compulsorily, the Department will consult
with the relevant Staff Assoclation(s).

Technological changes shall not result {n discrimination
against members of EEQ designated groups. Any such
concerns arising out of proposals for technological
change will be referred to the EEO Committee on the
recommendation of the Staff Assoclation(s).

Automated monitoring of the, work cutput of individual
workers shall not be proposed unless indf{vidual work
output statistics are made available to individuals
concerned with his/her agreement and the agreement of the
Staff Associatfon concerned.

New technology shall not invade the privacy of staff and
of clients.

Nothing in these principles will over-ride the provisions
of prevailing occupational health and safety legislation
and associated regulations, or any Government policy or
code or practice, or the terms of the Department's
occupational health and safety agreement. *

The objectives of the Department in the introduction of
technological change shall be that it not result in
retrenchment of staff .and the Departmént notes the Staff
Assoiiations‘ intention to negotiate over off-setting job
creatlion.

The objective of the Department in the introduction of
new technology is to compliment and improve rather than
raeplace the provision of high quality perscnal services
to the clients of the Department.

PRINCIPLES OF INFORMATION SHARING

The partles agree that the general principles regarding
information sharing_ will be:-

The terms of reference and criteria for any study or
trial or tender documentation concerning technological
change as previously defined will be subject to
consultation.
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Technical information shall be presented to Starf
Assooiations simultanecusly with non-technical
descriptions of the subject matter of proposals for
change.

ADP Strategfc Plans are recognised as significant
documents In relation to the technological change
process. Consultation on the content of ADP Strategic
Plans will be consistent with the principles in this
Memorandum and will occur in sufficient time to allow an
orderly consultative process prior to approval by
management. Apart from consultation on the Plan itself
separate notification and consultation shall cccur on
projects contained within the Plan.

SCOPE OF RESPONSIBILITIES

Within the Department, the process of consultation over
technological change wi{ll involve three parties: the
project sponsor, Assoclation representatives, and the
Assistant Secretary, Employee Relations and Conditions
Branch (AS(ER&C)) in Central Office or Industrial
Relations Officersin Branch Offices. These parties are
defined as follows:

'The Project Sponsor' An officer or body authorised
by the Secretary or his delegate to manage or direct
projects, including studies and reviews, which may
result in the introduction of technological change
within the Depariment.

'Staff Association Representatives' Representatives
of a legally constituted Association or Union whose
members are employed within the Department and who
may be materially affected by the technologlcal
changes under consideration.

'Assistant Secretary, Employee Relations and
Conditions. Branch (AS(ER&C)}' An officer
responsible for the Industrial Relations functlon of
the Department, This officer is responsible for
cansultative arrangements for téchnologlcal change
which is the responsibility of Central Office (see
Section 9.1). Industrial Relations Officers are
responsible for consultative arrangements rpr
téchnological change within a Branch Offfce’ (see
Seetion 9.4).

It is the responsibility of all parties to enhance the
process of consultation bys

. the passage of frank, open and timely
communications; and

. conforming to reasonable requests for actlon
completion or response dates.

The Project Sponsor will be responsible fory

providing advice to. the AS(ER&C) in writing of any
authorized proposal involving the latroduction of
technologlical change;
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. responding in a timely and complete fashion to any
requests for information received from the AS(ER&C);

. the creation of a project environment which is
conducive to effective consultation; and

. maintaining satisfactory representation at all
meetings, conferenes and the like which are integral
to the consultative process.

The AS(ER&C) will be responaible for:

. distributing the information to relevant Association
representatives;
. communicating Association Representatives responses

back to the appropriate section;

. organising consultation between the parties as
required; and

. acknowledging receipt in writing of lnformation and
correspondence concerning tachnological change which
is recelved from Staff Associations.

The Staff Asscciations will be responsible for:

. representing the interests of their members and in
particular those likely to be directly affected by
the proposed technological change;

. providing satisfactory representation at all
meetings, conferences and the like which are
integral to the consultative process and have been
agreed between the parties; and

. providing the Department with written communication
within a reasonable time frame of concerns regarding
particular proposals for technological change.

LEVEL OF CONSULTATION -

Central Office

Central Office will consult with Federal Offlces of Staff
Assoclations in the following Instances:

. Technological change proposed to be introduced into
Central Jfflce and/or into more than one Branch
Office or Institution;

. Technological change proposed to be introduced into
aone Branch Office where Staff Associations or the
Department regard it as having Departmental-wide
implications;

. The Department's overall strategy in particular

areas e.g. the ADP Strategic Plan; and
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. When a pilot scheme i3 established, elther in
Central Office or in a branch, to test a system or
equipment with & view Yo Introducing It throughout
the Department.

The AS(ER&C) in Central Office will assist in monitoring
the project and will arrange for the area concerned to
lialse with the Federal Offices of Staff Assoclations.
In some cases it may be necessary to consult with the
Federal Office and State Branch of relevant Staff
Assoclations at the same time.

Branch Offices

Branches are responsibla for consultation at State Branch
or Institution lavel on technological change not included
in the abave 1ist, and for providing information to
relevant State Branches of Staff Assoclatlons as set out
in this Memorandum.

Branches should also keep the Central Office informed of
the consultation process with State Branches and coples
of any documentation given to Staff Assoclations should
be forwarded to Central Office for information and to
ensure that Federal Offlces of relevant Staff
Assoclations are advised.

When a Branch is considering the adoption of
techneleglcal change already adopted in another Branch
full details of previous consultation with Staff
Assoclatlions should be cbtained from the originating
Branch so that the relevant Branches of Staff
Assoclations can be consulted.

TECHNOLOGY DEVELOPMENT PROCESSES AND RELATED CONSULTATIVE
PARAMETERS

Within the Department there are six steps in the
development of major technoleogical change and a some what
lesser number of formal steps in minor develapments. The
process of managing change and therefore the consultative
process differs little between major and minor
developments: the point at which consultation commences
Is identical and the management of undertakings differ
only in the complexity and level of the co-ordinating
body. The stages in development of Technology within the
Department are:

. Proposal

. Feasibility stage including project approval and
funding

. Design Study and preparation of formal proposal

. Development of the System

. Implementation of the system

. Post-Implementation Review.

The first formally .authorised phase ls the second, i.e.
the feasibility stage, and it is at this time that the
formal development process is set in train. Decisions
are taken to accept the proposal, to register it on the
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Department's National Project Regiater, to determine the
developmental strategy to be applied, i.e. whether it is
to be a major or minor development and to establish the
management and consultative structuré appropriate to the
acope and parameters c¢f the development:

The consultative processes thib apply to the stages In
the development process are oquilined below.

Feasinility Stage
This {s the second formal step‘iniﬁhé developmental

process which 1s signified from a management viewpoint by the
acceptance of a proposal and its entry i{n the National Projects

Register.

The feasibility study should cover the positive and

adverse implications of the proposed technological change (n
accordance with the principles of this Memorandum. Af this polnt
the following steps are to be initlated in the conaultative

process..

«1) Step 1. Staff Assoclations at both Federal and
State levels are to be advised in writing of the
pending Feasibllity Stage, the management structure
to be adopted to monitor the development and the
consultative structure proposed by the Department
for the project. The emphasis at this stage will be
on the earliest possible notice of likely change,
rather than provision of detalled information.

«2) Step 2 Management and Staff Associations at federal
level will consult qh‘ghe terms of reference of the
feasibility study.

.3) Step 3 Subject to normal requirements regarding
confidentiality of certain information, the
following information i{s to be provided to Staff
Associations in writing as it becomes available:

(1) a full deseription of how the relevant work is
pregently being done, including technical
description of any technology used.

(i1) A technlcal explanation of the nature and scope
of the techological change being consldered,
reasons for the proposed change, any
information about the effects of its use
elsewhere and the possible penaltles for not
introducing the change

(111) The possible ways in which the. equipment or
' system may be operated. The location and
description of the equipment proposed (if
known) .

(iv) Impact on clients of DVA.
(v) Advice on, expected benefits of introducing the
technologlcal change and the means by which the

benefits expected to clients qnd staff will be
distributed. .
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{vi) The numbers, classifications and locations of
staff who may ‘be affected by the tachnological
change proposed to be introduced and likely
interfaces with other functional areas in the
Department. This information should identify
implications for the Department's EEO policy,

(vii) Skill levels required for the introduction of
the technology dnd the training of stafr,
ineluding re-training of existing staff, which
might be necessary.

(viil) ©Posaible changes to staffing structures in
operational areas.

(ix) Advice of proposals in respact of any possible
: redeployment or transfer situations,

(x) Implications, Lf any, of the technologlcal
change for the occupational health and physical
work environment of staff employed ln its use,
i?g for any other aspects of quality of working
'ife.

(;i) Privacy and security provisions relating to the
interests of 'staff and clients.

(xil) The proposed rate and time frame for the
exercise, recognising that, in the interests of
early advice and consultation, Initial advice
may not 'be able to cover all of the above
points in detail, and that i{n practice in many
cases the information may need to be made
available on a progressive basis or in
comparatively general terms.

On receiving initial advice, or at any stage in the
coursé of receiyving progressive advice on the details,
any Staff Assoclation with direct interest may ralse
aspects of concern to it, preferably by writing to the
Asslstant Secretary, Employee Relations and Conditions
Branch or railsing the matter at the Department's regular
or special consultqtion meetings on technaological change.

It is an objectivé of the consultative procsss that the
early advice of copncerns will, {n general, enable the
consideration of alternative apprdaches to such issues
without disruption to the progress of agreed projects.

Doqumeniahion provided to Staff Associations will include

a staff {mpact statement based on the format set out at
Attachment A as the Information becomes available.

Remaining Stages
Subsequent stages in the system development cycle include:

. preparation of design studies
. formal proposals
. system development and implementation.
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It is important to note that during the systeam
deve'lopment and implementation stages .clarification of
requirements may nead some system redesign or
modifications, During these stages more detalled and
mare accurate staffing information will become
progressively available and the stafl impact document
provided under 10.7 will be progressively updated to
inceorporate that. information.

The consultative structure and informatlion sharing
process established during the Feasibility stage may be
subject to minor changes but the principles established
will pertain to the total development

process, Staff Associations will be provided access to
information collected and proposals generated by Project
Teams and will, apart from consultation at that level to
ensure maximum agreement, be able to make further
representation on unresolved matters of concern to
Project Steering Committees or Senlor Departmental
management. This will ensure the fullest consideration
of any alternative arrangements which they wish to
propose. All matters raised by the Staff Associabins
will be responded to by the Department, with reasons, as
soon as possible.

Where agreement cannot be reached it is open to either
party to invoke established procedures for the resolution
of disputes.

TRIALS OR PILOT STUDIES

On some occasions when new technology ls being
considered, a trial period (or pllot study) of the new
equipment may be helpful to, and could be agreed as part
of, the consultative process. It would enable
identification of problems, disadvantages and advantages
and provide a fuller understanding of what is involved.
Should the Department wish to undertake a trial of new
technology, or where a trail or pilot is agreed between
the Department and relevant Staff Assocliatlions, the
Department will consult on the detailed specification
proposals and arrangements for the trial and will provida:

. the number, location and classification of staff who
would be affected by the trial;

. the proposed applications of the new equipment; and
. the opportunity for Staff Association
representatives to arrange discussions during
working hours with member affected by the trial; and
. timeframe for proposed trial/s.

Where it is agreed that a trail should be conducted the
trial will be jointly evaluated.

14,
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ON-SITE INSPECTIONS

Inspection of new equipment located ln the work place is
a legitimate requirement. In the case of inspections by
the Joint consultative bady, notiflcations of pending
inspections should be passed through normal management
channels. In the case where Staff Associations wish to
carry out on-site lnspections, reasonable notlice of the
requirement should be passed to the Assistant Secretary,
Employee Relations and Conditions Branch where
consultation s ceaurring at federal level, or the Deputy
gommissioner where consultation is occurring at State
svel.

WORK ENVIRONMENT AND OCCUPATIONAL HEALTH

The Department and Staff Assoclations agree to negotiate
codes of practice and guidelines for general application
to specific technological change initiatives.

TRAINING

The Department will provide training and encourage staff
to become conversant with new technology, and consult
with Staff Assaciations on training needs. Training
needs are to be jolntly reviewed on a regular basis.

TECHNOLOGICAL CHANGE INVOLVING OTHER DEPARTMENTS

Where the effects of the technological change encompass a
number of departments, the Public Service Board may
co-ordinate consultation with the Staff Associations.
REVIEW

This memorandum of understanding will be subject to Joint
review 12 months after coming into operation.
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ATTACHMENT A

STAFF IMPACT DOCUMENT

EXISTING WORKING ARRANGEMENTS /SYSTEM

brief description
staff involved (establishment and actual) by:

. designation/grade

. number

. location

. employment status (e,g. full time, part time,
temporary, permanent)

description of duties

duty statements

staffing organisation

organisation charts

management information systems (e.g. work monitoring)

PROPOSED: WORKING ARRANGEMENTS/SYSTEM

comparative cost

technical explanation of the nature and scope of the
proposed technological change

description of the way in which the technological
change may be operated (including options)

staff who would be involved by:

. designation/grade
. number

. location

. employment status

description of propcsed duties
proposed duty statements
reclassification proposals
proposed staffing organisation
proposed. organisation charts

description of
description: of
description of:
arrangements
description of
description of
implications

- deseription of
systems
description of
description of
implications fo
implications fo

new/different skills required
changes in work practices
éngoing tralning requirements and

cﬁanges to working environment
occupational health and safety

new/different management information
new/different conditions of employment
new/different hours of duty

r equal employment opportunity
r industrial democracy
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RELATIONSHIP WITH OTHER SYSTEMS.

- What will be the likely interfaces with other
systems and other functional areas?

EFFECT ON OTHER STAFF

- What will be the effect on staff in areas indirectly
affected by the proposed technological change?
Particular attention should be pald to staff from
areas which supply input to or use output from the
proposed technological change

REDEPLOYMENT /RELOCATION

- Is redeployment or relocation involved?
- If so what will be involved in terms of:
designatloné?
numbers?
locations?

physical transfers?
salary malntenance?
retraining?

career opportunities?
financial support?

SYSTEM DEVELOPMENT PHASE (To be provided on request by
Staff Assoclations)

- What staff are involved in system devclopment in

terms of:

. designations?
. numbers?

. locations?

- Will they be full time or part time on system
development?

- For what period will they be required?
INSTALLATION/OPERATIONAL STAGE

- What staff (locations, numbers, designations) will

be required, for installation and to operate and
maintain both the old and new systems during this
stage?

What arrangements will be necessary for release and
relief of staff to receive training on the new
system?

What final relief ratios are proposed?

What training will be provided?

What staff are needed for the conversion of records?
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What arrangements are to be made for recruitment of
installation teams and what happens to them after
the installation?

Are there any occupational safety and health I{ssues
involved during the Iinstallation/operations stags?
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COMMONWEALTH OF AUSTRALIA

) )‘ JOINT PARLIAMENTARY COMMITTEE OF PUBLIC ACCOUNTS
‘!'J AUST)}'AU&‘L"
R PARLIAMENT HOUSE
CANBERRA, ACT,
TEL. 72 7455
TELEX AAG1689
FAX 727689

Mr S J wookey
Assistant Secretary

Systems Division

Department of Veterans' Affairs
MLC Tower

PHILLIP ACT

SUBMISSION ON ADP_ACOUISITION PROPOSAL
EOR REPATRIATION HOSPITALS

Further to your discussion with Mr Erbacher and
br Capp on Friday 7 February I am writing to request further
information in Support of your Department®s ADP acquisition
proposal for the Repatriation Hospitals, This information
falls into two categories,

i} Further information which we suggest be
included in a revised and necessarily expanded submission to
the Committee. This submission would remain the principal
document tendered as evidence in support of your proposal,
Our ADP advisers' comments on each section of the submission
are at Attachment a.

ii) More detailed information which will assist
the Committee's ADP advisers in evaluating the proposal and
briefing the Committee. A list of gquestions seeking this
information is at Attachment B.

There is a good deal of common information
requested at Attachments A and B. I suggest that where the
answers to the questions asked in Attachment B are included
in your revised submission, you simply provide a cross
reference.

Our principal impression of your submission and
its supporting documents is one of inadequate explanation
and justification of a proposal that should be relatively
easy to justify. The submission itself does not provide a
sufficiently clear and comprehensive description of the
total integrated hospital information system which is
proposed, of the project planning and management which will
support its implementation and of its justification,

Some of this information may be contained in the
supporting documentation and in particular the DISC and
Ferris Norton reports, but it is not clearly identified in.
the relevant sections of the proposal overview document.
Additionally there are inconsistencies between information
contained in these reports and the submission which are not
explained,
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_The executive summary and proposal overview
should, without reference to supporting documentation, mount
the case for the broposal. Its relative brevity should not
preclude the inclusion of harg facts and figures on the
broposed configuration, applications and their costs and
benefz‘t§. Where further information is Provided in
Supporting documents it should be clearly referenced in the
relevant sections of the submission. Any changes which have
occurred since the Preparation of sUpporting documents {for
example, on the costing of the proposal) should be
highlighted ang explained.

.. Where information requested in the guidelines is
not available (for example, the results of a job impact
study requested under item xii) we recommeng this be stated
directly and reasons given., We note that no information has
been providea under items vi}, ix} and xiv} listed in the
Committee's guidelines.

. In thg light of our discussions last Friday we
would like to give you some forewarning of some of the
concerns we expect the Committee will have about the
proposal.

form focusses on only the 'core' hardware acquisition and
the 'coret applications of what will become a much larger

Hence, in considerin our Department's proposa
the Committee would be seekinggegidencepthat the 'gorg's L
System proposed for RGH's is part of an integrated strategy
for the development of information technology systems in the
hospzta}.s. The Department's draft Strategic Plan provides
some evidence of the Department's aspirations in this area
but little information about its precise priorities and the
manner and sequence in which applications are to be
developed and implemented.

. If it is not proposed to include thisg level of
gletalled information in the Department's Strategic plan, it
is cgztainly necessary that it be bresented in the
submg;ssion supporting this. acquisition proposal. If as
section 3.4.4.1 of the draft Strategic plan implies, these
priorities and implementation schedule have not been fully



determined, the Committee will undoubtedly wish to know when
and how they will be., It will also be pleased to receive a
final version of the Department's Strategic Blan as socon as
possible and certainly before hearings are held on this
proposal. \

We would of course appreciate receiving a response
on these matters as soon as possible so that we may identify
and resolve any outstanding issues well in advance of
hearings. These have been tentatively scheduled for Thursday
20 March. However receipt of your revised submission is
requested by close of business Friday 28 February, to ensure
that the Committee has an opportunity to review the
submission at a private meeting prior to the proposed
hearings.

should you require further clarification of this
request please contact myself or Dr Capp in the Secretariat,

//:x &{é;;:l—TiLC¢uﬂ

M J TALBERG "<
Secretary ™~

12 February 1986
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1 ATTACHMENT A

This section iooks at each guideline in turn and comments
on the adequacy or otherwise of the submitted document (s} .

1. Executive Summary

A summary is provided but there is no reference to where
supporting detail of configurations and pricing exist. The
funds requested do not seem to match up with any given in
the Strategic Plan or consultants' reports.

Likewise, most other aspects of the summary do not indicate
where the detail is to be found and support provided for the
case presented.

2, Proposal Overview
2.1 Nature and Justification

There is no indication of the actual "New Policy Proposal”
as approved by the Cabinet. Further the "New Policy
Proposal Estimates' do not match up with the amount
mentioned in this part. of the DVA submission, or implied in
the action plan when coupled with the Ferris Norton costing
of suitable equipment.

DVA should be asked for supporting detail of the configura-
tions and prices, matched with the action plan, to verify
the $10 Million overall and $2.4 Million in 1985/86.

The outline of what is intended in terms of applications
presents a sound case except for the problem that no-one
seems to know how PCS was selected. DVA should reference
what earlier approval was obtained and commit to providing
its survey and analysis to the Hospitals.

The justification is an overview. The cost benefit provided
by the DISC report and the Ferris Norton report should be
included in summary to provide a visible justification.
These figures broken up by Hospital would also provide the
justification of choice of Concord as the starting point.

2.2 ADP Objectives

This section is deficient in not stating what are the ADP
objectives of this proposal and relating them to approved
objectives and programmes. MNowever, much of this is
implicit in other areas where approval for PCS and the
Strategic Plan are indicated,
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The submission lacks specific objectives, which would seem
to be to provide a corc Patient Master Index in an
architected Health Care System allow;ng for addition of
functions later; and to provide a limited set of
immediate functions for ADT, Order Entry etc.

A simple question to DVA on what they'hope to achieve in
Hospigalsqby this request should suffice to bring out the

necessary statement.

2.3 Corporate Plan

The best that could be said is that a set of{objectiyes have
been provided. Reference to the ADP Strategic Plan is not
a substitute for a Corporate Business Plan.

N s : d
Ferris Norton pointed to the lack of a Corporate Plan an
DYA should be ﬁrged to proceed to do so. However, in the
absence of anything more than objectives, the Ferris Norton
recommendations form an adequate basis for a computing

infrastructure.

3 1
Some statement should be provzdgd on how the proposa
furthers the objectives. This is suggested not because the
proposal is unreasonable, but so that some yardstick is
specified for future reviews.

2.4 ADP Strategic Plan

i i i ts in a
While the strategic plan itself warrants commen
number of areas, the proposals here do appear to be a ;u@set
of,the plan. In the absence of configurations propose }t
is difficult to match up the submission with the Strategic

Plan.

ards the plan and the Ferris Norton study, and as
:zkzgsledged inPthe latter, there is inadequate treat&ent of
Network requirements and the need for integration. DVA | 4
should be queried on what Network needs have been detet@;ng
and how. Are there any real needs for Hospital to Hospita
communication? What data need’ transmission between .
Hospitals and B.O. or C.0.? How does DVA Jusc1f¥ specific
Network costs in the absence of a study of needs?

i i i here is no
Ti lan is also sketchy on the staffing side. T
a2§a§1 on what ADP people are requxreg where, when they are
needed, or what skill levels are required.

The Ferris Norton recommendations as included in the

i i i i ' for office
Strategic Plan envisage equivalent equipment used ££1
automa%ion, thereby providing the on-site back up capability

needed for 24 hour operation. This submission glearl% does
not include such equipment and aence von51deratxonsvo
contingency planning are non-existent. Whar does.n é
envisage it will Jo to keep hospitals up and running?
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The plan does not. include \Risk Analysis but refe

detailed one in the Ferris Norton rgport, which gge;: the
adequate fo{ the NCC, Contingency Planning is only alluded
to by assuming thé network wilj enable backup - a possibil-
1;5 which needs considerabie study and extra cost nn lines
a, €quipment. [nterpal audjt ici i i

Higecdulpn 1t participation is not

2.5 Post Implementation Review:

As much of the proposed initial functions replace earlier
facllxtxe;, DVA should be able to.provide an assessment of
the benefits achieved. Certainly something has contributed
to halving the length of stay over the past 10 years. How
much of this is a contribution from the present system?

The submission discusses the shortcomings of the present
systems, but there is no indication of a specific review
having been performed. Details of staff involved in
Hospital systems, their grades and length of involvement in
ADT systems or PCS are not mentioned. Nor is there any
discussion of staff turnover rates including promotions and
interproject transfers. These a1l have a bearing on the
ability to implement the new Systems successfully.
.Performance of current systems can be found in the Ferris
Norton report but are not referenced in the submission.

It is not clear whether the new systems are expected to
include stores inventory and accounting, but deferral of
extending the PRIME based Systems suggests there has been
some thought of this. What is the intent? What has been
the. benefit of the installed systems?

‘Lack of data flow information is mentioned in the submission
and the various consultant reports. To some extent
proceeding with the current submission in the absence of "a
clear understanding of RGH hospital information flows,
System requirements and priorities" is putting the cart
before the horse. :

2.6 System Proposals

This section is not included. Presumably the ian is to
instal PCS as defined in the DISC report. Relgtion to
existing systems is aot described.. .

2,7 bther Options

Choice of PCS pre-empts a number of options that might be
considered (e:g. McAuto bureau approach). DVA should be
asked fo provxqe a summary of the‘afguments“leaaing to
approval of this choice, to meet.the réquirements of this
guideline.

P
2.8 Cost Effectiveness
Costing of options is not provided. The reference to the

DISC report is adequate for the costing of the selected
option although there are two problems.
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a. The costs in the DISC report are not consistent with
the Ferris Norton report. Minor changes due to
configuration can be expected, but DISC does not
include the backup considerations. Neither address
communications costs adequately - there is no specifi-
cation of number, type and speed of lines. Manpower
needs look understated.

b. Costs of other approaches, including time and money
for conversion to some other mainframe architecture is
not mentioned in any of the provided materials. Costs
can be expected to,be quite high and easily justify
remaining with the current architecture, but some
mention of them would be worthwhile in the interests of
public accountability.

2.9 Technical Considerations

The Ferrgs Norton approach constitutes a technical framework.
Since this has been accepted via the report and subsequent
ADP strategic plans, it constitutes technical limitations of

. IBM compatability

. SNA network

« 370/XA hardware architecture
. DCA, DIA standards.

The Department should provide comment on technical consider-
ations, even by geference to the Ferris Norton report, for
the selected option and any other options.

2.10 Policy Constraints

The DVA has indicated no constraints. But what about
staffing level constraints? Surely these will have an
effect on the achievability of the objectives of the
Proposed systems?

2.11 Action Plan

The action plan in the submission is roughly consistent with
that in the two year strategic plan and theoretically
follows the Ferris Norton approach of prototype, pilot and
propagate, There are, however, some variations which
warrant further study or comment,

a. Requiring a short delivery on a computer at. Concord
probably constrains who could respond even to a-limited
tender. Has the Department discussed with potential
suppliers the delivery times of equipment (processor
and peripherals and terminals) based on a March
approval? If so, the schedule should be reviewed to
ensure that it enables a response from a reasocnable
selection of suppliers..

b. If speed is essential, has consideration been given to
the purchase or lease of second hand equipment? Has
the Department explored the availability of suitable
MVS/XA supporting equipment to be released from other
Departments?

c. The action plan calls for pilot implementation in
January to March on D.H.§C. equipment, followed by
transfer to Concord system in May.
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a- The strategic plan refers to Greenslopes use of
Concord and Hollywood and Daw Park use of Ueidelberg.
The action plan in the submission does not refer to
this. What are the Department's intentions now? If
still planning remote access, the submission action
plan needs expansion té cater for telecommunications
and a further pilot phase on remote operation.

Page 21 of the submission seems to suggest only remote
access (without pilot) for SA and WA. What is the
Department considering in regard to network require-
ments? There is no volume data in the Ferris Norton
report which would allow design of the Network to
achieve appropriate response times and reliability and
security. There is reference in the Risk Analysis to
the need to achieve two second responses compared with

4-5 seconds now.

As a general rule pilot operation needs to be long
enough for users to become comfortable in use of the
system to the extent where changes in work habits are
apparent and users adapt to using the system the way
they want rather than the way the designers thought.
Three nmonths pilot must surely be questioned as to its
adequacy, but it could be sufficient if the first phase
is only a replacement of current ADT systems already
familiar te Concovrd staff.

Achievability of the plan depends on staff availability.

There is no indicatjon in the submission of number and
grades of staff or contractors to bc assigned.

"

There is no reflection in the-plan of participation by
Hospital staff and identification of additional
requirements or modifications. Nor is there any
reference to reviews of progress and performance.

wa

2.12 Industrial Issues

Has a dob imvact study been undertaken? What Staff
Associitions” were xﬁvgrved? Havg‘me§¥cal, para-medical,
and nursing staff associations been involved?

What arrangements. are being made for training of all
hospital staff in awareness of the new systems, what they
can or cannot do, and wnat the implications are for the role
each staff group would need to play? What arrangements for
training are being made for staff who are expected to use

the systems?
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2,13 Industry Participation

Is it possible to gain some indication of both IBM and other
Hospital systems investment in development? , .

2.14 idethod of Acquisition

There seems to be an zutomaiic assumption of outright new.
purchase, The submission has no discussion of any other

possibilities.

Lease of the Concord IBM system’might be a reasonable way
to proceed. It would meet the need for an IBM system to
gain support and encourage IBM to ensure success to keep the
system installed or have an opportunity for further sales.

The 'submission does not ruquést any specific acquisition
approach.
time scale required, it does seem to be asking for full
Certificate of Exemption for approval to buy IBM for
Concord's first machine, and to tender for IBM-compatibles

for the rest.

DVA should state its request
explicitly so that the arguments can be assembled in one
place and provide an obvious reason for approval, Further,
the staffing aspects would seem.to- be more significant than
minor variations possible in hardware costs. .

2.15 Consultation

The topic is mentioned. but no summary or copy of Public
Service comments is provided other than an extract from the
reply from the Minister of Finance. Other comments should
be provided, The DISC report provides a detailed analysis
by an external consultant and is supportive of the proposed
action. There are differences between the actions
recommended by DISC and those proposed in this submission,
as evidenced by different funding figures. .

2.16 Consequeiice of Not Proceeding

No financial on-going loss is identified. There is no .
discussion on the .effect on staff in the Systems. area or
the Hospitals, -which could be copsiderable. The benefits
identified in the DISC report give a measure of the
oppertunity cost as a consequence of not proceeding.
v N

3. Supporting ‘Documentafion

3.1 Corporate Plan is not available.
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In terms of arguments in earlier sections and the

&

.‘;S..z,.__AJob Impact Study Report

No such report is provided. 'A document attached to the
Stalf Association consultation agreement gives the topics
to be addressed in such a study.

Where are the results for PCS? Surely if PCS at first
réplaces current ADT with somc extra facilities the impact
sholld' be easy 'to determine.,

3.:!" Consultants' Reports

_Consultants' repbrts are provided from Ferris Norton and
‘ from BISC International. .
The qualifications of those involved in these studies is

not clear.. -Given the likely staffing, DVA should be queried

“ids 'to the extent that experience with Hospital Systems was

available’ from the consultants or by working participation

of hospital staff. ) :
DVA should also be queried on Risk Analysis in the Hospitals
s the information in the Ferris Norton report seems to
rélate only to the NCC functions. This, of course, does
irgc_lqde_‘ current equivalents to. parts of PCS.

A copy ‘of the Brand report was submitted, together with a
document purporting to be an-analysis. of the relevant Brand
recommendations. DVA should indicate the source and
standing of the comments submitted. :

Ip‘.n,ddit‘ibn, chefollqwing aspects seem to need comment.

a. Brand Report (4.17) relates to RGH inability to
-’ provide bed-needs. Reduction in LOS should improve
' +'7 -ability to provide beds for more patients.

+"’~ With so much outside service usage, has DVA considered
low details of such patient data gets into PCS to give
a full picture? What resources would be needed to
collect and enter such data into PMI and clinical files?

“Brand Report (Chapter 12} talks of increasing clerical
'.164d which ‘should be addressed. by an integrated PCS.
Hat dre the Department's-comments on these findifgs
as Yelated to PCS? ot T s :

Right of Private Practice imposes possible interfaces
into PCS-AIMS and provision of billing systems. When
and how does DVA envisage providing these components?

c.

d. Responses on Chapter 15 don't seem to indicate zn
awareness of the need to get the Medical Records
Consultant, if not people from Mospitals, invelved in
defining needs for (additional):PCS modules.
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nnel Services section is responded to with
zhﬁogﬁriﬁ include a payroll system. No.referenqq_xs
made to the problems of leave and training recoguxhg
and other aspects impacting the ability to schedule
nursing staff, out-patients, etc.

indicate an awareness. of
Chapter 28 responses do not indicate a 'S S
:hepneeé to communicate to the hospitals as well as

‘gain input. This applies to PCS in particular but

also on a broader level,of what DP can do for the
hospital and its staff.
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ATTACHMENT B

Proposal Content

" What is the boundary of this submission to the JPCA? In

other words what is the relationship between this
proposal and the long term computing requirements of
RGH's? Can DVA supply a configuration chart of the
proposed equipment and its linkages to the NCC and to
other proposed RGH sites?

What OA functions are planned for in this submission?
What OA functions and equipment will be subsequently
added?

Should not WP and electronic mail be associated closely
with PCS? Are their acquisition part of this proposal?

What is involved in the software environment of the
submission outside the operating system, utilities and
PCS?

Overall Strategy .
1. What analysis of the overall data holdings and

information flows of an RGH exist? What is the major
overall direction RGH computer applications are leading
in and has this strategy been considered at the
executive level?

What plans exist for subsequent implementation of
systems in RGH's? How firm are subsequent plans? What
flexibility exists in plans to cope with initial
experiences and RGH differences? What are the priorities
for subsequent implementations?

Brand calls for a review of all computer needs at RGH.
To what extent has this been carried out?

What resources are to be made available for the above
review and for explaining the proposal to RGH staff?
What resources are to be supplied by RGH's? What costs
are involved?
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Losts

1.

What degree of education of the respondents in the bCS
survey was undertaken prior to conducting the survey?
How reliable are the results? How reliable are the
somewhat uncorrelated benefits claimed in the survey for
hospitals vis-a-vis their size? Note Concord's savings
are large compared with Heidelb€@rg.

Where are the costs of entering patient data for the
pilots recorded?

Has consideration been given to the purchase or lease of
second hand eguipment? Has DVA explored the availability
of suitable MVS/XA supporting equipment to be released
from other departments?

What is the cost/benefit justification for a distributed
system over a central site expanded NCC?

Can the costs and benefits of the various options
outlined above be brought together for ease of
presentation to the Committee? These appear to be
differences in costings between the various documents
supplied and the submission. Why have these changed over
time? Can they be reconciled?

what is IBM's statement on Systems Engineering Service
on a stand alone basis?

What are the costs of using a system other than IBM?
(NSW use VAX). What are the delays in doing so?

What benefits were achieved with the current systems?
What factors have contributed to halving the length of
patient stay over the past 10 years in RGH? Have the
current systems had an influence?

No Job Impact Study report is provided. What are the
results of any such study for PCS?
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10.

11.

what plans exist for conversion of systems or eguipment
already in existence in RGH's? What existing equipment
will be connected to the proposed equipment?

Has the prototype phase been completed? What are the
results of the prototype phase? Is further prototype
work to be carried out?

What monitoring will take place of the pilot? Will it be
a truly representative user test? Will it have all
Concord patients on the PMS database or only a
selection? Is one or two months sufficient time to
review the operations of the pilot and assimilate its
lessons by way of program and procedure changes? Is the
Heidelberg system scheduled too soon after Concord? How
is it proposed that the timetable be completed?

The Ferris/Norton Risk Analysis is referred to and seems
adequate to the NCC. Contingency planning is alluded to
by assuming the Network will enable backup. How will
backup be affected by variations in client numbers? What
are costs of lines and eguipment?

Has DVA obtained copies of strategic plans prepared for
WA Health Computing Serxvices, SAHC, Qld Department. of
Health and Nz Department of Health? Do these plans
include relevant information for the DVA proposal?

What are the ADP objectives of the proposal?

What does DVA expect to achieve in hospitals by this
request?

Has DVA developed a corporate plan? How does this
proposal further the objectives of the Department?

What parts of the Strategic Plan are covered by the
proposal?

Why is more reliable operations on a 24 hour basis
achieved if organised locally?
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12.

13.

Will IBM be happy with one machine? What will happen if
the rest are plug compatible machines? How does the
development timetable for PCS and particularly IBM's
involvement relate to the tendering/acquisition
timetable?

Has the department discussed with IBM and other
suppliers whether the delivery times as suggested by the
action plan are achievable?

What is the architecture of the PCS system? What systems
will be implemented in PCS? What systems will be
implemented by other means? What data analysis has been
done on the total data holdings of an RGH?

Who is or plans to be a user of PCS in Australia? What
conmunications have taken place between them and DVA?

what are the relationships between IBM, DVA, Royal
Adelaide, each to each? What arrangements exist for
design, implementation and support of BCS?

Will the PCS team drop off over 5 years? What
development is involved in the PCS team's work program?
What responsibilities does the PCS team have besides PCS
development?

Has IBM kept appropriate skills available and involved?
How will PCS and DVA's generated system be supported
after implementation? How will it be decided who is
responsible to rectify faults in DVA's generated system?

Why have the difficulties with IBM's support of BCS
perceived in the past,improved of late?

Wwhat progress has been made in PCS modification to date?
What is further proposed? What progress has been made in
DVA's generated system to date?

"DVA decision to adopt PCS is consistent with that
planning in several states". What is implied by this
statement? How has the trend to applications software
manifested itself in Australian hospitals?
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10.

11.

12.

Aust. Hospital

What knowledge and experience in the existing systems
and their £lows exists within the PCS team?

What will be the cost to DVA of their involvement in
PCS's development? What would the cost have been to
produce a DVA system from scratch?

What proportion of PCS users in Australia or averseas
have IBM plug compatible machine?

Were alterations to PCS considered? Why were they
rejected? Examples include:

CbSA (Aust) P/L Integrated System

NSW Health Comm. DEC Vvax 11
Royal Melborune Mchuto P/L
Infohealth Himas

What are the costs associated with conversion? Can a

study of these reduce the time to carry out the review of
total hospital requirements?

13.

14.

15.

With so much outside service usage, has DVA considered
how details of such patient data gets into PCS to give a
full picture? What resources would be needed to collect
and enter such data into PMI and clinical files?

Brand Report (Chapter 12} talks of increasing clerical
load which should be addressed by an integrated PCS.
What are the Department's comments on these finding as
related to PCS?

Right of Private Practice imposes possible interfaces
into PCS~AIMS and provision of billing systems. When and
how does DVA envisage providing these components?

icatjo

The submission does not discuss communications in any
detail. Are there any communications acquisitions seen
ag§ part of this proposal? What type, numbers, and speeds
of lines are required to effect the necessary
communications links?
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‘What | plans exist to. connect othez DVA facuxbles ;(legd;

To what extent is the proposed network wtegzated 'wn:h“
and part of the exisilng network? . . '

C o !,",‘ '

What backup is there to support 24 hour operaéxon'; ivnat
are the contingency plans? What does DVA envisaqe J.t
w111 do to keep hospitals up .and running? . ER

Will it always be possible to backup to another site?.
What are the steps inveolved in.achieving Concord
hospital running off the Heidelberg hOSpltal system
after a Concord ‘system -outage?

How does DVA justify specific network costs in the
absense of a study of needs? What network needs have..:
been determined and how? Are there any real needs for
hospital to hospital communication? What data need
transmission between hospitals and BO and CO? - | :cuw L3

Page 11 states "integratmn of data, text, facs:.m:.le,

copies and digitised 1mages dictate that the major. .+ ,3
computing facilities in the network. -must be IBM . .
compatible™. Why is this statement made? Why is it *so?

How can improved levels of backup be achieved by - -
decentralisation? Is a network xrequired to support th:.s
backup? Wwhat sort of network?

The selection on Advanced Technology Considerations
indicates that advanced technological features are..,
involved. Is not the networking arrangement, office
automation etc suffic1ently advanced vis-a-vis current
a:rangements? :

Turramurra Rehabilation -Centre); to RGH's? What..
equipment, lines etc are.involved? LR

]

staffing v adat

What: is the role of :technical staff at-each RGHrandshow .5
many and at:what. classification are the staff required?
How many .are-available and what are their subfulal
classifdcations? What ‘wrole -do.these staff fulfilhiwher
outages occur in the RGH system? What involvement do

these staff have in initial and on-going training? What
involvement do these staff have in user-liaison prior to
production of specifications for new system functions?
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2, The attitude of Concord in its responses .appears to be
more favourable than others, What problems does DVA see
in implementing in other sites and how are these to be
ove:come?

H . i

3. 1Is the DISC recommendations to assign other hospital
statf to the pilot project and allow local amendments at
each new site to be followed? Who is responsible for
local amendments?

4. What steps are being taken to insure end user
involvement and union co-operation? What staff
associations are potentially involved? what is planned
for the future especially as regards medical,
para~-medical and nursing staff?

5. What oppo:tum.txes have been taken over the past twelve
months to advise affected or involved staff?

6. In relation to PCS development, implementation, on-going
support ete, what ADP staff, skills and skill levels are
required where and when? .

7. What staffing level constraints will affect the
‘achievability of the objectives of the proposed systems?

8. What statf associations are involved? Have medical,
para-medical and nursing staff associations been
involved?

9. wWhat arrangements are being made for %raining of all
hospital staff in awareness of the new systems, what
they can or ‘cannot do, and what the implicatioris are for
the:fole each staff group would: need to play? What
arrangements for-training are .being made for staff who.
are expected to use the systems?

Qthex

1. «Cantarchart be prepared showing the increase.in use of
+CPU.:time as users. come on stream and new modules: are
intdrduced? What is the basis of the sizing calculations
Yeadinig *to the decision of a 4381 Group 2 processor?
oF R ..




Why would the central service close if the RGH's were
transferred to the states(

Page 6. Is DVA having difficulty in getting support for
MVS on AMDAHL? Will this improve if there is a IBM
machine in Concord? wWill they really help NCC with
installation of MVX/XA?

What has UVA anne to resolve the problems outlined in
DISC 3.2.3?

What are the source and current standing of the comments
submitted in the Jdocumentation of analysis of the Brang
recommendations? Page 13~14.

Hachines used by the University of IOWA and Stonybrook
both seem to have significantly greater power than is
proposed in the submission, yet are not significantly
greater in size, Is the 438l sufficiently powerful? Why?
Why do these hospitals requirxe 3080's?
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APPENDIX 3
Letter from Department of Veterans' Affairs
of 5 March 1986 to Public Accounts Committee
Supplement to the Reference to the

Joint Parliamentary Committee of Public Accounts
of Repatriation Hospital Computing Facilities
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) Commonwealth Department of

Veterans' Affairs

X
i
_géggﬂl
SR

\N Department of Veterans' Affairs

Office of the Secretary w‘;ge:‘o;vgr‘
Astraia 2606 SUPPLEMENT TO THE REFERENCE TO

THE JOINT PARLIAMENTARY COMMITTEE OF PUBLIC ACCOUNTS

5 March 1986 ON REPATRIATION HOSPITAL COMPUTING FACILITIES

NOTE : This dc t is a response to the questions
and issues raised by the Secretariat to the
JPCPA in its Memorandum of 12 February 1986.

I refer to your memorandum of 12 February 1986,
sddressed to Mr Wookey, FAS{Systems), requesting further
information in support of the Department's proposal to acquire
computers for installation in five Repetriation General

For convenience, the questions and issues
Hospitals,

are referenced in sequence in the following
pages by Key Words in CAPITALS, prefixed
The attached document addreages the questions and by Roman Numerals.
issues raised in Attachments A and B to your memorandum. It has
been prepared as a supplement. to the Department’s reference to
the Committee, dated 29 October 1985,

I understand that s Committee hearing hes been
ascheduled for 9.00 am Thursday, 20 March 1986, to consider this

proposal. March 1986

(Sgr) 1 VOLKFR

{D. Volker)
S8ecretary

Mr M.J. Telberg,

Secretary,

Joint Parliamentary Committee
of Public Accounts,

Parlisment House,

CANBERRA. A.C.T. 2600
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RESPONSES TO ATTACHMENT A _TO_JPCPA MEMORANDUN

OF 12 FEBRUARY 1986

EXECUTIVE SUMMARY
(i) PHOJECT WUNDING

A configuration of equipment proposed for RGH Concord
is at Appendix 1.

Project costs and funding requirements variously
expreassed in the Proposal and supporting documents have been
brought together in Appendix 2. In terms of the guidelines
for a reference of computing proposals to the JPCPA, the
acquisition cost of hardware, operating software and site
preparation for the computer installations in the
Repatriation General Hospitals, over four years, is $10m in
1985 terms.

PROPOSAL OVERVIEW
2.1 NATURE AND JUSTIFICATION
(i) NEW POLICY PROPOSAL
The Department has not provided s copy of the New
Policy Proposal owing to its classification as
Cabinet-in-Confidence. The following information ism
extracted from the NPP.
The NPP objectives were:
"Po provide mainland Repatriation General Hospitals.
(RGHs) with reliable, responsive computing facilities
at a program cost of $9.8m over four years to support:
- the introduction of integrated management and
administrative computer systems estimated to
reduce hospital operating budgets by 5%

- management information needs on a seven-day
twentyfour hour operations basis;

- local responsibility for systems determination and
implementation."

Options considered in the NPP to meet computer
processing workloads associated with the Patient Care System
under development and other system were stated as including:

- expanded central facilities at the Department’s
National Computer Centre (NCC);
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- a progrum of computer installations in hogpitals.
"The latter approach provides for:

- more reliable operations with less dependence on
extended national telecommunications links;

- improved bauckup to computer operetions through
decentralised installations; and

- the eventual transfer of each Repatriation
Hospital to the State system on otherwise as
Government decides in the mid to late 1990s.”

"..,.0verseas experience indicates that a saving of 5%
of the total hospital operating budget ($207.5m in
1983~84) is achievable with full systems
implementation.,”

The first computer installation is planned for RGH
Concord for the end of 1985."

The NPP was passed to a number of Departments for
Co~ordination. Their comments were as follows:

Supplied " Ili~CONFIDENCE " to the Committee,
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Supplied ' IN-CONFIDENCE " to the Committee.

oA stf;tement outlining the DVA Budget Highlights 1985
advxse?, at page 19, of the approval of the hospital * '
?gggﬁggng facilit;es program, with expenditure of $2,6m I

The various statements of costs from the NPP, strategic
plan and suppcrtiqg documents are compared at Appeadix 2.

(ii) CONFIGURATION DETAILS

Configuration details and cost estimates are at
Appendices 1 and 2.

(iii}  PCS SELECTION -

Regular conferences of Medical Superintendents from the
late 1970’s canvassed the need to expand the Admissions,
Discharges and Transfers (ADT) system installed in the early
1970's to meet a wider range of patient care needs:

. the specification of requirements for & new systenm
was developed in consultation with senior hospital
staff over severzl years; v

An evaluation of available systems was made and the
cage presented to several meetings of Medical .
Superintendents:

. “the AS(Systems) went to the US in 1980 to ‘inspect
hospital systems; ’ .

. he assessed PCS as the only proven system capable
of meeting the specified needs, based on the
_Pepactment!’s only computing facility at the
Natiodal Computing Centre (NCC); N
. the cuse was accepted by the Department 65
.- Administrative Services and the Department of
Finance and funds were provided in 1981/f . -fony
.+ -both, PCS. package and & new computer,td,megt
.both PCS requirements and an expanded NCCy . jome
workload; Lo S ﬁg;¢

. DAS sub

2 seauently rejected the cost/benefit case
or a

urn-key” installation of both PCS
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application software and computer and insisted on
scquisition of the cheapest hardware from Amdahl:

- IBM then would not join in developing a DVA
version of the central patient data base
using PCS on an Amdahl and the project was
shelved.

., The project was resurrected at the insistence of
Médioal Superintendents and when the Syatema Diviasion
was formed in 1982/83 the FAS requested a review of PCS
as the vehicle to develop a set of integrated systems
for patient care:

.? :'on the basis of thisz review it was confirmed that
"’ PCS should be used, funds were allocated and the
product scquired in 1983/84;

- Medical Superintendents were party to this
decision but the extent of consultation
within each RGH would not have been great as
there were no systems already tailored to
unique DVA needs against which users could
offer comment.

Background to the selection and suitability

"to DVA needs of the Patient Care Software is outlined

in the document at Appendix 3.

Since a project team was established in late 1984
ADP Steering Committees have been established in each
RGH and presentations given by the Project Director to
& wide range of RGH staff on the PCS product, the
reagsons for its selection and the implementation plan,
commencing with the Admissions system:

s
i an officer experienced in the Admiasions system

was seconded from each hospital to develop the
specification for the new system which was
.'approved in May 1985;

. "access to a government owned IBM computer was
‘arranged on the premise that IBM would contract to
modify its product to our specifications to
provide us with an acceptable "turn-key" system.

1% fTliere have been substantial disruptions to the
pféJect becsuse of the earlier DAS opposition to
?tiFn-key" solutions encompassing both an application
package and hardware. This attitude has changed and
such contracts are now normal, e.g:

¢74" 4 Biochemical asystem frow Nicholson on a Webster
computer installed in 3 RGHs;
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. a Stores Control system from Wards on a Prime
computer inatalled in 3 RGHs;

These DVA applications are typiocal of many within the
Australian Public Service.

DVA now has access to a redesigned ADT system
available for test as soon as a machine can be
acquired,

{iv) JUSTIFICATION

The Disc International consultant concluded that
benefits in dollar terms of $37.1m are achievable over
five years with anticipated costs of $20.5m. {8ection 5
of DISC). These benefits are identified in the DISC
Report on an individual RGH basis.

The justification for RGH Concord as the PCS
aterting point and development centre is based on the
facts that:

. Concord is the largest RGH and provides the most
testing emvironment for systems development;

. it is in close proximity to the technical support
resident at the NCC in Sydney;

B it is the closest of the hospitals to the DVA
systems development resources in Canberra;

. Concord was best able to accommodate the PCS
Project staff,
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2.2/2.3  ADP OBJECTIVES AND THE CORPORATE PLAN

(i} DEPARTMENTAL PROGRAMS

The Corporate Miasion of DVA ia addressed within
seven programs and all, with the exception of the War
Memorial program, are heavily dependent on the central
computerised Client Data Base (CDB) containing personal
details of our client veterans and their dependants.

ADP systems are installed or being
developed to assist in more effective delivery of
services under each of these programs using the CDB,

Two major programs require accesa to medicsl
records which are not included in the CDB:

. the Compensation Program aims to compensate
eligible Veterans and other persons for the loss
of physical or mental well-being and the effect of
that loss on lifestyle (including employment) as a
result of disabilities caused by eligible service.
It also compensates eligible dependants for the
death of a spouse or parent as & result of
disabilities accepted as related to service:

- Medical opinions as to entitlement of
claimants are obtained from Departmental
medical staff, general practitioners and
specialists;

The Health Program provides access to a
comprehensive range of health and amocial
well-being services that cover diagnosis and
treatment of physical and mental disorders:

,

- these services are provided by general
practitioners, specialists and asllied health
profeasionals in the community, by staff
attached either to a DVA Branch Office or
RGH, by institutions such as the Repatriation
Artificial Limb Appliance Centre (RALACs) or
at the RGHs.

The Compensation Program is administered from
Branch Offices and the Health Program from both Branch
Offices and DVA institutions (RGHs, RALACs, nursing
homes etc.)

There is a constant flow of medical records from
hospitals to other sites. This haa adverse effects on
the hospitals’ ability to treat patienta.



{EL)

(1ii)

ADP OBJECTIVES

The principal ADP objectives of these proposals
are:

. to establish computerised records of medical
d%ifngsxs, treagmenc and history of clients which
wi € accessible to all suthorised
information: i users of such

. to asgist hogpitnl stalf to procesg information
matching patlgnt heeds to the particular service
they Provide in the most effective, responsive and
efficient manner,

SPECIrIC OBJRCTIVES

software, al;owing the development or acquisition of a
range 9f patxgnt management applications aimed at
lmproving patient care and hospital efficiency,

_The primary purpese of' the proposed integrated
hospital information system is to contribute to the
Department’sg patient care objectives, Timely, accurate
nnd‘appyopriate information will support decision
mak}ng in the planning, Provision and mansgement of
patient care.

. The first gpplication module to be installed
will be tbe‘Pgtxent Master Index/Inpatient Management
system which is the foundntion for other patient~baged
applications.

The second.module of PC8 to be installeqd will
address‘Outpatient Appointment Scheduling,

. Future PCY modules, which will build upon the
patient data base and be developed ar enhanced using
the PCS Application Development, System, will affect
other areas of hospital activity including outpatient
departmgnts, wards, 1ahorutories, allied health and
pharmscles. Proposals have yet to be formulated for
thgse aystems, Priorities for their implemchtntion,
whzc@ could differ between RCHs, have yet to be
congidered,.

e P

There are potentially more than
one~hundred PCS applications within an integrated
hospital informantion system. Progress will be
conditioned by the availability of resources to review
requirements and to propose and implement solutions.
Individusl hospitals will set system priorities and
determine enhancenents/modifications to "packaged"”
solutious.

No attempt has been nade to assess long-~term
system priorities in an environment of evolving RGH
swareness of requirements and of PCS product
development and packaged solutions.

Introduction of computing facilities into the RGHs
is to be phased over three financial years. The
Admissions and Discharges system, currently supported
from the DVA National Computer Centre, will need to
continue in use until each hospital has access to the
replacement PCS inpatient management system on its own
computer or on a suitable interim facility. The new
computers are to be compatible with the hardware and
software facilities at the National Computer Centre.
This will ensure:

. continued support and operations assistance by
experienced NCC technical staff;

. shariag of access to Veteran data bases between
Branch Offices and RGHs for benefits and treatment
menagement purposes,

. progressive assumption of computer management,
operations and support responsibilities by the
RGHs &8 resources and skills are acquired.

ADP' STRATEGIC PLAN
(i) NETWORKING REQUTIREMENT

The Department’s national SNA network links all
Branches und RGHs to the National Computer Centre and
to each other through the NCC.

Terminul transactions were sampled for
B.0. and RGH Concord during Scptember and October 1985,
The resulting analyses of ADP systems usage at Appendix
4 highlight the corporate significance of client
information.
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(i)

T)t\e Patien{. Carf Project will tend to
concentrate patient information at the RGHa th h t]
ti:stabliahment‘ of the Patient Master Index and :g::lt he
n:

N ::duced reliance by B.O.s and RGHs. on
e central Client Data Base for
inforention; or patient status

. communications demsnds upon the RGH. computers with

the development of PMI data bases on thoge
machines,

It is expected that no significant
upgrading of the existing network will be necessary
although'a.stUdy has been initiated to: review the looal
communications links between Branch Offices and their
RGHz with the introduction of the RGH computers,

Hospital to hospital communication is
gurrently available, Interrogation of patient status
1§formatzon of veterans who have relocated interstate
will continue to he necessary.

ADP STAFFING
Refer to response to B.7 (i} following.

Pogsibly the most. computerised hospi i
pital in
the world 5Stany Brook N.Y.) has seven
programmer/analyst staff, It is heavily de
a pendent on
IBM for technical support and draws on users for
systems development, testing and implementation,

The DVA centra)l PCS team includes six
Syatems/ADP staff for PCS application development.,
That team was originally esteblished in 1984,

The NPP identifies the need for additional ADP
staff at the NCC for central aeperations control and
support:

. 2 ataff in 1985/86, increasing to 5 staff in
1988/89 with the five computers ingtalled,

Tyo operations staff will be required at
each site ahead of computer installation.
Syatems development and implementation st
* aff will
be drawn from user areas as necessary. Each RGH must
provide PCS co-ordination staff with one officer
assigned full-time by pid-1986.
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If Software Support. and Applications Support are
not forthcoming from IBM, six additional systems staff
will be required on the central PCS team. Systems
engineering services and PCS consultancy would need to
be acquired under contract.

Hospital systems staffing requirements, including
those for the PCS Project, are set out at Appendix 10.

{(iii) CONTINGENCY PLANNING

Refer to responses to B.6 (iii), (iv), (vii) for
further information on contingency plaaning and backup.

There is increasing evidence that a

. backup processor is not required if:

the computer ig installed st the hospital, thereby
reducing dependency on long distance lines;

equipments installed are as reliable as those
supplied by IBM.

A recent study tour by W.A, Health Department
officers (report provided herewith as Appendix 5) found
five of eight hospitals using single processors and the
other three did not configure the second processor in a
backup environment. Backup was stated as not necessary
with 98%-99% reliability.

DVA will develop manual backup procedures, as at
present, for critical processes. Data base backup
srrangements will be developed in consultation with IBM
and on the basis of overseas PCS experience.

The decentralisation of facilities in the RGHs
will provide limited backup. against dissster and
prolonged outage through DVA network access to
comparable PCS-oriented facilities in other RGHs.

The proposed central hospital facility will
provide Office Automation support but it is backed up
by a strategy of installing micro-computer workstations
(PC's) for such stand-alone applications as Word
Procesaing, Electronic Filing etc. These PC’s can be
networked to common files or communication servers to
provide Electronic Mail within the hospital or access
to client records and Departmental sygtems on the DVA
network.

The Assistant Secretary (Interpal Audit) is a

membher of the DVA PCS Steering Committee. Internal
Audit is represented in the implementation planning for
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h&rdn&re and applications. Advice will be sought
regarding the proposed RGN computing facilitiey .
sccommodation and PCS sccess security. )
2.5 PosT IMPLEMENTATION, REVIRW ' -

(i) REVIEW OF EXISTING SYSTENS

following' objectivesa:

(Objectives that are considered to have
marked with an asterisk x) °ve been met axe

Admissions, Discharges and Tranefers.

.

' résearch and analysis.x - RO

Food Services .

: .

. Automatically provide detsils for patient
movements to the Food Services area of the o
hospital.*

Improve control over the patient menu cards and
automatically provide details of change in patient
condition to the Food Services ares to sssist in
the preparation of suitable meals for all
patients.x .

The existing systems were developed with the

. Provide an accurate and up-to-~date record of
patients’ diet codes to the Food 8ervices area to
agsist in the preparation of suitable meals for

Create and maintain an accurate record; containing PR all patients. .

p:is:nil, ad:inistrative and basic medical data.
whic 8 readily accessible by autharis hy
staff for all patients.x od hospital

_,‘i}fnchtion Control

. Record with minimum data inéuc information
on surgical procedures for use in. surveys of

Maihtain acourate bed state information {including infection occurrences

planned admissionsa) which is readily available to
staff responsible for bed allocation, ¥

. Provide information on gross infection rates in
each hospital by producing regular reports on

Print self-adhesive labels containing patient infection trends
1 -1 n .

identification details for use by haspital staf
in labelling clinical documents. ¥ P i f

. Asgist hoapital effectiveness by providing current
Compile and print statistical listings relating to :Ed :umulative infection rates by ward, surgeon,
eatre,

patients, apecialista, length of stay, medical
oategory for use as required by management to

optimige hospital resources, ¥ Figures on staff turnover in ADT user areas

are not readily available. It is probable that they
..are as high as in other hospital functions and in other
‘hoapitals. Procedures will need to be developed to
.ensure systems are not unduly impacted by the effects
xéfmhizh staff turnover in the RGHs, Appendix 4 will
serve to identify the widespread involvement of
hospital staff with the current, basic systems.

Provide a basis by means of the Patient Status
File and acceass to the Client Data Bage for'
lmglementution of future hospital systemd -&1g.
Food Services, CDB development, Medical Rec
Abstract, - :

rose

LE I BT - . eyt [
daaet ":FT‘ he progressive reduction in length,
of patient stay has undoubtedly heen. caused by the

interaction of numerous factors, including the
tolntneduction of computer syatemg. .Nevertheless it is
apRagent to management that modern data. base and
comminications systems can result in funther reductions
in length of stay and in the avoidance of substantial
costs,on the basis of the.cugrent naturne and level of

ciix RGH gperations, Tetan titions
S gr e

Prov;dgran accurate and up-to-date on line patient
cond;t%on facility for uae by staff handling
enquiries from- relative and friends.x e

i

Provide for storage of discharged and - déddssed
patient information on a. histofical £ile #5#

Toattal nif

Pf;vigei:ccurate'personal infornatioﬂ“aﬁﬁ“i”
eligibility information rapidly by accaysHis
Client Data Base.% " 7 BY BOCCHATLS the
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(11)

There has been no formal review of the ourrent
system. However the development of the PCS funotional
specification during 1984/85/86 has brought about a
complete assessment of current system achievement.

RESOURCE MANAGEMENT SYSTEMS

Resources do not permit the early installation of
further PRIME-based stores inventory and accounting
aystems in the RGHs in South Australia, Western
Australia and Tasmania.

Stores inventory and accounting systems are
available under PCS/ADS from software vendors, It is
expected that the IBM-compatible mainframes will
provide the means for implementing Inventory Systems
into the smaller States during 1987/88 and will assume
the processing of inventory and accounting aystems in
all States in the long-term.

A DVA personnel management and payroll interfacing
gyatem is under development (PAPAS). The system will
be installed on the computing facility at the NCC.

HOSPITAL INFORMATION FLOWS

There have already been dozens of authoritative
studies on information flows in hospitals and the
following flow chart (FIGURE 1) is representative of
many such simplistic diagrams.

All such studies, regardless of the degree of
detail involved, identify the Patient Master Index
(PMI) or register as the core data base on which
patient-related systems rely and the Admissions system
as the key system in the generation of requests to a
wide range of resource centres.

Provision of the PMI, the Admissions system and
then an Appointment Scheduling system have been
clearly identified by all RGH's. as being the correct
sequence of systems implementation regardless of
different priorities in our RGH's for other resource
management systems.

The Appointment Scheduling System has
ramifications béyond the hoapital as outpatients are

also scheduled to be visited or to attend appointments

for diagnostic or treatment purposes by Branch Office
staff. Branch Office staff seeking to establish a
claimant’s entitlement to compensation and treatment
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FIGURE 1
Information Flow in a Hospital
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also achedule Patient appointments. Without such a
central system and‘oolnunicatlonl‘infraltruoture,
8Several gervice centres would arrange appointments for
the same patient at the same time.

The current pPropasal establishes a basioc

infrastructure in which Order Entry, Result Reporting
and Medicel Record updating oan link Nursing Stations
to all hospital sections providing services,

To continue with the past practice of installing

"atand-alone” #ystems in certain laborntariea, stores
sections and. patient administration arveas will
perpetuate problems of duplicated and inconsistent
records.,

2.6 SYSTRM PROPOSALS
IMPLEMENTATION PLAN

(1)

The Department's Propoesal was directed tomards the

acquigition of computers fopr inatallation in mainland

RGHs.

Those computing facilities were to provide for

the progressive implementation of PCS applications in
accordance with individual RGH needs,

Adreement has been reached with the RGHg on the

replacement ApDT system {PMI/Inpatient Managenent) and
on the univergal need for a comprehensive Qutpatient
Appointment Scheduling s8ystem., Other applications are
under discussion with RGH managements, Priorities for
PC8 developments in 1986/87 will be reviewed by the
RGHs in mid 1986,

The Department is cautious about the determination

of information requirements and Systems priorities in
the absence of data analysis and while still unable to
meet user requirements with computing hardware and
applications development resources. The systems
backlog is immense, e.g.

The Strategic Plen for Heslth Computing in New
Zealand‘lsss, quotes:

"+s\A Review of information systems

requirements in March 1983 in the Palmerston North
Hospital Board produced 585 possible computer
applications, " {page §),

the Stony Brook N.Y, hospital hag installed 105
computing applications in five yeara.

Implementation of key PC8 applications must
proceed without delay, The concept of identifying the
total information needs of the hospitals before
proceeding with this propeasl fails to take accaount of

. the extent of potentisgl applications

. the range of priorities that would‘be‘developed in
each hospital

The spectrum of potential hospital information
sysgtems is explored in Appendix 5.

2.7 OTHER OPTIONS

(i)

2.8 cosT
(i)

CHOXICE OF PCS

The paper on the Patient Care System proposal
at Appendix 3 outlinea the factors leading to the
selection of the PCS/ADS produnt,

NcDONNELL. DOUGLAS/CDSA SYSTEM

MoDonnell Douglas Automation {McAuto) provides a
national hospital accounts processing service in the
USA with computing complexes in St Louis and Los
Angeles. Satellite communications link the centres and
service numerous hospital clients, McAuto also offers
& Total Hospital Information System {THIS) which has
been in process of installation at Royal Melbourne
Hospital since 1983,

McBonnell Douglas Information Syatems, which has
taken over CDSA in Australia, is understood to have
offered a bureau Bervice to certainrVictorian‘hospitals
pending their installation of in-house computing
facilities.

The CDSA software, developed under the PICK
operating system on SEQUEL mini computers, is
inceompatible with the Dva lonx—standins IBM software
orientation.

EFFECTIVENESS
COSTS
The various statements of project costs in the

proposal and its supporting documentation are brought
together for comparison st Appendix 2,
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{(ii) CONVERS1ON TO ANOTHER MAINFRAME

The technical problems of moving from IBM software
computibility to another architecture are
insurmountable. While costs may be in the millions of
dollars, the threat to the Department’s Client Data
Base, to the service to veterans and the loss of vital
systems staff to other IBM users render the appproach
unthinkable.

SRI USA consultants assessed the cost of a chande
of the Client Data Base from IMS to another system at
26 staff years of effort with little practical
advantage to DVA,

2.9 TECHNICAL CONSIDERATIONS

(i)

TECHNICAL FRAMEWORK

Attachment "J" of the Ferris Norton report puts
forward technology guidelines, accepted by the
Department, for the implementation of Office Automation
and Executive Support Systems.

The proposed implementation of PCS on IBM
compatible equipment also meets these guidelines. The
consultants recommend. {in J.2.5) that "DVA should only
install software and hardware that is compatible with
IBM standards .....to ensure the high level of
compatibility that will be needed to provide users with
a single systems view".

The consultants’ advice (J.01) was that:

“Departure from these guidelines will incur costs
within the Department in terms of personnel,
operation of equipment and increased risk of
failure to achieve the desired benefits”.

Any technical limitations imposed on the
Department by following these guidelines are more than
offset by the benefits that will be achieved. There
are no other options for the development of integrated
hospital information systems which offer these same
benefits.
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2.10 POLICY CONSTRAINTS

(1)

STAFFING

The considerable staffing resources that developed
the ourrent hospital ADT sysatem are no longer
available. They have been assigned for some years to
the development and maintenance of the Department’s
primary systems supporting compensation and benefits
and other systems priorities.

PCS/ADS offers the opportunity for a large range
of integrated systems activity to be initiated in the
RGHs with limited mystems resources. Reliance is
placed on the user areas which are to benefit from PCS
systems development and. on IBM and third party support.

The requirement. for RGH computer operations staff
and NCC-based control and support staff was stated in
the new Policy Proposal {refer to 2.4(ii)).

2.11 ACTION PLAN

(1)

(i)

(iif)

EARLY HARDWARE DELIVERY

IBM and National Advanced Systems provide suitable
hardware. Each company has indicated that delivery of
an IBM 4381-type facility could be made inside two
months from receipt of order.

Delivery of computers for Heidelberg and
Greenslopes in 1986/87 would not necessarily call for
such short delivery times.

SRCOND HAND HARDWARR
Initial discussions have been held with
DOLGAS and no indication was given of MVS/XA capable
machines becoming available from other departments.
The Department's delivery timescale can be met by
the two likely tenderers. Funding has been on the
basis of new equipment acquisition although the option
of leasing is still open.
REMOTE ACCESS FOR PC3 OPERATION

The action plan needs to be redeveloped to take
account of the JPCPA hearing date.
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vy

Slippage in the hoapital installationr of the RGH
Concord and Heidelberg computers to October and
November 1986 respectively (though early installation
in an alternative Sydney site is proposed) neceasitates
a re-evaluation of remote operations,

The Department is lcoking at a number of options
to provide a PCS service to Daw Park and Hollywood
nhead of the installation of their facilities.

The need for a pilot phase to cover remote
operations arrangements is agreed.

NETWORK REQUIREMENTS

The need for a pilot phase ahead of remote
operations: to WA and SA is accepted. Options in regard
to providing an early PCS service to those States are
under review. Proapects exist for close liaison with
State Health Departments on PCH implementation though
no detailed plan has been formulated.

Appropriate staff from the RGHs are expected to
attend at ROH Concord to participste in pilot
exercises. With simulation of remote operations, a
short pilot only is expected for remote operations
arrangenents.

The telecommunications data volume during remote
operation of the PCS/ADT phase in SA and WA is not
expected to exceed that of the present ADT system on
the DVA network. Local computing facilities would be
in place before the system expanded beyond PCS/ADT.

PILOT PHASE DURATION

The first phase will replace the existing ADT
system and, therefore, the 3 months allocated for pilot
testing is expected to be sufficient. It is proposed to
review the pilot testing phase after this 3 month
period to determine the level of user acceptance and
reaction. If extended testing is considered necessary,
production running at the other RGH’s will be delayed.
Training and familiarisation activities at the other
hospitals, however, need not be affected. On the
information available, the proposed 3 months allocated
is considered realistic. A longer period than this is
likely to reault in a negative reaction from RGH
mnanagement and staff.

During each pilot testing phase, representatives
from the two subsequent implementation sites will be

is4

(vi)

(vii)

required to participate, This sharing of experience
should result in & shorter pilot testing phase for the
second and subsequent implementation sites for any
given module.

SYAFF AVAILABILITY

The central PCS team created in 1984 has been
re-established with six systems staff, two
implementation officers and & project manager.
Hospitals will ocontinue to make available PCS
co~ordinating staff and liaison staff from potentially
involved areas (e.g. appointments, nursing
administration).

Implementation officers for the PCS Inpatient
Management/ADT system aré now being sought.

Subatantial aasistance will be required of IBM in
support of PCS/ADS and the initial PCS applications.
If IBM support is not forthcoming, six sdditional
aystems staff and s budget of $300,000 p.a. for
contractor assistance in systems engineering and
applications development are estimated to be required.

HOSPITAL STAFF INVOLVEMENT

Hospital staff have been, and will continue to be,
involved in this project. Contact with staff has been
through:

. PCS Steering Committee

. PC8 Co-ordinators Group

. continual liaison with test site management and
staff

. presentations and discussion by PCS team members
in all States

. initial PCS Team members recruited from RGH
environment

. RGH Concord conducting their own review meetings
on the PC8 Project instigated by their ADP
Manager/PC8 Co-ordinater.

. PCS Hospital & Medicel Computing Bulletin

. computer awareness courses run by PCS staff

. distribution of Minutes of the various meetings
and comprehensive documentation to as wide an
audience in B.O.s and RGHs as possible.

As outlined at B.2 (v) following, the proposal to
conduct a hospital information model as a preliminary
to the assessment of total information needs has been
outlined to RGHs and State Deputy Commissioners.
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RGH Daw Park, S.A. has offered to provide the wide
range of professional staff required to build the first
model. The level and manner of representation from
other RGHs will be discussed further with hospital
managements.

2.12 INDUSTRIAL ISSUES

(i)

JOB IMPACT

A formal job impact study has not been done
because the first module of PCS is intended to be
merely a replacement of the current syatem. Job impact
will be assessed during the trials and piloting of the
software. ADT staff will be participating in those
trisls and contributing to the job impact study.

Staff Associations have been involved through the
PC3 Director’s participation in the National
Consultative Council meetings. It is intended that each
planned application module will be subject to a
discrete job impact study with only the relevant staff
associations involved. This approach has been largely
accepted by the various staff associations in the RGHs.

The PCS incremental applications approach does not
lend itself to an overall job impact study as the
process of systems implementation is continuous.

COMPUTER AWARENESS TRAINING

This is done through a PCS Hospital & Medical
Computing Bulletin and the widespread dissemination of
available imformation. The assistance of computer
companies has been sought in regard to
training/awareness material and the conduct of computer
appreciation seminars on a wide scale.

An initial training framework has been developed
and will be finalized when PC8 software is avasilable
and user feedback is analysed.

2.13 INDUSTRY PARTICIPATION

{1}

HOSPITAL SYSTEMS INVESTMENT

If what is being sought is a money figure for IBM
investment , DVA does not have information to give a
specific figure. However it is evident that local
investment by IBM in adapting the PC3/PMI and Inpatient
Management system to local requirements is
considerable.
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2.14 METHOD OF ACQUISITION

(1)

(i1)

NEW PURCHASE

Funds were sought and provisionally provided for
new computer purchase in 1985/86 for RGH Concord.

Alternative funding sarrangements were reviewed and
may need to be considered again in regard to the
computers for Heidelberg and Greenslopes.

LEASED SYSTEM

IBM have indicated that the company does not
distinguish between lease or purchase in determining
the level of marketing support to be made available to
a customer.

The company also indicated that. lease was for a
fixed term and was unlikely to be economically
attractive for less than 3 years. The five computers
would be installed within that period.

ACQUISITION APPROACH

The Department is convinced that the PCS project
requires the support and joint development effort of
IBM as evidenced by other PCS users, to minimise risk
and for cost effective implementation.

DVA believes that the project would be subject to
considerable risk if DVA were possibly the only PCS
client in the world without IBM hardware and, therefore
were unable to:

N attract IBM professional support for systems
software or 2CS applications;

. Jjoin the ECHO PCS8 users’ group;

. communicate with the PCS user community through
the world-wide offices of IBM.

. participate in joint developments with IBM and
Australian hospitals.

A Supply and Development Contract with IBM is the
Department’s preferred approach. It would embrace
PCS/ADS8 support, PCS applications assistance in
development and implementation and the provision of an
IBM 4381 computing facility for installation at
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Concord. Arrangements would also be sought for PCS
application joint development with IBM in furthering
the usefulness of the aystenm.

Subseq t RGH computers oould be the subjeot of
open tendering with specific support requirements
included.

The Patient Care Syatem Proposal document provided
at Appendix 3 sets out the argumenta for IBM facilities
at Concord in more detail.

CONSULTATION
CO-ORDINATION COMMENTS

The PSB, DOLGAS. and Finance Kenerally supported
the Proposal with Finance not convinoced of the
necessity for the first computer acquisition in the
current year.

Refer to 2.1 (i) above where the NPP Co-ordination
comments are reproduced.

Differences between funding figures contained in
the proposal and in the DISC Report are reconciled at
Appendix 2.

CONSEQUENCE OF NOT PROCERDING
PROBLEN AREAS

If the current system is kept, there will be (as
there are now) maintenance problems due to the
dependence on professional programmers for asystem
amendments. in COBOL and the limited remaining expertise
in the ADT system. In addition:

. current staffing restraints mean there is no
chance of major enhancements and/or add-ons to the
current system;

. there is no "PMI" in the current systenm.
Therefore, a medical record abstract (for example)
may never be created, especially with the Cost
Period stripping which now must ocour)

. micro computer applications cannot be readily
linked into the current aystem:
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(i)

- data ocannot be easily manipulated to meet the
current and changing needs of management. Any
reports which are not of the standard,
inflexible design, will continue to require
manual collation.

. the past practice of installing "standalone"
syateme in laboratories, gtores and patient
administration areas will be perpetuated.

- some $3m have been spent to date on
"standalone” PRIME and Webster systems for
cost effective applications;

- a further $3m would be required over the next
three years to provide similar facilities to
the above areas in other RGHs;

. patients will continue to be adversely affected by
inefficient admission test ordering and result and
reporting procedures and by the labour intensive
outpatient scheduling system;

. as Dr Brand detected (paragraph 28-29), the effect
on hospital staff morale would be damaging.
Quote:

"Generally speaking the hospitals have
stagnated in their quest for improved data
processing facilities. They have been
continually told to wait ~ "the soclution is
Jjust around the corner", They have waited
and they continue to wait. The corner is
never negotiated”.

CORPORATE PLAN
PLAN NOT AVAILABLE

DVA established a Corporate Mansgement Branch in
1985 and has clearly identified the overall Mission and
Goals of the Department, the various. Programs to
fulfill that Mission and the objectives of each
program, The program structure is represented in Fig.

A Committee has been established to design a
Management Improvement Plan (MIP) as part of the
Government’s initiatives in the area of Financial
Management Improvement Programs (FMIP). This committee
includes representatives from Department of Finance and
the Public Service Board who are involved in the
exercise acrosa the whole APS.
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(1)

A Departmental Corporate Management Committee has
been appointed to take over this work, to monitor
progreas towards corporate goals and to recommend
strategies to address on-going production workloads,
major new projects and. management improvement
activities,

JOB IMPACT STUDY REPORT
RESULTS FOR PC3

A survey of overseas users of PCS compiled by the
Western Australian Department of Health in late 1985 is
at Appendix 6.

Refer mnlao to 2,12 {i) above.
There will be some changes to work practices with
& replacement ADT syatem, e.g.

. the currently written admission form will be
replaced by a computer printed admission form.

. PMI registrations under PCS will have to be
decentralized to areas not currently doing this
function e.g. Admissions and Casualty.

However, the replacement ADT system, with the PMI,
provides the foundation for the whole range of
potential hospital computer applications identified at
Appendix §.

3.3 CONSULTANTS' REPORTS

(i)

QUALIFICATIONS

The resumes of the consultants could be made
available with their agreement. Consultants involved
%n both the Ferris Norton report and the Disc
international report had excellent credentials and
hands-on experience with large on-line computer
systems. Their experience covered:

. real time high transaction rate dats base aystens;

. very large on-line networks with multiple
processor sites;

. data base management systems;

. operations, programming and management of these
systems;
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(ii)

{(iii)

. implementation of office syeteme in thia
environment;

. risk snalysis of major complex syatem
environments. .

In addition, the ohief consultant from Disc
International has experience in State health and

‘hospital computer systems analysis and implementation.

Both consultant groups interviewed a wide
cross-section of hospital staff in several RGHe and
involved the PCS team in' the consulting project.

RISE ANALYSIS

A formanl Risk Analysis regarding hospital
computing has yet to be done, The Department has
access to the computer modelling technique enployed by
Ferris Norton.

‘Hospital computer acquisition and PCS
implementation are phased and adequate opportunities
exigt for project review.

STANDING OF ANALYSIS OF RELEVANT BRAND
RECOMMENDATIONS

The analysis was prepared by Systems Division in
the form of a submission to the Repatriation Commission
which subsequently acocepted it for incorporation in a
program of on-going actions to remedy accepted faults
in a defined timeframe.

OUTSIDE SERVICING
See algo PCS (xiii) following.

Any data from these non-departmental sources would
have to be keyed in, if required, Copies of test
results done in outside laboratories are alresdy
attached to the clinical notes.

Detsils of servipce provided by private hospitals
are provided to Branch Office as part of a claim for
payment. Information judged to be significant is
pasaed, as hard copy, to the hospital for inclusion in
the hospital file on the patient. Such information
could be passed electronically to the computerised
Medical Record Abstract envisaged under PCS.

The. task of accumulating on the RGH patient file
all treatment information im respect of Veterans,
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(v)

(vi)

whether treatment. was provided by RGHa, public and
private hospitals and specialists, would be immense.

Considerable clinical information would be held on
public hospital files and not normally released, The

development of a comprehensive treatment file for all
Veterans would not be cost effeotive.

CLERICAL LOAD

Refer to PCS B.5 (xiv) following.

PRIVATE PRACTICR

Refer to PCS B.5 (xv) following.

(vii) MEDICAL RECORDS

This is incorrect. Involvement is on-going with
both the Department’s Consultant and hospital MRA's -
especially at. Concord and Heidelberg.

Medical Records Administrators are members of each
RGH Steering Conmmittee and the Medical Records
Consultant attends Co-ordination Committee meetings on
future system needs priorities.

(viii) NEED TO RECORD STAFF LEAVE AND TRAINING

(ix)

TO SCHEDULR STAFF AND OUTPATIENTS

A Departmental Personnel and Pay Administration
System (PAPAS) is under development. The module to
record leave and training is acheduled for delivery in
late 1986 but the priority of a further wmodule for
forward scheduling has. yet to be established in
relation to other system needs.

NEED TO COMMUNICATE TO HOSPITALS THR
BENEFITS OF DATA PROCESSING

Presentations on benefits of an integrated set of
Hospital Information Systeme (HIS) have been given on
several occasions to all RGHs. Representatives from
all RGHs attend Co-ordinating Committee meetings and
regular bulletins are distributed to advise on
direction and progress of PCS project.
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RESPONSE TO ATTACHMEHT B 'TO JPCPA. MEMORANDUM
Aaeides 1D ALIACHMENT B TO JPCPA, MEMORANDUM
OF 12 FRBRUARY 1986

B.1 PROPOSAL CONTRNT

(1)

(ii

I

BOUNDARY OF PROPOSAL

As outlined at Appendix 5, more than one hundred
computer applications ir hospitals have been identified
by a number of organisationsa. PCI/ADS provides an
applications development tool for uasers. The
world-wide PCS user community and third-party software
suppliers contribute numercus solutions.

The DVA applications development and
implementation plan will be conditioned by user needs
and availability of solutions. Different needs will
emerge between RGHs and can be accommodated. The
proposed DVA plan of PCS development is at Appendix 7.
It concentrates on agreed high priority tasks to foliow
the installation of the PMI/ADT system.

A configuration of the proposed RGH Concord
equipment is at Appendix 1, The RGH computers will
utilise present network links to the NCC. RGHs will be
linked to each other through the NCC.

OA FUNCTIONS

Electronic messaging is provided to enable Order
Entry from patient care areas (e.g. wards) and Result
Reporting back from patient services areas (e.g.
Pathology)

Integration of data from Medical Record Abstracts
and P.M.I., with textual reports generated at W.P.
workstations will reduce workloads in preparing such
documents as Diacharge Summaries.

SHOULD NOT THE PCS FROPOSAL INCLUDE 0A
FACILITIES

Stand-alone P.C’s are being introduced for W.P,
vhich can later be connected in LANs for limited OA
facilities or to a mainframe driven hospital network
for full WP/DP/local processing data file extraction
and transfer/etc., depending on strategies and
priorities of each particulsr RGH,
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(iv)

Such initiatives are consistent with, but not
esgential to the PCS proposal. The Order Bntry and
Result Reportini facilities of PCg are in use overseas
for electronic mail communication and avoidance of
excessive paging of staff.

Resource constraints will result in the deferral
of ?ropoaals, a8 in the FNA Report, for mainframe
office support facilities in Branch Offices.

SOFTWARE ENVIRONMENT

PCS requires CICS/DL1 and IMS/DB. A major task in
integyrating the RQH systems with the NCC is the
development of "bridges" between CICS/DL1 and IMS.
Specialist consultant/contractor support will be
required.

The installation of the DB2 relational data base
management software on the RGH computers, interfaced
with. PCS/ADS, is under active consideration in a number
of public hospitals. DVA will review the usefulness of

DBZ as a tool for the development of an RGH corporate
data base.

Inst;llation of SPF, TSO, 8AS and DIS0SS is
expected in early 1987 st Concord.

B.2 OVERALL STRATEGY

(i)

(ii)

(1ii)

(iv)

STUDIES ON' DATA FLOWS

Refer to responses at 2.5 (iii) abo d B. i
and (v) following. ve and 8.2 (iv)

HAS. STRATEGY BEEN CONSIDERED AT RXEC
LRVEL. VTIVE

Yes, by PCS Steering Committee and during
presentations to senior staff at all RGH's.

WHAT PLANS AND PRIORITIES FOR LATER SYSTRMS.
Refer next question.

HAS REVIEW OF TOTAL COMPUTER NEEDS BE
CARRIED -OUT. N

A feasibility study on the use of Information
Enxineerine‘methodalony has been conducted., The
outguts from the feasibility study could be made
available for review. The brief for congsultants to
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lead the HIS mtudy will include the requirement to
construoct such an information model capable of ongoing
modifioation as information needs are defined in
increasing detail oxr are changed.

The brief ia in draft form and, subject to
staffing constraints, will be issued in March for the
project to commence in April.

HAY PROPOSAL BEEN EXPLAINED, WHAT RGH
RESOURCES, WHAT COST.

The proposal has been outlined in visits to RGH's
and at a meeting of sll State Deputy Commissioners.
The preferred scenario envisages that consultants will
lead a one-week intensive training course on the
methodology for up to 12 officers with expertise in all
areas of hospital operations.

buring this week an initial strategic
model would emerge and during the balance of the
project each member of the tesm would further develop
the detail in his/her areas of the model on a part time
basis.

RGH Daw Park, S.A., has offered to provide the
wide range of professional staff required to build the
first medel but the level and manner of representation
from other RGH's, B.0.'s and Central Office have yet to
be decided.

The project has been estimated to take 3 to 4
months and to cost $75,000 in consuitant fees and
expenses based on the S.A. location,

B.3 Co8TS

(1)

RBLIABILITY OF BENEFIT SURVEY

Respondents have been extensively involved in the
PCS project smince early 1978/79,

The Benefits survey conducted in June 1985 was
developed during site visits and discussions with RGH
management in Victoria and Queensland,

The questions in the survey reflected known
benefits reported by hospitals in U.S.A, using PCS.
The resultant survey was trialled at RGH Concord and
subasequently distributed, to other RGH’s. Heidelberg
has almost 110X more outpatient visita than Concord
resulting in a proportionally smaller potential benefit
from reduction in average length of atay.
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(ii)

(iii)

{iv)

The survey was direscted to the Medical
Superintendent of esch hospital who must be seen ag a
reaponsible manager and the most informed Judge of /
hospitsl operations. /

DATA ENTRY FOR PILOT IMPLEMENTATION

Planning of the pilot for the PMI/ADT syatem is at
an early stage. Detailed discussions with IBM on the
PCS product and with Royal Adelaide Hospital and the
W.A. Health Department are scheduled for April 1986,

Bntry of data will be undertaken by user area
staff, Up to six staff may be involved at any time with
an average of two user staff expected over a three
month period. Some overtime costs will be incurred.

SECONDP HAND EQUIPMENT

Refer to earlier responses at 2.11 and 2.14.

CENTRAL PCS BUREAU

A comprehensive cost/benefit analysis has not been
produced.

Dr Brand (Chapter 28) has reinforced the
Department’s approach to the devolution of
responsibility to hospitals in respect of computer
Systems and this management approach has been accepted
by the Repatriation Commission.

Enquiries of other PCS users world-wide reveal
that only one organisation of the 250 users of PCS -
Sisters of Charity - operates a National PCS bureau.
This is in the USA. Msinframes and all communications
links are duplicated for backup.

However, the Department is not prepared to accept
the risks sssociated with such an operation. An
analysis of the costs of the central approach, if it
wag to provide the same level of service and. security
to PCS users, would reduce five year acquisition and
operations costs by 10-15%, compared with the proposed
decentralised approach.

No computer accommodation ias available at the NCC
for such a bureau. The risk associated with extending
the scope of the NCC to accommodate two further
mainframes - with all Departmental facilities at the
same location - is not acceptable to the Department. A
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(vi)

second computer site, remote from the NCC, would need
to be considered.

COST COMPARISON
Refer to Appendix 2.
IBM’S STATEMENT OF SUPPORT

In the course of the Department's earlier attempt
to redevelop the USA Inpatient Management System in
1984/85, IBM's support to PCS/ADS installed on the NCC
AMDAHL was limited to normal software service of a
licensed product.

Officers of the company have since indicated that
further support from IBM is discretionary and depends
largely on the return to IBM. from the actual or
prospective contract.

A recent statement by IBM on its Support
Philosophy is at Appendix 8.

USE OF NON-IBM HARDWARK

In NSW the Health Department and large individual
hospitals develop unique computer applications on
predominantly Digital Equipment VAX computers.

Most health organisations in Australia, including
the RGHs, are unable to provide the staffing resources
for local system development and are coming to depend
on vendors of information systems software.

DVA has used IBM-compatible facilities for almost
twenty years. Itg systems are constructed around IBM
data base techniques and its communications accord with
IBM developed standards. There is a high level
of integration of systems betwéen the benefits and
treatments functions of DVA with Branches accessing
clinical information and RGHs interrogating Client Data
Base systems for patient eligibility, etc.

If RGHs were to acquire other than IBM-compatible
equipment, the cost penalties would possibly exceed $10
million over five years.

. existing IBM-trained support staff would need to

be supplemented by some 10 further staff with
expertise in the RGH hardware ($3.2 million)
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(viii)

. additional hardware, software and skills would
need to be acquired to develop, implement and
meintain a complex link between incompatible
communications aystems and databases, if such was
schievable ($5 million}.

. a number of existing systems would need to be
converted to operate on new RGH facilities ($1
million})

. most existing terminals, micro computers and.
cabling systems would need replacement ($0.6
million)

If new non-IBM compatible facilities were acquired
(e.g. DEC VAX), DVA would need to allocate resources to
unique hoaspital systems development and support. A
team of probably thirty systems ataff would be needed
to deliver new systems in a reasonable timescale ($12
million over § years). A major systems development
facility ($4 million), es at NSW Health, may need to be
egstablished.

Unless an applications development tool such a=m
PCS/ADS was available, users would continue to be
constrained by inflexible -system design, lack of
systems integration and delay in systems delivery.
BENEFITS FROM CURRENT SYSTENS

Refer to 2.5 (i) above.

B.4 PLANNING, MANAGEMENT

(1)

JOB IMPACT STUDY

Refer to 2,12 above.

(ii) SYSTEM CONVERSION

Conversion of existing Systems will include the
following activities:

conversion of data on the existing Patient Status File
- this will necessitate the design and program
development of a conversion routine;

new. data collection must be undertaken to complete the
Patient Master Index;
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(iii)

extensive quality checking will need to be done of the
conversion processes;

the 'Client Data Base will need to be downloaded during
the creation of the original PCS PMI data base. Both
Veteran and Community Patient data would be downloaded;

particular attention will need to be paid to the
maintenance and integrity of statistical collections
during the conversion;

modification and enhancement of the PCS ADT system to
meet RGH specific requirements has commenced;

existing terminal equipment will be replaced with
colour VDUs and where suitable relocated elsewhere in
DVA.

existing laboratory equipment connected to the NCC will
still be used and will require an interface to the
hospital computer along the lines of the existing
interface.

PROTOTYPR PHASE

The Prototype phase will commence in April at RGH
Concord, utilising the IBM PCS software snd Department
of Housing and Construction computer.

(iv) PILOT TESTING

Preliminary schedules have been designed for pilot
testing., These schedules will be reviewed as the
system development proceeds and will form the 'basis of
monitoring activities, In addition, Project Management
Software is being implemented and will be used to
monitor all activities, including pilot testing.

Users will. perform the pilot testing with
aggistance from the team and IBM. The PCS Liaison
Officers from other RGHs will also participate.

It is intended that only a ssmple of Concord
patients will be on the test data base. The number and
type will be sufficient to test all functions of the
System fully. It is felt that 2 months is sufficient
for reviewing the pilot operation. However, delay in
inatallation of the computer at RGH Concord - now not
possible before September 1986 - will considerably
extend the period and thoroughness of the pilot.
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(v}

(vi)

It is apparent that pilot phases at subsequent
implementation sites will refleot the reasults of the
firat. The second implementation, at RGH Heidelberg,
is not ascheduled too soon after Concord provided that:

. the PCS Liaison Officer is employed well in
advance of implementation;

. the' PCS Liaison Officer participates in pilot
testing at Concord., The system should be
functioning successfully at Concord before
implementing elsewhere. Training and
familiarisation can proceed at the subsequent
implementation sites well in advance of
implementation,

SYSTEM BACKUP

A DVA data communications network is. currently in
place. Links between the RGHs and the National
Computer Centre in Sydney need to be maintained for
accesas to central DVA systems and the Client Data Base.

RGHs will be linked to each other through the
NCC-based network. Redesign of the network will be
considered to take account of the computer
installations in the RGHs as possible concentrators for
the Branch Office terminals to the NCC. Additional
line capacity and communications controllers are
expected to be required for the B.O. to RGH links.

EBxpert advice will be sought when the successful
mainframe tenderer/s is/are known. Any additional
network costs are expected to be marginal.

On-line backup of RGH systems, through the
maintenance of duplicated data. bases at another RGH, is
not expected to be cost effective. Back-up
arrangements will be developed to accommodate extended
gystem unavailability as at present. Use of gimilar
computers and PCS-based systems will enable RGHs to
develop progressively arrangements for mutual support
and backup of vital systems at times of computer
overload or limited duration outage.

RELATED HEALTH PROPOSALS

DVA haa been briefed on systems strategies by the
State health authorities in all 6 states. Strategic
plans have been provided by N.S.W., Queensland and
Western Australia.

(vii)

There are major differences between States
depending on the level of autonomy in information
systems planning exercised by the larger hospitsls.

The Western Australian system is seen to resemble
the DVA position most closely with:

. emphasis on centrally co-ordinated information
systems planning;

. policy of IBM compatibility

N need to replace existing, obsolescent ADP syatems
in hospitals.

However, Western Australian Hospital Information
System planning is conditioned by the fact that almost
all major hospitala are in the Perth metropolitan area.
The provision of a responsive centrally-based mainframe
service, therefore, is practicable in that State.

A copy of the New Zealand Strategic Plan for PCS
hospital systems is to hand. Direct contact with NZ
PCS staff will shortly be established.

The NZ' PCS plan is ambitious. It includes the
eatablishment of s national Patient Master Index. An
implementation plan is reproduced at Appendix §.2.

ADP' OBJECTIVES

ADP Objectives and specific objectives of the
proposal are stated at 2.2/2.3 (ii) and (iii) above.
These objectives will be furthered by the installation
of IBM’s Patient Care System (PCS) running on a
suitable IBM compatible computer inastalled at each
mainland RGH.

The adoption of PCS will enable the building of a
data base for patient care and management. Using
various application modules, PCS is designed to collect
patient data, keep them current and make them available
on an on-line basis to personnel providing patient
care.

Patient data are entered into the syétem as part
of the outpatient. or emergency room. process, or during
the inpatient pre-admission or admission process, Data

.are edited and forms, notices and schedules are

diasplayed or printed at user defined locations
thoughout the RGH; examples of these lacations are
nursing stations, medical records, pharmacy, radiology
and the hospital administration area.
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{viii) ADVANTAGE TO HOSPITALS

(ix)

{x)

The Department expects to achieve in its RGHs
greatly improved co-ordination of activities in support
of patient care. This will result from the creation of
& patient data base, efficient communications and
effective management and administrative systema.

The DISC Report, at page 19, identified the
potential advantages to the RGHs as:

. development of a data base of patient information
including basic clinical data.

. admission/discharge functions to facilitate
collection of basic patient data.

. on-line entry of patient orders from nursing
stations for patient services such as Pathology
tests, diet changes, ‘specialist therapy, X-rays
etc.

. the optimal utilisation of scarce clinical and
clerical support staff

. on-line display of test results and status of
patient orders,

. management information reports to be used for:

~ improving the placement of personnel in
relation to actual workloads;

- monitoring the use of consumables and
services by hospital functions;

- evaluating new capital proposals for apecialised
equipment, additional facilities etc;

- budgeting, performarce measuring etc.

Refer alsoc to responses to 2.5 and 2.6 above.

DVA CORPORATE PLAN

Refer to response to 2.2/2.3(i) above

STRATEGIC PLAN
Information on this proposal ie covered in

Sections 3.4.1 and 6.3 of the Department’s draft 1986
Strategic Plan.
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TWENTY FOUR HOUR OPERATIONS

RGH managements will be able to determine the
operating hours of their computing facilities according
to hospital needs.

The implementation of the patient data base and
on-line order entry and result reporting requires
reliable computing services. A remote central facility
may not be sufficiently reliable owing to pressures to
economise in its large-scale operation. The NCC
provides reduced levels of service at weekends snd no
service at all is currently available between 11 pn and
7 am. It would be uneconomical for the NCC to provide
&8 24 hour service to the hospitals owing to the
necessary but low systems usage in the third shift.
Hospital computers could be unmanned during that shift.

IBN INVOLVEMENT

Officers of IBM have indicated that the level of
support for PCS that would be provided, beyond normal
saoftware maintenance service, would typically be geared
to the customer’s commitment to IBM hardware. {Refer to
Appendix 8).

¥hile each RGH will require support with PCS
application development and implementation, the need
for expert and extensive assistance is acute at Concord
which is the prime PCS development, test and pilot
implementation site. Lack of IBM assistance at Concord
will expose the project to high risk and implementation
delay. The need for assistance at the other RGHs is
not so critical, though ongoing support in PC8
applicationa will be required by each RGH either from
IBM or a third-party software supplier.

The acquisition timetable has been deferred
beyond the Department’s expectation. The IBM 3033 at
the Department .of Housing and Construction must be used
for DVA's PCS in-patient management software
enhancement until June 1986.

The RGH Concord computer site cannot be completed
in time for computer delivery. The computer supplier
will be required to accommodate the computer and
provide network services to Concord until a site is
available., That remote link will bé adequate during
PCS. test and piloting phases from May to September
1986.
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(xiii) DELIVERY TIMETABLE

B.5 PCS

There are two potential suppliera of
IBM-compatible equipment of the required scale, viz.,
IBM and National Advanced Systems.

Both companies have indicated that a suitsble
configuration is available on short notice if an early
intention to proceed is given,

(i) PCS ARCHITECTURR

(iii)

Information from IBM is provided at Appendix 9.
Technical publications can be made available, or a
presentation arranged, if required.

The range of applicstions that can be developed in
PCS/ADS and/or is applicable to hospital operations in
Australia and overseas is outlined at Appendix 5. Many
of these applications could be developed in COBOL and
interfaced to PC3. Prograwming staff would be required
for COBOL developments. The Department’s current PCS
application plan is shown at Appendix 7.

A number of microcomputer applications will
continue to be developed by users.

Refer also to 2.5 (iii), 2.8 (i) and B.2 above.
OTHER USERS

Communication has been established between
DVA and each 8tate Health authority. DVA has fostered
the communication of informstion technology strategies
and plans between the States. Regular diascussions take
place with information management staff in NSW,
Victoria, South Austrslia and Western Australia.
Formal commitments to PCS are being negotiated by a
number of States and information is held in confidence.

There is considerable interest in the prospect of
an Australian PCS users'’ group affiliated with the
world body.

IBM-DVA-RAH
IBM hag contractual arrangements with Royal
Adelaide Hospital (RAH) for the acquisition of RAH's

earlier development of the PCS In-patient Management
System and for consultancy and technical advice during
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the current joint development. The arrangement also
ccvers provision of computing services, accommodation,
etc for the development team while based at RAH.

RAH will be installing the PCS in-patient
managenent system a8 replacement for its version of PGS
during 1986,

IBM and DVA have a Memorandum of Understanding
covering DVA's contribution to the joint developaent
and tesgting of the PCS In-Patient Management System.

IBY has outlined to the Department a posaible
role for DVA in the joint development of a future PCS
OQutpatient Appointment Scheduling Application. The
Department has indicated its interest in taking a
leading role in specifying a PCS OAS system. Future
co~operation with IBM and IBM’'s support of DVA’s use of
PCS are expected to be addressed in a Supply and
Development contract between the Commonwealth and the
Company.

Officers of DVA and RAH have agreed to meet
on a regular basis to exchange information and views on
hospital systems development and implementation. Rach
expects to promote an "Australian" PCS users' group
late in 1986.

The PCS In-Patient Management System is to be
a fully supported, licensed software product marketed
by IBM.

RESPONSIBILITIES OF PCS TEAM

No reduction in staff required in the PCS Central
Co-ordinating team over the next 5 years is enviaaged.
If the current schedule is met, the modules anticipated
at this stage (Inpatient Management, Outpatient
8cheduling, Medical Records Abstracts, Pharmacy
Management, Stores Inventory Management) will have been
implemented in all hospitals by 1989, By that time, it
is expected that additional user requirements will have
been identified, particularly by the larger hospitals.
The PCS team would continue to assiat in identifying
information requirements, evaluating available software
and developing and implementing further applications
modulea. The PCS team would also be well-equipped in
skills, experience and knowledge of the systems and the
hospital environment to support centrally the PCS
modules implemented in the RGHs.



will

Development work will include:

analysis of current system functions;

design, program development and testing of add-on
functions, including Infection Control, Food
Services, Bmergency Accident Centre, Statistical
and other reports, Nursing Load, Ward Management;
analysis, design, program development and teating
of future modules, including Outpatient
Appointment Scheduling, Medical Records Abstracts;
development of systems documentation.

Other responsibilities of the PCS project team
include:

"heta" testing of AIMS (the IBM Inpatient
Management Systenm)

pilot testing of the DVA tailored version of AIMS
and subsequent. modules;,

resolution of technical problems;

quality assurance activities;

creation of test data;

conversion from existing systems

support of implemented modules;

evaluation of PCS software when available
liaison with NCC ana Systems Division staff .
regarding the impact of new or modified central
systems on hospital ayatems;

amendments to interfaces between hospital systems
and central systems where this becomes necessary;

liaison with NCC and Systems Division staff
regarding network considerations;

liaison with hospital staff and suppliers
regarding hardware installation;

modification of implemented modules where this
proves necessary;

user training of héspital‘staff and of PC8 Liaison
officers;
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. provision of user manuals;

. user support after implementation i.e. provide
Help Desk facilities for local and interstate
staff;

. analyais of conversion exercise to cover zall
aspects of conversion from current system to new
system, including:

- setting up of patient data base;

- transfer of necessary data between the
hospital systems and central systems;

- setting up of support data bases such as
doctor database, user profile database, word
database, ICD9 database,

- change-over co-ordination;

. monitoring of the operation of local computer
facilities;

. co~ordination of change control facilities.
IBM SKILLS AND SUPPORT

IBM has a large health industry group in the U.S.
which is complemented by an Australian group.

Three American groups with a total of 76 ataff
provide assistance to users in the areas of strategy
develaopment, technical support, world-wide support for
IBM products, application development,
installing/tailoring IBM application models to
particular user needs and training and educating users.
In addition to this group there are 25 health industry
specialists in the US and several hundred -systems
engirieers with experience in hospital applications.

In Australia, the IBM. Health Industry Centre has
over 30 staff located in major centres of activity with
centralised management in Sydney. The Centre also
includes a Senior Industry Specialist who is resident
in America but managed from Sydney. He has extensive
experience in a large number of U.S hospitals and:

. responds to requests for technical data on IBM
software and its use;

. arranges visits of Australian customers and staff
to leading US hospitals and IBM facilities; and
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. ensures that state-of-the-art inforaation flows to
Australia.

Just as. the American group supports the ECHO group
of over 900 hospitals and health oriented institutions
with installed IBM systems, the Australian group
co~ordinates comnunicatidn within the region of
Australia, NZ and Singapore and with the U,8, ECHO,
the.PCS users' group, is a major disseminator of
information and application software to its members.
The same exchange to and between IBM systems usgers in
this region can be expected.

IBM has advised that it will maintain and correct
any identified faults in their proprietary products,
such as the In Patient Management system, Subsequent
developments by DVA of modules addressing our unique
requirements (i.e. Infection Control, Food Services)
will be maintained by the centrasl DVA team with IBM
assistance if IBM hardware is in use, provided the
structure of the patient dats base has not been
changed. Any modifications to screens, reports etc.
made at hospitals to reflect their own needs will be
maintained by that hospital.

IBM’S SUPPORT OF PCS IN THE PAST

Since 1979 the Department has used IBM-compatible
computers supplied by AMDAHL. IBM reduced its interest
in DVA’s computer activity from that time.

Until 1985, IBM apparently did not target the
health industry in Australia. The Dapartment has noted
over the last twelve months a mejor new initiative and
investment in resources and PCS applications software.
Numerous health specialists have been recruited and a
Health Industry Centre eatablished.

It is assumed that IBM now sees a marketing
opportunity with the Department’s commitment to PCS.
We are advised that all except one or two of the 250
users of PCS have IBM mainframes, .

While the Department’s recent associmtion with IBM

on. joint development of the PCS In-patient Management
System has provided the Department with useful skills
and an insight into the PCS software, IBM has also
gained through the design and development asaistance
provided by DVA/RGH staff. .

DVA is under no obligation to acquire facilities

from IBM and IBM is reimbursing ‘the Commonwealth for
the resources applied to the joint development.
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(vii) PCS MODIFICATION

The Australian version of the PCS Inpatient
management System, inocorporating the patient data base
(PMI) and ADT system, will be made available
progressively to DVA for review during March and April,

A draft dooument has been prepared by DVa
detailing the enhancements and modifications required
to meet RCOH needs. This dooument includes enhancements
and modifications identified at the PCS Co-ordinators’
Meeting held on 30-31 January 1986,

The IBM Inpatient Management {AIMS) functions have
been. compared with those of the current system and
enhsncements have been identified. Modifications will
be made to the AIMS software, documentation and user
manuals to reflect the changes identified. Any new
modules required will be deasigned, coded and tested by
bva. -

Analyses were completed early in 1985 of the
add~on systems which include Food Services, Infection
Control, EmerzencY'ﬁccident Centre, Nursing Loads, Ward
Management and statistical and other reports. These
analysis documents are currently being reviewed and
modified to reflect changes in the existing system, the
AIMS development project and any additional user
requirements.

(viii) TRENDS IN HOSPITAL COMPUTING:

On the basis of its ongoing contact with State
Health Departments and hospitals, the Department
expecta that PCS will be installed in large hospitals
in four Australian States during 1986/87. Information
has been received in confidence in most instances,

All State health authorities have informed
the Department-of their planning towards

. intezrated.hospital information aystenms

. acquisition of software facilities for
applications development by users {except. N.S.W)

. acquisition of applications software solutions,
rather than the converaion of existing systems or
in~house system development, {except N.S,W. which
has a central software development facility)
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(ix) HOSPITAL EXPERIENCE IN. PCS TEAM

The existing ADT system was originally inplemented
for use by RGH Concord in the early 1970a. The level
of detailed technical knowledge of the aystem is very
limited within the Systems Division in Central Office.
However, hospital staff who have made extensive ume of
the system have been seconded to the PCS team for
extended periods.

Through the assistance of such staff, the PCS team
now has a good working knowledge of current systems.
All members of the team have spent time in relevant
areas of the Concord hospital. 1In particular, there
hag been extensive study of the admissions area to
obaerve its functions, the use of the current syastem
and the problems encountered by the hospital staff in
using the system. Knowledge of hospital-based computer
systems formed part of the selection criteria for
several of the pogitions within the team.

The team is drawing on staff from relevant
areas for detailed knowledge, particularly from
nursing, medical records, outpatients and admissions.

(x) SYSTRM DEVELOPMENT COSTS

Approximately three staff years of DVA effort
{$150,000 with overheads) was applied in the
Department’s attempt at producing an RGH derivative of
the USA PCS In-patient Management System in 1984/85., A
significant proportion of that effort was lost.

Participation of three DVA staff in PC8 in-pstient
management development with IBM and Royal Adelaide
Hospital has involved.relocation expenses of almost
$20,000 but payment by IBM of $35,000 {(to Consolidated
Revenue) for DVA effort applied.

A further 815,000 in salaries and overheads may be
expended by DVA, and recovered from IBM, for FCS
in-patient aystem testing in 1986,

DVA expects to have 60 staff months of PCS
systems development staffing resource available during
1986. Of that resource, 28 Staff months are expected
to be required for PCS In-patient Management.
development to meet RGH requirements at. a cost, with
overheads, of $117,000,

The current. DVA ADT syatem took 65 staff years of
effort to develop. DVA does not have the resources,
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skills or staffing flexibility to create the equivalent
of a PCS Patient Master Index in an acceptable
timeframe.

{xi) PCS USERS WITH NON-IBEM COMPUTERS

No PCS users in Australasia {i.e. including
New Zealand and Singapore) have IBM plug-compatible
computers..

Enquiries reveal that one or two of the 250
overseas users of PCS have IBM-compatible computers
installed.

(xii) ALTERNATIVES

The Department initiated a conversion of the
U.8.A. developed PMS module of IBM’s PCS product in
1984 to produce a Patient Master Index data base and
Admissions, Discharges and Transfers application
module. The task was beyond the Department’s skill and
regource levels and was terminated in early 1985.

The Department has since sought to influence
the PMI/ADT development by IBM Australia towards RCH
requirements and to participate in the development to
upgrade PCS skills.

CDSA has developed local goftware products in
conjunction with {mainly) Victorian hoapitals, using
the PICK language and Sequel mini conputers. Other
non~-1BM hospital systems have also been developed in
Australia, but with limited commercial success.

The NSW Health Department has a strategy of
developing standard software solutions for State
hospitals using standard mini computers.

It is understocd that the McAuto THIS
hospital software has been undergoing adaptation for
use at Royal Melbourne Hospital for two years.

The HIMAS system developed by Infohealth has
been successfully marketed to smaller hospitals., While
optional functions are available, it is understood that
the RPG IT language imposes rigid solutions once the
system is installed.

Conversion of any of the above systems to meet DVA
requirements and established IBM orientation is
expected to be so difficult and expensive as to be
virtually impracticable.
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(xiii) NON-RGH PATIENT SERVICING
Refer also to 3.3 (iv) above.

The Department maintains a Medical File on all
Veteran clients, in paper form, in the Branch Offices.
The Hospital File (or Clinical Record) is a subset of
that File.

Creating & complete Clinical Record for a patient
through PCS would be an immense task and would not, be
cost effective. Hoapital file summaries would need to
be obtained from other hospitals and clinical records
obtained from specialists, medical officers eto.

Adequate information for DVA’s purposes is
accumulated through the Treatment Accounts System,
which is in the process of being automated, from the
present Patient Status File and from clinical records
released to Branch Offices by the RGHs.

The problem of releasing RGH clinical record files
to the Branch Offices is being addressed. The
construction of a computer-based medical abstract for
on-line use by Branches and the RGHs could reduce the
need for hospital files to .be removed from the RGHs.

An on-line medical sbstract could also reduce delays in
attending to patients at clinies when the paper
clinical file is unavailable. Study of the
opportunities for the creation of a computer medical
abstract is continuing.

‘xiv) CLERICAL LOAD

The admission and discharge of patients and the
scheduling and management of ocutpatient appointments
impose heavy clerical workloads in the RGHs. Overseas
experience is.that PCS is most useful in addressing
labour intensive clerical and administrative tasks.

Clerical workload can be reduced with PCS through
the institution of the patient data base, improved
communications throughout the PCS user community and
the automation of complex manual scheduling procedures.

While PCS will not initially impact on staff
workloads with the new ADT system, its extension to
nursing stations and laboratories for on-line ordering
of tests and services and result reporting will reduce
clerical workloads.
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(xv)

Congiderable productivity improvememt is
anticipated with a PCS-based acheduling system on the
basis of reviews performed to date. Clerical staff
will be involved in the Systems Requirements Definition
for the PCS system for outpatient scheduling..

BILLING SYSTEMS

.There is an emerging need for a Billing System
with*n PC8 in the RGHs. Requirements have yet. to be
specified. It is considered that other PCS users could

have a similar systems requirement to address the Right
of Private Practice.

The Department will be discussing the need for a
PCS Billing System with IBM at a PCS review meeting
during March. IBM will be encouraged to develop &
system that is suited to Australian circumstances.

B.6 COMMUNICATIONS

(i)

COMMUNICATIONS ACQUISITIONS

The RGH computers must be incorporated into the
existing DVA network to ensure communications with
central systems and maintenance of NCC data bases.
RGH/RGH and RGH/Branch Office links need to be
continued.

Front End Processors (FEP) are to be acquired to
connect to the existing AMDAHL 4705 at the NCC..
Specialist network design advice will be sought from
the RGH computer supplier on the connection and
programmning of these FEPs.

Refer to 2.4 (i) above for further information.

INTEGRATION WITH CURRENT NETWORK

The proposed network is an extension of the
existing NCC network. Each RGH may be an appropriate
domain, with the whole multi-domain network managed
from a Central Network Control Centre at the NCC.

The RGH aystems will need access to current
information stored on the NCC machine (i.e. CDB).



(iii) OPSRATIONS BACKUP

It is apparent that hardware reliability in
overseas PCS installations is very high. DVA is
confident that twenty-~four hour operations can be
reliably maintained at the RGHs.

Procedures ocurrently exist to protect hospital
systema from hardware and telecommunication failures.
Procedures will also be developed to take account of
hospital computer outages and failure of links to the
NcC.

During short periode of system unavailability,
{usually for less than a day) computer access to update
data bases or to enquire as to eligibility will be
suspended. Input may be batched when the system again
becomes available.

¥Where order entry of tests, reporting of results
or access to medical record abstracts is disrupted,
manual processes will be available so that patient care
levels are maintained.

The management of outpatient scheduling will
proceed on the basis of hard copy daily status reports
of scheduled services.

It will be an important feature of pilot testing
to ensure that essential hospital services can be
sustained during s period of hardware failure. .
Recovery procedures must also be in plsce. DVA will
liaise with other PCS users in Australia and overseas
on the techniques that have already been develaped.

For extended outages, communication may be
available through the FEP to the DVA network and to
other RGH computing facilities. The PMI will be
archived at least on s daily basis in each RGH and a
copy would be available for mounting on another RGH
computer,

By restricting the workload at the other site, a
basic ADT system should be able to be establz§hed.
There are no known technical problems in providing a
PC8 service to another hospital, if capacity isg
available and telecommunication links can be
maintained.

The Department does not under-estimate the

complexity of arranging aultnble'backup.to RGH
operations, internally through alternative procedures
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and externally with links to other RGH8. The pilot PCS
implementation phase in each RGH is expected to provide
sdequate opportunity to arrive at and establish
adequate backup procedures for initial PCS operations.

(iv) BACKUP TO ANOTHER SITE

Effective backup to another RGH site will depend
on the availability of the telecommunication link,

adequate computing capacity and transfer of the patient
data base.

It is conaidered that an RGH could 8service the
ADT/PMI needs of another RGH for a period by suspending
or rescheduling non-urgent processing tasks.

The steps in arranging such backup could be
determined in detail during a pilot PCS implementation
using remote RGH facilities. PCS bureau services are
provided overseas and their operating procedures could
be of intereat.

(v) NETWORK COSTS
Refer to response to B.4 {(v) above.
(vi) INTEGRATION OF DATA, TEXT RTC.

DVA updates its corporate data bases and paper
files with a wide range of data originating from
medicsl, pars medical and clerical staff and from a
range of digital and analogue instrumentation,

The effectiveness of that corporate information
depends on its accessibility to authorised ataff in
Central and Branch Offices and RGHa. There is an
ongoing evaluation of cost effective means of capturing
8 range of data and making it available through the
computer system.

The Department does not have the skills or
resources to perform a complex systems integration
role. Technology selected needs to conform to IBM
standards and protocols to rermit integration of data
with the IMS Client Date Base and PCS Patient Master
Index.

(vii) BACKUP THROUGH DECENTRALISATION
The failure of one.RGH computer, for an extended
period, will not seriously impsct on patient care or

services in other RGHs or affect the processing of
benefits and other central systems.
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Provided the communications system iz intact, an
RGH could service the ADT/PMI needs of’ another that had
experienced prolonged. computer failure. That
flexibility would not necessarily be available if the
RGHs were serviced from a central buresu.

The existing DVA network is expected to be
adequate for the provision of a remote PCS/ADT service
to an RCH during an extended period of computer
failure.

(viii) ADVANCED TECHNOLOGY

(ix)

(1)

The only aspect of the Pepartment’s proposal that
could be considered Advanced Technology is the
interfacing of the IBM Client Data Base with the PCS
system through the DVA network.

While specialist communications and data base
assistance is required, there is no indication that the
bridge between the data bases poses any significant
technological risk or challenge. IBM has reviewed the
task with the Department s number of times over the
past four years.

Office automation is not specifically inoluded in
the RGH computer proposal. Refer to responses to
B.1 (ii) and {iii) above.

AUXILIARY HOSPITALS

. Lady Davidson Hospital, Turramurra, has been
connected recently to the network to access the
CDB. NSW RALAC is awaiting connection.

. Access to the PCY Patient Master Index will be
arranged.

B.7 STAFFING

RGH STAFF
ROLE OF TECHNICAL STAFF
Technical staff will be required at each RGH to:
. manage computing facilities, including
liaison on maintenance services with

suppliers of hardware;

. support computer operations and liaise with
NCC. specialist support staff;

216

. provide PCS/ADS programming support and user
K ' training; .
. . .

.. aggist with systems analysis nnd programming
. of PC8 applications;

. provide systems advice and undertake minor
PCS application development and modification.

1It:is expected that each mainland RGH will need an
officer at CSO3 ahead of computer installation and &
c802 from the date of computer installation to address
the above tasks. Little growth beyond that level of
PCS technical staffing is envisaged provided the
central PCS Projeot Team and NCC support services are

maintained. .
R

At this time, ADP-support staff are based only at
the larger RGHs. Their range of skills varies, with
most -coming from non-technical backgrounds {refer Brand

. ‘Report 28,13, page 188) .

: The current ADP staffing level st the RGHs is as
follows: ' . o

RGH Concord: 4 staff
. Clerical/Admin: 1 x Class 8;
. 3 x Class 6

RGH Heidelberg: 2 staff
Clerical/Admins: 1 x.Class 8;
1 x Class 6

' RGH Greenslopes: 3 staff
Clerical/Admin: 1 x Class 83
1 x Claas 6;
. . 1 x Class 4

RGH Hollywood: No staff
Positions of CS02; 2 x Class 6; 1 x
CA4 established but not yet filled.
Supported by Biomedical Engineering
and from W.A. Branch office

RGH Daw Park and

:+»* RGH Hobart: ‘No: staff

Supported by S.A. and TAS. Branch
. Offices. respectively

.RGH ADP staff prehenily undertske the following
tasks:

dFew e o,

. Manage on-site ADP' equipment,-including:
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(ii)

- inatallation of terminals;
- arranzinz of maintenance by suppliers;

- arranging of cabling installstion by Housing
and Construction;

N Review applications problems and liaise with
Branch Office, Central Office project or
programaing staff and the NCC as appropriate;

. Conduct in-house training on hardware and systems
use’ Co-ordinate and arrange external ADP
training;

. Co-ordinate requests for equipment and prepare

financial estimates. Purchase consumables;

. Assist end users in the preparation of systema
propesals and in lisison with Central Office
planning, Information Centre and facilities
acquisition staff.

OTHER STATES IMPLEMENTATION

The latest PCS Co-ordinators’ meeting indicated a
positive attitude towards PCS by all RGHs. While the
RGH Hobart hospital is possibly too amall for efficient
PCS usage, it is important that the same system be
installed in each RGH for co-ordinated PCS development
and support.

The major, foreseeable implementation problem is
delay in extending PCS to all States:

. delays in acquisition of hardware will disrupt
implementation plana, affect morale and may lead
to unco-ordinated PCS application implementation;

. protracted implementation of the PCS ADT system
will necedsitate continued maintenance of the
present ADT system. The Department will look to
co~operation with appropriate State health
authorities and hospitals that choose PCS, so that
pilot implementation might proceed ahead of RGH
computer installation in South Australia and
Western Australia.
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Use of the Concord and Heidelberg computera for
pilot tasks in other States is also an option, Rarly
aoquisition of computers for RGHs Daw Park and
Hollywood under leasing arrangements will also be
considered if purchase arrangements are to result in
significant delays to PCS implementation.

(iii) DISC RECOMMENDATIONS ON PILOT

Yes. Refer to response to 2.4 {ii) ahove.

Each hospital may develop PCS/ADS applications and
screen formats. Developments will be co-ordinated by
the central PCS team.

The structure of the PMI datas base must not be
changed or an incompatible PCS implementation will
result.

(iv). USER AND STAFF ASSOCIATION INVOLVEMENT
Refer to responses to 2,12 (i) and B.4 {iv) above.
(v) ADVICE TO AFFECTRD STAFF

Refer to responses to 2.11 (vii) and 2.12 {i)
above.

(vi) ADP STAFF AND SKILL REQUIREMENTS

Refer to responses to 2.4 (ii), 2.10 (i),
2.11 {(vi) and B.7 (i).

(vii) STAFFING LEVEL CONSTRAINTS
Staff must be provided by the RGHs for:

. PCS8 support and computer operations (refer to
response to B.7 (i};

. PCS liaigson, implementation and application

maintenance;
. system piloting and data conversion;
. user training in PCS/ADS programming.

Objectives of the proposed systems could be
affected by AOSL constraints and the availability of
overtime funds for staff training and user involvement
in new system testing and implementation.



Refer also to response to 2.11 (vi}

B.7 {(viii) STAFF ASSOCIATION INVOLVEMENT

All staff associations with members in DVA
hoapitals have been kept informed of plans and. progress
at Federal Office level. Local representatives in
hospitals have been involved in specifying required
features of new systems in their area and of evaluating
available products.

To date, evalustion has been confined to clerical
staff looking at the replacement Admissions system and
Pathologists looking at a PCS system developed by a
private pathology bureau in Brisbane.

As the extension of access to systems such as
Admissions into wards is considered, representatives of
Nurses will become involved. Similar arrangements will

be made in regard to HEFA members in areas such as Food

Services.
HOSPITAL STAFF TRAINING AND AWARENESS

Refer to responses to 2.11 (v), {(vi), (vii) and
2.12 (ii) above.

B.8 OTHER

(i)

CPU USAGE CHART

No CPU Chart is available. The number and variety
of potential PCS application modules (refer Appendix 5)
make the derivation of a comprehensive chart difficult.

The Department is guided in its IBM 4381-type
selection by the experience of RAH, the advice of IBM
and the overseas experience outlined at Appendix 6.

Refer also to B.8 (vi) below.

CLOSURR OF CENTRAL PCS BUREAU
It is expected. that the Commonwealth would

have no reason to provide a computing bureau service to
State hospital authorities.
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There is no evidence of State co-operation in
hospital management such as to sustain a central bureau
providing computing servicee to a limited number of
previously Repatriation hoapitals within the State
systemsa.

{iii) AMDAHL SUPPORT FOR MV3

(iv)

(v)

{vi)

Support is available from AMDAHL for MVS/XA.
Experience is, of course, conditioned by the few AMDAHL
NVS sites in Australia compared to large IBN sites.

There is no reason why NCC' MVS support staff
should not participate in the implementation of MVS/XA
on the RGH Concord computer. With the slippage in RGH
computer acquisition, it is now possible that the
MVS/XA implementation on the NCC AMDAHL will occur
first.

WHAT HAS BEEN DONE TO RESOLVR PROBLEKS IN DISC REPORT.

Senior management commitment is illustrated
by the strong support for this proposal,

There has been a clear commitment to providing
ataff for a atrong central development team and funds
for consultancies and travel to ensure input from all
RGHs, within budgetary constraints.

A much clearer understanding by hospital staff has
been achieved through presentations over the past year
and by the recognition that stand alone systems are not
providing quick response to information transfer needs.

The 'uajor impediment to a better understanding of
PCS by users and any lack of conasensus between Central
Office, Branch Office and hospitals is the lack of
equipment on which to demonstrate the capabilities of

STANDING OF THR BRAND RECOMMENDATIONS

Refer to response to 3.3(iii) above.

IS IBM 4381 .COMPUTER SUFFICIENTLY POWERFUL?

Stony Brook Hospital N.Y. is probably the
most computerised hospital in the world. It was opened
in 1980 and computer technology introduced and extended



as an essential tool for the conduct of an efficient
business and the achievement of maximum cost avoidance.

Over one hundred applications have been )
installed in five years., These are bhased on IBM's
PCS/ADS and embrace the functions of

Admissions, Discharges and Transfers
Nursing Station Support
Laboratory/Paramedical Support
Financial Management

Administration

General Services

Qutpatient Department.

Refer to Viait Report at Appendix 8.2 The current
computer is said to be running at less than 40%
utilisation.

The University of Iowa hospitals have about 20 PCS
modules supporting 3,500 users on its production IBM
3081-D mainframe computer. RGH Concord haa 2,500 staff
of whom approximately 1,000 could be considered
eventual PCS users. A 3081-D is rated at 10 mipa. As
a guideline, Concord would need approximately 10/3.5 or
2,85 mips to support a similar number of modules.

The current model 4381-2 is rated at approx. 3
mips and is upgradable to a model 3 rated at
approximately 4.5 mips., Concord is unlikely to have 20
PCS modules developed within § years 80, even allowing
for operating system overheads, the 4381 range is
considered suitable for the expected medium/long term
development path.

Conagultations with IBM and Royal Adelaide
Hospital (a one thousand bed hospital with an IBM
4381-1 installed) convince the Department that the 4381
range of computers is adequate to the needs of the RGHs
for the next five years.
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AFPENDIX 1

PROPOSED R G H CONCORD COMPUTER

HARDWARE REQUIREMENTS AND CONFIGURATION

Contents:

Proposed RGH Concord Configuration
Chart

Summary of Proposed IBM Hardware
configuration - RGH Concord
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1.1 APPENDIX 1
g Page 1 of 2 page 2 of 2
g8
5E

G
g‘gd 4 SUMMARY OF PROPOSED IBM HARDWARE CONFIGURATION-RGIl CONCORD
v
\b— Processor:
o w
§§ A . i ﬁuﬁs 1 x 4381-P02 Group 2 Processor, l6wb Main Menmory
. . 1 x 4381-1870 Additional Block Mux. channels
n : 1 x 4381-1480 Book Rack
|4 .ﬁ o I' x 4381-1550 Console Table
§- &&; 1 x 3278-A02 Console Display
2 B4 1 x 3278-4632 Keyboard
R 1 % 3278-6340 Security Keylock
© ow DASD Sub~System (10 Gigabytes):
BB B8
o ~a 2 x 3880-3 Disc Control Unmits
2 x 3380-AD4 Disc Drives
. of. 2 x 3380-BD4 Disc Drives
P
(=l Magnetic Tape Sub-System:
GBS % a
. a|h|0 o 1 x 3480-A22 Tape Control Unit
ux% L 1 x 3480-B22 Magnetic Tape Unit (Contains 2 drives)
~
o
£y Communications FEP:

- 1 x 3725-2 Comms. Controller

o 8%@ 1 x 3725-1561 Channel Adapter

i‘,’;g 2.8 1 x 3727-70H Operator Console

o 1 x 3725-4911 Linc Interface Coupler Type 1

2 x 3725 Line Interface Coupler Type 3
\:\ i a Line Printer:
\ 23
\\\ 3 gg 1 x 4245-012 High Speed Line Printer

\ 50
\\\ &"4 w 5o Terminal Sub-System:

\ A g

Y 5 ER 8 ' Qo 4 % 3274-A41 local SNA Terminal Control Units

\ 22 x 3299 Multiplexor Support(no. to be confirmed)
w a3 15 x 3178 Colour Digplay Terminals
= - as 15 x Keyboards
© Bz 5 x 3287-2 Printers
e <k
o
[ H 3
g 8 ) gv Notes:

T8y :
wl

§ :EE.’%: : 1) Appropriate cabling for all of the equipment will
w o

be required for delivery with the equipment.

f

2) Other items, e.g. 3044 channel link extenders or
3299 cable multiplexors may also be required when
final site planning is undertaken.

SIAUTIZ
TeunuIsy
L8ze

225




APPENDIX 2

CONTENTS :

2.1

NEW POLICY PROPOSAL -~ FEBRUARY 1985

STATEMENT OF RESOURCE REQUIREMENTS -~ DEC 1984 PRICES
NEW POLICY PROPOSAL ~ HARDWARE COSTS INCREASED

BY 10 PERCENT TO TAKE ACCOUNT OF EXCHANGE RATE
MOVEMENT TO AUGUST 1985

COMPARISON OF COST ESTIMATES - N P P COSTS AND
PCS PROJECT COST ESTIMATES BY DISC INTERNATIONAL

CONSULTANTS

RCH CONCORD - PROPOSED CONFIGURATIQN COST
ESTIMATES - 1985/86 expenditure
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APPENDIX 2
Table 2.1
REPATRIATION HOSPITALS - COMPUTING FACILITIES

NEW POLICY PROPOSAIL. - FEBRUARY 1985
STATEMENT OF RESOURCE REQUIREMENTS

18985/86 1986/87 1987/88
$n $m $n
RGH Concord
Hardware 1.8
Site Prepn. .3
Software and .3
Maintenance

RGH Heidelbersg
Hardware 1.6
8ite Prepn. .3
Software and .5
Maintenance

RGH Greenslopes
Hardware 1.2
8ite Prepn. .3
Software and 2
Maintenance

RGH Hollywood
Hardware )
Site Prepn. )
Software and )

Maintenance)

RGH Daw Park
Hardware )
Site Prepn. ) 1.5
Software and )
Maintenance)

RGH Hobart
Terminal
Equipment

Sub Total $2.4m $4.1m $3.1m

Total $9.8m

eaa /2
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1988/88
$m



Plus RGH Operations

Staff Costs

{$50,000 p.a. each
RGH)

Plus NCC Specialist 0.10 0.15 0.20 0.25
Support Staff

Costs

Notes:

1)

(3)

The New Policy Proposal was for "reliable, responsive
computing facilities at a program cost of $9.8m over
four years". (December 1984 prices). It was not an
NPP in respect of the PCS Project.

August 1985 Department of Finance advised that the
$2.4m for RGH Concord was increased to $2.6m to take
account of currency fluctuations.

The NPP stated that software licences, maintenance
services and increments to faciliteis after the
initial financial year of installation would be met
through appropriations. The following information
was prepared in March 1985 in response to queries by
the Dept. of Finance on the level of ongoing
expenditure.

86/87 87/88 88/89
Software Licences $0,3m $1.05 $1.25
Maintenance Services $0.2 $0.9 $1.2
Increments to Facilities $0.4 $0.6
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APPENDIX 2
Table 2.2

REPATRIATION HOSPITALS - COMPUTING FACILITIES

NE¥W POLICY PROPOSAL ~ AUGUST 1985

Hardware Costs increased by 10% to take account of

Exchange. Rate movements since Dec 1984

Ongoing Software & Maintenance Costs included

RGH Concord
Hardwere ¥
8ite Prepn.t
Software and

Maintenance

RGH. Heidelberg
Hardware
Site Prepn,
Software and
Maintenance

RGH. Greenslopes
Hardware
8ite Prepn.
Software and
Maintenance

RGH Hollywood
Hardware
8ite Prepn.
Software and
Maintenance

RGH Daw Park
Hardwere
Site Prepn.
Software and
Maintenance

RGH Hobart

Totals:

1985/86
$m

1.8
.4
3

$2.6m

4 yr Total: $14.6m xXx

1986/87
$n

1.76

W5

1.32
.2

$4.98m

1987/88
n

.425

.425

1.32
.2

1.21

2

$4.78n

1988/89

¥ Hardware and Site Preparation anllocations each increased

by $100.,000.

% Figurc used inp DVA's Budget Highlights 1985 press release,

page 19,
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.426

.425

.288

.285

.22

$2.24m



(v}

s8ys4if{Bue 3rJouUsg 4809

*ddN 03 padoTaAap j0u 2I9X £31800 £3TATIOB S04
S0d 4934 § uUT OSI1d 4q pesn - 3xodey 085IA - @ Xypuaddy

z

)

[

o

]

LN e
~ -

823334 g 930N 1°Z S1qvL

jaodayg O98Id - @ XTpuaddy
- suorjwradoxddy moay /W 3q 03 IANFFPuIdXd SIPNTOUI $0ZZ ddN

PR T
5
RYZI 1l _6on
~QOa xC O =
gede  2agg
~oHduc3azel
BURC B oD
g 00U meGT0Y
@HEY wIORO
SR _0%dE
et QO =T N >
® MO RO D
oW YN0l
m3 ety B0 E
o mweon I
] Poc QDB
[ Y] 05
[ et 00
o (LX) T e
[4 p w50
" H b1
b
X
]
el
E z
. 8 | o3
P - )
© o - -3 > g o
Y o m e . . -
© @ B e (XN B ? ~:$
] 13 < © o]
e ~ ©x
- ~ o >
> © o
- b= <1
- 2]
[
~
)
“
"
-4
[
o
>
"
= T
W | o~ OO [ ] ®
. . ey ) w3 |9
= W oo
o ! L N T N 55 a
i ¢ ©
- e
| &g
<t
) % Q
“ wHQ
" (=]
@ e QZ
- < O u
& hiuE
N oA
o (o s
@ jnnZz
wo | 28
® - B o =
Sl v oowvx~ - © j
. . “eee . . o ]
s | oann s
= o e W g 3 w
o o (]
230

APPENDIX 2

Table

1500 108r0¥d $0d
STLVNILSE 1S0D 40 NOSIHVANOD
SHILITIOV DNILNAKOD ~ STVLIASOH NOILVIHLVAEY

2.3

srqer

€°C

T XIGN3ddv

APPENDIX 2
TABLE 2.4

REPATRIATION HOSPITALS - COMPUTING FACILITIES

RGH_CONCORD_- PROPOSED CONFIGURATION COS'T ESTIMATES

1985/86

1 x 4381 - PO2 Group 2, 16 Mb Main Memory

Disk Sub System (10 gigabytes)
2 x 3880 -~ 3 Control Units
2 x 3380 - AD4 Drives
2 x 3380 - BD4 Drives

Magnetic Tape Sub System
1 x 3480 - A22 Control Unit
1 x 3480 - B22 Mag Tape Unit (2 drives)

Communications Front End Processor
1 x 3725 - 2 Controller

Line Printer
1 x 4245 ~ 012 Line Printer

Terminal Sub System
4 x 3274 - A4l Control Unit
15 x 3179 Colour Display Units
§ x 3287 - 2 Printers

IBM Sub Total

Less discount {(min.)}

Terminal Installation

costs (est.)

TOTAL

Additional IBM 3179 compatible

$ 936,000
$ 644,000
$ 155,000
$ 133,000
$ 52,000
$._ 140,000
$2,040,000
$__ 204,000
$1,836,000
$ 380,000
$1,866,000

terminals and [BM

3287 compatible printers will be acquired using the Panel

Contract with Telex Computer Products.
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APPENDIX 3
Page 1 of 6

PATIENT CARE SYSTEM PROPOSAL

BACKGROUND

The Department has progressively established, over the
past twenty years, a comprehensive corporate client data base
(CDB) relating to its clients. Details have been accumulated of:

. Personal particulars
. Eligibility

. Claims

. Pension Benefits

. Treatment

. Personal Case files

IBM-compatible hardware and IBM software, particularly the IMS
data base management system, are used.

Repatriation General Hospitals use a DVA-developed
system for Aduwissions, Diachsrges and Transfers (ADT) which
accesses and transfers basic information from the CDB to the
Patient Status File Data Base (PSF}. Inpatient details are
reteined on the PSF for 28-56 days after discharge. The
information is then removed from the file and archived. The
hospitals also directly interrogate the CDB for information on
personal particulars, eligibility, disabilities, entitlement and
pension claim details, pengsion payment details and file location
information.

Branch (State) Offices access all elements of the CDB
in proceasing claims, paying benefits or assessing entitleménts,
To assist in performing these functions' they also need to have
access to hospitsl treatment information.

Extensive systems resources (amounting to over 65 staff
yesrs or $3m in current terms) were applied to the development of
the ADT system for the RGHs over the period. 1970-76. Hospital
systems have not been accorded a high priority since that time
due to the need to support the expanding DVA systems. associated
with benefits and treatment: .

. in the nbsence of staff resources, the Department has
solved several pressing processing problems in RGHs
through stand alone "turn-key" computer systems e.g.
PRIME/Wards for Stores Inventory and WEBSTER/Nicholson
for Biochemistry in the three eastern State RGHs:

- these systems {costing $3m) represent the outcome
of open tendering arrasngcments and are largely
incompatible with the central IBM-compatible
computer;
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. the demand for other asystems solutions in the RGHs is
grest:

- haematology, pharmacy, outpatient appointment.
scheduling, X-ray record keeping, community health
service management and medical record abstracting
are all currently proposed for computer solution
by different RGHs;

- in the absence of an integrated hospital
information system, each is likely to result in a
discrete "turn-key" solution of hardware and
software.

While the Department manages a central CDB, it is
estimated that some forty discrete, unco-ordinated data bases
containing patient information are held in each RGH. While
PCs/miorocomputers have been a boon to professional and
administrative staff, they have led to uncontrolled growth. in
separate patient data bases.

This fragmentation of patient information is having a
considerable impact on the quality of patient care provided in
the RGHs, contributing to:

. excessive processing time in the admission and
discharge of patients;

. excesgive length of stay in hospital due to poor
communication of patient service requirements (orders
for laboratory tests, radiology, pharmacy etc.};

. inefficient scheduling of patients, clinics and
transport services;

. discomfort in repeated leboratory testing and meal
mis-direction.

Improvement in clerical processes, particularly in ADT and
Outpatient Scheduling and intra-hospital communication of orders,
tests and results is predicated on a, central patient data basge
and interactive enquiry facilities.

For five years DVA has been reviewing systems options
that would enable: .

. Branches and RCHs to share access to an expanded data
base of client informstion for improved communication
and to reduce data entry workloand and data
inaccuracies;
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. users to develop systems without heavy reliance on
scarce systems siaff resgources;

. RGHs to develop different systems to meet different
management needs and hospital charscteriatics;

N access to the wealth of existing systems developed
world-wide by hospitals and available for local
installation; »

. itas investment in IBM~compatible central systems and
data bases to be secured. (A consultant from SRI USA
in 1985 estimated thet & move by DVA from its IBM IMS
environnent to another data base language would involve
over 25 staff years of effort).

The only tool that has been laocated in the courae of
extensive investigation, including two overseas fact~finding
viaits, that will assist the Department to integrate its
information systems on IBM=-compatible facilities, is the IBM
PC3/ADS software.

BC8/ADS

Patient. Care System/Application»Development Systen
(PC3/ADS) is a form of fourth Keneration language - a software
product marketed by IBM.

PCS/ADS is a framework for hospital informstion systems
development on an integrated basis, Staff regources. from user
areas can achieve rapid systems implementation.

PCS/ADS is the systems development technique used in
over 250 large hospitals overseas. (Loma Linda Hospital,
California, estimates PCS/ADS systems development is achieved in
one~third the time tsken for COBOL~based systems).

Hospital applications have been developed in PC8/ADS by
many organisations for their own needs and/or for commercial
reasons. Computer applications are offered by:

. Individual hospitals:

- systems may be marketed directly, through licenszed
third parties or made available without support
through the users’ group;

. Third Parties, especially Baxter-Travenol, Compucare
and Price Waterhouse:

there is no marketing or support in Australia at
this time from such organisations;
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. IBM, which has acquired the rights to a number of
applications and is promoting the development of
others, particularly to meet local requirements.

In possibly the most computerised hospi?al in the world
(Stony Brook N.Y.) over 100 PCS computer applgcattons have been
installed in six years with only six programming steff, The
hospital claims cost avoidance of over $Al6m in five years
through its PCS systenms.

IBM HARDWARE AND SUPPORT

IBM Australia reports that all 250 hospitals using PCS
operate IBM computers (Nationasl Advanced systems claim tha? two
users of PCS have NAS computers installed). The PCS Users’ Group
is restricted to users of IEM hardware.

While the PCS/ADS software is marketed by IBM and
maintained in accord with standard softwate_licens%nz
arrangements, substantial software support is required from IBM
int

. PCS/ADS user staff training; L.
. CIC3/DL/1 and IMS technical training;

N integration of PCS/ADS into the computer operating
environment;
B PCS data base use.

The foundation module of an integrated hospital
information syatem is the PCS Patient Master Index data base.
(PMI). IBM Australis is tailoring that data base to Australian .
hospital requirements and incorporating the In-pstient Managemen
application.

DVA must acquire the IBM~developed PMI/Inpatient
Management system (PMI/IM) or:

. develop an equivalent system in~house:

- DVA attempted this task in 1984/85,
unsuccessfully;

. arrange- with. an overseas Third Party to.undertake an
alternative development to meet Australian
requirements:

- such 8 development is unlikely to be cost
effective or timely.

Applications. Support. is required of IBM in re.spe?t of
PMI/IM. and ~ubsequent applications. requirements, embracing:
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. Systems planning;

. PMI/IM modificntion, enhancement and implementation
assistance;

. Joint development of uniquely Australien or RGH
applications, including Outpatient Appointment

Scheduling;
. Ingtallation support of I1BM marketed applications;
. Technical assistance in the design and development of

uniquely RGH technical requirements, e.g linkage of IMS
and DL/l data bases, communication networks;

N Links to the overseas hospital users of PCS and access
to their PCS products.

The. above Software and Applications Support is expected
from IBM at little or no charge to IBM users through its
Marketing Services.

If computing equipment is not sacquired from IBM - for
the PCS development at RGH Concord - additional DVA PCS Project
resources will be required, to substitute in part for the lack of
this IBM support. It is estimated that the PCS team would need
additional resources of:

. 8ix additional systems staff; .
. four staff years of systems engineering support during
1986-88;

. $300,000 p.a. for overseas consultants and overseas
asgignment of DVA staff,

A delay of six months in PCS installation is expected.

ALTERNATIVES' TO_PCS/ADS

PCS/ADS provides the only opportunity for the RGHs to
begin to install a patient-based, integrated information system.

If PCS does not proceed, it will be necessary to
acquire a further range of discrete computing syatems for each
RGH, as funds become available, to address urgent processing
demands throughout the patient care and patient service
functions,

¥While several integrated hospital information systems
are marketed in Australia, (based on DEC, Burroughs, AWA or PRIME
computern) they are technically incompatible with the
Department’s IBM, software orientation of its corporate, client
data base,

6. Page € of 6

For a user of IBM-compatible facilities, PCS/ADS is the
only suitable framework for systems implementation. Successful
implementation requires extensive support from IBM. IBM offers
such support only to users of IBM facilities.
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Analysis of RGH Concord ADP Systems Usage - September 1985 (See . See Public Accounts Committee file for this data.
Public Accounts Committee file for this data).
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SYSTEM REQUIREMENTS
CONTENTS
Schedule of PCS Applications in Development or

Production cycles derived from sclected Hospital,
Government and Industry publications.

Information Systems Implementetion plan for
Department of Health - New Zealand.

Information Systems plan for Royal Adelaide Hospital.

Information Systems plan for Department of Health,

N.5.W. Computer Division.

Major PCS Applications at New York State University
Hospital, Stoney Brook as of 1985.

245



5.1
Page 1 of 4

PCS APPLICATIONS IN DRVELOPMENT OR PRODUCTION CYCLES

More than 200 hospitals worldwide are running PCS based
applications. Below is a listing indicating the type and
range of applications that have been developéd by
I1.B.M.,third party vendors,hospitnls or other health care
organizations.

This list is not exhaustive,for it depends on the user’s
interpretation in the naming and use of applications.

Inpatient

patient indexing

previous patient dats

bed reservations
pre-admit/adwissions,transfers and separations
census

room and bed statistics

lists and reports

patient dependency .
ward/bed control

morbidity analysis

on-line enquiry

emergency services

disaster

Outpatient

appointment scheduling
output/ER register
previous history
multiple vigits
output/ER statistics
charge collection
on-line enquiry
pre—adnission testing

Nursing Services

order entry

result retrieval
nursing care plans
charting

patient scheduling
nurse care scheduling
nurse staffing
patient activity
message sorting
reference data systen
nurse budgeting
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Pharmacy

order entry input

order entry output

orders entered for N/S
wedication profile

drug to drug interactions
drug to lab interaction
drug to food interaction
label printing
filling/dispensing reports
medication schedules

IV adnixture

inventory control

deug formulary

charting

dose calculation

Radiology

order entry from N/S

order entry from Department
resources. scheduling

film tracking

result reporting

worklists

patient logging

flash cerd printing

RYU statistics

film history

laboratory

order entry from N/S
order entry from Departments
worklists

collection lists

result reporting
instrument interfaces
lab management

norm value/dept checking
anatomical pathology
biochemistry

haematology

microbiology

blood bank

Surgery

OR scheduling
statiastics

Op reports
case review

Page 2 of 4
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Dietary

order entry
nutritional analysis
recipes

menu selection

menu planning
inventory

Medical

medical records index

chart locator

abstracting

incomplete charts

utilisation review

microfilm management

index reports(disease/operation)
management queries

tumor registry

medical library circulation system
DRG’s

case mix management

Central Supply

order entry

floor stock inventory
inventory control
cost centre tracking

Other

physical therapy
respiratory therapy
occupational therapy
BKG

ECG

3:d]

infection datas management
sterile services
social work

sleep disturbance
renal dialysis

neo natal treatment
patient cost analysis
community care
patient referral

Non Patient Database Applications

patient billing
accounts receivable
general ledger
payroll
personnel .
248
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materials management

fixed assets

purchasing

munpower budgeting

sundry debtors ledger
rostering

preventative plant maintenance
capital asset accounting
fund raising

cashiering

physician billing

demand bills

employee master index,employee profiles
financial modelling
departmental reporting
enhanced security

doctor sign in

doctor master file

training programs under PCS
transportation

electronic calendars,diaries
information desk

switch board

249.
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SCHEDULE FOR IMPLEMENTING THE HEALTH COMPUTING STRATEGIC PLAN 5.3
FOR THE DEPARTMENT OF HEALTH. - NEW ZEALAND
IMPLEMENTATION PLAN FOR THE ROYAL ADELAIDE HOSPITAL.
FOR' THE NEXT THREE. YEARS,
APPLICATION IMPLEMENTATION PER APPLICATION(as a %) COMPLETED -
PER YEAR ‘ APPLICATION YEAR
' 2 3
1985/86 1986/87 1987/88  1988/89  1989/90 ! T
EMI | ——
NPS 100
‘ O/E' Supply [RE————
FSMS .
100 Inventory . ———————er
NPT '
100 O/E Patient
PMS/ADT ! 20 30 25 25 O/E People
Outpatients 5. 28 33 33 Manpower Budget ' e
Laboritory 20 30 15 15 20. O/E Services
Radiology 12 13 25 25 25 Statistic Reporting
Pharmacy 25 40 15 10 10 Roster/Allocation
Dietary 10 20 30 40 Clinical
Nursing 20 40 40 Facilities Mgt
Appointment Scheduling S 20 25 25 25 Man r Plan
Medical Records 5 20 25 25 25
Blood Transfusion 50 50 {
Cammunity Care 5 20 25 25 25 KEY:
NHSC 30 30 10 10 10 EMI = Brployee Master Index
Information Ssystems ‘ 50 50 O/E = Order Entry
Office Systems 10 10 10 10 10 Only the targets illustrated above can be achieved in the three years.
ti jst . 10 3 ! 40 Development of a personnel system for all employees which. can interface
National Registers 0 0 with financial and patient systems,and development of facilities in each
DOH Applications: 10 20 20 50 gxlfor on-line ordering of patient services will be progressively
It is expected to be at least five years before this complex system is
KEY: developed.

NPS - Nationwide Payroll System

NMPI - National Master Patient Index

NHSC - National Health Statistics Centre systems
FSMS - Financial and Stores Management systems
Taken from a paper HOSPITAL INFORMATION SYSTFEM SIZING by IBM Australia Ltd.

Extracted from the HEALTH COMPUTING STRATEGIC PLAN Department of Health
New Zealand January 27th 1986.
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APPENDIX 6 .
[elo] =
- 3_OCTOBER 1985
STUDY OF SELECTED HOSPITALS AND HEALTH CARE ORGANISATIONS Lillian Capote: Director of Management Information systems
£}
USING P C S BASED APPLICATIONS : 326 bed (non teaching) hospital
N Equipment
IN THE UNITED STATES AND CANADA - OCTOBER 1985 2 and a half years ago the hospital switched ffom
Burroughs to IBM equipment.
BY OFFICERS OF THE WESTERN AUSTRALIAN DEPARTMENT OF HEALTH - 12 mb memory IBM 3080
- 130 terminals and printers (99% of these'are in the
wards)
- IBM PC's have 3279 (terminal) emulation boards.
Authorised users can download files from this
HOSPITALS VISITED = mainframe.
% - A backup machine. (dual mainframe) is not considered
6.1 GOOD SAMARITAN HOSPITAL, WEST PALM BEACH, FLORIDA s necessary. IBM hardware is very reliable. There is
_ mors “processing value® for the dollar ie
6.2 STONY BROOK HOSPITAL (STATE UNIVERSITY OF NEW YORK) J expenditure is directed toward a single mainframe.
A reliable power supbly was seen to be of great
6.3 BROOKLYN METHODIST HOSPITAL, NEW YORK Y importance.
6.4 SUNNYBROOK MEDICAL CENTRE, TORONTO, CANADA
. . BCS/ADS
6.5 EVANGELICAL HEALTH SERVICES, CHICAGO, ILLINOIS
- ATS and Order Communications systems went live in

6.6  LUTHERAN GENERAL HOSPITAL, CHICAGO, ILLINOIS February 1984. This is the standard IBM PMS system.

6.7 STANFORD: UNIVERSITY MEDICAY, CENTRE, PALO ALTO, CA. - PCS/ADS makes it very easy to build systems - so
much so that you must be careful not to run out of
hardware capacity. Becausa of this, an Advisory
Committee reviews applications for modifications and
new' systems.

6.8 LOMA LINDA UNIVERSITY MEDICAL CENTRE, SAN BERNARDINO, CA.

6.9 PACIFIC HEALTH RESOURCES, LOS ANGELES, CALIFORNIA

6.10 MARTIN LUTHER HOSPITAL, ANAHEIM, CALIFORNIA - IBM will scon release an updated PCS veraion (PMOC)
with an improved database structure - this is to ba
implemented. This new version includes a Nursing
Care Plan system.

- There is an interface to the laboratory system
(Meditek system on DNEC equipment).

Notes prepared and permission to reproduce given by - The next development phase is result reporting.
Ms Barbara Proud, Director, Information Management

Health Department of Western Australia - There are 800 screens in the system, most of which

have been tailored (by a PCS trained user) to suit
the user recquirements.

- Medical records chart tracking and Nurse
staffing/activity (used for historical information
and budgeting, not scheduling) have been developed
in-house using PCS/ADS.
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DP staff

There are 3 programmers (one of whon maintains a few
small "old" systems migrated from Burroughs).

The comment was made that 2 programmers and a good
typist (for documentation and input of the screen

designs) should be sufficient for a system of this
size.

The programmer learning curve for PCS/ADS was 6 to 8
weeks.,

Programmers were not receptive to PCS or tﬂa "gtyle?
of the PCS approach and had to be "forced' off Cobol.

Users

Initial reaction was "too many screeans to page
through” (as compared to the earlier, smaller,
Burroughs system). As users became familiar with
the system and realised the vast increase in

function and potential, they readily accepted the
menu screen approach.

Users find the system easy to use and have a very
positive attitude towards it,

Thorough training was given to all users on all
aspects of the system (as opposed to a "need to
know" basis). This was to give the users confidence
with the system overall and to allow for ease of
transfer of staff duties/roles.

Training is very important and requires organisation
and committment.

a uceess o)
Senior Management Committment

Implement the gstandard PCS/ADS/PMS products (known
as "vanilla" versions)

Good project management
User training

User involvement

256

Other Items

- There is no Information Centre Facility, but it has
been considerad ~ PCS development has 2
higher priority.

- Financial systems are run using an outside bureau
gservice,

- There is no data dictionary in use - gtandard systen
library facilities are sufficient.

- There is no security package in use - sufficient

security being offered by PCS and the system
Communications (CICS) software.

51105DC1/ICFL
7 November 1985
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STONYBROOK HOSPITAL (STATE UNIVERSITY OF NEW YORK) OCTOBER 71,1988

Long Island, New York.

SBH serves a catchment area of l.4 million people. Tt has 540 beds,
100 of which are ICU because SBH is a tertiary care referral centre.

It is estimated that over 5 years the Hospitdl Information System
has saved the SBH $10.7 million {costs avoided}.

When the implementation was done it was in a new facility and had
to be done in 6 months. The design of the building did not help -
it is not conducive to goaod communications. It is also labour
intensive {only single or dcuble rooms).

In 1984 12,000 BAdmissions.
45,000 Emergencies
135,000 Ambulatory care.

It was decided to buy a package to achieve a fast implementation.
It was decided to have a fully integrated system with a standard
data base structure.

An RFP was prepared with 365 mandatory requirements only one of which
referred to hardware (and this was that it must be capable of being
light pen driven}.

PCS was chosen because of

cost

ease of installation

not dependent on a large DP staff

fully integrated

at the beginning of its product life cycle
vendor support/commitment

human engineering/user perspective

(Light pen/data driven).

SBH has had 6 programmers for 5% years. They now have 7.4.

In July 1979 began training, October the hardware was delivered and
in February 1980 PCS was operational with ADT, O/E, Results reporting,
Medical Records in place. 1800 screens were designed, 300 data base
programmes. 600 staff were trained.

SBH are about to bring patient accounting in-house (have been using
an outside interface).

The laboratories were using a Series 1 minicomputer but will now use
PC's as the interface between equipment and the mainframe (This is
being done in New Zealand).

PCS/ADS has been used to develop a total inventory system {purchasing,
receiving, budget generation).

ved/2
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Other modiles include Accounts Payable, Financial modelling, G/L
(an interféced package), laboratory quality contral and a medical
equipment Q?nagemen; system (being developed on PC's).

The RAdioloyy system allows for physicians to dictate the results
which are then entered into the system (can take up to 24 hours).

Haematology 4 uses an ASTRA-8 - all results are reviewed by a technician
and can be a Silable in 2 hours (STAT).
Dietary and CSSD are al'so on-line real time systems.

The system runs 24 hours/7 days. The hospital has 2,490 staff, 70.4
of which are in\the information services division.

‘\ DIRECTOR
1
— T T |
BIOMEDICAL \ COMPUTER ELECTRONIC o&M
ENGINEERING: { SYSTEMS INFORMATION
\ DEVELOPMENT SYSTEMS
| |
I T T ]
MGER. MGR. INFO.  LABS
FIN/AD  CLINICAL CENTRE
o )
4 PROG. 3.4 PROG. 3 STAFF
‘ I T 1
COMMUNIC. TECH  OPERATION
SUPPORT

SNR. SYSTEMS PROG (1)
DF ADMIN (1)
SYSTEM PROG. (1)
The DP budget is $1.9 million (including staff): There»gre 300
terminals and '100 printers. 1In Januagy the mainframe will be a
3083EX which will be upgraded to a BX in June.

The software used includes

Mvs DL1

JES2' TSO  (not used anymore)
cics SMS Financial System
Easytrieve

The system has 98-99% reliability. It has been down for 14 hours in

1985,
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There have been 105 developments since initial installation.. ,

A survey of users is conducted every 6 months. Acceptablityléf
the system has risen from 28% to over 80%. J

/
One of the reasons for its success has been the commitment ¢f senior
executives. The Information Centre has been an important part of
the system « it is used as the main user interface.

The User Co-Ordinator Network

Departmental supervisors .

- trained in the use of screen coding and report generqiien.

-~ can do minor modications of screens (format and flow} and ad hoc
reports. .

- do this in the development system and it is then approved by the
%S division to go into production.
Users believe that it is their system

- user support

- no surprises

- greater acceptability

- reduction of backlogs

- team participation

- new skills for co-ordinators

Training is very important - must have a properly organised on-going
programme.

"Nursing trains their own staff and user co-ordinators train their
staff. The Information Centre trains groups of new residents and so on.

The responsibilities of top management are

- to set hospital goals and priorities
- understand the complete implementation
- provide the budget

It is vital to have a strategic, long range plan for the hospital.

A joint development is being undertaken with Siemens to produce a
bedside patient management system - monitors by the bed will transmit
vital signs and receive lab results.

Nurses still spend up to 2 hours per shift on clerical work. SBH @s
trying to. replace all hand written flow sheets or work sheets. Print-
outs can be produced for the mandatory hard copy medical record.
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PCS has provided significant productivity improvements and can be
cost justified,

DRG's will go in January - will change the medical record system.

As SBH has hundreds of visitors each year decided to market its
system through Price Waterhouse.

SBH has no data entry clerks.

Full tapes of cases/diagnoses are sent to the NY State Health
Commission.

SBH has an agreement with IBM to respond to the NZ Health Depart-
ment tender.

Negotiations are proceeding with 6 hospitals for the complete
system and another 2 want the inventory system.

At the moment considering the use of bar-coding for physical
inventory;lmedical records, x-rays tracking.

Ig the 3083 adequate? At the moment it has much more power than
needed. 3~5 years growth is possible. It is running at less than
40% utilization and response time is 1-1% seconds.

There is no back-up machine. Daily back-up tapes are taken.

The major problem is power. It is important to have adequate power
backup.

Down-time procedures are stored in the buffer of terminals so can
always be accessed.

Manual back-up procedures are slow but adequate.

PC's are presently being installed in the laboratories.
10 computer operators cover 3 shifts.

Why isn't this system shared with other hospitals?

-~ infringement on their "turf™.
- would have been more cost effective to do so.

NY State wants uniformity of systems so that developments can be
shared between institutions.

Price Watershouse NY ~ Howard Johnson

The NY office concentres on EDP installations.
PW has a case-mix system for DRG's installed at Rush Presbyterian

Hospital in Chicago (joint development). Now marketed td another
60 hospitals.
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Some of the standard programmes have been sent to Mike Rosser.
In the USA PW has 150 health care consultants.
The suggested implemtnation team is:

Client
SBH
PW (uses the Systems Management Methodology for large systems)

There is a big difference between the traditional application and the
prototype approach.

The implementation plan:

- demonstration (SBH)

- planning and propesal

- technical analysis (software/hardware)
- load SBH system

- make cosmetic changes (screens)

- prototyping

- modify prototype

"User is in Charge".

PS USA would send people to assess our needs. The number sent would
depend on the number of our own staff available to assist.

500 days of PW time would be typical. This would also assume 500
days of user time and 500 days of client's DP staff time.

PW has done some analysis of DB2 vs IMS. There is little experience
with DB2 in the USA yet. At the moment DB2 can handle about 10-15
transactions per second. A new release of DB2 in December should
improve this to 15-~20 transactions per second

SBH has no personnel system in the hospital. A position control
system is controlled in the Health Sciences Centre.

There is no nurse rostering - doesn't appear to be required as nurses
tend to always work in the same area - they are not scheduled on
acuity or patient load.

It is planned to use MSA package for personnel.

MSA also has a cost accounting/case mix package.

Conclusions

There are no easy solutions.
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Advise that

~ executive commitment is essential

- consultants should be used selectively and wisely
- it is important to invest in a comprehensive plan

- user commitment and involvement must be secured
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BROOKLYN METHODIST HOSPITAL, NLCW YORK, OCTOBER 8, 1985

514 beds

Mainframes 4381/4341

120 -~ 130 terminals (250-300 in 2 years) all Iight pen
50-60 pfinters

Brooklyn Methodist Hospitals commenced using PCS 3 years ago.
14 people from Travenol are employed to implement the systems.

A totally integrated laboratory system is being developed using
a Series 1 between lab equipment and the mainframe.

No PC's are used.

The effect of DRG's has been to reduce the U.S.A. hospital
census by 10-20%. Many hospitals are closing wards. Much
more emphasis on home care and out patients.

It is important that comprehensive information systems can cope
with continuity of care from the hospital out into home care.

Quality control is assisted by setting parameters for diagnosis/
pharmacy/nursing care/home care/lab tests etc.

Nursing Resources Management is under development and will be
complete in 2 months. (Rostering, skills inventory, personnel,
leave etc.j.

Material management system at Methodist will also be installed
at Sutter and Sunnybrook.

Medical Records System very impressive.

Critical Success Factors

1. Sound business plan.
Why are we installing this equipment?

2. Transfer of expertise.
3. Applications portfolio/prototyping

4, S8kills transfer

Project management - hospital knowledge

Development of user co-ordinators.
~ local support

-~ send own people to sites to learn.
(difficult to learn from a package)}

- Users change to suit systems ~ but with some enhancements
- Infrastructure (communications).

5. Capacity planning.

6. Performance evaluation.
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SUNNYBROOK MEDICAL CENTRE, TORONTO, ONTARIO, CANADA, OCTOBER 9 1985

PRESENT: Peter Ellis ~ Administrator
Carolyn Sayman =~ Information Services
Paul Sulkers - Travenol Manager

IBM representatives

Sunnybrook Medical Centre (SMC) was formerly a Department of
Veterans Affairs hospital. It is now the University of Toronto
Teaching Hospital. It is the regional centre for trauma patients
and has a large number of veterans and rehabilitation patients.

There are 1,020 Acute/Extended Care beds
14,000 Inpatients pa
220,000 Outpatients pa
37,000 Emergency patients pa

Doctors are employed full-time at the SMC and have their offices
on~site. There is also a Cancer Centre.

Financial systems are presently running on Burroughs equipment
but will be replaced.

Travenol have been contracted to install their whole product line.

SMC has a 4381 Model 3 mainframe with 3380/3880 for data storage
and uses MVS/XA and CICS/IMS.

The network uses 3178/3278 light-pen VDU's, 4201 pro-printers
and will use IBM cabling or Bell Canada PBX.

Peter Ellis described the SMC environment. The new president of
SMC (Dr Martin Barkin) was pushing towards their goals very
quickly.

He described their strategy in the following way.

PAST PRESENT
How vs What
Departmental vs Corporate
Doing things right vs Doing the right thing

Business Case vs Strategic Case

In-1982 SMC had a $13m deficit. The Ministry of Health reviewed
the organisation and appointed a new president who brought with

him a new philosophy. He has defined the "mission of Sunnybrook"
in terms of what business it should be involved in. He has
increased the Information Systems budget from 1% to 2-~3% by re-
allocation of resources within SMC. He was no longer prepared

to allow departments to make their own system decisions. le

wanted to find an integrated system to allow for proper information
sharing but which could also meet individual requirements.

/2
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The system had to be "patient-specific", but also had to integrate
with financial systems.

Pravenol have been contracted to provide an integrated tospital
information system and will also either integrate present financial
systems or introduce new IBM software. The latter is thought to

be most likely.

The functionality of each department of the hospital was described.

ASP is: used for prototyping ~ it helps users to accept the system.
They are not delivering a final product out of the users control.
It was very important to have a flexible system.

SMC and Travencl see themselves as being involved in a joint
venture.

Paul Sulkers spoke about the implementation of PCS at SMC.

Project Objectives were established. PCS/ADS is the strategic
systems Architecture and no unauthorized stand-alone systems are
permitted.

Implementation is by process not by department.

It is not an all or nothing system. The changes can be ongoing.
Carolyn Sayman spoke about the critical success factors of the
project.

1. Resourcing

2. Skills transfer

3. Orderly refinement of specs.

4. Project management

5. Executive support

6. Initial image of success

7. System service level

8. Network architective

9. Definition of cost~accounting module
10. No unauthorized stand alone systems

Travenol is responsible for

- implementation plan
- application software
(customized/tested/training/maintenance/documentation)
- hardware
network
- system software

IBM is responsible for

- hardware

- network

- system software

- application software (PCS)
- planning assistance

- education services
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SMC is responsible for

funding and budgeting

training of users

application software
co-ordination of implementation
appropriate staffing and training
hardware

network

. system software

hospital project structure
operations

longer term planning and priorities
physical security

disaster plans

LI T T N S N I R U N Y T §

Information Services, SMC

DIRE?TOR, Is

1
IS LIBRARY

T T T
MANAGER SUPPORT MANAGER
OPERATIONS SERVICES DEVELOPMENT
SERVICES l
|
385 Operators 1-4 3-5 Prog. Analysts 1 Library
(Production, System 1-5 Usexr Co-ords. Technician
Hardware, net- Programmers (Maintenance,
work} (DB Adwmin, ‘Prototyping,
Info. Centre Enhancements etc.)
ete)

For the 600 acute beds there are 200 terminals/75 prin?e;s
provided centrally. User departments have to fund additional
items if required.

Travenol will provide 4 FTE's for this project.
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EVAUGELICAL HEALTH SYSTEMS

CHICAGO

PRESENT: Betty Hudson
VP Systems EHS
Dick?
IBM

Background

From 1980 EHS has progressed from owning a single 900
bgd hospital to being a multi-hospital organisation.
Since 1981 it has become part of a multi-corporation
conglomerate. The not-for-profit and for-profit
gompanles are separate and the latter subsidize the
ormer .

The thrust has been into nursing homes, home health
care etc. EHS manages 4 retirement centres, surgi-
center and a mediecal hi-tech centre.

The business diversification occurred as a response
to DRG's.

The hospitals are not~for-profit (church mission) and
run at losses. Bethany Hospital was recently rebuilt
at a cost of $20 million. The emphasis is on cost-
containment.

Information Systems

Basic batch financial systems from McAuto existed in
1980, Consultants (Ernst & Whinney) recommended the
purchase of software packages and a patient care
system. IBM's PCS was selected (better price and
flexible).

McCormack and Dedge have provided financial systems
(Accts payable, GL, purchasing, MSA. Payroll), It
took 18 months to install the above and also PCS's
adm@tting and order/entry. In 1985 have pharmacy,
radiology, record tracking, etc. An inventory system
has been developed in CICS (in-house)}.

Apart from 6 months initial help from Ernst & Whinney
no ful;-time contracted support has been used. E & W
are still used for short-term specific projects.

IBM support has been significant (essential for success)

I§M has provided 2 on-site systems engineers, and help
with planning., Health Industry support-in the form of
people with hi level expertise in PCS is absolutely
essential.
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At. a former hospital an internship arrangement with
IBM operated. IBM sent people to work on projects
in order to gain expertise in PCS. The hospital
benefited from the IBM technical expertise.

A certain inventory of skills is required for a
successful PCS installation.

Skills in the following are essential: DL/1l, CICs,
IMS/MVS, assembler language (to maintain ADS and
tables = %4 FTE).

Systems must he kept up~to~date as IBM upgrades its
software and you must be able to take advantage of
new releases.

Integrated installation teams are used (50% non~
programmers at EHS - nurses, pharmacists etc). The
non-programmers have intensive communication with
users and define the user requirements - programme
specs - user support. They also test, train etc.

EHS tries to develop all new systems in PCS/ADS.
Some batch applications are in COBOL etc but trying
to £ind a 4GL and a report generator (eg. Easytrieve)
to avoid any coding.

They have developed in PCS/ADS - cost accounting,
nursing acuity system, patient cost analysis, case
mix system, medical information collection (from
medical records).

System W (Comshare) has been selected as the 4GL
{before DB2 was announced).

Most on-line development can be done with PCS/ADS
except where you need forecasting etc.

Present systems are 1/3 financial 1/3 BCS 1/3 manage-
ment support in nature.

Most of the staff are in H.0. 15 people provide
customer support. Expect to increase this number and
decrease the number of programmers. 20 people in
operations ~ macliine room mgt/help desk/batch
scheduling.

In the hospitals usually 1 data systems manager and
1 or more support staff. There are also HIICS
(Hospital Info. Install. Co-ords) ~ these people
occupy senior admin posts and liaise with H.O. They
help to organise training, priorities, performance
evaluation, QC -~ takes up to 20% of their time.
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There is a steering committee at corporate level.

“Multi-hospital support” software is available from
IBM., It is a feature of ADS. Each hospital has a
separate DB but don't need 5 different sets of
programmes. The multiple DB's makes downtime less
for each hospital.

You can have different screens etc with same DB.

Hard coded material is common to each hospital. This
saves on machine and people resources. Duplication
only occurs where differences can be proven.

EHS sells its software but does not provide support.
Recently installed software and had a test system

up in 2 days at Albert Einstein Hospital.-

Data communication is by telephone‘leaseq lines
(9,600 baud) 10 lines go to largest hospital.
Controllers are in each hospital.

There is no mainframe backup. The most common causes
of failure are not the mainframes or controllers.
Problems are usually in the network, software etc.

EHS have decided that the cost of mainframe backup is
not warranted.

(Arrangement with DOCIT to access machine in disaster?)

No additional security software is used‘gs PCS's
security is thought to be adequate (no dial-up).

EHS don't use a data dictionary (gave up). PCS has
a data manager facility.

The University of Iowa has a PCS/ADS.Directory Generator
which generates a PCS data manager directory if you
have a well integrated product.

Light pens are used except in pharmacy.

No labs systems developed.
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LUTHERAN GENERAL HOSPITAL, CHICAGO OCTOBER 11, 1985

In 1979 systems were running on Honeywell and DEC. No systems
were converted. Mew systems ie. PCS were installed in 1981
which are integrated with the financial systems wherever
possible.

Packages are used wherever possible - especially in the
financial area. PCS is more customized because it ig easy
to do so.

There has Been a lot of user involvement in the whole process.
It is a HOSPITAL project not a SYSTEMS project.

Training has been a major task. Several rooms. were equipped
with multiple terminals and a printer. Over 1,000 people have
been trained in order/entry.

Al)l patient systems are developed under PCS/ADS. Started with
ADT, resource utilization in surgery, medical records, o/e -~
results reporting.

When a patient is admitted notices are automatically printed
out at various locations in the hospital to notify various
sections (eg. catering) that the patient has arrived.

Nursing assessment is done for each new patient (height, weight,
illness, diagnosis, allergies, surgery etc).

The surgery system is done post-operatively and is for charging
and inventory purposes. It records doctor, anaethestist, case
cart selections, implants, sutures, cardiovascular charges,
supplies in general.

Radiology has "canned" text which is coded. Printing can be
delayed if desired.

5 days after discharge all orders are purged. Summary data is
retained for analytical analysis. Hard copy is kept in medical
records. The film history for each patient is retained and can
be displayed when required.

Medical Records abstracting is done from the charts after
discharge. MR use information centre tools to produce custom
reports.

Lutheran General uses IBM 3083/438L It has 3,500 staff, 700 beds.
There are 66 people in the information division. % of these are
applications and systems programmers 1/3 are in operations and
information resources. {information centre, word processing,
personal computing etc). The remainder are in customer service -
liaison with the users.

MSP Data dictionary is used.

we /2
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WANG is used for word processing. WNo other office automation
facilities are provided apart from limited electronic mail.

There is a bisynchronous interface between WANG and IBM (SDLC
planned). 40 PC's are used.

Physicians can only access their own patients. There are some
call back facilities for external users.

Training for o/e was carried out by 3 nurses used as trainers.
5-6 people were trained per session per trainer. Hands-on
training was followed up with exercises. After a group of
units was fully trained o/e was installed for each unit.

A support system of 2-4 people available as "help desk" support
was provided for a week (3 shifts) until everyone was confident.

A videotape has been produced for hardware training (eg. how to
log-on). .

RN's and ward clerks are only allowed to use the system. Nurses
id's are specific to their unit {ward).

Doctors and ancillaries are trained separately. Trainers are
selected from each area and trained. 3 sessions are provided.
1 for the terminal and 2 for on-line functions.

There ars also self-study groups available. Most doctors prefer
this system.

There is no mainframe backup. There are 2 CICS environments
for production - one PCS, one financial systems and 2 CICS
environments for testing.

Phantom beds are allocated to allow for mass emergency admissions.
Have used Arthur Anderson extensively and some private consultants.
Arthur Anderson have provided project leadership and helped to
prepare a business case to present to the organization. Gradually
moving away from the use of consultants to become more self-
reliant.

The PCS system in this hospital has a lot of review screens, ie.

when data is entered the screen reappears for review before
continuing (seems to be a bit overdone and cumbersome).
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STANFORD _UNIVERSITY MEDICAL CENTRE, PALO ALTO OCTOBER 14, 1985

NT: Jim Brya Deputy Directory, Information Services

Maureen Burke RN.

stanford is a teaching hospital and a community hospital. About
half the beds are community peds.

There are 663 beds which have about 65% occupancy.

There used to be > 100% occupancy, but now the out~patients clinics
are growing (4-5,000 patients per day) and same-day surgery is
popular. There are also community clinics.

About 1,100 physicians are registered at Stanford (700 active}.
Some also practise at El Camino.

There is a 60 bed paediatric hospital attached to the SUMC but is
funded separately.

suMC has.about 70 in-patient admits per day and about 70 transfers.
As a regional trauma centre {with its own helicopter) it has a lot
of ER cases and has 7 ICU's..

Originally Jim Brya was hired to install the Technicon system
(El Camino). Stanford and the vendor could not reach agreement.
In November 1982 the Director started looking for an alternative.

In 1983 decided to go with IBM. Wanted the flexibility of the IBM
system which he thought would be essential with the DRG system.

It was essential to react to changes in their own. time - did not
want to rely on a vendor to introduce changes. The PCS/ADS system
was also capable of responding to research studies.

Work is progressing with Travenol to interface the laboratories.’

The objective was to make the system complementary to physicians
and other health care providers (not change their practices to
suit existing systems).

Travenol are contracted to provide a "user friendly" medical
information system module. This system will include bedside
terminals {(on a pull down rack).

The new hospital being built is wired for terminals in every room.
Telex 079 colour terminals are used. They are smaller than IBM's
and % the price. Colour and light pens are thought to be
essential. fTouch screens are being considered.

A protocol converter is used so that cheap Epson printers can be

used with most terminals. More expensive and bulky IBM printers
are located at strategic points where required.
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In the admitting section the light pens were removed. The clerks
preferred to use the keyboard. MNursing requires the use of light
pens only.

Colour allows you to put more information on the screen - more
flexible design. It also allows you to highlight abnormal
results.

The mainframe for the SUMC is a 3083 D with 16MB main memory. The
University also has a 3084. One day per week the SUMC's data base
rolls onto the 3084 for preventive maintenance of the 3083D (IBM
says this is due to problems with DASD not the mainframe). The
system goes down each night for batch runs.

Only using 30% of capaéity at the moment. There are 140 terminals
and 40 printers at the moment. Expect to have up to 500 terminals
in the next 5 years and a larger mainframe.

The system is wired up to produce a 2 second response time. This
is to prevent user discontent in the future when there are more
terminals linked in and the extremely rapid response possible now
could not be achieved.

The DB has not been archived at all in over a year.

Considering a shadow DB to reduce down~time. This is important
for the emergency room and for physicians to have access' to
results.

Considering the use of RACF for security.

The PCS staff consists of § people doing applications/training
etc with 2% concerned with hardware and systems support.

User co-ordinators are designated by their own departments and
report to them. ONe co-ordinator may sexrve several departments
and in that case reports to Information Services.

PCS is the user’s system and if they don’t feel ownership will not

use it. Users help to design the system, code screens etc.

1,600 nurses have been trained. Nursing was divided into regions -

each represented on a committee. The representatives spend about
4 hours a week in IS (testing, training etc). They also train
“"trainers" and produce user manuals, training guides.

The emphasis is on generic rather than departmental training.

Laboratories are using a VAX minicomputer. Admitting data is

transmitted to it. Because the labs systems will not be replaced -

PCS will be used as a dxrector of data - the data will be stored
twice.

6 twisted pairs cables are being installed in the new building.
4 for data, 2 for voice. Fibre optics are also being considered.

wes/3
274

-3 -

All new terminals will use twisted pairs.
Admin/Financial Systems

Patient Accounting is being done on a Data General MV 10,000 and
the information downloaded to the 3084,

At m@dnight the census file from PCS is sent to the 3084. The
nursing acuity information is entered at 1l0pm each night.

Payroll was developed in-house about 10 years ago. 2 years ago
MSA was tried without success.

Nurse rostering is done on a Datapoint.

Travenol is assisting Stanford with o/e, nursing management system
{up to 16 modules).

SUMC system allows the units to order anything for the patient or
the unit, eg. labs, pharm, engineering etc, but results are only
supplied for patient care.

A patient care plan is printed out for each shift.

The electronic mail system is used instead of paging whenever
possible. Makes the hospital much quieter.

IBM can only supply limited PCS support.

Travenol has recruited heavily from IBM.
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LOMA LINDA UNIVERSITY MEDICAL CENTRE, SAN BERNADINO, CALIFORNIA

QCTOBER 16, 1985

Pt AN LA 1

Harry McQueen
Loma Linda has 550 beds.

i i installed for patient care,
lete set of systems is belngllns :
éiE:SSial and administration. Ancillaries tend to be stand
alone systems.

The DP department is split into groups to run particular
systems.

The Financial/Admin. systems are on the mainframe. Other systems
are on DG minicomputers.

mbination of DP
a year ago consultants recommended the combi

:Zgzgonsy- Comgucare was contracted to do facilities management
{4 senior staff are from Compucare - rest from Loma Linda).

ADT has been installed. o/e is being installed.

i i MV8000 .which acts
ient is admitted data goes through an c t
gge: Zoﬁgsgicator to send data to ancillary computers. Itaggg its
own data bases. When an order is entered - mainframe ¥ MV
lab computer and back again.

i i t PCS} - G/L,
inancial systems are being developed (no
Eg:tfggcounting¥ accounts payable (GLOBAL Software). fThese are
CICS based with good on-line features.

By 1986 it is planned to install the new PCS Patient Accounting
System.

The next work will be in nursing acuity, staffing and so on.

i i hich includes
i DP staff of 85. 40 are in operations w lude
g?ﬁ;sf;iming. The DP budget is $6 mxlllog of which $1,5 million
goes in wages. LL has instructed that this staff must be
reduced.

i i ith a 3090
inframe is a 3081 - in December will replace wi
aggeTaégofa The 3081 would be adequate for another year but it
is financially desirable to move to the 3090 now.

There are 300 terminals intc the 3081 and 23 controllers (3274).

BAX 120 bed community hospital is being added to the system and
in the future a nursing home (now being built).

i tem, ADT was
e are coding the order manggement sys a
:cggggid a lot but this decision is n?: regrit:ﬁg.neitpgii2§€ter
o in 'vanilla' because now LL can moun . new ;
:chunting software without a lot of data base medification.
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LL has 80-90% occupancy. It is the only trauma centre east
of Los Angeles. There is also a lot of research carried out.
It is one of the top medical schools in the usa.

In 1984 there were 160,000 patient days
20,400 admits.

There is a lot of E/R but not much out-patient work. Physicians
run an FMO which runs most of the clinics, This allows
physicians to supplement their salaries

It would be more expensive to upgrade 308x'
3

S than to switeh to
In order to use software
upgrades it is better to
system and not vice versa

effectively and take advantage of
plan to change procedures to suit the

Susan Krider, RN
susan Xrider, RN

As the ancillaries have their own systems it is a problem to
decide when the orders should pass into the lab system. Sometimes
need to print requisitions from the mainframe as the labs don't
want to accession until the specimen arrives.

In Radiology the order

is immediately passed through and printed
from their computer.

If the ancillary system is down the MV8000 can print the
requisitions which can be delivered to the lab., If systems are
down it is difficult to get old orders into the computer (the
programme doesn't allow back-dated data to be entered)y. a
special down-time programme has been installed in the ancillary
departments but not in the nursing units.

The problem of o/e for bedside respiratory care hasn't been solved.
There is a large amount of data entry required for this - looking

at the use of hand-held computers to eliminate the large DPO
staff.

Epidemiology only wants positive results in their system. Plan
to create flags on certain pieces of information.

In the o/e module there is the abilit:
done before a set time (this is becau
to the Labs ~ not sent on-line).

y to cancel orders if it is
se orders are batched down

Culture and sensitivity orders - choose the type of specimen ~
then a programme provides the unique specimen collection
instructions which are printed out on the reguisition. Oo/E
doesn't replace the medical record - the order is written into
the medical record and then transcribed into the system which
acts as a communicator of orders.

The menus had to provide a lot of synonyms to cope with different
names for the same orders. This would not be necessary if

physicians entered the orders as they would know the alternative
names.
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Each unit has “"common ordexr" screens. A memo wWas Sent to each
unit to solicit this information and it was checked against past
statistics., The 80% rule was used to determine the common orders.
There is also an alphabetical list for orders.

Diagnostic Radiology - is not unit specific. One screen for
the whole hospital provides a 95% hit rate.

It is important to try to keep the logical flows of the screen
the same so that training on 1 test system will be applicable
to the others.

In order to reduce sign-on time, there is a common unit sign-on
for CICS. The individual is identified at the PCS stage. You
cannot expect people to go through 5 screens to sign-on when
they only want to look at 1 screen. Badge readers to speed up
sign-on are being considered.

Each nursing unit therefore has a general CICS sign-on. This
is OK if they stay in PCS, but difficulties can arise if
someone comes out of PCS and gets into the other systems.

The question to ask is level of secuirty/confidentiality vs ease
of use.

Californian law requires that total confidentiality must be
preserved for certain patients (psychiatric, drug abusers,
aleoholics). It cannot be disclosed that they are in the
hospital. It is a bit difficult to order tests for John Does
all the time.

The trauma centre receives a lot. of patients with no medical
record number and then cannot send orders. The fast version of
ADT takes L5 minutes vs the normal 30 minutes. Work is
proceeding to cope with emergency admits.

Clinical Systems

Clinical Laboratory System - MUMPS. ~ marketed by Technican and HBO.
Respiratory Care System - MEES?

Cardiology/Epidemiology -

Tumor Registry MUMPS

Pharmacy MEES

Radiology ADAC Labs. (Missouri)

A nurse scheduling and staffing system is being developed by
Compucare using MEES.
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Wesley Knox

Loma Linda has a complicated network which was allowed to
develop.because individual departments were unhappy with
centralized DP services.

MecNET

er1o ]

‘ PACKAGE
30810 SUTTCEING
\ NETWORK

[EIRE—U\J\\ 3705

DG
[RAD_ }——""] mv s000 11
CLfﬁT 128 ports
LABS
PHAR
TUMOR
REG

The four senior DP positions are held by Compucare (Travenol)
personnel,

1)
3274

LOCAL
DATA
PROTOCOL
COPVERTOR
!PRINTER'

3287 look-
IRMA alike
light pens

All the mipi-computers are being located in a central computer
room. It is expected in the future that better packages that
run on the mainframe will be available and the mini-computer
can be de-commissioned.

Much more patigng data can be kept 'live' on the mainframe then
in ancillary minis. This causes problems if enquiries are made
about a patient's tests and the lab has purged the data.

A;l texminals on wards are colour IBM PC's. They have single
diskettes and light pens attached to the colour graphics card.
Some have an IRMA board and some RS232 so that they can
communicate with the minis. Files cannot be downloaded onto
the PC's as the emulator does not allow for file transfer.

The ke;olution on the colour PC monitors is not good but people
seem tb have got used to it. It is hard to keep the disk drives
clean on wards.

Siemegs.inkjet printers (v. guiet) are used but there are some
legibility problems

ves/2
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Xerox 4045 laser printers are being acquired (much cheaper to
run than HP and can produce more copies) at a rate of one per
floor (or unit) for chart copies using single sheet feed. It
is used for laboratory requisitions - has a bar coding front.
A protocol convertor (§800) is used to link printers to the
mainframe. WNew technology may allow to serially attach to
pc's (IBM 7171 protocol convertor which changes ASCI to
bisynchronous - $250 per port and $15,000).

AS and DISSOS are being evaluated. SPSS is already used.

The data dictionary is maintained on the mainframe for DLl

data basis but not done overall. It was attempted a few years

ago but was too difficult to maintain.

An information centre facility is being established.

PCS/ADS was chosen for the following reasons:

~ flexible

- supported by IBM as strategic state of the art product

- PCS architecture is the only one in which major health systems
are being developed

- easy to install L

- saves about 2/3 of the time it would take to do it in COBOL

There is an ongoing need for programmers skilled in COBOL, DL1,
assembler for some situations.

It is not advisable to allow users to ask for reports under

PCS architecture ~ it chews up CPU time. Another method should
be used.

Updating is not done while files are on-line.

Back-up systems/batch updates each night 2am ~ 3/3.30am.

Considering using shadow data bases to reduce downtime to about
30 mintues.

There is no disaster plan, only some remote tape storage.
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PACIFIC HEALTH RESOURCES, LOS ANGELES OCTOBER 17, 1985

Bob Flanagan, President
Dick Chen, Customer Support Centre Directo!
“skip” Garx, Marketing tlanager

PHR provides.DP services to 4 hospitals (1,300 beds) which operate
on a not-for-profit basis. It also provides centralized management
services for the hospitals so that each one does not have to carry
the overheads of its own management structure.

Other hdspitals have contracted to use PHR's services.

In 1975 the computing services began. 1In the average USA hospital
ngUt 2% of the budgét is spent on DP. PHR costs much less than
an. R

4 hospitals have PCS provided on-line, another 7-8 use batch systems
such as payroll. . - N

It costs 1 hospital $1.7 million p.a. to have full ADT, O/E, Medical
Records (325 beds).

The mainframés used are 4341 and 3083EX. The 3083 will be upgraded
to a 3081 in 3 months and then. there will be a single CPU environ-
ment.

There are 600 terminals/printers in the 4 hospitals.

A work manual has been prepared for the system installation. Block
diagrams, each of which has a number of tasks, are used to ocutline
the process.
PCS was installed in 1981. 1 project leader and 4-5 programmers
took 18 months to install ADT.

O/E and Results Reporting ‘has’2,000 screens and tock 2 years to
develop.

Medical Records Abstracts is essential to install for DRG's.
The financial systems are:

Payroll - (MSA)

rersonnel (MSa)

Inventory {old package to be rewritten in PCS)
GL {15)

Case Mix Management (PHR)

Cost Accounting (PHR in COBOL)

Patient Accounting (modification of an old IBM package -
presently evaluvating new PCS Patient
Accounting module).

SAS is used extensively with all packages to generate reports.

One hospital uses the message facility extensively -~ to cut down
on paging and phone calls.
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PHR has 76 staff -

40 in operations (includes keypunch)
30 in applications divided into 2 groups
(PCS 12 and Batch 18).

Because of an. urgent need- for an inventory system & Texas Instruments
mini-computer and software ($35,000) is being used as an interim
solution. It is estimated that full cost recovery of this outlay
will be achieved in 1 year.

A CODAX 6050 multiplexer is used to cut down the number of modems.
This allows for data compression and diversion if a line fails.
However, if there is a problem it is very complicated to resolve.

Back-up - it is essential to preserve the integrity of the data.
Individual systems are not so vital.

A shadow data base, one a couple of hours behind the other, is
maintained. It is too expensive to have dual CPU's. Manual
procedures are detailed but few users are prepared to follow these
if the system crashes.

PHR recommends the use of IBM terminals as it is simpler to control
the networks. If a hospital choses to use cheaper terminals (eg.
Memorex at Martin Luther Hospital) they have to take some
responsibility for the problems when they occur. Light pens are
essential,

Monochrome terminals are mainly used but colour terminals can be
very useful in busy areas (eg outpatients registration).

Security - PCS - has passward protection
ACF2 - only use the basic part
(the package is more sophisticated than is
required).

PHR strongly urges that a 'vanilla' system is installed, users
trained - and then changes are discussed.

It is important to maintain a firm schedule. If the hospital doesn't
contribute their part - step in anicharge them for the service. It
is the only way to keep the project on track. The longer it takes

to install the more changes are requested. "KISS - Keep it simple,
stupid"”.

Training is a huge commitment, especially in o/e/x.r, but is
important and essential to be ongoing.

ONce users are used to 'vanilla' they are usually happy withmit and
don't want bells and whistles (or stop using them after a while).

vanilla users tend to think of hew applications rather than bells
and whistles. This is a much better use of resources.
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Some.changes can have an effect on other functions which you can't
predict. eg. queues may become too large and block-outs occur.

John McKay who is the project manager in Singapore is worth talking
to. PHR has assisted this project.

Front end planning and firm policy decisions must be a priority.

PHR is being evaluated by IBM as a project management organisation.
PHR are sub-contractors to IBM in Singapore.

Hospitals have their own project managers with their responsibilities
clearly defined. It is not advisable to encaourage the hospitals to
become too sophisticated. They then want to have their own systems
and begin to operate at different levels. This creates maintenance
problems. If a hospital is 'doing its own thing' and has a problem
it is very difficult for PHR to resolve it without going back to
source code level,

The best person to have at the hospital is someone who understands
the system as a project manager - not someone who wants their own
machine. It is not necessary to have a DP background. Skills in
scheduling, user interaction, project management are more important.
There must be a line of communication between the hospital and PHR
help desk to keep control of problems, systems etc.

Executive management systems are being designed.

aAncillary departments will be on the mainframe under PCS. It is not
desirable to have separate systems - it makes interfacing too
difficult.

It may be necessary to allow interim solutions if the PCS module
is too far down the track - so long as it is clearly understood
that it is interim.

The whole philosophy of PCS is to have an integrated system.
Financial Systems

The successful implementations of the cost accounting system was
achieved by the involvement and commitment of every department head.
A steering committee of key personnel was established in each
hospital.

It took 6 months to install in a 250 bed hospital - using the
preferred method.

The reports generated by the cost accounting system can be produced
in a variety of ways. Individual departments can use whatever

allocation method they like ~ eg. square metres, linen use - the
only restriction is that you must be consistent within a department.

es/8
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A lot more development is plamned in variance analysis
capabilities.

Flexible budgeting is a separate product which interfaces as a
feeder system. The Nursing Acuity interface is unique to this
system.

More than 200 different reports can be produced from the DRG
system. Cost Accounting and DRF systems should be linked to get
full managerial benefits.

An enhanced mainframe version will be available in mid 1986. PHR
has 18 customers for the financial systems to date, including the
Sisters of Charity hospitals in Texas.

The mainframe software costs $40,000 (the enhanced version may be

a little more). $10 - 15,000 for installation costs and the writing

of interfaces. PHR will write the interfaces if required or will
supply manuals, training, advice etc. The annual maintenance

fee is 10%. Future enhancements can be free or if major changes
may be charged for. The source code (COBOL) is supplied.

Versions for System 36/38 cost the same. It would be relatively

simple to re-compile the mainframe version to run on the System
36 or 38.
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MARTIN LUTHER HOSPITAL, AUAIIEIM, CALIFORNIA, OCTOBER 17, 1985
{run by Pacific Health Resources).

Naney Springer RN, Director, Information Services
Stephanie Cunningham.

PHR has installed ADT, Medical Records Abstracts and Financial
Systems. Order entry-results reporting is being installed at
the moment.

The help desk is manned from 6am to midnight. At the beginning
of 'live' o/e it will need 24 hour coverage.

The help desk can solve some hardware problems and systems
problems and also accepts requests for new reports, enhancements
etc. There is a form to record Problems and Changes. An IBM 3270
PC is being installed to maintain logs of requests, problems etc.
This will help to identify sources of problems and will enable

the hospital to send requests on-line to PHR.

At the beginning there were 20 calls per day to the help desk.
It is now down to 2-5.

The help desk staff are also system analysts.
A lot of the initial problems were 'security-blanket' problems -

users were nervous and needed a lot of 'hand~holding' for about
2 weeks,eg. "Please come up and watch me log on". This support

.was provided willingly and has created a great deal of trust

and confidence in the Information Services Section.

The total IS team is about 17-18 people. HNone of these are EDP
people. They have been promoted to IS from within the hospital.
One former DPO is in charge of the o/e installation.

The IS section is responsible for the production systems,
including data entry for the financial systems. All staff are
cross-trained to be able to handle help desks.

Terminals are in every ward and ancillary department. Tne house-~
keeping section uses it to organize preparation of rooms as
required. The catering section has noticed a reduction of meals
prepared and then not required as the patient has been discharged.
They can also be quickly notified via the messaging facility if
additional or special trays are required.

A competition to name the system was held with an Apple PC as the
major prize. A large launching ceremony was held on the day the
system went live with the revelation of the winning name (balloons,
badges etc). Very successful in terms of PR and acceptance by

the users - they see it as their system.

Patients in psychiatric or drug abuse wards are specially tagged
so that staff are aware that no information at all can be
disclosed about them - it cannot even be admitted that these
people are patients in the hospital (by law).

Patient summary charts can be printed out for physicians - each
time they do ward rounds, or as reguired, and are very popular.
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APPENDIX

DRAFT

PATIENT CARE PROJECT

APPLICATIONS IMPLEMENTATION PLAN

1986 ~ 1988
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IBM Australia Limited

IBM'S SUPPORT PHILOSOPHY

IBM has an outstanding, reputation for the quality, and level of suppart
provided to its customers,

1. 1BM MARKETING TEAM

The IBY Team

g ! Engineers can make a
addition to your IBM representative, IBM’s Systenms
z:ique con:tibuzion to DVA proposed installation. The quality and dnp:?loi "
this support demonstrates our experience and management competence in & yp
of computer installations..

ble them to perform at
Engineers have many tools available which enal

22 giz:z?:wigy. We believe DVA will be coavinced of the value of this well
proven support team,

What_is the IBM Systems Engineering Mission?

IBM Systems Engineering will support DVA in achieving its data processing
application objectives. Systems Engineering can offer:

- Information

*  Recommendations

= Validation of Technical Plans and Proposals

- Installation Skills (advice and guidance as necessary)
= Experience/Education

= Stimulus

-  Special access to uncommon skills

In summary - Practical help, consultation and. guidance.

i £ the IBM Branch Manager to
vides marketing sctivity at the discretion o n
g:iz:o'its customers to acquire, install and use Il;n‘ll ptodu?gzrggdﬂs:;x;;:e:st
i cons i
lication development and mainténance axe generally
?igmlin 3 data processing budget. By applying.its‘ technicalisuypo:c resources
to these tasks, IBM could help DVA achieve optimal productivity.

i tify or contract its
istent with these objecrives, IBY does not quan £ :
g::;;ting activities; it endeavours to manage the avaxlabxlicy.cf é;se staff to
best meet the real support needs of its customers and to maximise
professional development of its people.

Department of Veterans' Affairs
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IBY Australia Limited

Specialist System's Support and Applications Deve lopment

In addition to the dccount team, IBY would make use of an Australia wide
network of Systems Engincering Specialists to fulfil its role of advice,
guidance and assistanca. IBM also has a regular program of visits from leading
technical design and programming specialists,

As an extension of the direct IBM multi-level support available, the local IBY
branch operation makes use of other technical resources of the company. The

work done in various IBM Centres worldwide, is made available to customers
either directly or through IBM staff,

The Value of IBM Systems Engincering Support

The value that IBN Systems' Engineering Support offers you is summarised as:

= Earlier delivery of benefits to users,

Hinimising the risk in implementation of a complex integrated system,

- Access to a proven local and overseas support structure which provides you
with a much wider range of skills and specific application knowledge than a
local Systems Engineering team can offer alone.

- The IBY Systems Engineering staff provides flexible staffing, backup and

local special skills as needs dictate. This reduces the risk of dependence
on particular key Personnel, with possible exposure to key projects.

described later, SECOM, Systems Assurance - see next page, AIDS - part of
the Markering Support System).

= Interchange of IBM Systems Engineers by overseas residencies and
assignments gives regular technology transfer to DVA staff over the entire
life of the installation.

- The organisation of IBM's multi-level support structure gives good access
to IBM resources and could mean significant savings for DVA.

In order to ensure that this support achleves the result required by DVA, IBM
also offers a Post Installation Audit which is designed to check:

~  Achfevements against objectives

- Security

Department of Veterans' Affairs 2
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- Progress on major applications

Page 3 of 3

IBM Austratia Limited

. Installation control procedures in place, ¢.3. Change/Quality Control

-~ Progress in Education program and development of self instruction.

Department of Veterans' Affairs
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APPENDIX 9

PATIENT CARE SYSTEM ARCHITECTURE

From a document' provided by IBM on 21 February 1986

reference tca%7/73/dm/2
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IBM Australia Limited

PATIENT CARE SYSTENM/APPLICATION DEVELOPMENT SYSTEM. (PCS/ADS)

1.

Department of Veterans' Affairs

PATIENT CARE SYSTEM (PCS)

It is commonly recognised and acceptdd that no two hospitals or health-care
organisation are alike. As such, the availability of a powerful software
tool to compliment available application packages is very important,
PCS-ADS is one such tool. It is. in the category of application program
generators that allow for the quick development of on-line application
programs as the programmer concentrates only on the program logic and
visual display screen formats. It requires no DP experience for one to be
productive in its use.

The use of PC5-ADS, which some consider as a fourth generation language,
also introduces a new concept of application development, that of
"prototyping". "Prototyping" involves the programmer working together with
the end-user in developing directly on-line, the applications. Besides the
very significant productivity gains in application development
productivity, program maintenance productivity is slso increased., This
productivity saving is significant when one considers that the average DP
installation expends 60-75% of its programming resources on application
maintenance.

There are many benefits with the use of PCS/ADS. As an example, it has a
very coumplete online debug facility to enable debugging & testing of a
prototype (or production) system while with the end user. Other advantages
include transparency of the DB to the coders & maintainers, code
generation/translation, support for multi-hospital systems and the ability
to support very high transaction rates as the function and complexity grow.

OTHER Applications

There is a huge array of applications available from a number of sources
written in PCS/ADS. In addition to these, others are being developed
shortly in the Asian Pacific Region. For example a complete blood
Transfusion Service system based on PCS/ADS and compatible with the PH
data base structure has been developed in New Zealand.
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PCS/ADS
Name: PCS/ADS

Latest Release: 1.2

Main Productivity Advantage: PCS/ADS {s a framework for application
development. Sigrificant productivity advantages can be achieved
throughout the application lifetime.

Some of the essential elements. for productivity enhancement in PCS/ ADS
are:

1. Data independence

2. Logic independence

3. Easa of logic implementation

4,  Ease of screen design and coding

5. Ease of printer format design and coding

6.  Ability of user personnel (non-data-processing) to perform
functions of Items 3, 4, and 5

7.  Human-engineered, user-friendly production system

Productivity advantages are found in the two main areas of an application
cycle.

i.  APPLICATION DEVELOPMENT'

Application Framework: PCS/ADS consists of many programs to handle
typical application management functions. Input from, and output to
screens, error handling, file and database accesses and printing are
scme of the typical routines provided by PCS/ADS. As these standard
routines. are available programmers can concern themselves solely with
developing application logic and significantly improve development
productivity.

Prototyping: PCS/ADS provides an organisation such as DVA the ability
to DEMONSTRATE the application functions during the design phase.
Actual coded screen are shown to the user to obtain feedback and these
screens are available for later use in the application. The effect on
application development can be’seen in many ways: (1) When
demonstrating the application flow there are no data bases or program
specifications to change, and the effect of the changes on the design
process is helpful; (2) The user is pleased/encouraged to see a
working model so soon and becomes more. involved in an earnest reviev.l
of the system; (3) At least one rework after development or production

is avoided.
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Interpretive: PCS/ADS is an interpretive language. The Execution
Debug facility dynamically displays trace and status information
allowing the designer to examine and modify commands and data
immediately prior to the execution of cach command. This allows the
user to bypass the time consuming cycle of problem determination,
resolution, source code maintenance, compilation and testing.

Documentation: PCS/ADS assists application. development by automating'
many of the areas of the time consuming and unproductive tasks of
documentation. The output of the preparation of application code is
in & form which is suitable for inclusien in the application
documentation.

HAINTENANCE

PCS/ADS. Cross Reference: allows a user to. determine the occurrences
of data fields throughout his system - on which sereens and print

formats, files and databases’ data is used.

Stack Execution Trace/Debug Mode: which can be. dynamically entered or

exited. This along with the interpretive nature of PCS/ADS increases
the ability to understand the flow of the application, allowing very
inexperienced people or people with little knowledge of the
application to identify and reserve spplication programmers for the
task of application development.

PCS/ADS does more than just provide an application development system
for data processing. PCS/ADS extends the, spplication development tool
directly to professionals outside of those in data processing and
makes productive the entire application development process from the
initial conception to production to maintenance/ enhancement.

Subroutines available in which languages: PCS/ADS provides a common
interface and routines to allow user programs written in COBOL, PL/1
and Assembler to be called from PCS/ADS. Programs written in these
languages can make use of PCS/ADS management routines to access usex
data and command areas and to access. all of the facilities provided by

PCS/ADS.

Subroutines mainly used for: PCS/ADS provides most of the
Tequirements of on-line applications. This is evidenced by the fact

that the Royal Adelaide iospital has an Admission, Transfer and
Separation system written entirely in PCS7ADS. There are occas‘ions
where it may be necessary to. write a progrom in a traditional language
such as COBOL, PL/1 or Assembler. PCS/ADS provides subtoucir.ms to
allow programmers to access the data and command areas and link to any
of the supplied PCS/ADS routines which provide services such as data
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base and file interfaces, the handling of errors, screen and print
management and edicing capabillities. Primarily, a user written
program will use the subroutines to access the command and data areas

What sort of sutomatic documentation: Many of the components such as
screen formats, print formats and data collections lists (DCL's)
produce self-documenting matexial. Also, the TEXT Management provided
by ECS/ADS gives text processing facilities which allow the user to

P f d d ation. (The PCS/ADS manuals can be provided
in machine readable format and ave prepared using this facility.)

Catalogued command sequences: PUS/ADS is provided with application

;:clle to allow the system administrator to maintain the PCS/ADS systen
es.

Typical savings achieved: Develapment Productivity - It has been

found that up to 90% of the screen and printer formats can be coded by
associates or users as opposed to being done by programmer/analysts
thus off-loading some of their workload. The Parkland Memorial
Hospital owned and operated by the Dallas County Hospital District in
Texas, USA, estimates productivity has been improved by a factor off
ur at a minigum when judged against other systems, even when they ‘use
€CICS, DL/1, SPF, and TSO. This four to one factor does not include
what they believe to be a better first production design
implementation.

Maintenance Productivity - This is almost always an ongoing critical
activity. Parkland Memorial Hospital estimate a productivity
enhancement of a factor of ten at a minimum as compared with other
systems. On several occasions associates have made changes in a few
hours that would have taken & data processing professional several
weeks in a situation where there was no application. The DP Manager
of Sisters of Charity of the Incarnate Word Houston Texas, states that
in his installation his maintenance staff is made up totally of
trainees.

Customers who have achieved typical savings: There are over 200

separate organisations around the world using PCS/ADS as an
application development tool. These range from hospitals of 200 beds
to hospital groups controlling 4,400 beds. on the one central processor
system.

Department of Veterans' Affairs. 4
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APPENDIX 10

HOSPITAL INFORMATION SYSTEMS

PRELIMINARY STATEMENT OF STAFFING REQUIREMENTS

1985/86 ~ 1987/88
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APPENDIX 10

HOSPITAL INFORMATION SYSTEMS

PRELIMINARY STATEMENT OF STAFFING REQUIREMENTS

1985/86 1986/87 1987/88
Central PCS Team
Project Director Class 11 Class 11 Class 11
PCS Systems Staff Cc804 €804 Ccs04
cso3 cs03 Cc803
2xC802 2x¢802 2xC802
2xC801 2xC801 2xC801
PCS Implementation/ Class 8 Class 8 Class 8
Co-ordination Class [ Class 6 Class 6
RGH_Concord
ADP Systems Support Class 8 Class 8 Class 8
3xClasgs 6 3xClass 6 3xClass 6
Stores Invent. System
Administrator Class 7 Class 7
PCS Computer Managemt., €803 CcS03
Operations & User Support Cso2 €802
CAG CAS
CA4 CA4
PCS Liaison/Implementation Class 8 Class 8
(to merge with Systems. Class 6 Class 6
Support)
PCS User Staff on
secondment 3 staff equiv. 4 staff equiv.
RGH Heidelberg
ADP Systems Support Class 8 Class 8 Class 8
Class 6 Class 6 Class 6
Stores Invent. System
Co-ordinator cs803 Cc803
PCS Computer Managenmt., Cs03 €S03
Operationa & User Support €302 cs02
CAS CA6
CA4 CA4
PCS Liaison/Implementation Class 8 Class 8
{(to merge with Systems Class 6 Class 6
Support)
PCS User Staff on .
secondment 2 staff equiv. 3 staff equiv.
300

RGH_Greenslopes
ADF Systems Support

Stores Invent. System
Administrator

PCS Computer Managenmt.,
Operations & User Support

PCS Liaison/Implementation

{to merge with Systems
Support)

PCS User Staff on
secondnent
ROH Daw Park
ADP Systems Support

Stores Invent.

System
Administrator

PC3 Computer Managent.,

Operations & User Support)

PCS Liaison/Implementation

{to merge with Systems
Support)

PCS User Staff on
secondment

RGH Hollywood
ADP Systems Support
{(t not filled)

Stores Invent. System
Administrator

PCS8 Conmputer Managemt.,
Operationg & User Support

1985/86 1986/87 1987/88
Class 8 Class 8 Class 8
Class 6 Class 6 Class 6
Class 4 Class 4 Class 4
Class 7 Class 7
[o:{ek ] €303
CAG €802
CA4 CA6
CA4
Class 8 Classa 8
Class 6
1 staff equiv. 3 staff equiv.
Class & Class 8
Class 6
Class 7
CS03 €303
Cs02
CAS
CA4
Class 8 Class 8
Class 6
1 staff equiv., 2 staff equiv.
cs02x Ccs02 Class 8
2xClass 6f Class 6 Class 6
1xCA4x
Class 7
C803 €803
cs02
CA6
CA4d
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1985/86 1986/87 1987/38.
PCS Liaison/Implementation Clasgs 8 Class 8
{to merge with Systens Class 6
Support)
PCS User Staff on
secondnent 1 staff equiv. 2 staff equiv.
RGH_Hobart
PCS Liaison/Implementation Clasgs 6 Clags 6
PCS User Staff on
secondnrent. 1 staff equiv. 2 staff equiv.

The Brand Report recommends a six percent staffing increase to
support the current workloads of the hospitals. Part of this workload
is to provide support, training and maintenance for the computer systems
already implemented. Extra staff are needed to provide new services
associated with meeting the identified shortfall in current information
systems.

APPENDIX 4

Chapter 28, Automated Data Processing (aADB)

of Review of the Repatriatio; i
n. Ho
June 1985, Dr I Brand, Ch:pltal Systen,

These computing staff will be:

. operators looking after the day-to day running of the irman
hardware;
. installing and maintaining hardware;

. training staff in the use of the software and hardware
{identified in Brand as & high priority);

. analysing and developing smaller systems;

. servicing requests for modifications to systems.

In accordance with the Brand Report, the Department ia seeking
approval for an increase in RGH staff, including 47 positions in support
of hospital information systems. Staff are required immediately to i
provide assistance and training to current users, to link together the ¥
current hardware in preparation for the installation of the larger B
machines, and to develop and co-ordinate proposals for future systems.

302 303



28,1

28.2

28.3

28,4

28.5

28.6

CHAPTER 28

AUTOMATED DATA PROCESSING (ADP)

Complaints were received from every RGH in relation to their ADP
systems and service. With the very nhigh degree of dissatisfaction
expressed about this service, the Review believes it is. imperative that
a major overhaul be conducted of the direction computer applications
are taking within the RGH's as. a matter of urgency.

The only mention of the hospitals in the recently completed ADP Survey
by Ferris Norton & Associates is in relation to the Patient Care System
(PCS). Other computing needs of the hospitals are not specified,
making this study quite inadequate as far as the hospitals are
concerned.

The needs of differing areas in the hospitals have not been effectively
satisfied by the one type of computer system. It would appear that a
major reason for the lack of progress has been the centralised approach
in trying to provide global solutions to individual hospital needs.

No overall strategy for ADP in the hospitals has been developed. An
independent study. should be undertaken to assess the full data
processing requirements of the hospitals and how best to supply those
requirements. This must be done in consultation with. the hospitals..
The central strategy should not be a single priority 1ist, but should
incarporate the philosophy that there may be a number of possible
solutions ranging from main frames to micro-computers to manual
procedures. More than one solution could be implemented
simultaneously. While the hospitals should be involved at all stages,
it is especially important they be consulted at the beginning when the
terms of reference are defined.

A Hospital Computing Steering Committee shouid be set up in each RGH.
A1l requests. for data processing (DP) equipment and software should go
through this committee. The committee should encompass a broad
spectrum of hospital personnel who know and appreciate the ADP needs of
the hospital, and can advise the Medical Superintendent on these
needs. The Committee would represent the RGH centrally and provide
tocal support. It would be responsible for determining the strategic
plan for its RGH.

Each RGH, not the Branch Office (BO), should have a Hospital
Information System (HIS) Co-ordinator reporting to the Hospital
Computing Steering Committee, but also communicating te the central HIS
team (at present the. PCS team).. The HIS Co-ordinator must be involved
in local and central office projects such as PCS and strategic
planning. Adequate training is essential. OP staff must be competent
in the computing field and not just have a clerical background.

There must be hospital representation on any BD or Central Office {CO0)
steering committee.

C0 data processing staff should become personally acquainted with the
hospital environment and users requirements,

It was interesting to note that all the. other hospitals said many
computer systems were developed only for Concord, and the other States
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28.10

28.11

28.12

28.13

28.14.

28.15

28.16

28,17

28.18

28,19

were forced to accept these systems. At Concord we were told that

. the
systems were primarily developed on the b. :
beifeved the hospital should naee. @ basls of what CO ADP staff

The different RGH's hear what. systems the other RGH's ha

.. € 0
promised, and they feel they are being disadvantaged. ve[mprms;g
communications in this area are essential,

At Heidelberg the: Review was informed of an outpatient schedulin

:z:tgrg :);;2: f:lf Br;ncih was ab’out to purchase, atthoupgh not approv:d D?
ritles Review Committee. Other:

systems but ned pens ey Com er States had asked for similar

Some of the smaller RGH'S do not adequately prepare submj
ssiol
computer applications. They simply 1dent1fyyapne%d, submit s'Itnio fE’G
which in turn may submit it to (O.. However, (O requires a fully
docannented submission before it will agree to a proposal. The smaller
fzgn:rc::yt th:t”thzs is ta vicious circle. They do not have the
0 tully document submissions, and therefore d
required priority for thefr applicatlons.‘ re do not get the

Although the larger RGH's have hospital based ADP staff

individuals are untrained and know little more about com?:urzgrrl'}s' ?::a:h:zs
man on the street. The majority have come up through the clerical
ranks and provide no more than a stopgap role. As well as little
expertise, there 1s minimal effective planning. for microcomputing
applications. Clinical staff have nowhere to turn when they seek
;ggﬁg:t to':*e agzlze to: mi(l:rocumplut'lng answers to ciinical problems. This

on employ adequa
points che nee hospitalsy. pioy adequately qualified persons in ADP

A Patient Care System (PCS) from I8M
Bepatfent ¢ Y (Pcs) 184 has been recently purchased by the

The submission from ADP CO to the Review about P
more than advertising blurb. 63 seems o be nothing

This claims that, “Although developed in the United States, thi
:;I);Hzgiwga%gge]s car:: bed 1mmﬁfied with relative ease, ’usings :gg
elopment module, by the PCS team and i
allow {ts operation 1n the DVA 'envyirnnment." and hospita) staff, to

Other Australian experience has been that systems desi

gned for hospital
situations 1n the United States often are quite unsuited to
hospitals, and transfer with difficulty. g Austratian

We tried to follow through the way the decisfon had been made for
Department to go into PCS. When questioned. at the hospital levg?e
staff emphatically stated they had not been consulted about tné
decision.  Further, the level of explanation to and therefore
understanding of PCS by the hospitals is very low, and would not enable
hospital staff to make an informed decision.

When the Review met with the Systems division at CO, they said that the
decision was made at a méeting of Deputy Commissioners. In fact it
:ﬁ:msba(;%shaovfe :eggcmade dbynthe bFirst Assistant Secretary (Systems) on
ommendation an Assistant :
Socenber. 1952, Yy Secretary (Systems) in
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28.20

28.21

28.22

28.23

28.24

28.25

28.26

28.2T

The Review questioned the Systems divisfon as to what documentation had
been prepared. and what studies had been carried out within DVA. to
support the decision that PCS is. the most appropriate system for the
Department's use. We were told that a study was performed at Concord,
but no copy of this was provided to the Review.

pCS may be a satisfactory package for the RGH's, but the decision to
purchase it and commit the Department to expenditure of maay hundreds
of thousands. of dollars seems to have been taken with no documented
consultation with the hospitals. The Department ought not be surprised
iF PcS does not turn out to be quite what was. envisaged for the RGH's.

Although the snitia) decision appears to have been taken in December,
1982, progress since then has been monumentally slow. In October,
1984, a PCS project team was assembled at RGH, Concord. The problems
encountered by this team as 2 direct result of CO ADP failing to
provide even the most basic resources have already led to a number of
vesignations from the pcS team, including that. of the Director. The
jnitial attempts to establish 2 PCS team seem to have failed, The
Department must take steps to ensure that a future team does not fail.

present indications are that the nospitals are most unlikely to have
their requirements satisfied. The waste to date in both time and money
has been great, and the potential for future waste 1S enormous.

1f pCS is to succeed the services of a well qualified project manager
with a demonstrated track vecord should be obtained from outside the
Department. This person does not need to be medically qualified, but 2
medically qualified person is required as part of the team to ensure
the quality of the system function and to protect the users® interesis.

Major strategles must be defined and ratified so that they are unlikely
to change within the time frame of the project. The strategies of
concern, which should be decided early in the project, are:-

. Hardware - mainframes for all project stages to and including
production for all States.
. Network - the environment for all project stages to and

Tnciuding production for all States, Decisions on whether
areas/hospitals other than the RGH's will be included. Strategy
required for later packages as well.

. Operational - PCS is an online event driven system requiring
many terminal sites and 24 hour operation if batch procedures
are to be avoided, Tnis goal should be attained as soon as
possibie, System response time should be guaranteed and minimal
downtime achieved by adequate planniag.

vendor support from IBM is required, OVA must ensure its interests are
protected and that DYA staff have adequate involvement in any area I1BM
takes responsibility for. At present [BM does not have a full
appreciation of hospital requirements at a detailed level.

An adequate budget for the project must be provided once the project
schedule is determined, The project manager must have: control of the
budget and the project., To date there nas been neither an adequate
budget nor freedom from interference in the project.
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28.28 Staffing for th
and adeguate. e project including the KIS co-ordinators must be timely

28.29 The Review believes that at
the whim of CO ADP f

’fz‘gmsdh:seagg?t rs!y:tems whether they want thems?rffv:otifl St:-'zzf'io:fs g;e
iy Progressyh ad very iimited data processing skills available te
Ehels & Progn theas b'e:en slow in these hospitals,” For too long it ha0
oS e e f::en ral cont‘ro‘l in data processing resources., F .
Generél]y heste rom the RGH'S for ADP systems have been rej'ect gr
improved datpa prggests';ig hg;g;]t?g?eshavem:;a%naatedb o et ?0;
to wait - “the solution is just aro rner S o
and they continue to wait. T}jte cornegn?s t::vecr? rr:‘:grot'iat.fe%e.y have waited

28.30 In some of the larger hos '
pitals personal com
:}12;‘] ;:.:t:ﬁe Departmental control of the data p:z:zs igrebegr;‘znsfteor::din?,
Shem and the lése being made of them. We were unable to find any poli v
e eattan to personal computers. The Review observed. thatpin 4
stances staff had' privately purchased their own computer:

for use at work b
systan: ecause of the difficulty in obtaining one through the

28.31 A retraining programme for
all VvbU operators should
There 1s a need for DP training officers and Haisonbeofif";'::]eﬂe,nt:ﬁé

latter being a most import
problems encountered by pt?\e au“stt‘er‘si.nk in advising €0 of Tocal needs and

28.
32 While ADP equipment is a high priority it must not be purchased at the

expense of delayin
based equipments urgently required word processors and other screen

28.33 RECOMMENDATIONS

(1) THAT A _STUDY BE  UNDE|
RTAKEN BY AN INDEPEN
sttt i 1e Joii & T SV
REQUIREMENTS (para 28.2 and 28.4). O BEST TO. SUPRLY. ThosE

(1)  TRAT A HOSPITAL COM
RO (pare 30.5), T UTING STEERING COMMITTEE BE SET UP IN EACH

(i11) THAT A HOSPITAL I
T e za.'éF)?WTm" SYSTEM CO-ORDINATOR BE APPOINTED AT

(iv) 3 I
iv THAT THERE BE HOSPITAL REPRESENTATION AT ANY BRANCH OR CENTRAL

(v} THAT CENTRAL OFFICE DATA
PROCESSING STAFF  BECOME
ACQUAINTED WITH e QUIREMENTS
D) THE HOSPITAL ENVIRONMENT AND USER REQUIREMENTS

(vi)  THAT ONLY QUALIFIE
T LY ?para 28?13P)E.BSONS BE APPOINTED IN ADP SECTIONS OF YHE

(vii) THAT A QUALIFIED PRO,
T B QUMLIFIED, (p;]f;ZTzer\ZN‘{\)G'ER BE OBTAINED FROM QUTSIDE DVA TO



(viii) ']I'_HAT A MEDICALLY QUALIFIED PERSON BE. APPOINTED: AS PART OF THE

(ix)
(x)

(x1)

(x11)

0 ENSURE THE QUALITY OF THE SYSTEM: FUNCTION AND' TO PROTECT
THE USERS' INTERESTS: (para 28.24).

THAT MAJOR ADP STRATEGIES BE DEFINED AND RATIFIED (para 28.25).

THAT AN ADEQUATE BUDGET FOR THE PCS PROJECT TEAM BE. PROVIDED AND
‘{HAT THE . P7R)DJEQT MANAGER HAYE CONTROL OF THE BUDGET AND PROJECT
para 28.2

THAT STAFFING' FOR THE PCS PROJECT BE TIMELY AND ADEQUATE (para.
2

THAT THE HOSPITAL COMPUTER STEERING COMMITTEES IN CONJUNCTION
WITH CENTRAL OFFICE DEVELOP POLICIES IN RELATION TO PERSONAL
COMPUTERS (para 28.30).

(x1i1) THAT A RETRAINING PROGRAMME BE IMPLEMENTED FOR VDU OPERATORS

(para 28.31).
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APPENDIX 5

Patient Care System (PCS) Project Costs
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YEAR_2-1286/87

YEAR_i._.1285/86 oL ; YEARLY FUND
YEARLY FUND ‘,"_f #,000
5,000 ﬂ 1. Purchase aof Equipment
RGH Heidelberg 1,600
1.  Purchase of Equipment &GH Concord Upgrade ' 400
REH' Concord 1,600 RBH Breenslopes 1,400
2 Preparation of- Computer site " 2, Preparation of Computer site
. ) 1
300 M RGH Heidelberg 300
RGH Concord :: RGH Greenslopes 300
-
i 3 )
3. Software licences and maintenance services [‘ 3. Software licences and maintenance services
300 3 N
RGH Concord (last quarter say) 34 RBH Concord (Full year) 600
," RBH Heidelberg (Last Quarter Say) 255
3 I~
a ontribution ta NCC support !( RGH Greenslopes (Last Quarter Say) 170
av) 25 Iy
RGH Concard (last quarter say d 4, Contribution to NCC support
;
RBH Concord, Heidelberg,
S. PCS Team Budget x‘ Greenslopes 75
8 respurces (additional facilities \
i uirements - 18
it a0 1 5. PGS Tean Budget
20 ,

Flus 5% for Travel and Facilities

Technical Consultants and Training (3] & resources (Mainly Appointment

ion. 100 A Scheduling) 300
organisation : Plus S% for Travel and Facilities 15
& :ﬁ
0
: i + - 2 18
6. Operations and Implementatian Staff 3 b Operations and Implementation Staff
i 50 3
3 resources (Concord Pilot) i5 5» v,
idel Testing} 150 & 3 resources (Concord
3 resources (Heidetberg Testing o g Pilot/Production) 150
- 3,045 i 3 resources (Heidelberg Froduction) 150
Budget Estimate Year ! ! ¥ 3 resources (Greenslopes Testing) 150

v Budget Estimate Year 2

317
316




YEAR.3.12687/68

Purchase of Equipment
RGH Hollywood
RGH Daw Fark
Preparation of Computer site
RGH Hollywood
REGH Daw Park
Software licences and maintenance services
RBH Concord/Heidelberg/Greenslopes
RGH Hollywood and Daw Park
(Last Ruarter Say)
Contribution to NCC support
Four RGH sites
PCS Team Budget
2 resources {(Beneral Support)

Flus S% for travel and Facilities

Operations and Implementation Staff

Four RBH sites 3 resources each

318

YEARLY FUND

$,000

1,200
1,100

150
150

1,285
150

100

100

S e
JacaCiitacy AT ]

i el

_—

it
TSLTI

e
PR

g

et
— O e o i

e R R R L

YEOR..4..1288/87

Purchase of Equipment
RGH Heidelberg and Concord
Upgrade
Preparation of Computer site
RGH Hobart (Connection to
Heidelberg)
Software licences and maintenance services
Four RGH Installations,
plus one remote site
Contribution to NCC support

Five RGH SBites (include Hobart)

PCS Team Budget

= resources
Flus 5% for Travel and Facilities

Operations and Implementation Staff
Five RBH sites 3 resources each

Budget Estimate Year 4
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YEARLY FUND

£,000

750

75

2,000

100



YEAR.G_120247Q

YEARLY FUND

#4000

1. Purchase of Eguipment -
2. Praparation of Computer Site -
3. Software licences and maintenance services

Four RBH Installations, plus

one Remote Site 2,000

APPENDIX 7
4, Contribution to NCC support
Benefits Data -
Five RGH Sites 100 Consultancy R:view of pmposéap?ggspﬁixﬁ;é Implementatio;
at Repatriation General Hospi n
itals
July 1985, Disc International ng Limitea

S. PCS Team Pudget

~ resources -

Plus Si for Travel and facilities -
b Operations and Implementation Staf+f

Five REH sites 3 resources each 750

Budget Estimate Year § 5:555

s,
P

ey et

320 321
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MAMAGEMENT COILTANTS

The implementation of PCS systems into RGH Hobart with only 85 beds and &
68% occupancy rate, is unlikely to be cost effective. Also, Hobart has concerns
that it will not receive the 'y support to the high staff turn-over
they experience.

To assist your hospital management to determine the potential benefits from
implementing PCS systems a number of relevant reports from hospitals
throughout the United States were analysed and detdils circulated to the
RGH's. These reports described a series of quantified benefits that had been
achieved after PCS systems had been impl ted

The Benefit Survey responses received from RGH Management indicate a
similar, although reduced, benefit potential, They provided projections of
quantified benefits that could be gained from the adoption of PCS integrated
systems in their environment. The figures in Table 2 show a 4.1% estimated
benefit against a total budget of $288 million. In practice due to the
Department's dispersed operations this projection could be optimistic a figure of
between 3 to 4% is more prudent.

Projected Cest Fstimates
The following assumptions have been made to develop five year cost estimates:

. Projections are based upon 1985 dollar costs

. IBM 438 or equivalent computers ranging between 2 and 4. mips are
assumed based upon projections at RAH for inereased processing capacity

. Compliance to NCC standards e.g. MVS/XA operating systems

. Local networks to commence with say 50 terminals per site and expand to
an average of 200 terminals each within five years

. Central operations control and support supplied via the existing National
Computer Centre facilities

. Resouree costs are based upon $50,000 per person per annum

. Concerning software licences and maintenance services it is likely that
discounts for multiple sites would apply of between 10 and 20%. For the
purposes of our caleulations we have assumed 15%

. To provide for input from Technical Consultants and a specialist Training
organisation & provisional $100,000 has been incorporated into the projeet
cost estimates.

Yearly cost estimates over a five year period are attached at Appendix D of
this report.
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5.5

SANAGEATLNF CONSULTANTS

SUMMARY OF FIVE YEAR PROJECTIONS

The' anticipated costs outlined in Appendix D are of the development and
implementation of the PCS system plus the necessary interface requirements
(Infection Control, Nurse Loedings, Food Services and the second phase
Appointment Scheduling and perhaps extended Orders Entry facilities).

Cumulative Costs $,000's

Year 1 3,045 3,045
Year 2 5,865 8,910
Year 3 4,840 13,750
Year 4 3,875 17,625
Year 5 2,850 20,475
Five year estimated costs $20,475,000

In order to caleulate a simple COST:BENEFIT we have assumed that each RGH
achieves NIL benefit in the first year of operation and only 50% of projected
annual benefit in the second year.

The anticipated benefits in dollar terms as outlined in Sub-section 5.3 are:

Cumulative Annual Saving §,000's

Year 2 3,985 3,985
Year 3 9,657 13,642
Year 4 11,607 25,249
Year 5 1,880 37,129
Five year quantified benefits are $37,129,000

SIMPLE COST:BENEFIT 20,475: 37,128

1:1.81

wn

The figures above show a break even after three years.
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APPENDIX 8

Letter to Departments from JPCA of 2@ May 1985
containing guidelines to departments preparing Submissions
for the JgrCa
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COMMONWEALTH OF AUSTRALIA
JOINT PARLIAMENTARY COMMITTEE OF PUBLIC ACCOUNTS

4, AUSTRALL
15««4¢*

PARLIAMENT HOUSE
CANBERRA, ACT.
TEL. 72 7455

Dear

INVOLVEMENT OF THE JOINT COMMITTEE OF PUBLIC ACCOUNTS IN THE
ACQUISITION OF ADP FACILITIES

1. T?e,Joint Committee of Public Accounts has been given a
standing regerence by Parliament to investigate and repoct on
proposed major acquisitions of ADP facilities by the
Commonwealth.

2. This instruction sets out the information requirements of,
and procedures to be followed by, the Public Accounts Committee
in discharging its duty to investigate and report on proposed
acquisitions of ADP facilities by the Commonwealth.

3. The following motion was moved by the Leader of the House in
the House of Representatives on 8 May 1985:

(1) That, in accordance with paragraph 8 (1) (d)
of the Public Accounts Committee Act 1951,
this House refers to the Joint Committee of
Public Accounts for investigation and report
as necessary from time to time, the proposed
acquisition of automatic data processing
facilities by any Commonwealth department or
authority of the Commonwealth staffed under
the Public Service Act 1922; notification of
intention of which is to be conveyed to the
committee by the Minister responsible for the
department or authority intending to acquire
the facilities.

(2) That this resolution will continue in force
unless and until amended or rescinded by the
Senate or the House of Representatives in this
or a subsequent Parliament.

(3) That a message be sent to the Senate

acquain;ing it of the resolution and
requesting its concurrence.
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This motion was subsequently p d by both H of Parliament.
A copy of the relevant extracts from Hansard is attached.

4, The motion reflects the Government's concern that major
ADP acquisition proposals are often of such complexity and raise
such important related issues that they cannot be dealt with
adeguately under the severe pressures imposed by the Budget
timetable. It is intended that the Committee's scrutiny of ADP
acquisition proposals will occur outside the annval budget
process and will precede any Cabinet approval for the
commencement of the tendering and acquisition process.

5. o ; . invited bai

6. ADP acquisition proposals. (as defined in Finance
Circular 1984/7) will normally be referred to the Committee for
examination and report where the purchase cost over three years
of hardware, related software and specific site preparation;
and/or the cost of leasing or renting the same over four years
exceeds $5 million. Referrals to the Committee will be at the
discretion of Cabinet.

7. The Committee will look to the proponent
department/authority and other agencies currently involved in the
ADP planning and acquisition process to demonstrate inter alia
that the proposal makes good economic sense and will stand up to
public scrutiny, that it is in accord with corporate and ADP
strategic objectives and represents the most effective means of
achieving these, that industrial relations and employment issues
have been fully considered and that the proposal provides maximum
benefit for Australia‘s industrial development.

8. Proponent departments/authorities should provide the
Committee with three categories of documents; viz an Executive
Summary, Proposal Overview Document and Supporting Documentation.

9. EXECUTIVE SUMMARY ~ a succinct statement of
approximately § pages length which summarises in non-technical
language the crucial information presented in the Proposal
Overview Document.

10, PROPOSAL OVERVIEW DOCUMENT - this should provide
description, explanation and argument of a more detailed nature.
The document should specifically address issues under the
following headings, and may include additional information as
deemed necessary by the department/authority or as requested by
the Committee. It is not the Committee's intention that
information already contained in other documentation should be
unnecessarily duplicated here, However, where the information
requested under these headings is contained in supporting
documentation and reports (eg the Strategic Plan), this should be
clearly identified and cross~referenced.
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(i)

(ii)

(£1i)

(iv)

(v)

(vi)

(vii)

(viii}

(ix)

-3 -

a description of the proposed acguisition, and
a clear statement of the justification for the
proposal in terms of its benefits and costs,
including the specific needs which the proposal
is intended to satisfy.

D! i i - an overview of approved ADP
objectives together with their relationship to
authorised departmental/authority objectives
and work programmes..
- a statement of the
corporate objectives and plans of the
organisation with emphasis on management
information systems which are planned or in
operation,

ADP Strategic Plan_ (Summary) - a description of
the present ADP facilities and the major
systems operating onm them. It should cover
future plans, a risk analysis, contingency
planning and the involvement of internal audit
in the planning process. Comments from the
Public Service Board on the ADP Strategic Plan
should be included. Any significant differences
between the ADP Strategic Plan and the
acqguisition now proposed should be highlighted.

i i - the outcome of the
review carried out on the present ADP systems.
Relevant comments made by the Auditor~General
and/or internal avdit should also be included.

System proposals ~ details of the proposed
systems that will run on the computing
environment being acquired and how these relate
to existing systems. This information should
include a conceptual description of each system
proposed.

i - - a description of the
alternative development strategies and
acquisition options considered together with an
explanation as to why other options have been
eliminated.

Cost effectiveness - a cost analysis of each
option with a detailed benefit/cost analysis of
the most promising of these. (It is accepted
that in some instances it may prove difficult
to attribute definitive dollar amounts to
qualitative or intangible benefits.)}

i i - summary of technical
issues including risks and constraints
associated with each of the most promising
options and how these have influenced the

330

(x)

(xi)

{xii}

(xiii}

{xiv)

(xv)

-4 -

selection of the preferred option. The question
of the compatability of new and existing
equipment in terms of both intercommunication
and systems transfer shpuld be addressed.

Policy congstraints — a statement on the extent
to which Government policy considerations
restrict or influvence the determination of
available options. Specific justification
should be given for a recommended option where
it appears to be in conflict with such
policies.

Action Plan - a statement on the planning
processes and systems methodologies to be used.
This should detail the expected timetable for
implementation together with staff required,
including contracted staff or consultants,
classifications and costs. It should also
explain in detail the financial processes in
relation to the annual budget.

Industrial issves ~ details should be provided
of consultation arrangements with users and
their staff associations on the proposal, and
of industrial relations issues which have, or
are expected, to arise. The results of a job
impact study showing, inter alia, the effect
the system is expected to have on staff levels
and classifications and on occupational health
and safety should also be included. The study
should have been developed in consultation with
the appropriate staff associations.

i i - an outline
of thé hardware, software and services that
could bé supplied by Australian industry with
particular reference to offsets and government
purchasing preference. If no such participation
is thought possible, reasons should be given.

i - by public
tender or Certificate of Exemption. If the
latter is used the reasons should be stated and
if they are commercially sensitive the
Committee should be informed. & statement
should also be made about the proposed method
of acquisition, e.g. by lease, rent or outright
purchase and justification given for the
preferred option.

Consyltation -~ a copy of any relevant comments
submitted by the Public Service Board,
Department of Finance, CSIRO, Department of
Employment and Industrial Relations, Department
of Local Government and Administrative Services
and the Australian Audit Office, private
consultants and staff associations.
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& - - an assessment
of the consequences and risks incurred in the
event that the proposal does not proceed.

(xvii) -~ an assessment of the
extent to which the proposal involves the use
of advanced technological facilities not yet in
common use within the private sector and/or the
public sector.

(xvi)

11. SUPPORTING DOCUMENTATION - departments/authorities
should also include in their submission to the Committee copies
of pertinent supporting documentation including:

the most recent version of their ADP Strategic
Plan .

the current Corporate Plan
. a Job Impact Study Report

any independent consultant‘s reports on the
proposal

12. It will be the Committee's policy to avoid delaying the
tender and acquisition processes unduly, It is in the
department's/authority's interests to ensure that it provides the
Committee with the information outlined above as soon as possible
so that the Committee's investigations are progressed in an
orderly and timely manner..

13. It is expected that the head of the department or

~— authority concerned will attend the Committee hearings to explain
the need for the acquisition and their personal commitment to its
success.
14, The Committee will make its recommendations in reports

to Parliament from time to time..Should the Committee's report be
completed and the Parliament not be sitting, alternative
arrangements will be made to release the report. Changes to the
Committee's requirements will be advised as appropriate.

15, Should you reguire clarification of any of these

requests or wish to offer constructive comment on them, I would
be pleased to discuss the matter with you.

T

M J Talberg
Secretary
21 May 1985
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