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Editorial 

The Committee met on 18
th
 May before the 

meeting reported below. The future 
programme is being mapped out to include 
an update on the CfH London programme; 
aspects of robotics in medicine; how health 
informatics has evolved in the private 
healthcare sector; and data capture at the 
point of care. A mix of something for the 
pragmatists, something for the policy 
gurus, and something for the more 
technically minded. 

We hope to have another of our debate 
sessions at HC07 with a topic and 
speakers to create ambiguity, enthusiasm, 
and a chance for anyone to have a say. 
Feedback from our HC06 debate was very 
positive, with some saying it was the best 
session they attended. 

The May edition of BJHC arrived with a 
report of several pages from our HC06 
debate session, also headlined on the 
cover. Clearly taken from a tape recording, 
the article has no attributed editor. While it 
is nice for events to be broadcast to the 
widest audience, let’s remember it was our 
Group’s session, and we published it first 
in our March Newsletter. 

Turning to our May meeting, I was musing 
on Andrew Capey’s advertised title, 
including the phrase ‘Paper is our most 
reliable solid state device’. It’s a statement 
worth a little exploration. 

The digital storage we are so busy filling 
these days is really quite risky. The DoH 
has just published its standards for 
retaining records, and I have to wonder 
whether they are altogether realistic. It’s 
not just the records, which have to be kept, 
but also the knowledge of their context. 

RAID and other backed-up storage are 
fine, but not everything gets handled that 
well. I have seen quite a few PC disk 
crashes, and have been interested to 
watch the users’ reactions go from grief to 
relief in about a week. That tells us 
something about the hassle of maintaining 
even reasonable amounts of data. 

But, what of other digital storage media. 
The punched card had a fairly long life as 
an automated flat-file database system, but 
it has completely vanished. Paper-tape, 
cassettes, and several sizes of floppy disk 
have gone the same way, with the 3.5” 
floppy only hanging on by its fingernails. 

Back to hard copy, and paper is certainly 
reliable: as is film. Provided you know or 
can decipher the language, paper records 
from hundreds of years ago are quite 
common. How else could we be amazed at 
the disease names of the seventeenth 
century, or track mortality in the plague 
years? Papyrus records show that the 
Egyptians could do multiplication and 
division, even without our modern number 
system or a zero. 

Clay tablets, and stone can last even 
longer in the right conditions. I have seen a 
Hittite copy of the Treaty of Kardesh 
(Archaeological Museum, Istanbul), which 
is in cuneiform on clay. There is an 
Egyptian copy in hieroglyph on a temple 
wall by Rameses II. The Hittite copies have 
Rameses asking for peace, and the Hittites 
agreeing. The Egyptian copies have the 
Hittites asking for peace, and the 
Egyptians agreeing. 

Whether on paper, clay or stone, the 
records may be long lasting, but are they 
inaccurate or misleading? 

Mark Buckley-Sharp 

May 2006 
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The Group met on May 18
th
, jointly with the 

Kingston & Croydon Branch, to hear two 
papers on quite different topics. 

 

Using Routinely Collected GP Data 
for Quality Improvement and 

Research 

Simon de Lusignan covered two topics. 
The practical use of routine data to drive 
improvements in quality of care. And, the 
informatics requirements for managing 
large historical data sets. 

Collection and Quality. 

Primary care generates a lot of data, and 
provided attention is given to data quality, 
that can be used to analyse care and drive 
improvements. Making improvements is a 
change process, and using educational 
techniques is a good strategy provided 
some care is taken. Adult learning styles 
vary and delivery must be non-
judgemental. A local lead can engage 
clinicians, relating local data to local use 
and populations. Comparative feedback 
(benchmarking) is a good driver but, when 
working with practices, the data and 
outcomes have to be in manageable 
chunks. 

Some of the large data sets collected in 
primary care have included risk of stroke; 
chronic kidney disease; and the mix of 
chronic heart disease, cholesterol, and use 
of statins. Having been assembled, these 
data sets can then be broken down again 
in several ways. By practice - shows 
differences in activity and care. By date - 
shows changing practice. And the data can 
identify practices which do not change, or 
which are changing at different rates. 

In any case, collecting routine data is not 
an activity directed to any single or 
restricted research question. It is a more 
generalised activity where data quality 
needs to be encouraged by brief and 
simple messages. 

Informatics Issues. 

Data quality must be addressed both at the 
identifier/coding level, and also at the level 
of the analytical process. 

We would aim for data to be complete, and 
accurate; to be collected currently; to have 
value; and to pass probes for 
inconsistencies. Overall, data does not 
have to be perfect, but it must be fit for 
purpose. Data must still be adequate when 
it is removed in place or time from its point 
of recording. 

A lot of data is coded, and often from 
lookup lists. This may seem simple, but 

there are pitfalls. An example is in the 
Read codes for bronchitis where anything 
starting H03 means chronic and anything 
starting H06 means acute. It can be quite 
easy to pick by title without understanding 
how the different codes may eventually 
sort the data in a way not initially intended. 

Codebooks always evolve, and they 
become longer and more complex. Old 
codes tend to be retained, and this leads to 
a lot of parallel code use. This doesn’t just 
affect Read codes. There are drug 
dictionaries, proprietary codes within 
application systems, and people make 
local codes. When collecting data which 
includes codes, the code books must be 
archived with the data, and in their 
correctly dated and used versions. 

Having got the data, with the applicable 
codebooks, from many sources, 
amalgamation and analysis requires 
suitable queries to be run against the data. 

While people might like the idea of ad-hoc 
querying, fishing for results, more serious 
consideration shows that all queries should 
be formally designed to allow traceability 
back to the source data definitions. 
Queries which have been designed, should 
then be archived for future reference and 
audit. The query archive has to include 
records of the codebooks used on each 
data set. That has led to research work on 
metadata to define queries with links to 
data items and processes, so that query 
design could then be more secure and 
perhaps also automated. 

Data protection requirements also suggest 
that any ethical constraints on data use 
should be listed in the query library. 

Overall, transparent methods of data 
management are a minimum requirement 
to be sure about data sources, data 
meanings, and how the data eventually 
gets used. 

 

Lessons from the Failure of a Key 
System. Sometimes, Paper is our 
most Reliable Solid State Device. 

Andrew Capey is one of our Group’s 
Committee members, and is Data & 
Security Manager at the Brompton and 
Harefield Trust. He described the events 
and lessons from a total PAS failure. 

The Brompton and Harefield clinical sites 
are networked together and to a Northgate 
facilities management site at Hemel 
Hempstead, where the PAS is located. 
This layout was considered resilient, with 
dual server rooms, and had been 
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commended by auditors. The PAS feeds 
registrations data to other operational 
systems. 

The Northgate site at Hemel was next to 
the Buncefield oil depot. Over a Saturday 
night, one tank was overfilled and 
overflowed causing a petrol ‘fountain’. 
Several tons of petrol vapour accumulated, 
and there was an explosion on the Sunday 
morning. The Northgate site, with both 
server rooms was seriously damaged and 
was also inaccessible. 

The first effect noticed at Brompton (and 
including Harefield here and later) was that 
telephone/data lines were down. This was 
not of major importance as the Brompton is 
a tertiary hospital with no A&E or maternity, 
and has few admissions or new 
registrations at weekends. It took some 
time for the real extent of the Brompton’s 
problems to become apparent. 

At the Brompton, manual registration 
methods were used on Monday. The 
manual methods had been tested and 
used recently as part of a planned outage 
of PAS during a merge. There could be no 
new PAS registrations, but some other 
systems had copies of existing 
registrations. 

At Northgate, alternative sites were 
brought into use and new servers were 
available by Wednesday (D+3). However, 
the Friday night backups (D-2) had been 
delayed and were unavailable from Hemel 
along with the Saturday night backups (D-
1). By Thursday (D+4), PAS was up with 
the backup from 7 days previously. 
However, the servers were not fully 
configured eg, with the printer setups. 
Ultimately, it took 2 weeks for the full PAS 
to be restored. 

As the outage progressed, it was possible 
to have some very restricted access to the 
replacement PAS, but this had to be used 
to catch up transcribing data collected on 
paper. 

There were some important and useful 
lessons to be learnt from this episode. 

A planned outage has a predictable 
duration. Pre-prints of operational 
documents can be done, and catch up can 
be estimated and pre-scheduled. But, a 
real disaster has an uncertain duration. 

Hardware recovery can be surprisingly 
rapid. Software recovery and backloading 
data can take very much longer. All the 
time the outage continues, backlogs of 
data are increasing. 

Having fireproof safes for data can be 
misleading. The safe may withstand the 
disaster, but it may be inaccessible. 

Pre-printed reports, like clinic lists, are fine 
for planned outages. But as the outage 
continues, the reports run out, and there is 
nothing to replace them. The operational 
problems are likely to get a lot worse 
before they are likely to get any better. 

Public relations and patient information 
could be handled a lot better, and there 
has to be an effective and consistent 
corporate message. For example, patients 
turn up to clinics when the clinics have no 
record. Patients who did turn up to a clinic 
might be sent a DNA letter later because 
their attendance could not be recorded. 

Data replication on local systems is helpful 
if not a complete operational solution. It 
means that most registration data is 
available somewhere. 

The explosion was shortly before 
Christmas. At a tertiary care site, it is 
possible to manage the activity down more 
easily, especially over public holidays. This 
would not apply to an acute site. On the 
other hand, key staff may be on holiday 
themselves, and this inhibits recovery. 

Always carry out a post event review, 
because there will be a next time even if it 
is not quite the same. 

Overall there is a representational risk to 
an organisation experiencing a disaster, 
and that is on top of the financial risk. 

Some very relevant points came up in the 
discussion following Andrew’s 
presentation. 

Northgate also ran the PAS at Hemel for at 
least four other major hospitals with much 
more acute care requirements. However, 
the effects were not described. Apparently, 
two separate data centres are planned for 
the CfH London programme. 

There is a cost to any sort of replication. 
Although the Brompton PAS was 
replicated, the replication was on one site, 
and there must be innumerable operational 
systems in healthcare which are not 
replicated. Having multiple hospitals is a 
large-scale form of replication. However 
unpleasant it might seem to say it, the 
‘world’ would not have ended if the 
Brompton had shut permanently. 

 

Next 

The next meeting of the Group will be on 
Thursday 20

th
 July, 6pm, at BCS in 

Southampton Street. 

If all goes well, we hope to hear an update 
on CfH London by Kevin Jarrold and 
colleagues. 


