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A Scotland where people live longer, healthier and fulfilling lives
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Scottish Government
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Digital Front Dlgltal. | Digital Health
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Search

"" National Digital Platform

A" Technology for health and social care

Home About Service catalogue Assurance Blog Data

The open technology
platform for Scotland

National Digital Platform (NDP) will make it simpler to deliver
technology that improves the care and wellbeing of people in
Scotland.

More about NDP =




MyCare.scot
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Scottish Government
Riaghaltas na h-Alba

| alpha | This is a new service. It will be available to more people soon. Help us improve it by taking part in research.

MyCare Sign out

Home  Appointments Messageso Healthand care record ~ Findaservice  About  Support

Home
Hello DIANE DEMO

View personal details

Date of birth: 24 May 1977

CHI number: 2405771543

What | can do with MyCare.scot
Right now, you can use this service to:

+ check some of your upcoming hospital appointments
« read and download some of your hospital letters

+ check your Community Health Index (CHI) number

+ check some of the details the NHS has stored about you - like your home
address

We will update this service with more features soon.

My account

Home  Appaintments Messageso Healthand carerecord ~ Findaservice  About  Support

me » View your appointments

View your appointments

This shows your upcoming, cancelled and past NHS Lanarkshire Dermatology
appointments. You can check and download your hospital letter in the
‘appointment details' page.

w |f your appointment is not listed

Upcoming appointment Upcoming
Dermatology
9:20am on Sunday 23 November 2025

View appointment details

Appointment attended

Attended

Dermatology

Sign out | My account

Home  Appointments Messagese Healthand carerecord ~ Findaservice  About  Support

Home » Check your messages

Check your messages

Your messages from the NHS in Scotland. Right now, this only shows
messages you have received about some of your dermatology appointments in

North Lanarkshire. You can also check your appointments.

w If you think @ message is missing

NHS Scotland

You have a new dermatology appointment

Received on Wednesday 15 October 2025

Sign out

My account

18




MyCare
Scottish Government

gov.scot

National Rollout

Health & Care record
Identity View COVID & flu
 MyCare.scot now available for seere g L Eng vacenations,

users 18+ allergies

« Users can view their medication,
allergies and COVID and flu

Demographics

vaccinations View personal Service finder
information, Links to useful
. - including CHI information
Access to appointments and the umber

digital mailbox will start rollout
later in 2026



MyCare

Service Rollout

Proxy Access
Secure sign-in using
ScotAccount

Appointments
Near Me
Primary Care

Demographics
Care Preferences
Communication

Targeted
Reminders
Screening
Home Visits

Health & Care record
Add information
incrementally
Patient Safety

Service finder
3rd Sector
Mental Health

W gcotﬂs? Goverrrlm&tlagt
iaghaltas na h- a
o N govg.]scot

] Scottish Government
# N Riaghaltas na h-Alba
COSLA

Our Health and
Social Care App:

MyCare.scot

National Rollout High-Level Summary




Scottish Government

Digital Health and Care Record X

gov.scot

Underpinned by Care Information and Data

Reform (Scotland) Act Standards




Care Reform Act

To enable secure and
efficient sharing of health

and social care
information

To ensure individuals can
access and update their
own information

Scottish Government

PTe

gov.scot

Wider Data Sharing to be
considered in the future




Scottish Government

Pl

gov.scot

Principles and Next Steps

Standards and Coding:

Single Source of
Truth - CHI

Data Standards
FHIR / API Driven

Implement SNOMED
CT
ICD11




“Al framework for the safe, efficient and ethical
application of Al across our services”

’v‘ Scottish Government
# N Riaghaltas na h-Alba

Al Policy Framework for
Health and Social Care

Medical e o o o
EU Al Act Pm'::z:ion Device 505 05 7
Regulations 000G e -
00000 ¢ .
&
Human MHRA Al ::::: ® :
. Cyber
Rights and . Safety o000 e o
. Security ..
Equality Legislation s s 0 0 o
e ©°
® o

COSLA P @ digital office

Scottish Government

>

gov.scot



Future Priorities and Focus

Delivery of Strategic Priorities

MyCare.scot and DHCR focus

Development of Al Hub and further guidance
Data Sharing and Information Standards
Personalisation of services

Pl

Scottish Government

Riaghaltas na h-Albo
gov.scot
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Al KNOWLEDGE AND THE LEARNING HEALTH SYSTEM

The 3am Test

A tired staff member, at 3am, needs an answer to make a safe decision.
How fast do they get it — and can they trust it's current?

Dr Ryan Samuels
Director, UK & Ireland - Eolas Medical



AT THE POINT OF CLINICAL DECISION

Three streams of information collapse into one clinical
decision.

Listening Scanning Searching

to what the patient is saying. the record for what is already known about memory for the evidence, and for the way
them. this board does things.



THE GOLDEN TRIANGLE
Three streams, synthesised at the moment of decision

KNOWLEDGE SYNTHESIS

What medicine knows — and
how this board practises

External evidence Internal knowledge

The moment of
decision

synthesised in real
time

CONVERSATION CHART

What's being said in the What's known about this
room patient



STATE OF PLAY

The corners are not equally built

Conversation
Early majority - consolidating

External knowledge

D
Early—late majority

Chart

Partially built - heaviest investment

Internal knowledge

G
Early adopters - the unsolved half

The unsolved corner is the one Scotland is best placed to own.



A tired staff member, at 3am, needs an answer
to make a safe decision.

How fast do they get it? Can they trust it's current?

Largely solved. Seconds, from your own approved content. Not solved. This is the rest of the talk.



QUESTION ONE - THE LAST MILE

Publishing the guidance gets you to 60% accuracy.
Answering the question gets you to 100%.

Prescribing accuracy, 45 cases — same underlying guidance in all three arms
Same content, Al-

’ 0
chancedsearch (S 100%

Same content, 600/
structured app search 0

Trust PDF guidelines
47%

Waldock et al., Imperial College Healthcare NHS Trust - npj Antimicrobials & Resistance, March 2026 -

p <0.001

HOW TO READ THIS

A well-built repository is
necessary and not
sufficient. Stop at
structured search and you
are in the 60% group.

Cognitive load down 74%.
Clinician confidence 94/100,
against 72 and 68.



ONE PLACE, EVERY QUESTION

The 3am question is not always a clinical one

“How do ward rounds work on my new ward
tomorrow morning?”

To the person asking, these are the same question.

“What is the first-line treatment for an upper Gl
bleed?”

Induction Operational

How this ward, this rota and this Policies, escalation, who to call
team actually run. and when.

Clinical guidelines Referral pathways
The approved local pathway, and  Where this patient goes next, and
the national source behind it. what that service needs.



QUESTION TWO - CAN THEY TRUST IT

Ir\]/ledical knowledge is doubling faster than it ever
as

THE VOLUME THE BURDEN

The doubling time of medical knowledge has Every national update lands on a named
fallen from an estimated fifty years to a clinician who already has a clinical job.
matter of months. Publishing is solved. Keeping up is not.

Densen, Trans Am Clin Climatol Assoc, 2011 Three-year cycles reflect author capacity, not clinical risk

The review cycle is an admin constraint wearing clinical clothes.



WHAT WE BUILT

The whole content lifecycle, in one place

01 - CREATION 02 - REVIEW

Draft the guideline in Route it to named

the platform. reviewers.

With the national evidence Tracked and time-stamped,
beside you as you write. not emailed round as a PDF.

Search was only ever the first quarter of the problem.

03 - KEEPING CURRENT

National change
triggers the update.

SIGN or NICE moves; you see
what it affects.

04 - INSIGHTS

Every question
becomes evidence.

What was asked, and what
was never found.



STAGE THREE - THE MECHANISM

National guidance changes. The work star
itself.

TRIGGER IMPACT DRAFT
SIGN, NICE or SMC You see which of The update is
publishes a change. your guidelines it drafted, with
affects, and who changed passages
owns them. shown against the
source.

~9 OO/O less effort to keep the library current. Al drafts it, your people sign it
off.

(S

SIGN-OFF

A named clinician
approves it. Always
a human.



THE BOUNDARY

The Al does not decide. It says: this differs from
that — please review it.

Constrained and cited No diagnosis Regulated by choice
Answers come only from approved documents, It retrieves and compares guidance. It does not Voluntarily applying for medical device
with the source on every claim. advise on an individual patient. regulation covering our planned Al use.

The risk in moving fast is outsourcing clinical thinking without noticing.



ONCE FOR SCOTLAND

Scotland has already written the guidance. What is
missing Is a way to see where it differs.

Fourteen boards, their own approved pathways, and the national sources they were built from.
Nothing compares the versions against each other — because reading them all is hours per
pathway before any conversation starts.



THE COMPARATIVE LAYER

Two comparisons,
run before anyone
meets

Board against board

Where does one board’s pathway differ from the
others™

Board against national source

Where has local practice drifted from SIGN, NICE or
SMC?

Standardisation by evolution, not by
negotiation.

Acute upper Gl bleed — 3 differences found 4 boards compared

DIFFERS FROM SIGN

Local pathway specifies a 24-hour endoscopy window; SIGN
recommends within 24 hours of admission for unstable patients.

Local Pathway v2.1 - SIGN 105 - flagged for review

DIFFERS BETWEEN BOARDS

Two boards use a Blatchford threshold of 1 for discharge; two
use 0.

4 source documents cited

NO MATERIAL CHANGE
Remaining sections unchanged against current national guidance.

Safe to republish as in date



THE OBVIOUS OBJECTION

Some divergence is deliberate

THE CASE

A board’s GLP-1 pathway looks nothing like
NICE or SMC guidance — deliberately, because
it was built on cost-efficiency grounds the
national recommendation was not tested
against.

Telling them it differs is useless. They know.

WHAT THAT REQUIRES

A board accepts a difference once, records why,
and the system stops raising it — while keeping
the rationale on the record for the next review.

Otherwise it becomes noise, and noise gets switched
off.



STAGE FOUR - THE LOOP

Every question staff ask becomes evidence

MOST ASKED NOTHING FOUND

What staff searched for most Questions that returned nothing

Where clinical uncertainty actually sits, The knowledge gaps you did not know

by specialty and by hour of the day. you had. The most useful signal in the
system.

None of this is data you can buy. It only exists because someone asked.

DRIFT

Where local pathways drift
from SIGN and NICE

Surfaced continuously, not discovered
at the next review.



THE LOOP

A loop, not a library

Questions reveal Gaps drive creation Better content, better Better answers, more
gaps and review answers questions

Run that across one board and you have a good knowledge service. Run it across fourteen, with the
comparison built in, and it becomes national infrastructure.



Scotland could be the first
national learning health system.

Dr Ryan Samuels

ryan@eolasmedical.com - eolasmedical.com
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Kathrin Cresswell

Professor of Digital Innovations in
Health and Care

The University of Edinburgh
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from England




“I The potential of
digital health

Source: Nuffield Trust

Improved
access to
specialist

Maora
proacthee and
targeted care

systermatic,
high-quality
cdare




But implementation is difficult

- EEENNDN -
Sociotechnical systems Complex and adaptive system
People and technology continually shape one Many interconnected actors with often
another conflicting needs
New technology changes workflows and Small changes have unintended
professional roles consequences
People adapt technology through No one is in control and no recipe for success
configuration, workarounds and new ways of

: The system continually evolves
working

Change is emergent and unpredictable



20 years evaluating England's biggest national
digital health programmes

L

Q 2009-2011 Q 2024
" NPfIT 2009 - 2011 | Al Lab 2024
E e Centralised implementation E e Building on digital foundations

' Global Digital Exemplar Programme 2017 -
. 2020

. o Local leadership and shared learning

6 2017-2020



Lessons from England

L

Lesson 1: Digital

O transformation is routinely Lesson 2: Digital
Inl expected to deliver too foundations matter

much, too quickly

E Lesson 3: Go-live is the ' | Lesson 4: Set up systems
beginning - not the end i;/;; for learning and evaluation



Lesson 1: Digital transformation is routinely
expected to deliver too much, too quickly

Ambitious politically-driven implementation timelines | I

* Ministerial announcements Lack of progress in delivery tended to be viewed as being
due to the overly ambitious implementation timelines
specified in the contract, including unrealistic
expectations in relation to benefits and the time needed
for systems to embed. NPfIT Evaluation

* Pressure to demonstrate progress quickly (but
digitalisation takes time, 7+ years)

As a result...
* Programmes launched too quickly (limited
baselines, limited planning) ‘
* An ended too quickly (longer term benefits could -

not be demonstrated within timeframes)



Lesson 2: Digital Foundations Matter

* EPRs are core infrastructures, not
standalone systems

 Other applications depend on effective
interfaces and interoperability

* Building strong foundations takes time
 Data quality is critical

« Weak foundations limit future innovation,
including Al



Lesson 3: Go-live is the beginning - not the end

It’s a long-term journey with no endpoint

Changes in leadership and strategy don’t
help

Need 100-year plan

Move away from projects to programmes
* Funding structures

* Developing a long-term strategy and
defining the role of digital within this

“Successful EHR [electronic health record] and
ePrescribing investments are not quick wins; they are
sustainable wins. It takes at least four and, more
typically, up to nine years before initiatives produce
their first positive annual SER [socio-economic return],
and six to eleven years to realise a cumulative net
benefit.” EHR IMPACT STUDY




Optimisation

* New needs emerge through

use .
.Late post-

* Optimisation involves

implementation Continuous

technology, workflows and () dgal oo
Early post-
people ~ implementation
* Optimisation is subjective Perimptomentatir
* Continuous improvement e

on

extends years beyond go-live



Lesson 4: Set up systems for learning and
evaluation



Evaluation approaches to inform learning

Understanding impacts

Quantitative studies to assess
outcomes and value/cost

m

Understanding
mechanisms

How processes lead to
outcomes (e.g. how changes to
clinical workflows influence
patient safety)

How various parts of a system
produce intended and
unintended observable effects
(e.g. how EPRs affect workload,
documentation, interactions)

Quantitative
methods

Did it work?

Measures
outcomes

Qualitative
methods

Why did it
work?

Explains
mechanisms

Systems science

How did the
whole system
change?

Explains
interactions,
feedback,
adaptation and
emergence



Digital transformation can be accelerated
through developing a learning ecosystem

Shared learning facilitating inter-organisational
knowledge sharing (can be coordinated
nationally)

Communities of practice

Informal relationships

Facilitated by:

* Common core system (such as EPRS)
* Priorrelationships

* Geographical proximity

* Regional alignment

“We have worked extremely closely with [site]. We have
more or less cut and pasted all their workflows, all their
pharmacy workflows, all their drug administration
workflows...without that involvement, the project would
have taken longer...I think the result is safer and more
robust than it would have been if we had done it without
their help.” Implementer GDE




Balancing national strategy with local input in
decision making

Top-down and politically driven nature of Programmes | I

* Can help to ensure high level leadership and
support

 But failure of cookie cutter model of standardised J N
procurement ! \

* Limited localinvolvement in decision making (risk /; \

of disengagement, abandonment) s o \ RATIONAL
/ \

.. PRIORITIES b PRIORITIES
* |Importance of clinical engagement Q. \ NS

Locally-led initiatives
* Threat to large-scale interoperability

* Organisational drivers may not align with national
strategy



Take-aways

w

EPRs are not
primarily a
technology
challenge

Build foundations

Digital infrastructure is
strategic infrastructure

[

Invest in people

Technology changes
workflows before it
changes outcomes

@

Keep learning

Digital transformation is
never finished

Evaluation and
optimisation create long-
term value
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Public Services Delivery
Scotland

From Organisational Records to
Lifelong Health Records

MyCare.scot and the architecture of patient-centred EPRs
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Origins

The first British general practitioner to use a computer
in his consulting room was John Preece at Whipton
near Exeter in 1970."" 2 In 1975 the health centre at
Ottery St Mary, also near Exeter, became the world’s
first paperless general practice.” For a few years in the
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Dr Jeremy Bradshaw Smith at Ottery St Mary health centre, which, in 1975, became the first
paperless computerised general practice

Benson T. Why general practitioners use computers and hospital doctors do not—Part 1:
incentives BMJ 2002; 325 :1086 doi:10.1136/bmj.325.7372.1086
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The economic cost of this fragmentation is not linear
— it grows quadratically.... keeping a fragmented
ecosystem connected compounds with every system

added ...and every time any one system is updated, every
connection to itis atrisk. @@
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In the most favourable case
... [same system] ...
approximately two-thirds of
data types will be
“understood” by a receiving
site

9

Quantitating and assessing
interoperability between electronic
health records,


https://doi.org/10.1093/jamia/ocab289
https://doi.org/10.1093/jamia/ocab289
https://doi.org/10.1093/jamia/ocab289
https://doi.org/10.1093/jamia/ocab289

The patientis longitudinal  Our systems are not

454 Scottish GP practices currently hold
medical records in a system that reaches end

é_“t; lfﬁgi ﬁ;f ‘ £ g of life next year.




Fig.1 Patient-centered system model

* . Pdigitatlcsiones be
haaliBweared as
intoealionabaygt an
igdivigH s iietimehd?

information flow

é>

Brennan FP, Kuang YS, Volrathongchai K. Patient-
centered information systems. Yearb Med Inform 2000:

79-86.



Person-Centred Record

Persists through time
Survives system &
organisation changes
Retains meaning

Usable by multiple services
Accessible to the person
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Enterprise
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within one enterprise, typically 200 to 400 systems exist, Secure
made up of different technologies and different vendors, Clond-based

many of which are not complementary and where logic Lo i
) . . e Th kil - .
s bundled with applications. _ Modular plug-and-play

Limited interoperability

Present: Many systems all with intimately bound data logic Future: & cohesive technology stack, giving a unified experience
and applications for clinicians, professionals and patients; unique data at the center
accessad by applications in real time through micro-services
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New applications
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"‘ National Digital Platform

A" Technology for health and social care

Home About Working with NDP Service catalogue Developer resources Case studies

Home [ Service catalogue

Service catalogue

Details of the technology services that are available on the National Digital Platform (NDP).

NDP Audit Service NDP Authentication Service NDP Data Access Service

identity of NHS Scotland staff

and members of the public.

In production In production
In production Inter

NDP Data Storage Service NDP Demographics Service NDP Integration Service

update and man . o infi ion transfer s

patients’ structured and unstructured data. ients’ e Ith Boards and other

In production

info .

In production Internal In production

NDP Vaccination Service

records.

Internal In production
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ECS to FHIR
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Swinney to cut number of health
boards from 14 to two

Glenn Campbell, Scotland political editor and Catherine Lyst, BBC Scotland

The first minister has confirmed plans to cut the number of health boards
providing local services across Scotland from 14 to two.
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Programme for Government
» Services fit around people

 Digital/data platforms and
shared data definitions

* ADigital Health and Care
Record for every personin
Scotland



Pathway to change

Change

Start with service value

Change incrementally

Persist reusable data

Assess and assure
continuously
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Towards a service-based model

Traditional model
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Platform model

Analytics Al & Citizen Specialty
& Insights Decision App Services

Support E

Shared data platform
Person-centred longitudinal health record =

U

Access Control Standards Cloud-native

'.i" Open APIs .*

3 D X

Interoperability Scalable & Governance &
Quality

! Innovation Better value
Compete on 2 ? :
i = Q - usability, /I I for citizens

services :
= outcomes and providers

Open platforms do not eliminate suppliers — they change what suppliers compete on.

More choice. More innovation. Better experiences. Better outcomes.
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The case for new
patient-centred EPR
architectures

* Lifelongrecords
* Persistent meaning
* Fitaround the person

e Health records outlive
applications



Thank you

paul.miller@nhs.scot
paulagmiller@gmail.com
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This resource may be made available, in full or summary form, in alternative formats

and community languages. Please contact us on 0131 275 6000 or email
altformats@nhs.scot to discuss how we can best meet your requirements.

PSD Scotland

Gyle Square
Public Services Delivery 1 South Gyle Crescent
Scotland Edinburgh

EH12 9EB

el: 0131 275 6000
www.publicservicesdelivery.scot

©PSD Scotland 2026. You can copy or reproduce the information in this resource for use within NHS Scotland and for non-commercial educational purposes under
creative commons CC BY-NC 4.0 Deed | Attribution-Non Commercial 4.0 International | Creative Commons. Use of this document for commercial purposes is
permitted only with the written permission of PSD Scotland.
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Contact Me!

@ hadleigh@hicdigital.co.uk

m www.linkedin/in/hadleigh-stollar-5a228728/
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