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Implementation Strategy 
 
As with the goal state architecture, the current state issues and business drivers have 
been mapped to the proposed ICIP implementation strategy.  Six of these key 
implementation strategies have been described in more detail below.  
 
Current State Issue or 
NSW Health Business 
Driver 

Architecture Principles Implementation Strategies 

1 There is a 
perception in the 
AHSs that the 
current ICIP 
programs are too 
complex and costly 
to implement 
(despite their 
potential value) 

• Cost effective 
delivery of business 
need & clinical 
benefit 

• Deployment of 
capabilities to 
deliver improved 
clinical outcomes 

• Application choice 
will be maintained 
within an agreed 
framework 

1. Definition of 4 strategic streams 
against which to align KPIs and a 
phased implementation 

2. Establishment of state-wide 
foundations upon which to build 
clinical capabilities (including 
infrastructure upgrades and 
results reporting for all AHSs) 

3. Appropriate level of shared 
deliver of clinical applications 

4. Definition and rollout of a ‘core 
build’ of CIS, eAI tools and HSPD 

5. Formally investigate opening the 
market to a CIS competitor 

2 The governance 
model for ICIP 
programs is unclear 
and varies from 
AHS centric to 
Departmentally 
focused 

• AHS consultation 
and collaboration 
are required for all 
ICIP programs 

1. Establish a standard governance 
model for all ICIP projects which 
accommodates different 
deployment and support models, 
aligns programs and funding with 
clinical outcomes and matches 
recommendations of the IPART 
and GALT reports 

3 Funding of ICIP 
programs is not 
aligned with 
clinical outcomes 
or a defined 
business strategy 

• Deployment of 
capabilities to 
deliver improved 
clinical outcomes 

1. As per (2) 
 

4 The investment of 
funds by AHSs into 
ICIP programs may 
not be aligned with 
a long term 
architecture 
direction 

• Cost effective 
delivery of business 
need & clinical 
benefit 

• Deployment of 
capabilities to 
deliver improved 
clinical outcomes 

1. Endorsement and communication 
of the proposed ICIP goal state 
architecture 

2. As per (2) 

5 Inconsistent vendor 
management and 
lengthy program 
delays have 
impacted on vendor 
behaviour 

• All implementations 
based on a core 
build, designed in 
conjunction with all 
AHSs 

• Minimise the 
complexity and 
variety of systems 

1. Establish a dedicated vendor and 
contract management capability 

2. Facilitate rapid deployment of 
vendor products and capabilities 
across the AHSs (“something 
everywhere”) 

6 ICIP has had a 
mixed 
implementation 
record with some 
successes 

• All implementations 
based on a core 
build, designed in 
conjunction with all 
AHSs  

• Minimise the 
complexity and 
variety of systems 

1. Blending of AHS resources and 
experienced implementation 
experts run by a Program 
Management Office 

2. Funding for ICIP initiatives 
endorsed by Clinical Investment 
Council based on either long 
term alignment with the ICIP 
Enterprise Architecture or 
immediate short term need 

ICIP requires a
governance model to
ensure alignment of

the ICIP program with
clinical outcomes and

business need

AHS consultation and
collaboration are

required for the ICIP
programs
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1. ICIP Governance and the Health Priorities Taskforce 
The governance model for ICIP programs is unclear and varies from very AHS centric to 
very departmentally focused.  It is critical that ICIP initiatives are managed through a 
federated governance model where decisions and funding is contributed jointly by the 
AHSs and the Department, thereby carefully balancing front line business needs and 
priorities with shared standards and architecture.  
 
The two key components of the recommended ICIP governance constructs are the 
creation of a Clinical Investment Council and Design Authority.  Decisions on ICIP 
funding will be determined by a Clinical Investment Council informed by the Health 
Priorities IM&T Taskforce (as recommended by the IPART review).  This body will 
provide a rigorous and transparent process for funding, ensuring that funding aligns to 
clinical priorities and outcome.  These bodies are also aligned with the constructs 
recommended in the Galt Report. 
 
The design authority will be responsible for the assessment of proposed initiatives and 
for the enforcement of standards and principles in line with the Goal State 
Architecture.  It is also recommended that current local projects are assessed for 
compliance with the architecture by the design authority. 
 
 

 
 

Figure 5: ICIP Governance Constructs 
 

2 A ‘Core / State-standard Build’ Strategy 
A core or state-based standard build has been proposed for all applications that are 
deployed in multiple instances for ICIP.  A core build accelerates deployment to all 
AHSs, reduces the cost and effort of maintenance and upgrades, facilitates re-usable 
reports, integration components and data migration tools and provides a level of 
standardisation that better facilitates patient flows within and across settings and 
AHSs. 
 
As part of the core build strategy, solutions and experiences from mature AHSs will be 
leveraged in the actual build of the standard solution with the aim of covering eighty 
percent of functionality requirements.  The core build of the application will occur in 
one or more of the clinical hubs, and then rolled out to others based on business need, 
cost and risk with a goal of using the core built application in an area for a period of six 
months before additional local requirements are incorporated (note that the majority 

Solutions and 
experiences from 
mature AHSs will be 
leveraged in the 
build of the standard 
solution 
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of local requirements are expected to be included in the core build). This approach will 
accelerate the initial development and inform local modifications at a later stage. 
 

 
 

 
The design authority will govern requests for changes to the application and common 
templates, reports, forms, tools and interfaces.  Application upgrades can then be 
coordinated centrally for the core components, whereas AHS-specific customisation and 
configuration will be managed by AHS partnerships or individual AHSs. 
 

3 Technical Architecture and eAI Foundations 
Two key enablers of the ICIP Architecture are the establishment of a dedicated Health 
enterprise Application Integration (eAI) capability and the implementation of Technical 
Architecture foundations to support ICIP initiatives in phase one and into the future.  
Without these foundations ICIP has a limited chance of success. 
 
A dedicated, expanded eAI group will be established to manage the design, 
development, testing, implementation and support of core components of standard 
interfaces and adaptors for major clinical systems and the applications to which they 
are interfaced.  The group will also play a critical role in the communication and 
management of integration standards for NSW Health. 
 
Funding and a strategic initiative to manage upgrades to Health’s technical 
infrastructure are required to enable ICIP. This upgrade comprises a desktop refresh for 
a proportion of uses, upgrades to the thin-client infrastructure for the proposed hubs, 
upgrades to the Local Area Networks and switches and the development of better inter-
AHS connectivity and rationalised cost effective hosting facilities  
 

4 Deployment of systems from ‘Clinical Hubs’ 
Rather than hosting applications in all or the majority of AHSs, the ICIP Architecture 
recommends hosting of clinical systems from a discrete number of regional hubs to 
increase standardisation, reliability and redundancy, scalability and reduce cost.   
 
Pre-requisites for the consolidation of data centres include business process and 
application standardisation, platform migration and integration and data centre 
configuration.  The risks to be carefully managed include the integration of mission-
critical specialist systems, service frameworks and accountabilities and commercial and 
legal issues such as information privacy. 

The establishment 
of a dedicated 
Health Integration 
capability and the 
implementation of 
Technical 
Architecture 
foundations are 
critical for success 

Pre-requisites for 
the consolidation of
data centres 
include business 
process and 
application 
standardisation, 
platform migration 
and integration and 
resource 
configuration 
























