
   

   
 

 
 
 
 
 
 
 
 

Improving the Electronic Exchange of 
Patient Information between Primary and 

Secondary Care 

 
 

Closing the Loop Commission 
 
 
 

Clinical Blueprint 
 
 
 

NHS Lanarkshire and NHS Greater Glasgow and Clyde (Host 
Boards) and Clinical Change Leadership Group (CCLG) 

 

 
 
 

Issue 2 
 



   

Page 2  Issue 2   
 

 
 
 

CONSULTATION AND DISTRIBUTION RECORD ( ISSUE 2) 

Contributing Author / 
Authors 

 Closing the Loop Project Team 

Consultation Process / 
Approval: 

 Closing the Loop Project Board 

 Selected Scottish Government (commissioning body) 
representatives 

 Host Board Clinicians 

 Host Board eHealth Leads 

 Patient representatives group (for feedback) 

 IT product suppliers - EMIS, INPS, Intersystems (for feedback) 

 
  



   

Page 3  Issue 2   
 

 

Table of Contents 
 

1. Introduction ........................................................................................................ 4 
 
2. Clinical Blueprint ................................................................................................. 6 

2.1 Introduction .................................................................................................. 6 
2.2 Underpinning Principles ................................................................................ 6 
2.3 The Five Year Vision ...................................................................................... 8 

2.3.1 Patient Medicines Record ........................................................................ 8 
2.3.2 Information Content .............................................................................. 11 
2.3.3 Information Quality ............................................................................... 13 
2.3.4 Information Context .............................................................................. 16 
2.3.5 Communication ..................................................................................... 18 

 
3. Benefits of the Vision ........................................................................................ 21 
 
4. Conclusions & Next Steps ................................................................................. 24 
 
5. Contributors ...................................................................................................... 26 
 

  



   

Page 4  Issue 2   
 

 
1. Introduction 

Effective communication between clinicians is a cornerstone of effective patient care and a 
crucial aspect of patient safety. This is especially true of the exchange of medicines 
information between primary, community and hospital settings, with around 40% of 
medicines errors occurring at points of transcription.  

Electronic systems are part of the solution to reducing errors and at the same time 
improving efficiency. However the full benefits of electronic systems have not yet been 
realised; this is due in part to the complexity of how modern healthcare is delivered to an 
aging population with multi-morbidity and polypharmacy, but also a lack of understanding 
of the processes around the communication of medicines information. 
 
The Closing the Loop Commission is an innovative initiative conceived by Scottish 
Government eHealth and the National eHealth Clinical Change Leadership Group to 
address this challenging problem. Engaging with clinicians has been at the very heart of the 
commission. 
 
The Project Team has engaged with clinicians across NHS Greater Glasgow & Clyde and 
NHS Lanarkshire (the ‘host Boards’ for the commission) who prescribe medication, 
reconcile changes to medication records and act upon this information as part of their day 
to day clinical role. The two host Boards were chosen due to the combination of district 
general, teaching hospital and tertiary / quaternary services offered, but also the different 
current approaches to medicines communication. We aimed this engagement at primary 
and secondary care prescribers and pharmacists in the host Boards. Our purpose was to 
understand how clinicians are currently working, identify the problems that they are 
experiencing and then to build a consensus view of what clinicians need ’on the ground’ 
and establish their views on how the management and exchange of medicines information 
should work. From this a clinical blueprint has been developed for the design of these 
future systems and processes to enable clinicians to communicate safely without 
encumbrance, and free them to spend more time on patient care. 
 
The response to the consultation has been overwhelming. Over 1,000 clinicians have 
contributed to the development of the clinical blueprint to date. GPs and secondary care 
clinicians responded, from foundation year doctors to consultants, as did nurse prescribers 
and pharmacists. The consultation culminated in the Clinical Blueprint workshop in 
December 2013 with GPs, consultants, junior doctors, pharmacists, Scottish Government 
eHealth and National Services Scotland all represented. 

 
Our engagement with clinicians has identified how clinicians want to work and what they 
believe is necessary to improve the management of medicines. Much of this is centred on 
the concept of a shared medicines record – i.e. a more robust and better maintained 
record, appropriately accessible to all clinicians, patients and carers. The concept of the 
Patient Medicines Record (PMR) is a distinct virtual repository of all information pertaining 
to an individual’s medicines. 
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A key principle of the blueprint is that information about medication should follow the 
patient. Wherever the patient is in their journey, all relevant information about their 
medication should be accessible to the people who need it, where and when it is required. 

This virtual record would be accessible to all prescribers and pharmacists, via any IT system, 
using a common language to describe medicines, dose and administration. Patients would 
have access to view and annotate the record, but not to alter their prescription. While the 
PMR resides at the centre of the clinical blueprint, clinicians were clear that its introduction 
and further development must be based on the following three principles: 

o All content or ‘language’ for communicating medicines information required to 
manage medicines safely and efficiently is recorded consistently, clearly, concisely 
and in an easily recordable format 

o Information required to help clinical staff “contextualise” a patient’s situation, for 
example allergies to medication and adverse reactions, is easily available to those 
who need it 

o The quality and the integrity of the medicines information is rigorous, particularly in 
the communication to primary care from the hospital 

Finally, once a clear picture of what was needed emerged, patient representatives were 
asked for their views and what they would want in the future. Their feedback has been 
incorporated into the final blueprint and supporting appendix.  

The body of this document describes the vision and its key benefits. The supporting 
appendices to this document detail the methodology and approach taken, the evidence 
and findings and all supporting analysis and research undertaken. 
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2. Clinical Blueprint 
 
2.1 Introduction 

The clinical blueprint provides a vision for how clinicians wish to manage medicines 
information. It shows how this area can be transformed to deliver a more effective and 
efficient method of working for staff and an improved experience for patients. 
 
The blueprint shows clearly how that environment will look and feel. It describes how the 
exchange of medicines information can be delivered in a safer, more effective, more 
efficient way for patients and staff alike. 

 
2.2 Underpinning Principles 

This section lists a number of underpinning principles or “fixed points” that inform the 
entirety of this clinical blueprint. These principles should be applied wherever possible to 
ensure the successful delivery of the vision. 

 Eliminate transcription wherever possible 

o Transcription is a significant avoidable cause of errors which harm patients 
o Transcription may be between paper documents, electronic systems, or a 

combination of both 
o Wherever possible, put in place processes and technology that remove the 

need for transcription 
o Wherever transcription is unavoidable, put in place processes and 

technology that simplify and make safer the transcription that is required 

 Preserve the integrity of medicines information at every stage 

o An electronic record is only as accurate as its last entry or modification 
o At every stage, processes and technology should be designed to ensure that 

the integrity of existing and new information is preserved 
o Every change should be clearly recorded, including who made it 
o Make it easy to sort, filter, and search for information and to view the 

history of changes 

 Do not duplicate tasks 

o Duplication of tasks wastes effort and increases the risk of inconsistent 
information 

o Wherever possible a task should be done only once, by one person 
o Processes and technology should be designed to allow staff to “do once, use 

many times” 
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 Make it easy to do the right thing 

o Processes and systems should be designed to make it easy for staff to do 
what is required of them 

o Existing information should be accessible quickly and flexibly, to support the 
current task 

o Technology should minimise the effort required for data entry / editing e.g. 
appropriate use of pick-lists, automatic search filters, favourites, etc 

o Systems should be intuitive to use, and backed up with good quality 
instructional documentation 

 Make it hard to do the wrong thing 

o Processes and systems should be designed to make it hard for staff to do 
“the wrong thing” 

o Appropriate cross-checking and “safety nets” should be put in place, to 
minimise the risk of error and to reduce the impact of errors that do occur 

o Technology should protect against errors where possible e.g. validation of 
data (both individual items and datasets), mandatory data (but beware of 
mandating free-text fields, as it is easy to work round) 

 Make it easy to sort, filter and search for information 

o The default view for each system should be the information that most staff 
need, most of the time 

o It should be easy for each member of staff to quickly customise their view 
by sorting, filtering and searching 

o Individual staff should be able to save “favourites” to make it easy for them 
to recreate the views they need in future 

 Enable staff to use systems 

o Staff should have easy access to the information they need to use systems 
o Provide timely access to password(s) 
o As few different passwords as possible, ideally one 
o Policies should appropriately balance security with usability 
o Very rapid log-in and log-out processes, to enable staff not to share user 

accounts 
o Very fast system performance: routine processes should take less than one 

second from “click” to screen update 

 Support staff to carry out processes 

o Ensure that hardware, infrastructure and applications are appropriately 
supported at the times when staff need to use them 

o Provide fit-for-purpose user support through a combination of approaches 

 Effective use of different technologies 
 
We will use technology to support and enable clinicians to provide safe, effective 
and efficient care. But we are not “locked in” to any particular technology. This 
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enables us to be “agile”, replacing pieces of the technology jigsaw as and when 
required, without the need for complex and costly re-engineering. 

 
We achieve this by using open standards which are: 

o Fit for purpose 
o Regularly maintained and updated 
o Widely adopted in healthcare organisations 

We work with suppliers: 
o To “join up” systems via common standards 
o To avoid the implementation of proprietary solutions 

 

2.3 The Five Year Vision 
 

2.3.1 Patient Medicines Record 
 

Introduction 

NHS Scotland has an aging population with an increasing burden of complex multi-
morbidity. Polypharmacy has become commonplace and the complexity of treatments 
continues to increase. The mechanisms of healthcare delivery are changing. Traditional 
working processes have developed from decades of working on a relatively simple model 
of patients moving between general practice and hospital settings for episodic care, but 
these are proving to be unfit for the pace and complexity of modern healthcare. 

 
The clinical engagement work conducted through primary and secondary care has 
identified how clinicians want to work. Much of this is centred on the concept of a shared 
Patient Medicines Record (PMR) – i.e. a more robust and better maintained record, 
appropriately accessible to all clinicians, carers and the patient. 
 

Case for Change 

The concept is that the PMR is a distinct virtual repository of all information pertaining to 
an individual’s medicines. 

The PMR can be seen as building upon the Emergency Care Summary (ECS) and the 
electronic Key Information Summary (eKIS) and will enable all users to have trust in the 
medicines record.  

A key principle of this five year vision is that information about medication should follow 
the patient. Wherever the patient is in their journey, all relevant information about their 
medication should be accessible to the people who need it, where and when it is required. 
Whether directly or fed from an external system, every change to a patient’s medication is 
recorded in the PMR in real time. 

GPs would continue to have ownership of the primary care prescribing record, but would 
not be responsible for the accuracy of the full PMR. Each prescriber would be responsible 
for every change they make. The GP would continue to authorise changes to the primary 
care record based on discharge medicines information but this would no longer have to be 
done manually by transcription. 
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All stakeholders with a valid need to do so will be able to view the medicines record 
including community pharmacy, dentists and optometrists. This will reduce uncertainty 
about the management of a patient’s medicines, for all professions involved in the 
patient’s care. 

The PMR is a repository of medicines information from other systems (e.g. GP systems, 
HEPMA) and also supports direct updates where no external system exists (e.g. outpatient 
prescribing recommendations). 

The PMR will be a consolidated record of all recommendations, prescription events, 
administration events and dispensing events. The “extended team” of stakeholders will 
have appropriate access to the shared record. This enables more accurate monitoring of 
adherence, makes it easier to identify adherence problems earlier, and facilitates a team-
based approach to resolving any problems found. This will improve the quality of 
information and care. 
 
Requirements 
 
The PMR would include all prescribing, administration and dispensing events relevant to 
the patient. These include: 

 General practice: typically repeat and acute prescribing 

 General hospital in-patient care: typically start / stop / change / suspend medicines 

 Outpatient clinics: typically recommendations to start / stop / change one or more 
medicines 

 Specialist prescribing / dispensing: typically specialist medicines which may be 
dispensed only by the hospital. These medicines may have significant side effects, 
and may also interact with many other medicines. Examples include: 

o Oncology (chemotherapy) 
o Renal medicine 
o Rheumatology e.g. biologics 
o HIV management 
o Anticoagulant service 
o Sexual Health 
o Mental Health 
o Immunosuppressants 

 Minor ailments service (MAS) – e.g. Community Pharmacists prescribe via Minor 
Ailments Service (MAS) and provide up to one months supply of meds in an 
emergency (Community Pharmacy urgent supply), emergency hormonal 
contraception via a patient group directive (PGD) and much all the smoking 
cessation products 

 Administration of medicines 

 Dispensing of medicines (including non-medical prescribing: community 
pharmacists, optometrists, nurses, podiatry etc) 
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Each stakeholder with a valid need to access the shared medication record has scope of 
access appropriate to their role. Types of access include: 

 View information 

 Annotate the medication record e.g. patient might note a preference, suggest a 
correction or request a clarification 

 Edit the prescribing record. This could include: 
o Start a new medication 
o Stop an existing medication 

o Change an existing medication 

o Temporarily suspend an existing medication 

All staff involved in the patient’s care work together as an extended or “virtual” team. 
Whether they work in the same location, or are physically separate, technology enables 
and supports staff to work together to collaborate effectively and contribute appropriately 
to the ongoing management of the patient’s medication. 
This will enable communication among and between: 

o NHS Boards 
o Sectors of the NHS e.g. Primary Care, Acute 
o Organisations e.g. different hospitals 
o Professions e.g. doctors, dentists, pharmacists, nurses, AHPs, optometrists 

Further consideration is required as to whether and how sharing would be appropriate 
between the NHS and other bodies e.g. social services, voluntary organisations, schools and 
other countries. 

 
The PMR should: 

 Be easily accessible to all who require access – including primary care, secondary 
care, community pharmacy and allied healthcare professionals, patients and carers 

 Patients / carers have access to the PMR to make controlled annotations. For 
example noting the use of any OTC products 

 Be updated in real time so that there is no delay in medicines information 

 Include all drugs from all sources so that GP prescribing, acute secondary care drugs, 
minor ailment medicines, sexual health, dental drugs, etc. are included 

 Be user friendly 

 Be accessible using a user-specific single login shared with other systems 

 Be easy to view, sort, filter and search by whatever criteria each user requires 

 Be able to display the dates each medicine was last prescribed and / or dispensed, 
making it clearer to identify whether a drug is currently being taken by a patient. 
Patients still have an important role to play in reconciliation of their medicines 
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 Be based on a set of defining standards that would enable multiple systems to access 
this information and interact with it in real time 

 Be governed by a set of rules that determine access to this record, the ability to 
change the record and the responsibility of those viewing and altering the record. 

 Have every access of the medication record recorded in the audit trail 

 Allow patients to view all changes to their medication, and the reasons for those 
changes 

 Emphasise changes to the medication record according to role; e.g. colour coding of 
changes 

 

A possibility for further consideration is that the patient might have control over 
“who sees what” in their record. Issues of safety, privacy, information governance 
and practicality would have to be assessed. 

 
Access to the PMR 

All stakeholders with a valid need to access the PMR can do so including: 

 The patient / carer 

 Prescribers 

o GPs 
o Hospital doctors 
o Nurse prescribers 
o Other non-medical prescribers e.g. dentists, optometrists 

 Pharmacists 

o Community 
o Hospital 

 Other clinical staff 

o Nurses 
o Midwives 
o AHPs 

 Others 

o NHS 24 and the Scottish Ambulance Service 

It may also include other stakeholders, such as nursing home staff and hospice staff. 
 

2.3.2 Information Content 
 

Introduction 

The description of a medicine and its dose are the key features of the medicines message, 
but for healthcare systems to communicate this information reliably and accurately we 
need a standard technological ‘language’ for both pieces of information. Furthermore, 
there is additional information that adds context to the decisions made about medicines 
and dose. To enable the full functionality of the PMR we need to determine the ‘language’ 
for communicating medicines information while developing the mechanisms and processes 



   

Page 12  Issue 2   
 

to assemble the contextual information that will enable the accurate communication of the 
changes to a patient’s medicines in a clear, concise and easily recordable format. 
 
Case for Change 

Primary and secondary care clinicians prescribe medicines differently; this reflects the 
difference between a medicine being taken by the patient and administering a medicine to 
the patient. This is the crux of the difference between product-based and dose-based 
prescribing. For example, two 500 milligram paracetamol caplets taken four times a day vs. 
1 gram of paracetamol four times a day. 
 
The difference between the two reflects a difference in the description of the medicine and 
the instructions on the dose of that medicine. The first step should be a universally 
adopted standard drug dictionary to specify each medication item. We will then require a 
way of describing dosage that is applicable in all care settings. Currently, there is no means 
of electronic interchange of the dosage information that will accommodate all prescribing 
scenarios. 
 
The completeness of the medicines message as it enters secondary care from primary care 
and at transition points within secondary care involves changes to medicines. Medicines 
are stopped, withheld, resumed and commenced as part of a patient’s treatment. The 
reasons for these changes are recorded in the case notes, but rarely on the medicines 
Kardex, which is the source of medicines reconciliation at the point of discharge. Currently 
this information is often not completely captured and communicated back to primary care; 
this causes uncertainty in GP practices, queries to the secondary care teams, the 
expenditure of time and erodes trust in the communication from hospital to GPs. 

 
The information contained in the discharge communication extends beyond medicines and 
these items can create similar situations of uncertainty with the same consequences. These 
include the diagnosis, follow-up plans, outstanding results and requests for further action 
by primary care. Many of these items are generated during the span of a patient’s 
admission, but are collated at the end of an admission to populate the immediate 
discharge letter. Some of this content is lost, not recorded or is inaccurate. Greater clarity 
in the content of these items of information by the appropriate clinician and clear 
communication is needed. 
 
The format and content of the discharge communication can vary which impedes 
interpretation of the document and can lead to errors. 

 

Interestingly some secondary care clinicians have suggested the possibility that they could 
move towards the primary care approach to prescribing i.e. a product-based model. Further 
work is required to assess these options and agree on the preferred vision for the future. 
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Requirements 
 
The content of information and every medication change is required to be recorded in real 
time and in detail as follows: 

 

 Who is making the change 

 Date and time 

 Type of change (start / stop / change / suspend / annotate / etc) 

 Medication item including all details of formulation. This may be a generic item, or a 

specific product. This should be recorded using the standard DM+D drug dictionary. 

 Dose syntax (route, dose, frequency, duration). Note that the duration of a change 

might be “indefinite” 

 Reason for change. This includes both a high-level category chosen from a list, and 

supporting free text information 

 Who is responsible for ongoing prescription of this item 

 Follow-up actions required related to medication, e.g. medication temporarily 

suspended and which should later be reviewed. Including: 

o What actions are required 

o Who should carry out these actions 

o When should these actions be carried out 

 Changes to current practice and responsibility for items of information on the 
discharge communication need to be formalised. These include: 

o Maintaining an accurate and complete medicines record. There should be 
transparency in how the discharge list of drugs is compiled in comparison to 
the medicines prescribed before the point of admission. 

o Key items of information need to be specified by the senior responsible 
doctor to ensure accuracy and avoid confusion. These include: 

i. Diagnoses / problems 

ii. Follow up plans 

iii. Outstanding investigations 

iv. Requests to primary care for further actions 

2.3.3 Information Quality 
 

Introduction 

A key area that arose from the clinical engagement phase of the commission was the 
quality of the medicines information and the integrity of the medicines record. This 
includes for example the completeness and accuracy of the final communication to primary 
care from the hospital setting. 
 
Admission into and discharge from hospital are two important points of communication 
between primary and secondary care. Currently, the quality of that communication is not 
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consistently high enough to maintain trust in the information, and results in the need for 
additional measures to validate the information, with varying success and expenditure of 
time. 
 
Case for Change 
 
The accuracy and quality of the primary care medicines record will continue be a 
fundamental source of medicines information which will underpin the PMR. Processes and 
systems in both primary and secondary care will need to be stringent to ensure the 
integrity and accuracy of the medicines record. 
 
Despite the assurances of a valid PMR, patients would remain a key source of information. 
A patient verifying their prescribed medication is deemed important and should continue. 
Adherence with prescribed medication was also deemed to be important and if possible 
should be captured. 
 
Clinician experience in secondary care has been centred on the use of the Emergency Care 
Summary to support the medicines reconciliation process. However, not everyone who 
needs it yet has access to ECS. Some clinicians feel that the ECS record is not always 
complete or accurate. Part of this may derive from the variation in how the ECS 
information is accessed and displayed, which requires a degree of interpretation by the 
clinician to extract the current medicines list. There also seemed to be a lack of 
understanding of what the ECS represents and the areas where it may not be complete or 
correct. These factors resulted in a similar lack of trust in the presented information, 
sufficiently often to erode confidence in the Emergency Care Summary. 
 
In the hospital setting, the admitting doctor is the initial point of contact with the patient’s 
medication record and is often the role which has access to relatives and carers who may 
provide the second source for the reconciliation process. Furthermore they are the most 
likely to alter the medication record at the time of admission as part of initial treatment. 
The record of the initial reconciliation process and changes to this record are then recorded 
on the medicines drug Kardex. There is a great deal of variability in how reliably and 
completely this is recorded. An additional observation is that the admitting doctor is often 
not the doctor completing the drug Kardex, introducing a further point of degradation in 
the medicines message. 

Several observations from the clinical engagement have key relevance to this role. 

o Emergency doctors do not view medicines reconciliation as part of their role. 
This is despite their position as first point of medical contact with non-elective 
patients with access to carers and relatives. They are also the initial care 
providers at admission and in this role may alter the medication record 

o Junior doctors vary in their views of medicines reconciliation: some regard 
recording topical medicines as unnecessary and irrelevant to acutely unwell 
patients 

o Often the admitting doctor does not complete the drug Kardex 
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o There is a perception that the ward pharmacist is responsible for medicines 
reconciliation. They are able to clarify the medicines that a patient is on at 
time of admission, but this often occurs several hours after an admission. 

o Ward Pharmacists offer a degree of ‘sense checking’ of what is prescribed, 
but are not able to ensure that medicines that are stopped are recorded on 
the discharge prescription and the reasons for this decision included in the 
communication. 

 
The processes around verifying and recording medicines at admission are a crucial point in 
the maintenance of the integrity of the PMR. Unless the initial record of reconciled 
medicines is used as a template for comparison with the medicines at discharge, including 
reasons for any changes to the admission list then the risk of confusion, query and mistrust 
of the discharge communication from hospital by primary care will continue. 
 
The transfer of patients within hospital and between hospitals can create a similar level of 
error in the medicines message where: 

o the hospital stay is prolonged and the drug Kardex is re-written; this raises the 
risk of further transcription errors and the potential loss of further information 
about medicines originally prescribed in primary care 

o there is transition into a clinical area where alternate drug prescribing 
documentation or electronic systems are utilised. This raises the risk of 
transcription errors into and out of that unit, and any changes to the medicines 
may fail to be communicated to the receiving unit due to the issues described 
above. 

These issues arise, in part, due to differences in practice, documentation and systems, but 
there is a perception that medicines reconciliation is a process that occurs solely at the 
point of admission and is not the responsibility of tertiary or quaternary units. The 
presence of a PMR would eradicate such problems in both primary and secondary care. 
 
Requirements 

Requirements for improving the quality of information are: 

 With the realisation of a PMR, medicines reconciliation changes from a discrete 
process of validating the entire list of medicines, to an inherent part of the process 
every time a medicine is started, stopped or changed. The integrity of the PMR must 
be maintained as follows: 

o Medicines should be imported into the hospital systems from the PMR in an 
electronic format that allows systems to understand content and facilitate the 
processes of medicines reconciliation and changes to the record by clinicians. 

o Sense-checking of the imported medicines data is felt to be an important step 
that should continue 

o The maintenance of the integrity of the PMR would be the responsibility of every 
clinician treating the patient and interacting with the medicines record 
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o The concept of responsibility for the accuracy of the medicines should include 
transition points in care during a hospital episode, e.g. when a patient is 
transferred from one ward to another 

o In the absence of a HEPMA solution processes and systems would be needed to 
capture the medicines information from the PMR at the point of admission and to 
allow a formal reconciliation process at discharge to ensure the integrity of the 
medicines message returning to the PMR. This should be electronic rather than 
paper-based wherever possible 

 

The vision for HEPMA 

Hospital Electronic Prescribing and Medicines Administration systems may be in wide use 
across all hospital settings. The PMR vision would undoubtedly be enhanced by HEPMA 
but is not dependent on it. 

Such systems link with the Patient Medicines Record to ensure that at admission and at 
discharge, the patient’s shared medication list is complete, correct and up-to-date. 

HEPMA provides decision support to identify potential interactions and contra-
indications, and to support prescribers to make well-informed decisions about the right 
medication for each patient. 

Every patient’s medication is managed in real time during their hospital stay, so there is 
no need to manually write or type in a list of medicines at discharge. 

HEPMA systems have either replaced or joined up with other electronic prescribing 
systems already in use. HEPMA and other electronic prescribing systems join up with the 
PMR. 

 

2.3.4 Information Context 
 

Introduction 
There was consensus from clinicians that the PMR should contain other supporting 
information relevant to the safe and efficient management of the patient’s medication and 
which helps clinical staff contextualise the patient’s situation, for example allergies to 
medication and adverse reactions. There was also the requirement to include alerts that 
may have critical outcomes for patients (e.g. patients with known issues with airway 
intubation that would have an impact on emergency critical care and elective surgery). 
 
Case for Change 

Having the relevant information available to allow clinicians to contextualise patients’ 
treatment, care and medication regime is essential for effective and safe care. This 
component of the vision therefore requires the provision of system prompts (in all primary 
and secondary prescribing systems) to alert a clinician to allergies to medication, the 
consequences of stopping critical medicines and potential adverse reactions. Future 
systems should identify specific groups of patients on certain medicines as at risk in certain 
circumstances. 
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There are potential issues with the recording of allergies and adverse reactions to 
medication in primary care. Examples of the problems include: 

 Not all Read codes for adverse reactions show in the “Allergies and adverse 
reactions” section in the Vision (INPS) system product, and do not give a warning 
prompt if a prescription for this is entered 

 There are multiple “allergy to drug” codes in the Read Code “T” chapter, but specific 
drugs may have been recorded as free text in “extensions” which may not transfer to 
the ECS 

 In order to apply exclusions to GP contract indicators, contraindications have to be 
associated with a drug and a reason for a reaction included. Drugs may be recorded 
as either having an adverse effect due to allergy or intolerance despite the patient 
never having received the drug or class of drug. e.g. beta blockers in patients with 
both asthma and heart disease, adverse reaction to a named beta blocker may be 
recorded despite the patient never having taken it 

 Allergies to medication have to be associated with a named drug, however this might 
not be the drug that was given e.g. patient informs clinician that been allergic to 
Penicillin since childhood. A named drug has to be selected with not guarantee that 
this was the correct one. 

Requirements 
 
Requirements include: 

 Clinical and non-clinical alerts, and information about allergies and adverse events, 
should be recorded 

 Decision support (e.g. automatic prompts and warnings) are not a function of the 
PMR. Individual prescribing systems such as GP systems or HEPMA may include these 
capabilities 

 Specific patient groups should be identified where even a brief interruption in their 
medication could prove serious or life-threatening. These include but are not limited 
to: 

 
o Anticoagulation / Antiplatelet drugs - e.g. patients following coronary 

angioplasty and stenting 
o Anti-psychotic medication. e.g. Clozapine 
o Anti-Parkinson drugs. e.g. Levodopa – worsening symptoms to neuroleptic 

malignant syndrome 
o Insulin 
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2.3.5 Communication 
 

Introduction 

The management of a patient’s medication regime across the varied transitions of care is a 
fundamental part of the wider medicines information communication process. It is also the 
area where issues of patient safety can materialise. 

While admission and discharge are key points for hand-over (or transitions) between 
different parts of the health service, outpatient and day unit settings are also important as 
they represent further points of patient interaction between primary and secondary care, 
where treatment is often commenced and required to be recorded and continued in the 
community. 

This section describes the vision for future exchange of medicines information and its 
communication whether patients are receiving care at home, during a hospital stay or 
moving between different parts of the care pathway. 
 
Case for Change 

Problems around communication of medicines and the completeness of that 
communication, the information on follow up plans and the request for further action by 
primary care are common place. In the period immediately following discharge, GPs told us 
that the most important information is the medicines list. SIGN 128 makes it clear that 
discharge diagnosis is also required. 

In secondary care the drug Kardex is the source of drug information used to populate the 
discharge prescription which is communicated back to primary care. This is a key point at 
which the changes (including omissions) from the initial list of medicines are at times not 
recorded or communicated. In situations where there is ambiguity and high clinical 
relevance, primary care needs to seek clarification from the hospital team. 

In less crucial circumstances (e.g. topical preparations) primary care often has to make an 
assumption and restarts the medication item without contacting the hospital team. 

Admission is the first point at which secondary care influences the medicines message 
arriving from primary care and changes it. The lack of detail of medication changes and the 
incompleteness of the medicines list are the key reasons for primary care enquiries into 
hospital and erosion in the trust of all discharge communications from secondary care. 

This sense of unease with the lack of completeness of the discharge communication was a 
key factor in developing the vision for future working. Much of the detail that was deemed 
crucial in the discharge letter accumulates during a hospital admission, whereas the 
generation of the letter / communication is typically a discrete task, which occurs at or near 
the point of discharge, often under time pressure. 

The clinical blueprint identifies the need to accumulate the various components of the 
discharge communication throughout the hospital stay. Systems should facilitate this 
process and this should not be a burden on hospital staff. It should occur automatically in 
the background. If these changes were realised then generation of the discharge 
communication should occur at the time of discharge with no delay in completion, and  
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would be a case of ‘push to communicate discharge letter and dispense discharge 
medication’. 

In the five year vision discharge information is instantly available. No longer is there any 
delay in communication with the GP practice and community pharmacy. All communication 
is electronic so there is no possibility of lost discharge letters and no need for the patient or 
carer to hand in or GP having to collect. 

If a patient is discharged from hospital on a new or changed medication, but has a large 
supply, it may be several days or weeks before the GP prescribes the item. Even if the GP 
has updated their record immediately following discharge, ECS itself may not receive the 
update until days or weeks later. 

Instant communication means that the GP has the information they need to alter the 
patient’s GP record. The patient no longer has to wait for changes or call the surgery to 
check whether a letter has been received, and practices no longer have to call the hospital 
for copy letters if these have been lost, not handed in or not collected. This improves 
patient safety and saves time for the patient, the practice, and the hospital and community 
pharmacies. 

By improving communication about medicines on admission this should reduce the risk of 
'missing' medicines on admission which will in turn reduce the risk of 'missing' medicines 
on discharge. 

Prescribing requests from outpatient clinics would no longer be difficult to interpret. Since 
information is transmitted electronically, there is no delay in the GP practice receiving the 
request. All requests would be legible and would include clinical information / reason / 
diagnosis. If the GP was not agreeable to continuing the prescription (e.g. unlicensed 
medication, etc.) then this would be communicated electronically back to the secondary 
care clinician in order that alternative arrangements could be made for the patient. 
 
Requirements 

 All communication about medicines should be electronic and should follow the 
patient wherever they are in the healthcare system. This means no longer sending 
paper, faxes or using the phone to communicate medicines information. Electronic 
information should be accurate, up to date and reliable 

 Relevant to a patient’s time in hospital, there is a single point of contact for all 
medication queries that cannot be answered by the medical team. For example, a GP 
may wish to clarify something about a patient’s prescribing during their hospital stay 

 The PMR always makes it clear who has most recently changed each medication 
item. The audit trail allows stakeholders to review all previous changes to any item 

 Accurate discharge medicines information to be immediately available in an 
electronic format to the GP and Community Pharmacy 

 Any medicines stopped, changed, started or suspended would be easily identifiable 
and there would be clear reasons recorded for each change, with the person who 
made the changes also easily identifiable 
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 Electronic import of medicines changes into the GP record, but only with GP 
authorisation of each proposed change 

 The PMR provides real time instantly updated medicines information on discharge 
from the hospital 

 An electronic IDL with: 

- Alphabetised list of medicines 
- New drugs easily identified and the reasons for prescribing 
- List of discontinued medicines and reasons why 
- Drugs with changed dosages easily identified and the reasons for change 
- Diagnosis 
- Follow up and clear requests to the GP 

 The patient gets a copy of the IDL on discharge and thus is informed why medicines 
have been changed and is better informed about their medicines in general. This may 
reduce the requirement for the patient or carer to make a GP appointment / call to 
the practice for clarification, and may make it less likely that the patient requests the 
stopped medicine a month later 

 

 Community Pharmacies are electronically linked in. Pharmacies are aware of all 
changes to the medicines. There is no need for the patient to contact either the 
General Practice or the pharmacy re medicines since the patient has a copy of the IDL 
and can see why changes were made. Similarly the pharmacy will contact the General 
Practice less frequently since all reasons for changing medicines are clearly stated 

 

 Technology supports people to easily contact the relevant person or organisation, and 
resources and processes are in place to ensure that questions are answered correctly 
and quickly by the right people 

 There are many care scenarios in which the clinician interacts with the patient away 
from a desk. This includes in the patient’s home, ward or Emergency Department. 
Clinicians now have access to the technology they need to provide care in every 
scenario. This means: 

o The equipment is portable: light-weight, small, and can run without mains 
power for extended periods 

o Secure wireless access is available wherever it is needed. This includes WiFi, 
3G / 4G, etc. 

o Infection control requirements are satisfied by all equipment in use 
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3. Benefits of the Vision 

The benefits of the vision are categorised into three key areas: 
 
Patient Safety 

 The PMR will enable the sharing in real time of an instantly updated record, which 
will improve the medicines reconciliation process at all transition points. This will 
bring benefits including patient safety alongside but also increased efficiency and 
time savings and improved quality of medicines information 

 There will no longer be any ambiguity about the medicines a patient is on at 
admission, and this will make the overall medicines reconciliation process safer 

 All sources of medicines information will be visible. Patients receiving medicines 
from secondary care (biologics, clozapine, emergency department, chemotherapy 
etc.) will have these recorded and displayed on the shared record which improves 
patient safety and clinical management 

 Information about every prescribing, dispensing and administration event is 
recorded, maintained and shared without the loss of any aspect of that information. 
We achieve this by using the shared medication record, either directly or fed by 
external systems. We express all medication information in a common “language”, 
either because all prescribers use the same “language” to specify medication items, 
dose syntax, and other information or because we easily and safely translate 
between different prescribing “languages” 

 Systems and processes are designed to make it easy to do the right thing, and 
difficult to do the wrong thing. This will be reinforced by supporting systems that 
mandate appropriate workflow i.e. the specific steps that must be followed, and by 
whom 

 Essential information being recorded which cannot be omitted 

 No information needs to be manually transcribed whether between paper or 
electronic records, so transcription errors are eliminated 

Efficiency 

 Trust is restored in the discharge information coming from the hospital, removing 
the need for wasted time and effort in verifying the content of the IDL 

 The PMR and its content will make it easy for the patient, their carer, and staff 
within the hospital to contact staff within the General Practice and the Community 
Pharmacy. It is clear who to contact for any given query, how to contact them, quick 
to contact them and resources and processes are in place to ensure that questions 
are answered correctly and quickly by the right people 
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 The development of hospital electronic prescribing and medicines administration 
(HEPMA) will replace the prescription chart (Kardex) and remove the need for 
manual transcription which currently is one source of degradation in the medicines 
message and a threat to the integrity of the PMR. HEPMA solutions should be 
enabled to access the PMR to populate the HEPMA system, with medicines 
reconciliation incorporated into the process, and to feed back into the PMR at the 
point of discharge 

 The GP can easily identify the changes that are suggested by secondary care, and 
with their knowledge of the patient can then authorise those changes if appropriate 

 Since the reasons for making changes or stopping / starting medicines are clearly 
documented, the GP will not need to contact the hospital for clarification 

 Information is entered once, and is accessible by everyone with a valid need to do 
so 

 No information needs to be manually transcribed whether between paper or 
electronic records 

 All required information is available in one place, so there is no need to “phone 
round” other stakeholders to find missing information 

 There is no requirement to manually reconcile multiple sources of medication 
information at points of handover: reconciliation is instead performed as part of 
every prescribing event 

 
Patient Experience 

 By allowing patients access to their medicines record, patients will be encouraged 
and empowered to become more involved with their medicines. This will give them 
knowledge of what they are taking and why, and will improve understanding and 
education about their health. Patients, who are more aware of changes to their 
medicines, and the reasons why, are less likely to restart medicines supplied 
previously which have been discontinued. Good evidence of patient access to their 
information can be found across NHS Scotland, for example Renal medicine in NHS 
GG&C and with 'My Diabetes My Way' – 
http://www.mydiabetesmyway.scot.nhs.uk/default.asp 

 All medicines that a patient is being prescribed will be visible on the record, apart 
from those bought “over the counter”, or given to them by a friend or relative 

 All medicines that a patient is being prescribed will be visible on the record, apart 
from those bought “over the counter”, or given to them by a friend or relative 
allowing patients to annotate (but not change) the PMR could allow a facility to 
overcome this problem. Allowing patients to annotate their medicines record (but 
not alter) will enable the communication of any use of ‘over the counter’ 
medication, compliance issues and adverse experience. This would be an advance 
on the current state of patient feedback on their medication use and experience. 

 

http://www.mydiabetesmyway.scot.nhs.uk/default.asp
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 Patients can see that there is a joined-up system and excellent communication 
between their GP and other healthcare providers and this improves their trust in 
the service they receive 

 The patient and their carers are a vital source of information about what medicines 
are actually being taken, as well as any problems the patient encounters due to 
their medication. It remains good practice to validate the patient’s medicines 
record by corroborating with the patient. Patients will have access to their own 
medicines record. We no longer rely solely on the patient’s memory to ensure that 
we have a complete picture of all their medicines, as this information is always 
available via the PMR 
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4. Conclusions & Next Steps 

Introduction 
The Clinical Blueprint presents a clinical view of the proposed changes and improvements 
that need to be made to the way medicines information is managed. These improvements 
are required so that the management of patients’ medicines can be safer, more efficient 
with an improved patient experience. 
 
The vision is a bold and innovative picture of how clinicians could work in the future. 
Achieving this will not be easy: it will take effort, time and resources. It is essential that 
clinicians, eHealth and others continue to work together through the coming months and 
years to ensure that what is put in place meets the needs and priorities of clinical 
professionals. 
 
Themes 
The work required to achieve the vision includes several important themes: 

 Education and communication 

 Processes and policies 

 Data and information 

 Systems and technology 

A strong theme throughout the surveys and workshops was that all clinicians are aware of 
the importance of improving the management of medicines. This means understanding 
risks, sources of error, and advice on good practice. In other words, clinicians need to know 
what can go wrong, what the consequences can be for patient care, and how to minimise 
the risk of errors and harm. 
 
Clinicians also want to be kept up to date on progress and improvements as they are 
gradually introduced. Education and communication are not one-off activities; therefore it 
is important to ensure that throughout the coming years good communicates with 
clinicians continues and that the information they need to make good decisions and reduce 
the risk of error is provided. 
 
Clinicians told us that there is currently wide variation in how, and how well, they are able 
to manage medicines information. Clinicians have said that they want more consistent and 
standardised ways of doing things, supported by the tools they need. As NHS Scotland 
moves forward towards the vision, current ways of working need to be examined to 
identify opportunities to simplify and consolidate different processes into a single, agreed 
way of working. 

 
Medicines information is complex, and is captured and expressed in different ways across 
different parts of the health service. To prepare for the Patient Medicines Record, clinicians 
will need to examine the ways that information about medicines is recorded and where 
possible make them more robust. With greater consistency around the recording 
medicines information, the easier it will be to join up the systems that are used. 
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Achieving the clinical vision will also require a series of improvements to, and 
developments of, the technology that are used. This may come through a combination of 
updating existing systems, putting in place new ones, and joining up systems that are 
currently separate. By making sure clinicians have the information and education they 
need, by simplifying and bringing together ways of working, and by standardising the way 
medicines information and data are recorded, strong foundations will be established upon 
which to build better computer systems. By building on the technology we already have, by 
linking in with current and future work that supports and enables this vision, and by making 
sure that clinicians and eHealth continue to work together, the necessary tools can be put 
in place to support the vision to meet the needs of clinicians. 

 
Risks 
Achieving this vision brings with it risks and challenges. Throughout the coming years it 
must be ensured, through communication, engagement, planning and implementation, 
that risks faced are identified and put actions in place to minimise them. Key risk areas 
include: 
 

o Proposed improvements are too complex to actually deliver. To reduce this risk 
there must be ongoing engagement between clinicians and eHealth to continually 
review progress against requirements. 

 
o Insufficient resources are available to deliver the vision. Further work is required 

to create a detailed roadmap to deliver the vision. It may be that some aspects of 
the vision are too expensive, or labour-intensive. To reduce this risk it is important 
to take the time to plan carefully how the vision will be delivered. It is crucial to 
make maximum use of the technology already in place and link in with other work 
that supports and enables what the vision is trying to achieve. 

 
o Insufficient time is allowed to deliver the vision. Whilst the full vision will take 

some time to deliver there are elements that can be implemented and enabled 
swiftly to improve the management of medicines. However some aspects will take 
longer to deliver. Risks can be reduced by ensuring that plans are realistic and 
pragmatic, and that they focus on the most important priorities and the 
improvements that will make the biggest difference. 

 
Next steps 
Over 1,000 clinicians have contributed to the vision captured in this Clinical Blueprint. The 
vision is a bold and innovative view of how improvements in the use of medicines 
information can be made to make care safer and more efficient, and better for patients. 
 
Through clinical engagement the practical steps and improvements must be identified so 
that the vision can become a reality. There is a need to build on this work by developing a 
detailed, realistic and achievable roadmap and plan to deliver these improvements. This 
will involve clinicians, eHealth, Scottish Government, computer system suppliers and 
patient representatives. The next stage is to agree the road map that will make the vision a 
reality. 
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