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Summary Care Record — A quick guide

Summary Care Record (SCR) (not to be confused with the Shared Care or Surrey Care or Connected Care
Records) is a national database that holds electronic records of important patient information such as current
medication, allergies, and details of any previous adverse reactions to medicines, created from GP medical
records. It can be seen and used by authorised staff in other areas of the health and care system involved in

the patient's direct care.

What is included in the SCR?

The core SCR dataset present in all records is:

e Allergies and adverse reactions to medication

e Current repeat medication

e Last 12 months of acute medication (unless
otherwise stated)

e Last 6 months of discontinued repeat medication
(unless otherwise stated)

-

How is it generated?

The SCR is sourced from the patient’'s GP record only.
Therefore, it may not include the entire list of the patient’s
over-the-counter medications or items prescribed outside of
the GP practice, unless the practice has manually entered
these items into their GP system, or the information is part
of a wider shared record from another organisation. These
items will be labelled on the SCR (under Type) as
‘Prescribed Elsewhere’.

When is it generated?

The SCR is marked with the last date and time that an
update was sent by the GP practice.

A message will be displayed if a patient has recently
changed their GP practice, as this could indicate that the
SCR content is not yet fully up to date.

A message will be displayed if the SCR has been newly
created or has not yet been created by the patient’s new
GP practice; either because the new GP practice does not
yet hold information to overwrite the existing SCR, or
because they have not yet started uploading SCRs.

What is NOT included in the SCR?

e Blood test results
e Discharge letters
e  Clinic letters

Learning Points

Add medications or item prescribed outside of GP practice to
the GP clinical system, and remove items no longer indicated.
Guidance on how to do this can be found on the Surrey
Prescribing Database (PAD) using the link below:

Guidelines: Recording non-GP prescribed medications (res-

systems.net)

Learning Points

e Viewers should check this to ensure that they
understand when the record was last updated.

e These messages, in conjunction with the date and time
stamp, should be used to assess how current the SCR
information is.

e There are a number of differences in the way that
information is recorded between the different GP
systems and the different GP system supplier
implementations. There are also differences due
to local data quality, recording practices and patient
preferences.

Examples of incidents

Parkinson’s Disease medication not prescribed in recent months prior to hospital admission but had not been removed from GP clinical
system “current medication screen”. Medication was written on medication chart and administered to patient. This occurred twice, in two

different hospitals.

Learning point — to remove items no longer clinically indicated.

Medication chart written up for dose 1.5ml of Toujeo insulin prefilled pen. This would mean if administered the patient would have

received a dose of 450units of insulin.

Learning point — hospital prescribers to ensure familiarity with preparations being prescribed, primary care to consider clarity around

documenting dose of insulins.

Summary and Key points

e Ensure all medications the patient is receiving are listed in GP clinical system.

e Move all medications the patient no longer receives to past medications on the GP system.

e Double check all information when using SCR as a resource for medicines reconciliation including the date listed
on SCR for date of last issue, and the dose of medications.

e Content of the SCR is reliant on the coding used by the GP practice, and the patient’s preferences.



https://surreyccg.res-systems.net/PAD/Guidelines/Detail/5677
https://surreyccg.res-systems.net/PAD/Guidelines/Detail/5677

Summary care record example

1.1 If the patient is either newly registered, no longer registered with the GP
practice (see 3.4), orif items have been deliberately withheld from the SCR
(see 3 4) the relevant message below will be clearly displayed in the SCR:

At the time this record was created, this patient had recently registered with
the GP practice. GP Summary information may not be complete.

Patient registration ended [date]. GP Summary no longer being updated
One or more entries have been deliberately withheld from this GP Summary

1.2. Date
and time
General Practice SUMMAnY Summary Crested: 11-Mov-2014 10:52 when the
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last
updated
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Their Type
will be
labelled as
Prescribed
Elsewhere
(See section
3.2)
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1.4. Last issued date
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current repeat

CrR—— medication on every
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Ry Te—— e ————— Date First Added will
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Discombrived Repeat Medications [For the B month percd 11-May-2014 to 11-Now-2014)
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1.5. If an SCR contains

Additional Information it
will appear under relevant

headings beneath the
core data (see section
47)
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2.1. If Additional
Information is
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2.4. Additional Information appears as individual rows (in reverse date order), compnsing:
1. Date of the event (Date)

2. Text description of the clinical code (Description)

3. Supporting free text (Additional Information sub-heading)

In this example, the supporting text includes auto-generated information from the GP system
indicating the problem detail of the coded item e.g. it is a Problem and this is the First Episode.
The auto-generated information is system specific and will vary depending on which GP
system produced that individual SCR. The successive text “end stage” is the supporting free
text recorded by the GP practice when this information was recorded.

Summary Care Record quick guide V3 First approved by MSC: Sept 2023 Next review: Sept 2028



Diagnoses

e

1 Marial fbillagion

Demseriptivn

i Dipbetic retimopathy
W Glaucoms
13 Recunnent wrinary iract inlection
13 Type 7 diabates melline with peiisien) micsalbuminuria

112 Chronic kidney diseass sags 3

Anxlety with depression
Whitral regurgitstion

1 Tricuspid roguigitstion, causs usspeciliod

[MMixesd amxiety and depressive disorder

! 2010 Basal onll codcinsmas
i Ha:an ailufa
Jine 9 Ecoema ROS
Ma-2007  Cataract
IR e | M| Squamizas ciedl carcinoma MUOS

Mur-Z00Z Type 7 dliabitis masllina

Ware-20020 Type Il diabetes melilus

Wypercholesicrolacmia

! f| Hyparcholesierclanmia

01D

1985  Essential hypenansion

1535  Salar karabosis

Problems and lssues

Ch-Jan04

Habotic retiropatiy

4 Glaucoma

J3  Aecusrent wimary wast inlection

13 Type 2 disketes mallitus with persistent micicalbuminuria
11 GSF progmostic Indicator stage B (groen) - months progmosis
12 Cheomic kidnoy disease siage 3

d  Pagient's nsxn of kin

2 Anxisty with depression

I Atrial fibrillatkon

110 Excision biopay o basal coll carinema

Huait lailudi

06 W) Squamaus cell carcincena NOS

00 Excision biopay of basal coll carcinoma

i Typa || dinbetes mallin

Hypercholesierolasmia

1 Secomd degres utering prolapse

1365 Essential hypertension
1565 COMFIDENTLAL - o nod svallabhs

Clinical Observations and Findings

[ate

Od-Ls-21014

- 1565

Dascripfion

SiEn by cONBINBNCE HUrss:

-cp

341 - GNIR progsidis

COMFIDENTLUL - e net availakla

Addinivas informalica

AXCESION

Addéional iformation

3.2 Problems and Issues
Is a special section that
contains the patient's
Active and significant past
Problem items if they
have been identified as
Problems in the patient's
GP record. These items

also appear elsewhere in
the SCR under their own

relevant defined headings.

3.3 The
supporting
free text
provides
additional
useful detail to
supplement
the coded
information. [t
may include
sensitive or
third party
information —

see 3.14 and
3.15

3.4. Clinical Observations and Findings may include some observation values — such as blood
pressure — but only if the GP system adds them systematically (which notall do) or if the GP
practice mark the items for inclusion or because they were recorded in a relevant section of the

GP record for inclusionin SCR.
In the example above, some information has been marked as confidential or private in the
GP system and is therefore not included in the SCR. When this occursin the SCR, a message
Is included indicating that one or more items have been withheld fromthis SCR.
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Inllganes vaccination

Imllgansa vaccination
Inllwanga vaccination
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Excislon biopsy of basal coll carcimoma

Hepadr of vagenal piclapss & ampulaticn of cerix uterl NOS
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Summary Sent: J0-Mar-2015 12:35

4 1. The Treatments
heading includes
vaccinations. The

example here shows

the annual influenza
vaccination which can
contribute to repetitive
information in the

Adoitional fnfermaniodn

4 2 Investigations

and Investigation
Results will only
contain items
specifically identified in
the GP system for
inclusion. More
detailed information
may be available in the
GP record but not
present in the SCR.

Achiticnal fafcrmatian

Acdiitinnal fnforrmaricn

Additional fnformation

4 3. The Personal
Preferences section
contains patient
preferences such as
those regarding End of

AR i

Life care and
Resuscitation status
—see section 3.12

Attt

4 4 This section can

include details of Next
of Kin.

afcliticrunl informmustion
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