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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: 

• Allergies and adverse reactions to medication 

• Current repeat medication 

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

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

 

What is NOT included in the SCR? 
 

 
 

• Blood test results 

• Discharge letters 

• 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) 

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’.  

 

Summary and Key points 
• Ensure all medications the patient is receiving are listed in GP clinical system. 

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

• 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. 

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

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. 

Learning Points 
 

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

 

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

 

• 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. 

 
 
 

https://surreyccg.res-systems.net/PAD/Guidelines/Detail/5677
https://surreyccg.res-systems.net/PAD/Guidelines/Detail/5677
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Summary care record example 

 

 



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

 



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

 



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

 


