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[bookmark: _Toc479238028]Medicines Related Communication & Reconciliation
Relevant information about medicines should be shared with patients, and their family members or carers, where appropriate, and between health and social care practitioners when a person moves from one care setting to another, to support highquality care.  This includes transfers within an organisation or from one organisation to another.
Medicines Reconciliation, as defined by the Institute for Healthcare Improvement, is the process of identifying an accurate list of a person's current medicines and comparing them with the current list in use, recognising any discrepancies, and documenting any changes, thereby resulting in a complete list of medicines, accurately communicated.  The term 'medicines' also includes overthecounter or complementary medicines, and any discrepancies should be resolved.  The medicines reconciliation process will vary depending on the care setting that the person has just moved from and / or into.
Within an acute care setting, as relevant to this use case, Medicines Reconciliation can be considered as a two stage process, comprising:
Stage 1 Medicines Reconciliation, also known as Medicines Clerking or Basic Reconciliation, involves the collection and accurate identification of the medicines the patient was taking prior to admission or attendance.  This stage is led by a suitably qualified clinician and completed at the earliest opportunity in the patient journey but no later than 24 hours after admission.
Stage 2 Medicines Reconciliation, or Full Reconciliation, builds on Stage 1 by comparing this information to the list of medicines prescribed on the drug chart, identifying any discrepancies, resolving them and recording the outcome.  This stage is led by a suitably qualified clinician, although this is typically a pharmacist.  Stage 2 reconciliation is completed within 48 hours of admission or earlier if referred at stage 1, and at discharge.
Information for medicines reconciliation needs to be obtained from multiple sources in a timely manner, in addition to the patient / patient proxy being an immediate source, the patient’s Summary Care Record (SCR) can be readily obtained where facilities exist.  An example SCR is included as Enclosure 1, to highlight the medication information that may be provided from a GP Clinical System utilising GP Connect.
The content, format and presentation of information transferred between any two clinical systems will conform to the following defined set of standards (included as Enclosures 2):
Standards for structure and content of medications and medical device records: technical annex (April 2013)
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	Medicines Reconciliation Stage 1 (Medicines Clerking) – Current Situation

	Description

	Upon admission to or attendance at hospital, the attending clinician is responsible for consolidating a list of the patient’s medications.  Information on medications listed within the GP System (SCR) is gathered, in paper format and then discussed with the patient / patient proxy for validation.  Amendments, where required, are annotated on the paper copies.  The Clinician then manually transcribes all appropriate medications into the hospital PAS / EPR system and the patient’s paper drug chart before completing the Admission / Consultation Process.
See Appendix 1 for a complete process map.

	Actors

	Patient.
Clinician.
PAS / EPR.
Paper (Summary Care Record / Paper Drug Chart).

	Trigger

	Patient is admitted to, or attends hospital for treatment.

	Preconditions

	The patient’s details have been verified and entered on the hospitals PAS / EPR upon admission / attendance.
The patient has a Summary Care Record (SCR).
Hospital staff have the correct / appropriate system access rights.

	Basic Flow

	This scenario details the situation where all of the patient’s medications are correctly recorded within the Patients Summary Care Record.
1. Patient attends/admitted to hospital.
2. Clinician identifies need to establish the patient’s medication history.
3. Clinician accesses PAS / EPR and retrieves SCR Record (View Only).
4. Clinician prints out SCR.
5. Clinician reviews and verifies GP medication list with patient / patient proxy.
6. Clinician manually integrates medication(s) into PAS / EPR.
7. Clinician duplicates medications on to the patient’s Paper Drug Chart.
8. Clinician completes the Admission / Consultation Process.

	Alternate Flow 6A – Discrepancies with the GP Recorded Medication

	This scenario details the situation where discrepancies are identified with one or more items of the patient’s medications recorded within the Patients Summary Care Record.  This scenario also includes additional items which may be ‘over the counter’ medications.
6A1. Clinician updates medication list.
6A2. Clinician manually integrates medication(s) into PAS / EPR.

	Inputs

	Patient’s SCR.
Patient provided information.
Hospital records (PAS / EPR).

	Post Conditions

	A full history of medication used by the patient on admission / attendance:
Medication prescribed by the patient’s GP.
Medication prescribed in other care settings.
Medication obtained elsewhere, i.e. “Over the Counter”.
Patients receive the correct medications when admitted.

	Business Rules

	Stage 1 reconciliation to be completed as soon as possible and within 24 hours of admission.
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	Medicines Reconciliation Stage 1 (Medicines Clerking) – Future Situation

	Description

	Upon admission to or attendance at hospital, the attending clinician is responsible for consolidating a list of the patient’s medications.  The clinician accesses the PAS / EPR and requests an up to date list of medication recorded within the GP Clinical System via GP Connect.  The PAS / EPR receive this information and a copy is stored directly for future reference.  The information is then presented within a ‘User Interface’ (UI) for manipulation and discussed with the patient / patient proxy for validation.  Where the clinician selects medications from within the UI for “Direct Inclusion” within the EPR these will be copied across in their existing format.  Where the clinician selects medications from within the UI for “Inclusion with Amendment” within the EPR these will opened in an amendment window for manipulation before being copied across.  Where a medication is identified as no longer in use, the clinician can mark it as stopped along with the reason for stoppage before being copied across.  The clinician can also include additional items of medication which do not appear in the supplied list.  After completing ‘clerking’ of GP Listed Medications the clinician then completes the Admission / Consultation Process.
See Appendix 2 for a complete process map.

	Actors

	Patient.
Clinician.
PAS / EPR.
GP Connect.
GP Clinical System.

	Trigger

	Patient is admitted to, or attends hospital for treatment.

	Preconditions

	The patient’s details have been verified and entered on the hospitals PAS / EPR upon admission / attendance.
Hospital staff have the correct / appropriate system access rights.
The patient’s GP has agreed to share patient information via GP Connect.
The patient allows this shared information to be viewed / used by hospital staff.
Electronic Interactions between Hospital System(s) / GP Connect / GP Clinical System have been correctly configured.
An Electronic Prescribing & Medicines Administration (EPMA) system is in use and integrates with the PAS / EPR.

	Basic Flow

	This scenario details the situation where all of the patient’s medications are correctly recorded within the GP Clinical System and are presented within the PAS / EPR Integrated View.
Patient attends/admitted to hospital.
Clinician identifies need to establish the patient’s medication history.
Clinician accesses the hospital PAS / EPR system to retrieve GP medication history.  PAS requests GP medication list from GP Connect.
GP Connect requests GP medication list from the GP Clinical System.
GP Clinical System provides the defined medication list to GP Connect.
This medication information will be the same as that provided in the SCR / SCR AI and will be subject to the same exclusion criteria:

Acute Medications (with a prescribed date in the last 12 months)
Prescribed date
Medication Item
Dosage Instructions (including day of administration where applicable)
Quantity
Source (the organisation that issued the prescription)
Current Repeat Medications (with an end date in the future)
Last issued date
Medication Item
Dosage Instructions (including day of administration where applicable)
Quantity
Reason for medication
Source (the organisation that issued the prescription)
Discontinued Repeat Medications (with an end date in the past and the last scripts prescribed date in the last six months)
Last Issued
Medication Item
Dosage Instructions (including days of administration where applicable)
Quantity
Reason for Medication
Date Discontinued 
Source (the organisation that issued the prescription)
For all three categories above:
Include mixtures
Includes medications recorded on the GP record that were prescribed by another organisation (example an hospital)
Do not include medications where the script was cancelled before being prescribed (example entered in error)
GP Connect API Search Criteria
Search MedicationStatement by:
Patient (using NHS Number)
Status (active and completed)
LastIssueDate (see above for timeframes)
Include MedicationOrder by:
All Medication Orders linked to the MedicationStatement
GP Connect presents the GP medication list to the hospital PAS / EPR.
PAS / EPR saves a copy of the GP medications list directly to PAS / EPR.
PAS / EPR presents an integrated view of GP medications to the clinician for manipulation into the EPMA.
Clinician reviews and verifies GP medication list with Patient / Patient Proxy.
Clinician marks medication for ‘Inclusion As-Is’ into the PAS / EPR.
Medication is integrated into the PAS / EPR as “Medication on Arrival”.
Clinician completes the Admission / Consultation Process.

	GP Connect presents the GP medication list to the hospital PAS / EPR.
PAS / EPR saves a copy of the GP medications list directly to PAS / EPR.
PAS / EPR presents an integrated view of GP medications to the clinician for manipulation into the EPMA.
Clinician reviews and verifies GP medication list with Patient / Patient Proxy.
Clinician marks medication for ‘Inclusion As-Is’ into the PAS / EPR.
Medication is integrated into the PAS / EPR as “Medication on Arrival”.
Clinician completes the Admission / Consultation Process.

	Alternate Flow 10A – Discrepancies with the GP Recorded Medication, Additional Medication Identified

	This scenario details the situation where medications are identified in addition to those recorded within the GP Clinical System and are not present within the PAS / EPR Integrated View.  This scenario includes items which may be ‘over the counter’ medications.
10A1. Clinician selects ‘Add New Medication’.
10A2. Clinician manually enters new medication details.

	Alternate Flow 10B – Discrepancies with the GP Recorded Medication, Change to Medication is Required

	This scenario details the situation where discrepancies are identified with one or more items of the patient’s medications recorded within the GP Clinical System and are presented within the PAS / EPR Integrated View but the medication is still in use.
10B1. Clinician marks medication for ‘Inclusion with Amendment’ into the PAS / EPR.
10B2. Clinician amends medication details.

	Alternate Flow 10C – Discrepancies with the GP Recorded Medication, Medication No Longer in Use

	This scenario details the situation where discrepancies are identified with one or more items of the patient’s medications recorded within the GP Clinical System and are presented within the PAS / EPR Integrated View but the medication is no longer in use.
10C1. Clinician marks medication as ‘Stopped’.
10C2. Clinician adds the reason for the medication being stopped.

	Inputs

	Medication history from patients GP Clinical System.
Patient provided information.
Hospital records (PAS / EPR).

	Post Conditions

	A full history of medication used by the patient on admission / attendance:
Medication prescribed by the patient’s GP.
Medication prescribed in other care settings.
Medication obtained elsewhere, i.e. “Over the Counter”.
Patients receive the correct medications when admitted.

	Business Rules

	Stage 1 reconciliation to be completed as soon as possible and within 24 hours of admission.


[bookmark: _Toc479238031]Business Benefits – Stage 1
[bookmark: _Toc479238032]Clinical and Administration:
· Access to accurate information at the point of care reducing the opportunity for errors to occur.
· Reduction in transcription between systems and paper to IT, leading to a reduction in prescribing errors.
· Reduction in clinical time wasted, away from the patient, collecting and collating information.
· Reduction in clinical time wasted, away from the patient, manually updating IT systems.
· Reducing the paper flow through departments by utilising the systems workflow to manage tasks using staff time efficiently.
[bookmark: _Toc479238033]Patient Focused:
· Security of patient information is maintained and improved through the reduction of paper-based “Patient Identifiable Documents” in use within departments.
· Increased patient / clinician time due to reduction in clinician time spent collecting and transcribing information away from the patient.
· Increased patient safety due to the reduction in manual transcription errors.
· Better patient experience as they are not being asked for information which should already be available to the clinician.
[bookmark: _Toc479238034]Cost Reduction:
· Reduction in printing supplies.
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	Medicines Reconciliation Stage 2 (Full Reconciliation) – Current Situation

	Description

	When a patient is eligible for discharge, the clinician will initiate the process and prescribe medications for the patient after discharge.  Upon receiving the prescription, the pharmacist will clinically validate the prescription to ensure correct and appropriate medications are being prescribed.  The pharmacist also completes stage 2 reconciliation and updates the patient records.  Once the patient has received discharge medication, Ward Staff complete the discharge processing resulting in a Discharge Summary Report being sent to the patient’s GP.
See Appendix 3 for a complete process map.

	Actors

	Patient.
Clinician.
Pharmacist.
Ward Staff.
PAS / EPR.
Paper (Patient’s Paper Drug Card).
GP Clinical System.

	Trigger

	It is deemed clinically appropriate for the patient to be discharged / transferred to another case setting.

	Preconditions

	Stage 1 reconciliation / medication clerking has been completed.
Patient Paper Drug Card is fully updated.

	Basic Flow

	This scenario details the situation where a patient is discharged and the pharmacist, in addition to clinical verification and medicines reconciliation, dispenses discharge medications directly to the patient.
1. Clinician approves and initiates discharge / transfer of care.
PAS / EPR creates a TTO (To Take Out) Prescription.
PAS / EPR creates an Electronic Discharge Summary.
Clinician notifies Pharmacy Team of pending Discharge.
2. Pharmacist completes Clinical Verification of TTO.
3. Pharmacist prepares the TTO Medication.
Patients Paper Drug Chart Updated / Annotated.
4. Pharmacist completes Medicines Reconciliation with the Patient / Proxy.
Pharmacist reviews Patient’s Paper Drug Chart.
PAS / EPS retrieves Stage 1 Reconciliation List.
5. Pharmacist updates the Electronic Discharge Summary.
6. Pharmacist dispenses medication directly to patient.
Pharmacist notifies the Ward Staff of Completed Actions.
7. Ward Staff discharge the patient.
8. Ward Staff complete the discharge summary.
9. PAS / EPR finalises the Discharge Summary.
10. PAS / EPR sends Discharge Summary to the Patient’s GP.
GP Clinical System receives the Discharge Summary.

	Alternate Flow 6A – Medication Dispensed via Ward Staff

	This scenario details the situation where the pharmacist prepares discharge medications but they are dispensed to the patient through the ward staff.
6A1. Pharmacist delivers TTO Medication to Ward Staff.
6A2. Ward Staff receive and verify patients TTO Medication.
6A3. Ward Staff dispenses TTO Medication to Patient.
Patient’s Paper Drug Chart Updated / Annotated.

	Inputs

	Medication prescribed for discharge.
Patients Paper Drug Chart.
Stage 1 Reconciliation List.

	Post Conditions

	Patient Receives Correct Medication
A full history of medication relevant to the episode of care:
New Medication.
Unchanged Medication.
Changed Medication.
Stopped Medication.
Medication Administered.

	Business Rules

	Clinical validation to be completed for all discharge medications.
Stage 2 reconciliation to be completed prior to patient discharge.
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	Medicines Reconciliation Stage 2 (Full Reconciliation) – Future Situation

	Description

	When a patient is eligible for discharge, the clinician will initiate the process and prescribe medications for the patient after discharge.  Upon receiving the prescription, the pharmacist will clinically validate the prescription to ensure correct and appropriate medications are being prescribed.  The pharmacist also completes stage 2 reconciliation and updates the patient records.  Once the patient has received discharge medication, Ward Staff complete the discharge processing resulting in a Discharge Summary Report being sent to the patient’s GP.
See Appendix 4 for a complete process map.

	Actors

	Patient.
Clinician.
Pharmacist.
Ward Staff.
PAS / EPR.
GP Clinical System.

	Trigger

	It is deemed clinically appropriate for the patient to be discharged / transferred to another case setting.

	Preconditions

	An Electronic Prescribing & Medicines Administration (EPMA) system is in use and integrates with the PAS / EPR.
Stage 1 reconciliation / medication clerking has been completed.

	Basic Flow

	This scenario details the situation where a patient is discharged and the pharmacist, in addition to clinical verification and medicines reconciliation, dispenses discharge medications directly to the patient.
1. Clinician approves and initiates discharge / transfer of care.
PAS / EPR creates a TTO (To Take Out) Prescription.
PAS / EPR creates an Electronic Discharge Summary.
Clinician notifies Pharmacy Team of pending Discharge.
2. Pharmacist completes Clinical Verification of TTO.
3. Pharmacist prepares the TTO Medication.
4. Pharmacist completes Medicines Reconciliation.
PAS / EPR retrieves original GP Medications List.
PAS / EPR presented Integrated View for manipulation by the Pharmacist.
5. Pharmacist updates the Electronic Discharge Summary.
6. Pharmacist dispenses medication directly to patient.
Pharmacist notifies the Ward Staff of Completed Actions.
7. Ward Staff discharge the patient.
8. Ward Staff complete the discharge summary.
9. PAS / EPR finalises the Discharge Summary.
10. PAS / EPR sends Discharge Summary to the Patient’s GP.
GP Clinical System receives the Discharge Summary.

	Alternate Flow 6A – Medications Dispensed via Ward Staff

	This scenario details the situation where the pharmacist prepares discharge medications but they are dispensed to the patient through the ward staff.
6A1. Pharmacist delivers TTO Medication to Ward Staff.
6A2. Ward Staff receive and verify patients TTO Medication.
6A3. Ward Staff dispenses TTO Medication to Patient.

	Inputs

	Medication prescribed for discharge.
Patients Electronic Drug Chart.

	Post Conditions

	Patient receives the correct medication.
A full history of medication relevant to the episode of care:
New Medication.
Unchanged Medication.
Changed Medication.
Stopped Medication.
Medication Administered.

	Business Rules

	Clinical validation to be completed for all discharge medications.
Stage 2 reconciliation to be completed prior to patient discharge.


[bookmark: _Toc479238037]Business Benefits – Stage 2
[bookmark: _Toc479238038]Clinical Safety:
Increased patient safety due to the reduction of unintentional discrepancies.
Increased patient safety as information relating to GP medication is available at any time.
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[bookmark: _Toc479238040]Enclosure 1 – Sample Summary Care Record
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	Medicines Reconciliation – Key Questions to Qualify the Use Cases

	What level of medication history is required?
Do you just require the patient’s current medication (i.e. medication within its prescription period) or a history of medication for a length of time into the past?  If historic medication is required, how far back should it go.
For reference the SCR shows all acute prescriptions in the last 12 months, all active repeat prescriptions and any repeat prescriptions discontinued in the last 6 months.
If required what would be the historic information be used for.

	

	What would be the impact, if mixtures prepared by the pharmacist are not included in the list of medications?

	

	Dosage is not recorded as coded information in primary care systems.  It is only available as a text description.  If the data is to be held as coded information on the hospital system it will require a person to translate the dosage information into a coded form and record it.  Does this significantly affect the benefits of importing the medication?

	

	Day of the week (where applicable) is not recorded as coded information in primary care systems.  It is only available as part of the patient directions supplied with the prescription.  If the data is to be held as coded information on the hospital system it will require a person to translated the day of week and record it onto the hospital system.  Does this significantly affect the benefits of importing the medication?

	

	If we were unable to supple day of week in any way what would be the impact.  Does this significantly affect the benefits of importing the medication?

	

	Where a DM&D code is not available for an item a text description will be supplied.  This is expected to be a rare occurrence.  However when it does occur if the data is to be held as coded information it will require a person to translate the medication into a coded form and record it.  Is that acceptable?

	

	The Royal College of Physicians wrote a paper on what medication information should be available on electronic systems (included with this document).  We are currently looking at the paper to see what items GP connect may be able support.  Are there any items of medication data mentioned in the paper that we should be trying to include for medication reconciliation (in addition to the items already identified)?

	

	Should we include medications that were not prescribed by the GP practice but are recorded on the clinical record?
That is prescriptions written by another clinician (hospital, dentist, etc.) and recorded on the GP practice record for information.

	

	Should we include medications that were prescribed but cancelled before they were dispensed?
That is prescriptions that were written in error then cancelled either before the patient was handed them or before they were dispensed.

	

	Is the requirement for drugs information only or should it include devices as well?

	

	If device information is provided, what would the information be used for?
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Example-Summary-Care-Record.pdf
CHIDAMBER, Yasmin, NHS Number [946 376 4607]

General Practice Summary

Page 1 of 6

Summary Care Record i

Yasmin CHIDAMBER

GP Practice A20063
Address 10 HAUXTON ROAD, LITTLE SHELFORD, CAMBRIDGE, UNITED KINGDOM, CB2 5HJ

DoB 23-Sep-1939 Female NHS 946 376 4607

G The patient has an SCR

General Practice Summary Summary Created: 30-Mar-2015

12:35

Sourced from the patient's General Practice record. This summary may not include all the
information pertinent to this patient.

Created By: TEST, Emis (Dr)

XXX DO NOT USE XXX NIC TEST PRACTICE 14, C/O Nhs Npfit,Test Data
Manager, Princes Exchange, Princes Square, Leeds, West Yorkshire, LS1 4HY.

Allergies and Adverse Reactions

Date Description

15-Jun-2010

Severe vomiting

Adverse reaction to erythromycin

Certainty

Severity

Acute Medications (For the 12 month period 30-Mar-2014 to 30-Mar-2015)

Type

Acute Medication

Acute Medication

Acute Medication

Acute Medication

Acute Medication

Acute Medication

Acute Medication

Acute Medication

Date

Prescribed:
09-Dec-2014

Prescribed:
24-Nov-2014
Prescribed:
09-Aug-2014
Prescribed:
29-Jul-2014
Prescribed:
30-Jun-2014
Prescribed:
02-Jun-2014
Prescribed:
29-Apr-2014
Prescribed:
22-Apr-2014

Medication ltem

Liquid Paraffin And

Isopropyl Myristate Gel
(Pump Dispenser) 15 % +

15 %

Flucloxacillin 250mg
capsules
Flucloxacillin 250mg
capsules
Co-amoxiclav
250mg/125mg tablets
Co-amoxiclav
250mg/125mg tablets

Dosage
Instructions

Apply four times per
day as required to
affected areas

One To Be Taken
Four Times A Day
One To Be Taken
Four Times A Day
One To Be Taken
Three Times A Day
One To Be Taken
Three Times A Day

Ciprofloxacin 250mg tablets One To Be Taken

Co-amoxiclav
250mg/125mg tablets

Citalopram 20mg tablets

Current Repeat Medications

Twice A Day

One To Be Taken
Three Times A Day
One To Be Taken
Each Day

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary

Quantity

500 gram

28 capsule

28 capsule

21 tablet

15 tablet

10 tablet

15 tablet

14 tablet

30/03/2015





CHIDAMBER, Yasmin, NHS Number [946 376 4607] Page 2 of 6

Type Date Medication Item Dosage Quantity
Instructions
Repeat Medication Last Issued: Bisoprolol 1.25mg tablets One To Be Taken 28 tablet
12-Dec-2014 Each Day
Reason for Medication:
Heart failure
Repeat Medication Last Issued:  Citalopram 20mg tablets One To Be Taken 28 tablet
12-Dec-2014 Each Day
Reason for Medication:
Anxiety with depression
Repeat Medication Last Issued:  Clopidogrel 75mg tablets One To Be Taken 28 tablet
12-Dec-2014 Each Day
Reason for Medication:
Heart failure
Repeat Medication Last Issued:  Colecalciferol 200unit / One To Be Taken 112 tablet
12-Dec-2014 Calcium carbonate 1.25g Each Day
chewable tablets
Repeat Medication Last Issued: Digoxin 62.5microgram One To Be Taken 28 tablet
12-Dec-2014 tablets Each Day
Reason for Medication:
Atrial fibrillation

Repeat Dispense Authorised: Hydrocortisone 1% / Apply Evenly And 30 gram
12-Dec-2014 Clotrimazole 1% cream Sparingly No More
Than Twice Each
Day
Reason for Medication: The
medication reason is not
currently included in SCR
Number of repeats
authorised: 6
Repeat Medication Last Issued: Latanoprost One Drop To Be 2.5ml

04-Dec-2014  50micrograms/ml eye drops Used At Night In The
Affected Eye(s)

Repeat Medication Last Issued:  Aymes Shake powder one to be taken daily 1596 gram
30-Sep-2014  (Flavour Not Specified) between meals
Repeat Medication Last Issued: CareSens N testing strips Use as directed 50 strip

30-Sep-2014  (Spirit Healthcare Ltd)

Reason for Medication:
Type Il diabetes mellitus

Repeat Medication Last Issued:  Zerobase 11% cream Apply To Dry Skin 500 gram
02-Jul-2014 (Thornton & Ross Ltd) Areas Two Or Three
Times Daily And Rub
In Well

Discontinued Repeat Medications (For the 6 month period 30-Sep-2014 to 30-

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary 30/03/2015





CHIDAMBER, Yasmin, NHS Number [946 376 4607]

Mar-2015)

Type

Repeat Medication

Diagnoses

Date

05-Jan-2014
05-Jan-2014
17-Dec-2013
06-Sep-2013

28-Nov-2012
07-Jan-2012
01-Mar-2011
01-Mar-2011
01-Jan-2011
01-Oct-2010
19-May-2010
19-Jan-2010
19-Jan-2009
19-May-2007
27-Jan-2006

08-May-2002
08-May-2002
08-Jan-2002
08-Jan-2002
01-May-2001

01-Dec-1985
01-Jan-1985

Date Medication Item
Last Issued: Liquid Paraffin And
09-Dec-2014  Isopropyl Myristate Gel

(Pump Dispenser) 15 % +
15 %
***Date Discontinued: 03-Mar-2015***

Description

Diabetic retinopathy

Glaucoma

Recurrent urinary tract infection

Type 2 diabetes mellitus with persistent
microalbuminuria

Chronic kidney disease stage 3

Anxiety with depression

Mitral regurgitation

Tricuspid regurgitation, cause unspecified
Atrial fibrillation

[X]Mixed anxiety and depressive disorder
Basal cell carcinoma

Heart failure

Eczema NOS

Cataract

[M]Squamous cell carcinoma NOS

Type 2 diabetes mellitus
Type Il diabetes mellitus
Hypercholesterolaemia
Hypercholesterolaemia

Second degree uterine prolapse

Essential hypertension

Solar keratosis

Problems and Issues

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary

Page 3 of 6

Dosage Quantity
Instructions
Apply four times per 500 gram

day as required to
affected areas

Additional information
Problem; First, end stage
Problem:; First

Problem; First

Problem; First

Problem; First

Problem; First

See report

Problem; First

excision

Problem:; First

Laterality: Left

Problem; First, Fully excised invasive
squamous cell carcinoma on the chin of the
patient. No cervical lymphadenopathy.
Histology confirmed a keratoacanthomatous
squamous cell carcinoma

Problem; First

Problem:; First

Problem; First, Has had the prolapse for many

years but has become more prominent in early

Feb 2001
Problem; First

nose (letter dated 25/01/85) states curetted
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CHIDAMBER, Yasmin, NHS Number [946 376 4607]

Date

05-Jan-2014
05-Jan-2014
17-Dec-2013
06-Sep-2013

08-Jan-2013

28-Nov-2012
08-Jan-2012

07-Jan-2012
01-Jan-2011
19-May-2010

19-Jan-2010
27-Jan-2006

01-Oct-2005

08-May-2002
08-Jan-2002
01-May-2001

01-Dec-1985
02-Feb-1965

Description

Diabetic retinopathy

Glaucoma

Recurrent urinary tract infection

Type 2 diabetes mellitus with persistent
microalbuminuria

GSF prognostic indicator stage B (green) -
months prognosis

Chronic kidney disease stage 3

Patient's next of kin

Anxiety with depression
Atrial fibrillation

Excision biopsy of basal cell carcinoma

Heart failure

[M]Squamous cell carcinoma NOS

Excision biopsy of basal cell carcinoma

Type Il diabetes mellitus
Hypercholesterolaemia

Second degree uterine prolapse

Essential hypertension
CONFIDENTIAL — Item not available

Clinical Observations and Findings

Date Description

08-Dec-2014 Seen by continence nurse

08-Jan-2013  GSF prognostic indicator stage B (green) -
months prognosis

02-Feb-1965 CONFIDENTIAL — Item not available

Treatments

Date Description

07-Oct-2014  Influenza vaccination

02-Jun-2014 Admission avoidance care started

02-Oct-2013  Influenza vaccination

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary
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Additional information

Significant Active, end stage

Significant Active

Significant Past, End Date : 09-Jan-2015

Significant Active
Minor Active

Significant Active

Minor Active, Daughter's tel number is Xxxxx
XXXXXX

Minor Past, End Date : 04-Mar-2015
Significant Active

Significant Past, End Date : 09-Jan-2015, Right
cheek

Significant Active

Significant Past, End Date : 09-Jan-2015, Fully
excised invasive squamous cell carcinoma on
the chin of the patient. No cervical
lymphadenopathy. Histology confirmed a
keratoacanthomatous squamous cell carcinoma

Significant Past, End Date : 09-Jan-2015, left
side of forehead

Significant Active
Significant Active

Minor Past, End Date : 09-Jan-2015, Has had
the prolapse for many years but has become
more prominent in early Feb 2001

Significant Active

Additional information

Problem:; First

Additional information
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CHIDAMBER, Yasmin, NHS Number [946 376 4607]

Date
10-Oct-2012
19-May-2010
19-Oct-2009
01-Oct-2008
01-Oct-2007
01-Oct-2005
17-Aug-2001

02-Oct-1995
04-Mar-1995
24-Feb-1995
30-Jan-1995
09-Jan-1995

Description

Influenza vaccination

Excision biopsy of basal cell carcinoma
Influenza vaccination

Influenza vaccination

Influenza vaccination

Excision biopsy of basal cell carcinoma

Repair of vaginal prolapse & amputation of
cervix uteri NOS

Second hepatitis A and typhoid vaccination

First hepatitis A and typhoid vaccination
Third polio vaccination
Second polio vaccination

First polio vaccination

Investigation Results

Date
02-Mar-2011

Description

Echocardiogram abnormal

Care Events

Date
08-Dec-2014

Description

Seen by continence nurse

Additional information

Problem; New, Right cheek

Problem; First, left side of forehead

Additional information

Additional information

Provision of Advice and Information to Patients and Carers

Date
03-Jul-2014

Description

Preferred place of death: discussed with
family

Personal Preferences

Date
30-Jul-2014
30-Jul-2014
30-Jan-2013

Description
Not for resuscitation
Preferred place of care - care home

Preferred place of death: patient undecided

Services, Care Professionals and Carers

Date

08-Dec-2014
08-Dec-2014
08-Sep-2014
08-Sep-2013

Description
Chiropody
Chiropody
District nurse attends

District nurse attends

Additional information

Additional information

Additional information

Saw podiatrist in August 2013

1 times/week

1 times/week

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary
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CHIDAMBER, Yasmin, NHS Number [946 376 4607]

Date Description
10-Feb-2013 District nurse attends
21-Sep-2011 District nurse attends

Social and Personal Circumstances

Date Description
08-Jan-2012  Patient's next of kin
03-Sep-2010 Main spoken language English

Summary Sent: 30-Mar-2015 12:35

Page 6 of 6

Additional information
2 times/week

1 times/week

Additional information

Problem; First, Daughter's tel number is xxxxx
XXXXXX

User: NICHOLLS, Teresa - Systems Support Access Role - KIRKBY MANOR NH

NHS CONFIDENTIAL: Personal data about a patient
Printed at: 30-Mar-2015 12:41

Information printed is “uncontrolled” and only accurate at time of printout.

Printout must be kept confidential and only viewed by those persons with a LR with

the patient.

https://nww.int.spine2.ncrs.nhs.uk/summarycarerecord/gpsummary
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Medication and medical devices: annex to review of consistency
across the record standards for admission, handover, discharge,
outpatients and referrals report

Introduction

This document provides an annex to the review of consistency across the record standards for
admission, handover, discharge, outpatients and referrals report. It has been produced as there are
specific issues which need to be resolved in implementing a standard format for electronic medication
records.

The methodology used in the review of medication and medical device headings is the same as that
used in the review of consistency of all record standards, as medications form part of the wider record
standards. For details of the methodology, please see the main report: ‘Review of consistency across the
record standards for admission, handover, outpatients and referrals”.

This annex has been produced with input from an expert medications working group, whose
membership was drawn from organisations and projects associated with the development of
medication recording standards and the implementation of electronic medication records. Membership
of this group is set out in an appendix.

This report comprises:

e Medication and medical device clinical record headings

e Issues that need to be addressed in implementing standard medication and medical device
headings in electronic records

e References to additional guidance which may be helpful in implementing electronic medication
records.

The report is primarily intended for informaticians, at both a national and local level and for electronic
health record and pharmacy system vendors.

The scope of the medication record headings is intended to cover both hospital and community settings,
including primary care and pharmacies. It does not include patient records, ie patients recording the
medications that they are taking.

The report was submitted to the Academy of Medical Royal Colleges (AoMRC) for sign-off in April 2013.
The AoMRC were pleased to support the standards as a fundamental catalyst for the sharing of patient
data to improve patient care and experience.

Medications and medical devices clinical record headings

The medications and medical devices headings are intended to cover hospital, community and primary
care prescribing and are focused on the information which needs to be communicated when a patient
moves between these settings.

The table identifies clinical record headings for medications and medical devices, together with
associated clinical descriptions. Technical comments are also provided which offer further technical
clarification and which identify matters which require addressing in the development, implementation

1Royal College of Physicians. Consistent structure and content standards for admission, handover, discharge, outpatient and
referral records and communications. London: RCP, 2013 (http://www.rcplondon.ac.uk/resources/standards-admission-
handover-discharge-outpatient-and-referral).
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and use of electronic health record systems over time. The technical comments included with the
headings are comments and pointers to implementation rather than being a technical specification for a
computer system.

The table is preceded by explanatory notes about some of the concepts used in the technical notes
which accompany the medication and medical device clinical record headings:

NHS dictionary of medicines and devices (dm+d)

The table of preferred headings references the NHS dictionary of medicines and devices (dm+d). NHS
dm+d was developed for use in both secondary and primary care to provide a common standard way of
recording medications and medical devices so that information can be shared between healthcare
organisations and data aggregated for secondary uses. It is a dictionary containing unique identifiers
(codes) and associated textual descriptions for representing medicines and medical devices in
information systems and electronic communications. All unique identifiers used in dm+d are SNOMED
CT codes. dm+d is also the NHS standard (ISB 0052) for medicines interoperability. See
www.dmd.nhs.uk, for more information.

In-patient prescribing

The table of preferred headings references different dm+d concept classes which reflect the different
prescribing practices in hospitals and primary care. In hospitals, ‘dose based prescribing’ is commonly
used, where the medication is identified by a dm+d concept, virtual therapeutic moiety (VTM). AVTM is
an abstract representation of the substance(s) formulated as a medicinal product, eg atenolol, co-
amoxiclav. A VTM must be associated with qualifying information, such as form (eg tablet), route (eg
oral), and dose (eg 100mg). The Health and Social Care Information Centre (HSCIC) publish the ‘dm+d
Implementation Guide (secondary care)’, which sets out rules which specify the level of associated
qualifying information that needs to be recorded for specific groups of medications to ensure safe
prescribing. A SNOMED CT UK Drug Extension is also published, which includes the rules and the
additional information required for dose-based prescribing.

Primary care prescribing

In primary care ‘product based prescribing’ is commonly used, where the virtual medicinal product
(VMP) (eg atenolol 100mg tablet) or the actual medicinal product (AMP) (eg tenormin 100mg tablets
(AstraZeneca UK Ltd) is used. A VMP is an abstract concept representing the properties of one or more
clinically equivalent actual medical products. Here, the medication name, form and strength are
included in the same dm+d concept. An AMP is a single dose unit of a finished dose form (unless the
product is presented as a continuous dosage form, eg a cream), attributable to an identified supplier
that contains a specified amount of an ingredient substance. Descriptions of VTM, AMP and VMPare
taken from the NHS dm+d Editorial Policy.

NHS dose syntax

NHS Connecting for Health developed an NHS dose syntax model, which sets out the full set of
information that supports the correct administration of medication to patients in order to have its
therapeutic effect. The syntax is in draft and has not yet been clinically assured, but may be useful in
considering how to represent dosage instructions.

© Royal College of Physicians and Health and Social Care Information Centre 2013 4
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Heading

Clinical description

Technical comments

MEDICATIONS AND
MEDICAL DEVICES

Medication name

May be generic name or brand
name (as appropriate).

Medication name is an attribute of a medication
record.

Use NHS Dictionary of Medicines and Devices
(dm+d).

Medication name could be in any of the following
forms: virtual therapeutic moiety (VTM), eg
atenolol, virtual medicinal product (VMP), eg
atenolol 100mg tablet, or actual medicinal product
(AMP), eg tenormin 100mg tablets (AstraZeneca
UK Ltd).

Medication form

Eg capsule, drops, tablet, lotion
etc.

Medication form is an attribute of a medication
record.

The dispensed form would generally be the form
communicated from hospital to primary care.
There may also be circumstances where the
administered form is communicated.

In ‘dose based prescribing’, where a VTM is used,
form is expressed as a separate attribute, whereas
in ‘product based prescribing’ it is usually included
as part of a VMP or AMP.

dm+d: form is expressed as part of a dm+d
concept for a VMP or AMP.

SNOMED CT: used for a VTM, where form is
expressed separately.

Medication administration
description (oral, IM
(intramuscular), IV
(intravenous), etc): may include

Medication route is an attribute of medication
record.

In ‘dose based prescribing’, where a VTM is used,
route is expressed as a separate attribute, whereas
in ‘product based prescribing’ it is not generally
stated.

dm-+d: licensed route is explicit in a dm+d concept

Route method of administration, (eg, for a VMP or AMP.
by infusion, via nebuliser, via NG  SNOMED CT: used for a VTM, where the route is
(nasogastric) tube) and/or site of expressed separately.
use (eg, ‘to wound’, 'to left eye',  Also see NHS dose syntax. Note that route, site
etc). and method are different concepts in NHS dose
syntax. NHS dose syntax could be used, but has
not yet been through clinical assurance, and would
need to be, for it to be recommended for use.
Medication dose is an attribute of medication
record.
This is a record of the total amount of the active
This is a record of the total ingredient(s) to be given at each administration.
amount of the active In ‘dose based prescribing’, where a VTM is used,
ingredient(s) to be given at each  strength is expressed as a separate attribute,
Dose administration. whereas in ‘product based prescribing’, it is usually

It should include, eg, units of
measurement, number of
tablets, volume/concentration
of liquid, number of drops, etc.

included as part of a VMP or AMP.

dm+d: where strength is expressed as part of a
VMP or AMP.

SNOMED CT: used where a VTM is used and
strength is expressed separately.

Allow for mass per unit volume format, to allow
for liquid preparations.

© Royal College of Physicians and Health and Social Care Information Centre 2013 5





Clinical description

Technical comments

Where prescribing co-name drugs (eg co-
trimoxazole), a strength must be specified for each
active ingredient.

Also see NHS dose syntax. NHS dose syntax could
be used, but has not yet been through clinical
assurance, and would need to be, for it to be
recommended for use.

Medication frequency

Frequency of taking or
administration of the
therapeutic agent or
medication.

Medication frequency is an attribute of medication
record.

It is an expression of how often or with what
timing a dose should be administered. It is used in
both product based and dose based prescribing.
Plain text.

Also see NHS dose syntax. NHS dose syntax could
be used, but has not yet been through clinical
assurance, and would need to be, for it to be
recommended for use.

Additional instructions

Allows for:

* requirements for adherence
support, eg, compliance aids,
prompts and packaging
requirements.

* additional information about
specific medicines, eg, where
specific brand required.

* patient requirements eg,
unable to swallow tablets.

‘Additional instructions’ is an attribute of
medication record.

There may be multiple additional instructions for a
single medication record. They are recorded as
textual additions to the dose and frequency string,
where required.

Where a specific brand needs to be prescribed,
this will be flagged in dm+d and would result in a
requirement to prescribe at an AMP level.

See NHS dose syntax — additional instructions.
NHS dose syntax could be used, but has not yet
been through clinical assurance, and would need
to be, for it to be recommended for use.

Do not discontinue
warning

To be used on a case-by-case
basis if it is vital not to
discontinue a medicine in a
specific patient scenario.

Do not discontinue warning is an attribute of
medication record.
Plain text, or may be coded.

Reason for medication

Reason for medication being
prescribed, where known.

Reason for medication is an attribute of
medication record.

Plain text, or may be coded in GP systems. Where
coded, text should be displayed.

Medication
recommendations

Suggestions about duration
and/or review, ongoing
monitoring requirements, advice
on starting, discontinuing or
changing medication.

Medication recommendations may be recorded as
an attribute of an individual medication record, eg
duration or suggested review date. They may also
be recorded as a textual summary.

The medication that was changed (dm+d and
SNOMED CT), plus plain text for the reason for the
change.

Medication recommendations to be
communicated between healthcare settings where
relevant.

Medication status

Whether or not a medication is
being administered, eg, started,
stopped, suspended, reinstated.

Medication status is not an agreed concept and is
the subject of wider consideration than these
headings.

In primary care, status is generally taken as being
whether a medicine is currently being actively
administered.

In secondary care, medicines communicated
between secondary and primary care will generally

© Royal College of Physicians and Health and Social Care Information Centre 2013 6





Clinical description Technical comments

be those which the patient is discharged on or
prescribed at outpatient clinic.

In some circumstances, there may also be a need
to communicate medications suspended or
stopped during an inpatient stay.

Medication change is the record of any change in a
prescribed medicine. This could be a complete
change of medication (ie one drug stopped and
another started) or it could be a change of form,
dose, frequency or route. It will be recorded as a
new prescription or medication line.

Further work is needed on this heading to address
issues such as: when the medication change is
communicated, eg ongoing or only at a care
transition and what types of change should be
communicated, eg timing of dose, amount, route,
etc, how to distinguish between discontinued and
new information.

Where a change is made to the
medication, ie one drug stopped
and another started or, eg, dose,
frequency or route is changed.

Medication change

.. Reason for change in Reason for medication change is an attribute of
Reason for medication . . —
i — medlcathn, eg sub-therapeutic the. record of the medication change.
dose, patient intolerant. Plain text or may be coded.
Part of the drug administration record. This
heading does not include all attributes recorded as
Record of administration to the part of the administration record (eg batch
Medicine administered patient, including self- number), only those likely to be communicated
administration. between secondary and primary care.
dm-+d identifier, plus date/time administered and
by whom.
Reason why drug not Part of the drug administration record, which may
Reason for non- administered, (eg, patient need to be communicated between secondary and
administration refused, patient unavailable, primary care.
drug not available). Plain text or may be coded.
Needs to be clearly distinguished from current
medication.
Use NHS Dictionary of Medicines and Devices
Relevant previous Record of relevant previous (dm+d), where possible, but may be plain text, eg
medications medications. where patient is providing the information.

Relevant previous medications to be
communicated between healthcare settings in
addition to current medications.

Medical devices reimbursable in primary care
(‘applicances’) are included in dm+d.

An international project is expanding the
population of medical devices, including those

The record of dietary used in hospitals, in SNOMED CT.
. . supplements, dressings and Some medical devices contain active
Medical devices . . . s .
equipment that the patient is pharmacological ingredients (less than 1% of those
currently taking or using. in dm+d), but others do not and these devices

have a different data structure.

Different clinical groups and different clinical uses
may find it more appropriate to group medical
devices with medications or separate them out.

© Royal College of Physicians and Health and Social Care Information Centre 2013 7





Notes:

1. Controlled drugs are identified by dm+d concepts.

2. Complementary medicines. Homeopathic and licensed complementary medicines are included
in dm+d. Unlicensed medicines are not included and so would need to be recorded as plain
text, but using the same headings as above.

3. Maedicine-like devices are treated like devices. Eg, synovial fluids which a clinician would
probably think of as a medicine are licensed as devices and therefore dm+d handles them like
devices.

Issues

Different prescribing practices and recording between primary and secondary

care

Differences between secondary and primary care prescribing practices mean that there are differences
in the way that medication is recorded in primary and secondary care. In hospital, a prescriber will
record a medication for the nursing team to administer to the patient. This will usually be the generic
name, plus dose, quantity, route and frequency. The nurse administering the medication will use this
information to select the correct quantity of an actual product to give to the patient. In primary care,
prescriptions are created by selecting a single medicinal product, with the rest of the prescription
expressed in terms of that product.

Primary care medication records are product based:

o virtual medicinal product (VMP) - eg “amoxicillin 500mg capsule”
or
o actual medicinal product (AMP) — eg “amoxil 500mg capsules (Dowelhurst Ltd)".

The VMP code for “amoxicillin 500mg capsule” includes the active ingredient (amoxicillin), the strength
(500 mg) and the form (capsule).

The following information is included in the structure of the medication record:
- dosage instructions (eg one, three times daily)

- quantity (eg 15 capsules)

- duration (eg five days).

Hospital prescribing records are dose based:

- Virtual therapeutic moiety (VTM) — eg amoxicillin

The following information is included in the structure of the medication record:
- medication form (eg capsule)

- dose (eg 500mg)

- route (eg oral)
- medication frequency (eg one, three times daily).

© Royal College of Physicians and Health and Social Care Information Centre 2013





The differences in coding structure can be illustrated as follows:

Hospital Amoxicillin \ Capsules ‘ 500mg Oral ‘ One TDS

Primary care Amoxicillin 500 mg capsules One TDS

HSCIC publishes guidance for a prescribing model for secondary care, set out in the ‘dm+d
implementation guide (secondary care)’, which includes mappings between VTMs, VMPs and AMPs.
They also produce SNOMED CT subsets for drugs, which include prescribing rules, which set the
minimum data set required for safely prescribing specific groups or types of drugs and which include the
relationships between VTMs, VMPs and AMPs.

The relationships between VTM, VMP and AMP are:
-a VTM may be linked to one or more VMPs
-a VMP may be linked to one or more AMPs.

In terms of SNOMED CT, relationships between VTM, VMP and AMP can be described as:
-“amoxil 500mg capsules (Dowelhurst Ltd)” (AMP) is a “amoxicillin 500mg capsule” (VMP)
-“amoxicillin 500mg capsule” (VMP) is a “oral form amoxicillin” which is a “amoxicillin” (VTM).

Although the way in which medications are prescribed in primary and secondary care differs, they will
be comprehensible to clinicians when communicated between settings provided they are recorded in
both settings using common codes (dm+d).

Discharge medications may be prescribed as ‘dose-based’ (eg paracetamol — 1g — orally — QDS) but will
have to be turned into an AMP by the pharmacy to be dispensed to the patient to take home with them.
Similarly if a medicine has been given on the ward an actual product would have been given, so the AMP
or VMP would be recorded as the medicine that was administered. Thus, an electronic discharge
summary message can carry the medicine in a form which can be used electronically in the GP practice
computer system, eg paracetamol 500mg tablets. Outpatient prescribing would also need to be
product-based for the medication to be communicated to primary care.

Hospitals receiving information as VMP and AMP will be able to aggregate data up to the corresponding
VTM if they wish (or use the ingredients links if they prefer this in their solution), because of the
mappings in the prescribing model in dm+d between VTMs, VMPs and AMPs. The dose will need to be
taken into consideration in doing so, as it is not included in the VTM concept.

Recommendations

e Itis recommended that dm+d is used for all medication records in primary and secondary
care.

e Where medication records are communicated between care settings, the VMP or, where
clinically relevant, the AMP, should be communicated. The SNOMED CT term should be
carried as well as the code and the term should be displayed in the communication.

e Maedication records communicated between care settings should be reviewed by an
appropriately qualified recipient prior to inclusion in the medical record.

NHS dose syntax

In order to fully communicate information about administration and/or supply of a medication to a
patient for therapeutic purposes, there must be a clear and unambiguous description of both the
medicine itself, and the instructions for its use. The first of these is addressed by the NHS dm+d, which
provides standard textual descriptions and electronic identifiers for all medicines used in the NHS.

The second of these, the ‘instructions for use’ can be termed the ‘dosage instructions’. ‘Dose syntax’
refers to a defined structure (message) that allows consistent and interoperable communication of
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dosage instructions. The syntax therefore deals with concepts such as ‘how much’ of the medicine, ‘how
often’ to give it, ‘where and how’ to administer it, and for ‘how long’.

The way in which dose instructions are conveyed currently differs between clinical system suppliers,
with some use of plain text and local/proprietary coding as there is no common model for dose syntax.

In 2008, NHS CFH built on work done by the NHS Information Authority in 2004 and developed a
common model for dose syntax to be used in both primary and secondary care. This would enable this
information to be conveyed between settings in a structured format and hence re-used in the receiving
application. The model is terminology agnostic however as SNOMED CT and dm+d are NHS
terminological standards their use is recommended as the terminology to support the model. It is still in
draft, with no plans to take it forward as a standard at this time. To do so, would require clinical and
technical assurance.

It is understood that implementing the NHS dose syntax in full is likely to be challenging to systems
vendors, but that there is appetite amongst systems vendors to take forward the dose syntax to some
extent.

Recommendations

e Itis recommended that the draft NHS dose syntax is developed and taken through clinical
assurance as a standard.

e Itis recommended that to enable progress to be made on implementing the NHS dose syntax,
that a limited achievable, but extensible, scope be agreed with system vendors as a practical
initial implementation.

Implementation strategy on communicating medication records

Implementation of electronic medication records in secondary care is currently limited and it will take
time to reach a point where records are available to be communicated to/from primary care in a
common structured format. Rather than delay until all systems are ready, benefits could be obtained
more quickly through an evolutionary approach to communicating medication records between primary
and secondary care, where those organisations which are able to handle coded data can do so, but also
where those that cannot, can at least benefit from having textual representation of medications
available:

e Medications included in referrals, outpatient and discharge communications in a standard format, in
line with the headings proposed in this document, as text, to view and, if necessary, re-entered in
recipient system. (The electronic discharge summary toolkit provides a good basis for this:
www.connectingforhealth.nhs.uk/systemsandservices/clinrecords/24hour).

e Medications included in referrals, outpatient and discharge communications in a standard format, in
line with the headings proposed in this document AND recorded using SNOMED CT, where a drug is
represented in human readable form by the SNOMED CT text, so it can be reviewed by a clinician,
prior to upload, with the upload automated by system suppliers, where feasible, based on the
SNOMED CT identifiers.

e Further refinements, eg to identify differences in what medications a person came into hospital on
and was discharged on.

Recommendations
e Itis recommended that consideration be given to an evolutionary path to communicating

medications electronically between primary and secondary care, so that progress can be made
more quickly.
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Reference information

To implement medication records electronically, in addition to a common structure, there are other
matters relating to the way that medication is recorded and displayed, so that it is clinically safe. This
includes technical specifications for different fields in the medication and how they should be displayed.
This section provides references to documentation that covers this area. The material does not provide
a definitive specification for systems vendors.

Documents/resource

Location

Outline of content

Recording and display of medications

NPSA design for patient safety
(on-screen display of
medications)

www.nrls.npsa.nhs.uk/resources
/?entryid45=66713&qg=0%ACdes
igh+for+patient+safety%AC

Guidance for vendors and those
procuring e-prescribing systems
on safe on-screen display of
medications to avoid
misinterpretation.

Common User Interface -
medications management
guidance

www.cui.nhs.uk/Pages/NHSCom
monUserlnterface.aspx

Guidance for vendors on display
of and interaction with
medication records, including
format and layout of medication
lines and lists, prescribing, drug
administration and timelines.
Note that this guidance has
been found difficult to
implement and it has not been
approved as a standard.

Medication record content, syntax and coding

Dictionary of Medicines and

Devices (dm+d):

e dm+d implementation
guidance (secondary care)

e dm+d implementation
guidance (primary care)

e dm+d implementation
guidance (extemporaneous
preparations)

http://www.dmd.nhs.uk/docum
entation/index.html

dm+d XML

Editorial Policy Release 2
Version 3.0 - March 2012

dm+d Technical Specifications of
Data Files Release 2.0 Version
3.0

dm+d Data Model Release 2.0
Version 3.0

dm+d implementation guidance
dm+d Implementation Guidance
(Primary Care) (PDF, 1Mb)
dm+d Implementation Guidance
(Secondary Care) (PDF, 1Mb)
dm+d Extemporaneous
Preparation Implementation
Guidance (PDF, 184Kb)
SNOMED CT UK drug extension
SNOMED CT UK Drug Extension
Editorial Policy v1.6 (PDF,

679Kb)

Guidance for vendors
implementing NHS dm+d in
secondary and primary care
systems. Also implementing
medications requiring recipe or
formula preparation (eg
parenteral preparations).

dm+d XML files (weekly)
SNOMED CT UK Drug Extension

www.uktcregistration.nss.cfh.nh
s.uk/trud3/user/guest/group/0/

Files containing updated dm+d
and SNOMED CT items.
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http://www.nrls.npsa.nhs.uk/resources/?entryid45=66713&q=0%ACdesign+for+patient+safety%AC

http://www.nrls.npsa.nhs.uk/resources/?entryid45=66713&q=0%ACdesign+for+patient+safety%AC

http://www.nrls.npsa.nhs.uk/resources/?entryid45=66713&q=0%ACdesign+for+patient+safety%AC

http://www.cui.nhs.uk/Pages/NHSCommonUserInterface.aspx

http://www.cui.nhs.uk/Pages/NHSCommonUserInterface.aspx

http://www.dmd.nhs.uk/documentation/index.html

http://www.dmd.nhs.uk/documentation/index.html

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmddownload.nhs.uk/

http://www.dmd.nhs.uk/implementation/dmd.pdf

http://www.dmd.nhs.uk/implementation/dmd.pdf

http://www.dmd.nhs.uk/implementation/dmd2nd.pdf

http://www.dmd.nhs.uk/implementation/dmd2nd.pdf

http://www.dmd.nhs.uk/implementation/extemporaneous.pdf

http://www.dmd.nhs.uk/implementation/extemporaneous.pdf

http://www.dmd.nhs.uk/implementation/extemporaneous.pdf

http://www.dmd.nhs.uk/documentation/drugextepol.pdf

http://www.dmd.nhs.uk/documentation/drugextepol.pdf

http://www.dmd.nhs.uk/documentation/drugextepol.pdf

http://www.uktcregistration.nss.cfh.nhs.uk/trud3/user/guest/group/0/home

http://www.uktcregistration.nss.cfh.nhs.uk/trud3/user/guest/group/0/home



Documents/resource

Location

Outline of content

(four weekly)plus UK drug bonus
files and e-prescribing subset
files

Downloadable from Technology
Reference data Update
Distribution (TRUD). (HSCIC).

Draft NHS dose syntax model
v0.8

Not published. Available from
Health and Social Care
Information Centre
(information.standards@hscic.g
ov.uk )

A model for the way in which
medication administration
instructions should be recorded.

NHS Scotland — a medication
and allergies OpenEHR
archetypes model, available for
review

www.clinicalmodels.org.uk

A review of outpatient
medication and allergy clinical
information models being
developed as part of the work
led by SCIMP in NHS Scotland to
update and align the way that
these concepts are handled in
clinical messages.

Procuring e-prescribing systems

NHS CFH e-prescribing system
guidance

www.connectingforhealth.nhs.u

k/eprescribing

Various resources for those
procuring e-prescribing systems,
including a functional
specification for an e-prescribing
system and lessons learnt.

Medication transfer between care settings

RPS 'Keeping patients safe when
they transfer between care
providers: getting the medicines
right' report, 2012

www.rpharms.com/getting-the-
medicines-right/keeping-
patients-safe-report.asp

Guidance for vendors and
pharmacists on implementing
electronic transfer of
pharmaceutical records.

Technical specifications for
transfer of medication
information between care
settings

Available from Health and Social
Care Information Centre
(information.standards@hscic.g
ov.uk )

Various technical specifications,
including: medications carried
within the GP2GP record
transfers, medication records
sent to the Summary Care
Record and prescriptions sent
from GP to pharmacy.
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Appendix — strategic medications working group membership

Name Organisation

lain Carpenter Royal College of Physicians

Jo Goulding Health and Social Care Information Centre

Stephen Jackson Kings College Hospital/ Academy of Medical Royal Colleges
Emyr Jones Department of Health Informatics Directorate

lan McNicoll Royal College of General Practitioners

John Williams Royal College of Physicians

John Williams Royal College of General Practitioners

Heidi Wright Royal Pharmaceutical Society
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Admission –Stage 1 Medication Clerking

Patient

Attends / Admitted 

Clinician needs to 

Establish Patients 

Medication History

Retrieve SCR Record 

(View Only)

Print SCR

Review & Verify GP 

Medication(s) List

Review & Verify GP 

Medication(s) List

Update 

Medication(s) List 

with Amendments 

& Additions

Discrepancies

Identified?

NO

YES

Manually Integrate 

Relevant 

Medication(s) into 

PAS Record

Complete 

Admission / 

Consultation 

Process

Duplicate Relevant 

Entries on Patient 

Paper Drug Chart

As part of the medical history review, 

current medication at the point of 

admission / attendance needs to be verified 

and clerked into the patients hospital EPR.

Sources of information include:

Care Home Documentation

Hospital I.T. System(s)

Transfer of Care Reports

Patients GP / Summary Care Record

This can be accessed via the spine portal or by 

a fully integrated SCR viewer.

Compatible systems with SCR viewer include:

TPP SystmOne (GP & Community) 

Emis Web (GP & Community)

Adastra (Out of Hours)

Servelec Rio (Mental Health)

Ascribe Symphony (A&E)

Quicksilva

“1-click” systems are:

Lorenzo

Inability to both view the SCR and to clerk 

medications into the system at the same 

time, requires a paper copy of the SCR to 

be available for the clerking process.

Patient is Recorded in the PAS.

Dependant upon the setting some 

preparatory work may commence on 

the consolidation of existing patient 

medications, either in paper form or 

electronically.

Clinician attends Patient / Patient Proxy 

to commence medication validation.

Sources of information include:

Patient / Patient Proxy

Accompanying Medication

Accompanying Repeat Counterfoils

Pre-Assembled Documentation

Hospital I.T System(s)

This process may include scanning in 

documentation which is to be retained 

within the EPR.

Process may include further iterations of 

‘clerking’ for other medications:

Over the Counter Medication

Homeopathic / Alternate Remedies

Issued Elsewhere (Not yet part of GP List)

Process may include the prescription of 

medication for use during the admission 

stay or after the attendance event.

Supply SCR 

Information

Patient / Patient Proxy confirm with the 

Clinician the correctness of, or amendments 

to the existing medications list:

New Medications.

Medications No Longer in Use.

Changes to Dosage.

Changes to Frequency of Use.

Manually Integrate 

Relevant 

Medication(s) into 

PAS Record
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Admission –Stage 1 Medication Clerking

Patient

Attends / Admitted 

Clinician needs to 

Establish 

Medication History

Retrieve GP 

Medication History

Retrieve GP 

Medication List

Present Integrated 

View of GP 

Medication(s) for 

Manipulation

Review & Verify 

Medication(s)

Review & Verify 

Medication(s)

Amend Medication 

Details

Medication

Missing

from List?

YES

YES

Integrate 

Medication into 

“Medication on 

Arrival List” in PAS 

Record

Complete 

Admissions Process

Provide GP 

Medication List

Present GP 

Medication List

Patient is Recorded in the PAS.

Dependant upon the setting some 

preparatory work may commence on 

the consolidation of existing patient 

medications, either in paper form or 

electronically.

As part of the medical history review, 

current medication at the point of 

admission / attendance needs to be verified 

and clerked into the patients hospital EPR.

Sources of information include:

Care Home Documentation

Hospital I.T. System(s)

Transfer of Care Reports

Patients GP / Summary Care Record

Clinician attends Patient / Patient Proxy 

to commence medication validation.

Sources of information include:

Patient / Patient Proxy.

Accompanying Medication.

Accompanying Repeat Counterfoils.

Pre-Assembled Documentation.

Hospital I.T System(s).

This process may include scanning in 

documentation which is to be retained 

within the EPR.

Within the PAS, a suitably authorised person 

initiates the process to retrieve the “GP Prescribed 

and Listed Medications” defined in the GP 

Connect Medicines Reconciliation Process.

Integrated view of the GP Medication(s) List is 

presented via a functional screen within the Host 

System to enable “Selection” and / or 

“Manipulation” of each individual entry for inclusion 

into the functional Electronic Patient Record.

Patient / Patient Proxy confirm with the 

Clinician the correctness of, or amendments 

to the existing medications list:

New Medications.

Medications No Longer in Use.

Changes to Dosage.

Changes to Frequency of Use.

Save a Copy of GP 

Medication(s) to the 

PAS Record

Saving a “Date Stamped” Copy of the GP Medications 

List, will enable Historic Review(s) of this data to be 

completed as required.

The “Date Stamped” Copy of the GP Medications List 

will be retrievable for future manipulation during 

discharge Medicines Reconciliation to overcome any 

intervening changes within the Patients GP System over 

the intervening period.

Add New 

Medication for 

Inclusion

Mark the  

Medication for 

Inclusion

“With Amendment”

Process may include the prescription of 

additional medication for use during the 

admission stay or after the attendance event.

NO

Mark the  

Medication for 

Inclusion

“As-Is”

Record New 

Medication Details

Discrepancy 

with Listed 

Medication?

NO

Medication Still 

In Use?

YES

NOMark for Exclusion

Medication Clerking Process:

This as a repetitive process to be completed 

for each medication item assembeld by the 

clinician and each additional item identified 

by the patient / patient proxy.

Add Reason for 

Exclusion
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Discharge –Stage 2 Clinical Validation and Medication Reconcilliation

Create

Electronic

Discharge

Summary

Discharge

Summary

Created

Patient

Paper

Drug Chart

Complete

Discharge

Summary

Discharge

Summary

Sent to GP

Conduct TTO

Clinical 

Verification

TTO

(To Take Out) 

Prescription 

Created

Receive TTO 

Medications for 

Patient

Discharge

Summary

Updated

Discharge

Summary

Finalised

Discharge

Summary

Received

This is done using the Data 

Transfer Service (DTS).  This is a 

secure service for application to 

application messaging.

Conduct

Medicines

Reconciliation

Update

Discharge

Summary

Patient

Discharged

Patient

Paper

Drug Chart

Receive 

Medications

Deliver TTO 

Medications to 

Ward

Dispense TTO 

Medications to 

Patient

Notify

Ward Staff

Notify

Pharmacy

Staff

Dispense TTO 

Medications to 

Patient

Discharge

Patient

Receive 

Notification

Patient

Paper

Drug Chart

Receive 

Notification

What the Patient is Currently Taking

Compared Against

What the Patient Should be Taking

What the Patient was Taking on Arrival / Admission

Compared Against

What the Patient will be Taking on Discharge

Prepare TTO 

Medications

Patient

Paper

Drug Chart

Patient

Paper

Drug Chart

New Medication

Unchanged Medication

Changed Medication

Stopped Medication

Medications Administered

Review & Verify 

Medication(s)

Patient / Patient Proxy confirm with the 

Pharmacist the correctness of, or amendments 

to the existing medications list:

New Medications.

Medications No Longer in Use.

Changes to Dosage.

Changes to Frequency of Use.

Stage 1

Reconciliation 

List
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Discharge –Stage 2 Clinical Validation and Medication Reconcilliation

Create

Electronic

Discharge

Summary

Discharge

Summary

Created

Complete

Discharge

Summary

Discharge

Summary

Sent to GP

Conduct TTO

Clinical 

Verification

TTO

(To Take Out) 

Prescription 

Created

Receive TTO 

Medications for 

Patient

Discharge

Summary

Updated

Discharge

Summary

Finalised

Discharge

Summary

Received

This is done using the Data 

Transfer Service (DTS).  This is a 

secure service for application to 

application messaging.

Conduct

Medicines

Reconciliation

Update

Discharge

Summary

Patient

Discharged

Receive 

Medications

Deliver TTO 

Medications to 

Ward

Dispense TTO 

Medications to 

Patient

Notify

Ward Staff

Notify

Pharmacy

Staff

Dispense TTO 

Medications to 

Patient

Discharge

Patient

Receive 

Notification

Receive 

Notification

What the Patient is Currently Taking

Compared Against

What the Patient Should be Taking

What the Patient was Taking on Arrival / Admission

Compared Against

What was Administered

Compared Against

What the Patient will be Taking on Discharge

Present 

Integrated

View for 

Manipulation

Integrated view of the GP Medication(s) 

List is presented via a functional screen 

within the Host System to enable 

“Selection” and / or “Manipulation” of 

each individual entry for inclusion into 

the functional Electronic Patient Record / 

Discharge Summary.

Retrieve Dated 

Copy of GP 

Medication(s)

Retrieve a “Date Stamped” Copy of the 

GP Medications List created during the 

Admission Process.

Due to potential delays reconciling within 

the GP System, retrieving a current list 

directly utilising GP Connect could 

produce inaccuracies against what was 

recorded at the time of admission.

Prepare TTO 

Medications

New Medication

Unchanged Medication

Changed Medication

Stopped Medication

Medication Administered

Review & Verify 

Medication(s)

Patient / Patient Proxy confirm with the 

Pharmacist the correctness of, or amendments 

to the existing medications list:

New Medications.

Medications No Longer in Use.

Changes to Dosage.

Changes to Frequency of Use.
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