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• Medicines reconciliation is of 
critical importance when patients 
are admitted to hospital or 
discharged back to Primary 
Care.  Electronic messaging can 
make this task easier and safer and 
new developments are underway to 
coordinate this across all 
organisations and in all 4 Nations 
in the UK. 

 

 



Key Messages 
 

 

– What is medicines 
reconciliation? 

– Why is it important 

– Current plans 

– ECS and SCR 

– Way forward 

 

 

 

 

 



• GP records – Read codes, drug dictionaries, 
formularies, acutes, repeats, ‘just in case’. 

• Nursing – extended prescribers, specialist 
prescribers, palliative care  

• Psychiatric clinics, CPNs 

• Drug clinics, sexual health clinics, pharmacy 

• Community prescribers – paper or individual 
developments 

• Each designed by separate teams  

• Similar, but not identical message content 

• None of them interchangeable 



Secondary Care 

• Need structured messages 

• Need to define common 
medication standards 

• Allergies and adverse 
reactions 

• GP2GP leading the way 

• Need a way of maintaining 
any new requirements 
rather than inventing even 
more ways of doing things 



Electronic Prescribing and Administration





• Medication ‘muddle’ is replicated for all clinical content 
– Not unique to NHS Scotland! 

 
• Ineffective ‘clinical content’ standards development  

– unresponsive to projects, vendor requests 
– which are forced to bypass ‘standards’ process 

 
• Unsustainable  

– Re-duplication of clinical requirements gathering 
– Impedes and delays information sharing efforts 

A wider issue.. 



 

 

 

 

 

 

 

• “but not necessarily in the right order”.” 



 
 
• Clinical content standards must underpin sharing of 

computable information 
 

• Clinical practices and needs often overlap and sometimes 
contradict 
– alignment can only be achieved by communication and 

discussion by all stakeholders 
– evolution is the norm and must be managed 

Clinical content definition is not a 

technical problem 
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• Technical standards 

– High-level, strategic choices 

• SNOMED, dm+d, Ensemble, 
HL7, CDA, openEHR 

• Professional standards 

– e.g. Royal colleges 

– High-level clinical assurance 

– ‘Endorse’ emerging e-standards  

– Web based tools for 
collaboration and development 

 

 

 

 

A Plan 





What is ECS? 
 

• Emergency Care Summary 

• Patient information is extracted from 
GP Practice computer systems 

• Sent to ECS store twice daily 

• Explicit Consent to view ECS record 

• The information is ‘Read only’ and 
available to Emergency Care 
Providers 
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Incremental steps  

 

• Discussions 

• Emergency Care Summary 

• Palliative Care Summary 

• Key Information Summary 

• Aims to replace paper based faxing of 
“Special Notes” from GP Practices 

• Better than ‘the whole record’ 

• Structured information and summary box 

 

 

 



 



Key Information Summary 

• Contains: 

– Diagnosis and Problems 

– Contact / Carer details 

– Anticipatory Care details 

• Information only sent with patient consent (in 
line with Palliative Care Summary) 

• Where possible, information is already 
captured in GP Systems 



• Medications and allergies standard 

• Front-line clinical and vendor 
engagement 

• Web-based collaborative tools 

• Clinical content standards 

– Are vital to the aspirations of eHealth 
programs 

 
 

 



“Making the impossible very difficult” 




