
Summary of PCRS position 

A Single Patient Record, which is available to patients and healthcare professionals from different care 
settings alike, and includes information on investigations, care records, results, medical notes by 
clinicians and coding information, would optimise resources and improve patient care and outcomes 
by facilitating timely and accurate transfer of medical information. The Primary Care Respiratory 
Society (PCRS) believes that the continued reliance on written patient records, multiple non 
interoperable computer systems which result in poor information flow between care settings, is 
neither acceptable nor aligned with the NHS’s analogue to digital ambition.  
 
Introduction 

The PCRS recognises that many of our members across primary, community and secondary/tertiary 
care face significant barriers to effective patient management due to limited or delayed access to 
patient notes, investigation results, clinical letters and care records. 

PCRS supports the ambitions set out in the NHS 10 Year Plan: Fit for the Future1 and believes that a 
core element of the analogue to digital transition must be the creation of a Single Patient Record. 
Such a system would reduce delays in communication, ensure timely availability of results and enable 
clinicians to access essential information at the point of care—improving patient outcomes and 
reducing unnecessary duplication. 

We also support giving patients access to this information to enhance their understanding and 
engagement in their own care. A unified record would further enable more meaningful, integrated use 
of data across the NHS, strengthening service planning, evaluation and development.   
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Background 

In some parts of the NHS, clinicians have used a 

computerised patient record since the 1990s and many in 

primary care converted to paperless (computerised records) 

at the introduction of the Quality and Outcomes Framework 

(QOF) in 2002.2 However, there are still some parts of the NHS 

where paper records are the norm.3  

It is of concern that, although so many facets of our lives such 

as online purchasing, banking, etc are now carefully managed 

by electronic/single systems, this is not yet considered a 

priority in the NHS.  

Many clinicians in areas of the NHS are writing paper records 

and needing to access multiple different computerised 

systems (eg, x-ray/imaging, investigations, clinical, national 

spine, NEWS system, prescription system) within their Trust 

to deliver care, and these may not communicate with each 

other, nor with the core patient record in primary care.3  

There has been considerable research indicating that delays 

in diagnosis, care and treatment, discussions, advice and 

duplication of tests are due to delayed or non-existent 

communication, and research has suggested that repeated 

work accounts for at least 25–30% of clinical activity.4,5 The 

benefits of neighbourhood care and continuity with a single 

lead clinician are undeniable, but much of the patient’s care 

is shared amongst a variety of healthcare professionals 

requiring timely access to the patient record to ensure such 

continuity of care.6,7 The patient safety concerns about 

documentation in a variety of non-retrievable sources is clear 

when we consider drug allergy, prescription and potential 

interactions, and access to tests. PCRS believes that access 

to a single computerised record by all healthcare professionals 

involved in a patient’s care that is easily available, 

comprehensive and simple to code (for research and clinical 

searching) should be essential in the NHS. PCRS further 

believes it will improve safety, reduce duplication, support 

prevention and will more easily support innovation and, with 

patient access to the record, should enhance patient 

empowerment.2  

Perhaps one of the most fundamental concerns with the NHS 

10-year plan: Fit for the Future1 is a drive from analogue to

digital without a clear commitment to address the

fundamental issue of a Single Patient Record as a requisite.

Conclusion and PCRS position 

A Single Patient Record, which is available to patients and 

healthcare professionals from different care settings alike, 

would improve patient care and outcomes by supporting the 

secure, efficient and accurate transfer of medical information 

to all who require it. The record would include information on 

and access to investigations, care records, results and 

medical notes by clinicians, as well as coding for research and 

system development, which will help the NHS optimise 

resources. PCRS believes that the continued reliance on 

written patient records, alongside hospitals using multiple non 

interoperable computer systems resulting in poor information 

flow between community, primary and secondary care, is 

neither acceptable nor aligned with the NHS’s analogue to 

digital ambition.  
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