
GP and Primary Care Data in the DCR



When you first access the GP Data tab, please first check that this is the correct person.



The emergency codes section enables 

a clinician to clearly see entries on the 

patient record associated with the 

emergency.



Problems include any issue that is significant to a 

patient and impacts their health and wellbeing. It 

includes diagnosis and events e.g. fall, drug overdose, 

safeguarding concerns, child protection plan, 

pregnancies and social issues such as bereavement 

or unemployment. It shows active and inactive major 

and minor problems and issues.

Problems can be filtered by date.



The Clinical Report contains information 

relating to the clinical care, health or wellbeing of 

the patient. This can include:

• childhood and travel vaccinations

• screening information

• past medical history.

The clinical reports can be filtered by date.



Observations include 

repeatable data from health 

professionals during 

assessment or care of their 

patient. It includes pathology 

results e.g. Alkaline 

phosphatase liver isoenzyme 

level, weight, height, BMI, pulse 

rate, blood pressure results, 

patient health questionnaire 

results, temperature, oxygen 

levels, frailty scores.

Observations can be filtered 

by date.



Encounters include planned pre-arranged 

appointments with the GP, unplanned 

encounters at an OOH clinic and those 

unrecorded through appointment modules, direct 

face-to-face encounters, indirect encounters i.e. 

the GP reviewing and updating the patient’s 

record on receipt of some tests results. 

Encounters can be filtered by date.

Examples of GP encounters entries:

• Acute and community admissions and discharges

• Ambulance episodes

• Appointment and outcomes e.g. DNAs

• Care arrangements

• Changes to patient preferences

• Consent

• Contacts e.g. daughter responsible for parent’s affairs

• Dates/types of communication, but not the content e.g. 

email to xx re: Covid or telephone conversation with xx 

about xxx

• Diagnosis

• GSF Prognosis indicator – framework for end of life care

• Incidents e.g. suicide attempt

• Observations and doctor’s response e.g. results normal, 

no further action

• Pathology requests

• Patient health questionnaire results

• Prescriptions

• Public protection notice references (but not content)

• Reference to police incident report (but not content)

• Referrals

• Reminder/alerts e.g. patient has a carer

• Reviews e.g. multidisciplinary reviews (MDTs), dementia 

care plans

• Safeguarding checks and concerns

• Texts sent to patients

• Vaccine events



Clinical administration includes administrative 

tasks such as:

• scheduling and administering appointments

• communication with other care organisations

• administering and monitoring safety process 

such as repeat medication or recalls for care

Clinical administration can be filtered by date.



Immunisations provides information about any 

immunisations that have been administered to the 

patient e.g. Covid vaccine, flu vaccine, tetanus, 

vaccines against pneumonia and bacterial 

infections etc., childhood vaccines e.g. measles, 

mumps and rubella.



Referrals are GP referrals to other services 

e.g. acutes, community. They are a request 

for transfer of care or a request to provide 

assessment treatment or clinical advice on 

the care of a patient.

Referrals can be filtered by date.



Medications provides a history 

of medications prescribed 

including the acute medications 

over the last 12 months, current 

repeat medication and 

discontinued repeat medication, 

all medication and medication 

issues.

Medications Issues show when 

an authorised medication has 

been turned into an order, usually 

a prescription. Authorised 

medications may, therefore, have 

multiple issues e.g. repeat 

prescriptions. Medications issues 

will not show whether the person 

has collected the medication from 

a pharmacy.

Medications can be filtered by 

date – however this will only 

apply to the sections All 

Medications and All Medication 

Issues; the remaining sections 

will return all records.

Please see next slide for 

the continuation of the 

screenshot.



Medication Record - continued



Allergies and Adverse Reactions is 

intended to provide the clinician with a list 

of patient’s current and historic allergies to 

enable safely prescribing and treatment 

recommendations.



Disclaimer

The screenshots in this training guide are taken from 

a test system and as such may vary slightly to the live 

DCR system. 

Screenshots in this training guide do not contain any 

real patient data.   

Data provided by source systems is read-only in 

DCR. There are various level of restrictions and 

sensitivities being applied within the Partner's 

systems, and the DCR respects and displays the data 

as provided by the Partners.

The information contained within the NHS Dorset 

system (the Spine) is the overriding system for 

updating demographics.

Access further support and information from 

https://news.dorsetcouncil.gov.uk/dcr-staff-area/learning-resources/ 
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