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FAQs Electronic Record Sharing – Summary Care Record (SCR) 2.1 

 

Q. What is SCR? 

A. The Summary Care Record is an electronic record of patient information, created from GP 

medical records. It can be seen and used by authorised staff in other areas of the health and 

care system involved directly in the patient’s care. Unless they have specifically opted out, 

all patients have a core SCR, containing basic information.   

Q. What is the difference between SCR and SCR 2.1? 

A. SCR 2.1 allows for additional information to be added to the core SCR if the patient 

consents. Within LLR we have an agreed enhanced data set enabling the important 

elements of a care plan to be summarised clearly and concisely and uploaded to SCR. 

Patients who do not consent to having an SCR with additional information will retain their 

core SCR, unless they withdraw their consent.   

Q. I keep hearing reference there are different layers of consent - what does that mean? 

A. Core SCR is implied consent; SCR 2.1 is express consent and this is because we are 

sharing more information. Patients can opt in and out of sharing at any time. 

Q. Who decides what additional information is included in an SCR? 

A. The patient. They can choose to add any information to their SCR that they think will help 

improve their care. This can be of particular benefit to patients with detailed and complex 

health problems.  

Q. Can they ask for information to be withheld? 

A. Yes, they can ask that specific elements of their health record are marked as private and 

so not uploaded to SCR. 

Q. Can patients opt out of having a Summary Care Record? 

A. Yes. Patients can choose to opt out at any time, and they should let their GP practice 

know by filling in an opt-out form (PDF, 245.9kb) which can be downloaded here; 

https://digital.nhs.uk/summary-care-records 

Q. What if they change their mind and want to opt in? 

A.  Patients can opt back in at any time should they change their mind. If so, they should 

speak with their GP.  

  

http://systems.hscic.gov.uk/scr/library/optout.pdf
https://digital.nhs.uk/summary-care-records
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Q. Can patients access their own Summary Care Record? 

A. Yes. From April 2015 all GPs should give their patients online access to summary 

information in their records. However, patients wishing to view their own Summary Care 
Record need to speak with their GP. Patients are not able to access SCR online by 
themselves. 
 
Q. Who can access or view SCR? 
 

A. Only authorised healthcare professionals directly involved in a patient’s care can 

access SCR. So this means that the person viewing SCR: 

 needs to have an NHS Smartcard with a chip and passcode 

 will only see the information they need to do their job 

 will have their details recorded every time they look at a record 

 
Q. Do I need to seek permission every time I want to view SCR? 
 
A. Yes, the healthcare professional must seek the patient’s permission if they need 
to look at SCR. The only exception is if a patient is unconscious or otherwise unable 
to communicate, the healthcare professional may decide to look at their record 
because doing so is in the patient’s best interest. This access is recorded and 
checked by the Privacy Officer of the organisation to ensure it is appropriate. 
 

Q. Is the Summary Care Record available outside of England? 
 
A. No, SCR is currently only accessible in the NHS in England, and not in the other 
countries in the United Kingdom. 
 
Q. Who is responsible for updating the SCR? 

A. As the data source for the SCR is the patient’s electronic GP record, the practice 

Data Controller is ultimately responsible. The content is maintained by the GP 

practice and updated automatically when it is changed in the GP record.  

Q. Will other healthcare providers ever be able to update SCR directly? 

A. No, not for the foreseeable future.  Providers have SCR as a ‘read only’ view of 

the patient’s electronic GP record. Information can only be added by the GP practice, 

via entry onto the GP practice system. Where a medication has changed, this 

information should be shared with the patient’s practice in order that they can update 

the GP record accordingly.  

  



 

3 

Summary Care Record    V1.0 May 2017 

Quicker access diagnosis treatment 

 

Leicester City Clinical Commissioning Group 
West Leicestershire Clinical Commissioning Group 

East Leicestershire and Rutland Clinical Commissioning Group 

 

Q. Do practices have to duplicate demographic information, such as next of kin and 

carer details? 

A. This depends on whether that information is already coded within the patient 

record; if it is, then it doesn’t need to be added again unless the details have 

changed. But if the demographic details are not coded in the record, practices will 

have to duplicate the information for it to pull through to SCR.  

Q. If a patient has an existing Care Plan will that information pull through to SCR? 

A. For existing care plans created using earlier care planning templates, much of the 

existing care plan information will pull through to the Summary Care Record, but 

some codes are not in the Inclusion Dataset, and so will not be added. Please note 

that the care plan will only be shared if the patient has given express consent to 

have an SCR with additional information. We are developing a pre-care planning 

document to enable you see where there are gaps in each patient’s electronic care 

plan and so identify what work needs to be carried out. Further information will follow 

in the next couple of weeks. 

 

 


