
Achieving the Single Patient Record  
One of the cornerstones of the Government’s strategy for healthcare is the ambition for 
a Single Patient Record (SPR), the case for which is well understood and accepted, 
although the mechanism for delivery has been the source of some debate.   

Various options have been discussed and put forward. This paper reflects on those 
options and considers what we can learn from other countries, as well as how we might 
leverage our existing capabilities without a risky and costly ‘rip and replace’ strategy. 

What is an SPR anyway? 
It’s always prudent to start with a definition, and our view is that the desired outcomes 
of the SPR are essentially two-fold: 

1. Better patient care  
2. Patient empowerment 

To keep things simple, in a word, the definition of the SPR is Data. 

Data availability ensures clinicians and carers have the information they need to deliver 
the best care. It also empowers the patient to manage their own data and thereby their 
own healthcare. 

How can this be achieved? 
When considering how the implementation of an SPR could be achieved, we are going 
to explore some of the options we believe are currently available to us, at different 
levels. 

Data Layer 

There is much debate about whether the data should reside in Centralised or Federated 
models. We propose a Hybrid model, where core data is held (persisted) in NHS spine 
services. For example, an enhanced Patient Demographics Service (PDS) or National 
Record Locator (NRL) with supplementary data surfaced in real time, on demand, from 
where it was created.  

A Hybrid model 

This approach reduces the need for a sizeable data lake, with the aim to instead provide 
sufficient data to medically train Generative AI*; to produce insights, patient 
summaries, and support interactions with patients.  

* this paper does not seek to explore the use and value of AI to the SPR, but we also 
don’t believe it should be ignored! 



A persisted data layer would also support concepts such as a Universal Care Plan with 
multiple agencies and the patient being able to access and modify. 

In line with the hybrid model, the Connecting Care Records (ConCR) programme is now 
in full flow, connecting Shared Care Records (ShCR) to the NRL. This effectively 
provides a network of data sources sharing the International Patient Summary dataset. 
We appreciate this is only the beginning, but in the short term there is scope to expand 
on this model to deliver value quickly. It would be wise to leverage what we already 
have. 

Federated Data Platform 

A further option would be to utilise the Federated Data Platforms (FDP) as ‘regional’ data 
layers linked to the core. Currently these hold operational data, such as waiting lists, 
but this could be supplemented by data from the ShCRs or directly from capable 
systems, subject to the appropriate Information Governance (IG)* around data for direct 
care and research. 

*this paper does not seek to explore the challenges around IG, data ownership, privacy 
concerns, not to mention security, suffice to acknowledge that these are considerable! 

Standards 

A key issue with ShCRs is the variability of the data. There are a range of proprietary data 
exchanges which make it difficult to join things up. If we are going to converge towards 
the SPA, we must align to Standards. 

There are various international standards to choose from (IHE, FHIR, OpenEHR, ISO 
13606, OMOP etc), but the choice is not binary. It’s essential to select the most 
appropriate standard for the use case in mind – standards were designed for specific 
needs, and it’s arguably necessary to use more than one standard. As a simple 
example, many people share the view that FHIR is for data exchange and OpenEHR for 
persistence and query, and that the former can be used as the transportation vehicle to 
feed the latter. 

True interoperability requires all systems to be standards based, and this should be 
mandated in law and regulated for compliance. Any attempt to enforce true 
interoperability on the myriad of diverse legacy systems in use, across both health and 
care, should carefully consider challenges such as technical debt and funding models. 
In short, the complexity and scale of this undertaking should not be under-estimated! 

Application layer 
The separation of data and application layers is now universally accepted as best 
practice, so current and future applications should be optimised to access and update 



data within the SPR. We believe, as do many, that an omni-channel approach is 
necessary. 

All healthcare systems, including ShCRs, should have read-write capability with the 
persisted (centralised) data layer via open Application Programming Interfaces (API). 
Perhaps the most crucial application, however, is the patient-facing NHS App.  

Through initiatives such as Wayfinder, the NHS App is increasingly becoming a tool for 
patients to manage their own healthcare data and we believe investment must be 
prioritised, both in core functionality and that delivered by third party integrations. 
Enhancements in onboarding should serve to stimulate innovation in the private sector, 
where a streamlined process would be necessary so as not to deter smaller sized 
suppliers. 

When exploring the application layer, we could add value to the patient experience by 
ensuring that the NHS App is also a ‘provider’ of data to the SPR. Patients should be 
able to contribute to their own care plans, communicate with healthcare workers, and 
upload their own health data (e.g. from monitoring devices and wearables), encouraging 
greater ownership of their own health and care. 

As an example of patient empowerment via the NHS App, Interweave (together with 
Synanetics) built a Proof of Concept (PoC) for the G7 Summit which showed how a 
subset of data (based on the International Patient Summary FHIR standard) could be 
shared by patients. The result was a QR code which could be held in the digital wallet of 
the patient’s smartphone and shared with healthcare workers in the UK or when abroad.  

What can we learn from others? 
This section explores learnings from other countries who have achieved the ambition of 
a SPR, or who are still on the journey. 

Estonia 

Launched in 2000, the backbone of Estonia’s digital infrastructure is ‘X-Road’, a 
decentralised data exchange layer which allows healthcare organisations, and other 
Government departments, to share and access data in real time.  

In 2008, X-Road enabled the establishment of a Nationwide Electronic Health Record 
(EHR) which centralised patient records. Crucially, the EHR was built on top of X-Road, 
which retained a key role in ensuring interoperability and data sharing across sectors.  

By 2015, Estonia had achieved a fully integrated digital healthcare system via a single 
platform. 

The UK already has a strong foundation for digital healthcare through the NHS Spine, 
NHS App, and ongoing digital transformation projects such as the ConCR programme. 
Achievable in the short term, this foundation could be strengthened to lay the 

https://synanetics.com/
https://digital.nhs.uk/services/connecting-care-records


groundwork for centralised patient records, providing the time needed to overcome 
digital maturity and interoperability challenges. Not to mention Information Governance 
(IG), privacy, and so on. 

Denmark 

We can also learn from Denmark, who created a long-term Health Strategy with cross-
party support which allows the model to survive changes in Government and ensure 
longevity.  

Achieving a fully functional SPR will take more than one Government term, as evidenced 
by Denmark’s rough timeline: 

• 2003 – National Strategy to unify health records 
• 2013 – Single Shared Medication record (FMK) 
• 2018 – Consolidation of Hospital EHRs into fewer regionally managed systems 
• 2020s – Health records become fully digital with healthcare workers and 

patients accessing a unified system 

Other areas of note 

Estonia and Denmark are not the only countries to be working with an SPR. Here are 
some other examples in brief: 

• The different regions of Spain are progressing with their own plans, but they are 
now 15 years into their journey 

• Sweden have made progress but have a decentralised structure with similar 
challenges to the UK around interoperability of vendor systems and concerns 
over privacy and security, they are working on a ‘Vision for eHealth 2025’ 

• Australia has My Health Record, a patient portal which is similar to the NHS App, 
however, not all providers are integrated. Australia faces similar challenges 
around interoperability, although initiatives such as Sparked FHIR 
(https://sparked.csiro.au/) aim to address the challenge and accelerate data 
sharing 

What have we learned? 
Based on learning from others, we should consider the following: 

1. It’s prudent to build a strong backbone first, so the UK should expand current 
capabilities and proceed in increments 

2. Recognising that the UK is not starting from scratch, we should still be realistic 
about the length of time for full implementation of an SPR 

3. Whilst Estonia and Denmark offer good examples of what can be achieved, we 
should also remember that population size and scale are important factors to be 
considered 

https://sparked.csiro.au/


Key components 

It’s clear that several key components need to be present to deliver the ambition of an 
SPR: 

1. Political will and legislation (Data Bill 2024, awaiting Royal assent) together with 
regulatory enforcement (e.g. vendor Contract terms must be enforced, and 
financial jeopardy used a strong ‘motivator’) 

2. Interoperability Standards – Data must conform to or be transformed to meet 
standards, so that data is truly portable across organisational and regional 
boundaries 

3. Patient-centricity – people must have control over their own data and feel safe 
sharing it via the NHS App 

Fundamentals 

In addition to the above, there are certain fundamentals that we cannot forget, 
particularly around user centred design principles which coalesce around the patient 
and the practitioners. Too many ‘IT system projects’ fail because they’re technology 
driven. Instead, we must always remember to put humans first… to paraphrase Steve 
Jobs; ”you have to start with the user experience and work back towards the 
technology”.   

Realism 

There is a world where ShCRs become obsolete. When every Electronic Health Record 
(EHR) in use across Primary care, Acute, Ambulance, Mental Health, Community, Social 
Care, as well as Tertiary and Voluntary sectors is standards compliant and interoperable 
via open APIs. Even when standards are applied, however, it remains difficult to bring 
data together in a coherent format due to poor data quality. So, whilst this should be the 
vision, the maturity and diversity of systems across the healthcare sectors means this 
is, realistically, a long-term vision.      

Progress towards the vision can be achieved in the short-term if the SPR roadmap 
follows those of other successful countries, to deliver incremental improvements in a 
realistic timeframe.  

Conclusion 
The goal of a Single Patient Record is ambitious but achievable, and is more likely to 
succeed, we believe, if sufficient attention is paid to the concepts and learnings 
explored in this paper. 

Putting this into a more tangible format, a high-level outline roadmap could look 
something like: 

1. Strengthen NHS Spine capabilities 



2. Leverage and link existing standards-based ShCRs (via the ConCR Programme), 
mandating FHIR and SMOMED-CT standards (the use of both being necessary to 
preserve shared meaning, i.e. to deliver semantic interoperability) 

3. Develop the NHS App to become the National PEP 
4. Create a small central patient data store (using international standards such as 

FHIR for messaging and OpenEHR for storage) 
5. Deploy central AI capabilities against the core data store 
6. Mandate direct links between EHRs (across both Health and Care sectors) and 

the central data store, enforced by legislation, contracts and regulation 

The first two steps will effectively create a single, if federated, patient record, and is 
something within reach over the next couple of years. Beyond and alongside that, the 
subsequent steps will move us closer to the vision, while ShCRs continue to deliver 
benefits seen in previous years as they continue to mature.  
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