General System Requirements

1. Basic (overarching) Features

	Ref
	Description
	Delivery Priority

	
Delivery Priority Codes
1 = Essential
2 = Desirable and would be anticipated as being available in the near future
3 = Desirable in the longer term


	
	Basic Features
	

	GS1
	All actions performed within the system must be date-, time- and
user-stamped and be auditable.
	1

	GS2
	Prescribers should be able to access the system from remote places
as agreed locally and according to security requirements.
	1

	GS3
	The identification of the patient for whom medicine(s) are being
prescribed and/ or administered must be clear and consistent to
prevent errors
	1

	GS4
	If there are patients on the ward or in the hospital/clinic with the
same name or surname then the system must warn users about this and suggest additional checks during prescribing and administration e.g. date of birth, address etc.
	1

	GS5
	Private patients must be distinguished from government-supported patients or patients supported by social services for
prescribing purposes and for costing. Other groupings will be as
defined in specifications relating to patient administration functions.
	1

	GS6
	Both adult and pediatric services must be provided within the same system. There must be clear separation of the prescribing
functionality using a combination of access controls and decision
support to ensure that prescribing is undertaken using the right
pathway i.e. the system should default to a pediatric/ neonatal formulary when prescribing for children to avoid prescribers being
presented with adult drugs and doses when prescribing for children.
There must be an option for prescribers to decide whether to treat
adolescents with pediatric or adult doses/ regimens.
	1

	GS7
	Complex specialty requirements must also be provided within the
same system e.g. anesthetics (gases are prescribed), oncology etc. In addition to the, above there must be clear separation of the prescribing functionality in these areas using a similar combination of access controls and decision support.
This must be locally flexible to allow for cross-specialty working and
training requirements.
	1-2

	GS8
	The system must support the continued prescription and administration of medicines (mainly drugs given by continuous
infusion) that have been started by anesthetists or other prescribers in other clinical areas when a patient is transferred
between wards.
	1

	GS9
	The ability to record a patient’s weight and height must be available
as should the ability to update it. This should be date-/ time stamped and should state whether the measurement was actual or estimated. It must be possible to enter the information in either imperial or metric measures; imperial measurements being
converted to metric.

	1

	GS10
	Allergies and intolerance to medicines must be recorded and link to
decision support to generate reminders and alerts should similar
medicines be selected in future. A patient’s allergy status should be
visible at all times as part of the patient banner or equivalent.
The capture and/or update/confirmation of allergy status must occur before any prescribing takes place on the system. It should be
confirmed at each admission so that any subsequent prescribing can be supported for allergy/intolerance checking. If it is not possible to capture this on admission the system must continue to alert to users accessing the medicines pathways until allergy information has been entered.
A positive entry of ‘no allergy known’ must also be possible and
updateable.
The information captured must be coded (both the medicines and
other clinical entities) to ensure that the information can be
transferred between systems in a safe and consistent manner and
be available for reporting purposes.
Detail as to who entered the information and when must be
retrievable in real time.
	1



2. Assessment requirements

	Ref
	Description
	Delivery Priority

	
Delivery Priority Codes
1 = Essential
2 = Desirable and would be anticipated as being available in the near future
3 = Desirable in the longer term


	GS11
	It must be easy to see which medicines a patient has been
prescribed and given in the past  and the reasons why a medicine was started, amended and/ or stopped (if available). It must be possible for users to look at specific dates/admissions or to look at the whole record more generally. 
	1

	GS12
	A complete list of the medicine(s) that a patient is being prescribed
prior to admission should be visible within the system from current
primary care records or previous hospital if an inter-hospital transfer has taken place.
This should include the name of the drug, form, strength, dose and
administration instructions, the date it was started and by whom and the dates of supply. If an indication is available this should also be included. 
	2

	GS13
	Nationally held patient medication records should be kept by the system. The system must support the use of local access controls for this functionality. The person entering the drug history should be clearly identified. The source of a patient’s medication history should be recorded either for the whole history or line by line if different sources are accessed and such a detailed record is required i.e. the use of this functionality should be optional for users. 
	2

	GS14
	The system must support the recording of illegal/ street drugs that
the patient is taking outside of hospital as part of a medication
history and/or other note.
	2

	GS15
	The system should facilitate the recording of whether a patient is on a nebulizer at home and/ or oxygen (including the type if available e.g. concentrator with details of the flow rate etc).
This information must be available during the discharge process and highlight appropriate ordering requirements 
	1

	GS16
	Medicine that is being taken currently must be highlighted as such on the initial patient prescription. 
	1

	GS17
	The renal function (creatinine) and date measured should be visible
to all prescribers during admission when available and updated each time a new creatinine is measured.
A calculation for the patient’s creatinine clearance should be
performed. It should also state that this is only an estimate unless a true creatinine clearance has been measured in which case this should be displayed in preference.
	1-2






	GS18
	If a patient is pregnant or breast feeding then this information should be visible each time a new medicine is prescribed or medicines pathways entered and should be linked to decision support to highlight any medicines that may be contra-indicated or carry a warning.
There must checks within the system to ensure that the recording of pregnancy/breast feeding is questioned/removed when no longer valid.
	1



Display and Viewing Requirements

	Ref
	Description
	Delivery Priority

	
Delivery Priority Codes
1 = Essential
2 = Desirable and would be anticipated as being available in the near future
3 = Desirable in the longer term


	GS19
	It must be possible to access/ view all current and previous
prescriptions for a particular patient be it for inpatient, discharge or
outpatient medicines: there must be clear differentiation between the differing ‘types’. For the current admission it must be possible to easily view the current medicines list, all dose changes, medicines stopped and started with dates, the reasons why and the prescriber details.
Access may be required from any area of a patient’s electronic
health record.
	1

	GS20
	Differing views of the medicine(s) record must be available but
should always be derived from the current complete medicine(s) list (unless a specific pathway to review historical information is directly accessed which cannot then be used to prescribe new medicine) to ensure that medicines are not missed by system users.
The different views of medicine(s) that must be supported with
differing sorts include but should not be limited to:
• the current medicines according to prescriber
• current medicines with administration history visible
including given and not given doses
• medicines being taken on admission
• medicines stopped in admission
• medicines prescribed for discharge
• medicines newly prescribed in hospital
• medicines prescribed during previous admissions by
episode or according to indication
• medicines recently discontinued

The system must be sufficiently flexible to allow different displays of active medicine(s) to be generated that meet the varying needs of different roles, user types and activities i.e. it should be possible to sort on any attribute and/or over a timeline. For example the view for drug administration will be different to an overall summary screen.
Examples of sorts that will be required for viewing medicine(s) lists
include:
• Chronological and reverse chronological order of start
date.
• Formulation e.g. liquids, tablets, infusions/injections, eye
drops, topical medicines etc.
• Route e.g. oral, parenteral, topical.
• Specialist e.g. insulin, warfarin etc.
• Short courses vs. long term vs. one off vs. ‘when
required’ vs. repeat prescriptions.
• Therapeutic category e.g. antibiotics.
• Formulary status.
• Diagnosis/ indication.
• Controlled drug status.
• Prescribed according to specialty.
• Drugs due at a particular time of day.
• Drugs missed on previous drug round.
• Drugs with alerts generated against them.
• Discontinued medicines.
• Unlicensed medicines.
• Storage location e.g. ward stock, fridge.
• Source of initiation i.e. primary care vs. hospital.
• Medicines modified.

It must be possible to request the display of additional information
with specific sorts e.g. the addition of sensitivity results with
antibiotics, INRs with warfarin, blood sugar results with insulin etc.
and to generate trend results in relation to prescriptions over a
period of time.
	1-2
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