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Glossary of Terms 

Term / Abbreviation What it stands for 

NHS Pathways (CDSS) 

NHS Pathways is a programme providing the Clinical 
Decision Support System (CDSS) used in NHS 111, half of 
English ambulance services and NHS 111 Online. This 
triage system supports the remote assessment of over 15 
million calls per annum. These calls are managed by non-
clinical specially trained call handlers who refer the patient 
into suitable services based on the patient’s health needs 
at the time of the call. 
 
 

111 Online 

111 online is a fast and convenient alternative to the 111- 
phone service and provides an option for people who want 
to access 111 digitally.  
It is one of several digital NHS services that are 
empowering people to manage their own health and care. 

Where enabled 111 offers the ability for the patient to book 
direct into ED 

Repeat Caller Service 

The Repeat Caller Service is a national service and a core 
part of the Integrated Urgent Care national architecture. It 
acts as an audit for the NHS 111 service, monitoring users 
who have been processed through the service 3 times or 
more in a 96hour period. 

NHS appointment booking 
standard 

The NHS appointment booking standard is an 
open standard supporting booking across 
many care settings. It utilises the Care Connect FHIR 
messaging standard and is being published in the form of 
a website 

 

Fast Healthcare Interoperability 
Resources (FHIR) 

FHIR is a Health Level Seven International 
(HL7®) standard for exchanging healthcare information 
electronically. ... FHIR combines the best features of 
previous standards into a common specification, while 
being flexible enough to meet needs of a wide variety of 
use cases within the healthcare ecosystem. 

 

API 

API is the acronym for Application Programming 
Interface, which is a software intermediary that allows two 
applications to talk to each other. Each time you use an 
app like Facebook, send an instant message, or check the 
weather on your phone, you're using an API. 

Interoperability Toolkit (ITK) 

The Interoperability Toolkit (ITK) is a set of common 
specifications, frameworks and implementation guides that 
support interoperability. It is essentially an umbrella term / 
brand name. 

Clinical Document Architecture 
(CDA) 

The HL7 Version 3 Clinical Document Architecture (CDA®) 
is a document markup standard that specifies the structure 
and semantics of "clinical documents" for the purpose of 
exchange between healthcare providers and patients. 
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1 Executive Summary 

The Professional Record Standards Body (PRSB) was commissioned by NHSX for an initial 
discovery phase prior to a further commission to develop a standard for referral information from a 
111 service to the next point on the patient journey.  This is an important part of the revision of urgent 
care processes made even more prominent and important with the COVID-19 pandemic.   
 

In 2018 PRSB carried out a requirements study and produced a report on Urgent care information 
flows which included the high-level information which should be in a referral from a 111 clinical 
assessment service (CAS).  This discovery phase was to:  

• validate the 2018 work to see if it was still a valid basis for a 111 Referral standard  

• investigate if it would also work for non-CAS (call handler) referrals  

• consider if work to define a new clinical information model for the post event message to the 
person’s GP after a 111 contact should be included as part of the work to develop a 111 
Referral standard 

• Provide a plan for development of a 111 Referral standard and supporting a pilot for 111 
Referral to ED 

 
This discovery phase assembled an expert group of stakeholders from 111 and other urgent care 
services for a webinar, used interviews with system suppliers who collect and send information, and 
the end users who receive and interpret the information when providing direct care to patients.  The 
engagement is described in more detail in Section 3.   
 
Based on our research we were able to conclude that the standard recommended as part of the 
requirements study in 2018 is still fit for purpose.  However, there are a few additional data items that 
some end uses felt necessary to include in light of recent COVID-19 Pandemic. These include the 
social status of a patient e.g.  do they living alone, or reside in a care home, are they currently 
‘shielding’?   
 
It concluded that sufficient of the key information could be provided from the systems using the 
pathways triage process where the referral is from the call handler and not through a clinical 
assessment.    
 
It also concluded that work to produce a revised information model for the post event message to the 
person’s GP following a 111 contact was very closely aligned, would come from the same 111 
referral information, and need engagement from many of the same stakeholders, and so should be 
developed as part of the 111 Referral standard.   
 
The recommendation is therefore to move into Stage 2 of the 111 Referral Standard using the 
recommendations from the 2018 report with the changes noted in this report, and to ensure the 
standard is developed with an agile iterative approach through consultation to ensure the 111 
Referral Standard is true to the stakeholder requirements as the services and care settings able to 
take 111 referrals increases.   

 

2 Background 

Integrated Urgent Care (IUC) describes a range of services including NHS 111 and IUC Treatment 
Centres which aim to ensure a seamless patient experience with minimum handoffs and access to a 
clinician where required.  An important part of the seamless patient experience is to ensure the 
information gathered from the patient is shared with the care setting the patient may be referred to 
following their telephone call or online request to 111. Where a patient is referred to another service a 
111 report can be sent to the referral destination.  The same report, known in this instance as a Post 
Event Message, is also sent to the patient’s GP to inform of the contact, unless the referral is back to 
the patient’s GP.  The 111 service currently send referrals to Emergency Departments (ED), IUC 
Treatment Centres, Urgent Treatment Centres (UTC), GP in Hours and other services using Clinical 

https://theprsb.org/urgentcarereport/
https://theprsb.org/urgentcarereport/
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Document Architecture/ Interoperable Toolkit (CDA/ITK) messages. This involves the transfer of an 
ITK referral message direct into the receiving system or via email in PDF format.  
 
The Integrated Urgent Care (IUC) strategy, to improve patient experience and system efficiency, is to 
implement the direct booking of appointments into and from supplier systems using information 
standards mapped to Care Connect FHIR Profiles. However, for proprietary solutions to be able to 
receive direct bookings and utilise the Care Connect FHIR profiles NHS FHIR Booking Application 
Programming Interface (API) a 111 Referral standard needs to be agreed, approved and developed.   
 
The NHS 111/CAS, Integrated Urgent Care services and a number of the 999 providers are using a 
nationally commissioned Clinical Decision Support System (CDSS), developed and delivered by NHS 
Digital, some areas use local triage tools I.e. The Manchester Triage Tool. The National CDSS is 
NHS Pathways which supports non-clinical and clinical call handlers to safely triage calls and 
provides access to a range of dispositions. Although many systems capture data in a coded format 
many clinical notes are captured via free text entry fields. The unstructured nature of free text makes 
it difficult to send, receive and review consultations in a systematic way. To ensure that appropriate 
information is communicated in a usable form during the transfer of care from 111 to another care 
setting, a review of the 111 Referral Data Standard by PRSB has been commissioned by NHS X. 
 
In 2018 NHS X commissioned the Professional Record Standards Body (theprsb.org) To carry out 
the first stage of the 111 Referral Standard, PRSB were asked to undertake a requirements study. 
The requirements study identified a number of recommended standard data items (which are listed in 
section 2.1 in this document) and a mock-up of a proposed 111 referral template (see Appendix 2). 
As the initial requirements work was carried out in 2018 PRSB were commissioned again to carry out 
an additional research phase to reassess the 2018 recommended Referral Standard and gauge from 
stakeholders if it was still fit for purpose two years on.   

 

2.1 Project Approach   
 
This discovery project’s aim is to validate the 111 CAS referral standards work that was initially 
presented in November 2018.  Due to the urgency to improve the 111 Referral, which was 
highlighted as not providing information in a structured easily readable way during the COVID-19 
pandemic and an already delayed project the approach used was a mixture of discovery exercises to 
enable the gathering of a wider range of views over a short period of time. Approaches used 
consisted of the Expert Group stakeholder meetings, electronic questionnaires, MS Teams meetings 
and telephone interviews with those stakeholders with expertise and experience, who will use and 
benefit from the 111 Referral Standard.  This included direct patient input from a patient 
representative who sits on the PRSB Expert Group. The discovery work also took into consideration 
the requirements for the 111 non-CAS referral (referrals that have not been clinically validated by the 
CAS) and those submitted via 111 Online. 
 
This discovery report is seeking to provide NHS X with feedback and recommendations to inform a 
decision as to the commencement of a pilot developmental phase by NHS Digital in parallel with 
PRSB of the 111 Referral Standard to other care settings. 
 

2.2 Project Goals 

 
• Use the PRSB expert group to review and verify if the high-level requirements of the 

2018 report are still a valid basis for both 111 CAS referrals and non-CAS referrals.   
 

• Conduct evidence gathering and research into the current practices in 111 referrals, 
examples of good practice and to understand and to assess the position with the IUC 
dataset and any other relevant standards or programmes. This will not be a full 
evidence gathering as it is building on what was done in our 2018 work.   

 

https://theprsb.org/
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• A significant part of the evidence gathering will be understanding the current situation 
for 111 referrals to other care settings and post event messages (PEMs) sent back to 
the registered GP for information based on the triage system outputs (Pathways).   

   
• Identify the stakeholders, including expected endorsing organisations, and inform them 

of the work and expected engagement. This will include system suppliers for 111 and 
EDs (as the priority use case for piloting and implementation), working with NHSX and 
NHS Digital.   

 
• Develop use cases or scenarios for each of the different 111 referrals, including but 

not limited to: GP, GP Hubs, GP Out of Hours, dental, pharmacy, mental health urgent 
treatment centres, same day emergency care functions (SDEC), hospital 
EDs, and ambulance. 
 

• Revise or confirm the plan, including costs, for stage 2 based on the outcome of the 
expert group review and evidence gathering, and including the consultation design for 
stage 2.    

 

2.3 Scope  

 
The scope of the work was to engage the PRSB Expert group to review and reassess the previous 
requirements work carried out in 2018 and to gather further insight and feedback on the 
recommended standards from system suppliers and end users to ascertain if the recommended 
standards are still fit for purpose for delivery in 2021/22. 
The scope comprises: 
 

• Full review of the 2018 Recommendations as written in the PRSB report Urgent care 
information flows  

• PRSB Expert Group workshop to validate the 2018 Recommended Referral Standard 

• Stakeholder interviews and qualitative reviews 

• This Discovery Report 

 
The scope excludes:  

• Development of record standards, information models and associated implementation 
guidance, including clinical safety report  

• Technical specifications  

• The management and resolution of Information governance issues, these are to be 
managed by NHS X.  PRSB will capture issues as they arise to share with NHS X 

• Information accessed by IUC services from existing patient records held elsewhere  

• Information recorded in services to which the IUC may transfer information 

• Technical solutions, their design and potential applicability for use with IUC 

• IUC Minimum Data Set (MDS) (previously known as NHS111 MDS) collecting data on 
the IUC Service for secondary uses  

• 999 call handling (though commonality of CDSS and patient group lead to inherent 
potential alignment to Ambulance Data Set) 

 

3 Method and Activities 

The insights and recommendations in this report draw on the feedback from the Expert Group, 
individual interviews and discussions with 111 providers and 111 system providers. 
 

• Expert Group stakeholder meeting (MS Teams) 

• Telephone interviews with 111 clinical system managers 

• Telephone interviews with clinicians from ED, UTC, GP 

https://theprsb.org/urgentcarereport/
https://theprsb.org/urgentcarereport/
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• MS Teams interviews with operational leads from NHS Pathways, NHS Digital, SCAS, 
NWAS, Derbyshire Health United 

 

Organisation Role Name Interview method 

North West Ambulance Service Transformation Delivery Manager Sarah Rosamond Teams 

South Central Ambulance Service  IUC 111 Locality Manager  Matt Widdows  email 

Bucks Hospital Trust  ED consultant Dr Abishek Banerji  email /Telephone 

Derbyshire Health United (DHU)  NHS 111 DOS Gaurav Mehta email /Telephone 

Buckinghamshire UTC Clinical System Lead from Yvonne Smith email /Telephone 

NHS Pathways  Technical Business Analyst Carl D'Eath demo / Teams 

The Hillingdon Hospital  ED Nurse Sarah Harris email/Telephone 

 

 

3.1 Evidence Review – Expert Group Stakeholder Meeting 24/3/2021 

 
A review of the recommended IUC information standards (Nov 2018) was undertaken by the Expert 
Group (see Appendix 4 for the Expert Group membership). The group reviewed the standard and 
discussed if requirements listed were still fit for purpose. The list below is the 111 Referral Standard 
data items recommended in 2018. 

 
• Patient Demographics 
• Person making the call 
• Presenting or chief complaint 
• Chief clinical concern 
• Clinical narrative 
• Patient concerns, expectations and wishes 
• Declared medical history (data not available in SCR) 
• Declared Allergies and adverse reactions (data not available in SCR) 
• Prescription generated 
• Safeguarding concerns 
• Plan and requested actions 
• Disposition  
• Referral to 
• Repeat caller 
• Acuity  

  

There was full agreement that the IUC information standards recommended in 2018 are still 
appropriate to support the next stage in the development of the 111 Referral standard. Discussions 
were also held about other information that might be needed for other care settings i.e., referral to 
dentistry or pharmacy. However, the group were keen to articulate that there is indeed a need to 
create a standard for the future that could support a referral to any care setting, “but not so advanced 
it can't start to be used straight away”. 
 

As the system suppliers would need to create the interfaces and capability it was felt it is best to start 
with something and work iteratively developing the standard in tandem with the development 
. 
The group discussion however, identified a few data items that it was felt would improve the data 
standard. 
 

• Date and Time stamp (defaulted to be included from supplier system) 
• Referral Route (telephone, online) 
• Social status (lives alone Y/N, Lives in a Care home Y/N, shielding Y/N)) 
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• Safeguarding – currently a Y/N field.  NWAS add free text to other fields to 
support follow up on DNA’s etc. Discussed an extra text field required. 

• Plan and requested actions – consideration of coded options rather than free 
reign with free text option. 

 
The list below is the 111 Referral Standard data items following validation of the 2018 findings. 

 
• Date / Time stamp 
• Referral route 
• Patient Demographics 
• Person making the call 
• Presenting or chief complaint 
• Chief clinical concern 
• Clinical narrative 
• Social status: Lives alone, Lives in a care home etc. 
• Shielding (COVID-19) 
• Patient concerns, expectations and wishes 
• Declared medical history (if data not available in SCR) 
• Declared allergies and adverse reactions (if data not available in SCR) 
• Prescription generated 
• Safeguarding concerns - currently a Y/N field.  Further text option required or  

                    qualifying drop down to capture safeguarding concern 
• Plan and requested actions 
• Disposition  
• Acuity  
• Referral to 
• Repeat caller (called 111 more than 3 times in 96 hours) 

 
 

Previous work carried out on the existing standard identified that 'too much' information - “is burdensome 
for both clinicians and the patient having to give the information”   
 
However, to ensure that the standard was able to be tweaked once it had gone into development it was 
agreed that there was a need for a formalised integrated feedback loop for end users and receivers of the 
new 111 referral information. 
 
The Expert Group recommends the 2018 Referral Standard is still fit for purpose in 2021 but developers 
should be agile and allow for iterations pending user feedback. 
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3.2 Stakeholder Telephone Interviews & Teams Meetings  

 
Interviews were held with 111 providers, clinical staff working on the ground and operational staff responsible for the configuration of Referral and Post 
Event Message templates and documents. 

 

Interview Comments Outcome 

North West Ambulance 
Service (NWAS) – Sarah 

Rosamond 

Tues 20/4/2021 

NWAS 111 provider, using Cleric, interview held over Teams 

Provided copies of their: 

·         Primary PEM = ITK Referral to chosen service 

·         Copy PEM = GP Copy of 111 encounter 

Feedback from Cleric referral output 

·      Safeguarding is part of the NHS Pathways questions but does not include 
free text. NWAS have a work around to include Safeguarding text by using 
alternative text field. DNA’s and following up on these are also key to a 
good service. 

·         FGM – logged in both Cleric and NHS Pathways 

·         At risk – flag details 

·         Is patient alone – field in cleric  

·         AIS – Accessible info standards (blind, deaf) 

·         Language barrier – interpreter required? Which language? 

·         Direct Booking/appointment date/time 

·         Worsening advice given to patient 

Further areas NWAS are looking to improve information sharing processes 

We are also looking internally within NWAS of having a copy of the referral 
summary emailed to the patient too. I’m not sure if this is something that could be 
part of the updated standards (as an option to send to patients) but this would 
provide significant benefits to both the service and the patient. 

NWAS team in agreement for 
moving forward with 2018 111 

Referral Standards  

 

NWAS have offered to act as a 
pilot site for the 111 Referral 

project 

 
As Matt had attended the Expert group, he was supportive of the 2018 Referral 
Standard to be taken forward to pilot with the caveat that it provided the 111 
Referral document that had been developed for 111 First. 

Shared current 111 Referral 
Document (see Appendix 2) 



 

Page 11 of 28 

 

South Central Ambulance 
Service 

IUC 111 Locality Manager 

Matt Widdows 

SCAS also has access to the Shared Care Records for Bucks, Berkshire, and 
Hampshire. 

SCAS are merging 111 and 999 and have raised a concern that UTC requires 
different referral Information. Further investigation required at ‘place’ level to 
understand impact of a 111 Standard Referral in SCAS. 

Bucks Hospital Trust ED 

Dr Abishek Banerji 

 

 111 book patients through Adastra, which is kept open by our reception staff. At 
present, they are the only ones who have oversight of this system (although, 
resource allowing, we could allow for a clinical member of staff to have oversight).  

On arrival in ED, the patient presents to our Streaming nurse who would ask the 
specific questions they would ask any patient (at this point, they do not have the 
111 notes). They will usually be told by the patient they have an appointment. 
They are then directed to book in and move to the appropriate area (GP service, 
Minor Injuries or the main department). 

Unfortunately, there is no inter-operability with Medway so registration details 
have to be completed manually on the patient's arrival. The reception staff would 
print the notes from Adastra (report from SCAS 111 & Bucks OOH’s) to go with 
their ED paperwork. 

The patient then waits for triage/ to be seen by a clinician, at which point they will 
look at the printed notes (or have opportunity to). The history will usually be asked 
again so there is a risk of repetition. The content of the notes from Adastra is 
variable and isn't always useful. With that in mind, the form you shared is far 
better. There is a structure to it. There is a requirement for the referring clinician 
to consider the reason for referral and with this, it would be easier for the receiver 
to understand their thought process. The information ties up with ECDS 
requirements; I'm not sure if the current format with Adastra does. 

 

 

Would be keen to feed into further 
work to ensure 111 referrals to 
ED are easier to read and contain 
appropriate information. 

Derbyshire Health United 
(DHU) 

Gaurav Mehta 

 

Gaurav Mehta re 111 referrals. Discussed the CDA for EDDI and we should 
approach that team to utilise lessons learned (confirm with NHS Digital re 111 
CDA) 

Ability to map to FHIR is required. Addition of reasonable adjustment Flag (SCR) 
and Chief Complaint 

 

Clinical System Lead from 
Buckinghamshire UTC 

Discussed the PEM they receive into the UTC from 111 (copy goes to GP) and 
the Clinical Assessment document they use to refer on to another care setting 
(mainly sent via email endpoint). Issues mainly with the format of templates and 
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Yvonne Smith 

 

layout which can be edited by each provider instance. Copies saved to MS 
Teams. Awaiting discussion with UTC clinician re feedback on proposed 
standard. 

NHS Pathways 

Discussed with Pathways & 
NHS D booking and 

Referrals Team 

15/4/2021 & 20/4/21 

Demonstration of the NHS Pathways Solo online service. Reviewed the 
information captured during a 111 call using NHS pathways. Pathway 
assessment detail captured not always clear on the referral / PEM as it is a 
mixture of positive and negative responses to the questions asked and in some 
cases the user is unable to add further detail i.e., Safeguarding - this is a Y/N 
answer. 

Non-CAS Referrals are very limited with regards to any supporting information 
i.e., Patient concerns & wishes, Plan and requested actions. This type of 
information could be collected by the CAS but only as Clinical Narrative as there 
is no direct prompting for specific details in the Clinical Narrative. 

 

Changes to NHS Pathways are 
not easily or quickly made due to 
the clinical review and oversight 
of the Pathways assessment 
questions.  Therefore, it is key to 
see what can be done now with 
information already captured via 
NHS Pathways and via the 
individual supplier systems 

 

 

The Hillingdon Hospital 

Sarah Harris 

ED Nurse  

22/4/2021 

 

111 access the directory of services for local sites and book appointments 
through the Emergency department digital integration system (EDDI). Patients 
have an appointment time and are seen in the Urgent Treatment Centre. At Time 
of arrival, assessment or streaming if the patient requires treatment from the 
emergency department they are then sent across and booked into the ED. 
Receive to UCC – they own the front door.  
 
We do not use the details 111 provide we use the UTC streaming notes. 
 

 

 

 

As using EDDI THH did not 
feedback fully on the data 
Standard Referral Template 

Bookings & Referrals Team 
NHS Digital 

Discussions with NHS Digital Bookings & Referrals Team were undertaken. 

The B&R team are setting up a 111/CAS expert group to meet once a month for 
around 1 hour (to look at the end-to-end process including any potential workflow 
changes.  
This will allow them to provide the FHIR specification (technical bits) and the 
standards (workflow) to suppliers in the future so that they can develop products 
that meet suppliers needs. The group will be able to provide the following: 

• Able to detail current challenges / limitations  

 

These workshops will feed into 
the wider any to any referrals and 
inform any iterative changes to 
the 111 referral Standard 
recommended in this document. 
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• Able to provide challenges to the team if they are defining something that 
will not work or will have limitations  

• Able to contribute to discussions on what can be improved  
• Able to attend supplier workshop to be the voice of the ‘customer’  

 

111 Online  

Carl D’eath 

5/5/2021 

Discussion to understand the 111 Online requirements for the 111 Referral 
Standard  

In areas where direct booking into ED from 111 Online is available the information 
captured is delivered via a ITK into the receiving organisation The referral from 
111 Online includes the details completed by the patient and does not include any 
additional information that through 111 telephone service may have been added 
by the call handler.  Therefore, fields identified in the recommended 111 Referral 
Standard will not be able to be included in the 111 Referral Standard when 
received from 111 Online 

When a user completes a 111 Online request the user is not always successfully 
SPINE matched.  However, 111 Online users can be booked in as an 
unregistered patient.  The receiving organisation is then able to attempt to SPINE 
match the patient, if they have the functionality.  If a 111 Online referral is not 
SPINE matched the PEM will not be sent to the patients registered practice. 

 

The 111 Online referrals into ED 
will not include additional 
supportive free text I.e., Clinical 
narrative, Patients wishes 
concerns. 

 
• See Appendix 2 to view example 111 Referral Document 
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3.3 Electronic Questionnaire and email correspondence 

 
Due to the short period of time to carry out the additional discovery to validate the 2018 111 Referral 
Standard some stakeholders, particularly ED staff, were contacted by email and answered some 
questions via email.  See Appendix 1. 
 

3.4 Stakeholder Meetings  

 
Regular weekly project meetings took place to ensure the project was on track and those identified 
as being potential participants for the discovery work. 
 
The Booking and Referrals team organised an IUC standards Roadmap session – Defining Priorities 
 
A 111/CAS Expert Group has also been organised to hold workshops to look at process and 
workflow changes.  These workshops will support the ongoing development and any iterations to the 
Pilot standard. 

 

3.5 Evidence Review 

In this section, we highlight the top-level findings during the user research phase. These findings 
inform the high-level recommendations in section 5  
 

• Interviewees and the Expert group felt the current referral from 111 to ED is not fit for purpose 

• There are too many varying referral formats and varying content of how information is 
displayed  

• Interviewees and the expert group felt the existing PEM from 111 to the patients registered 
GP was not clear or easy to ascertain vital information quickly 

• Pathways is seen as a ‘risk adverse’ triage system, as some referrals received into other 
services are inappropriate and could have been better seen elsewhere and possibly in a 
different time frame.  Currently there is no feedback mechanism to inform Pathways of the 
inappropriate referrals and for Pathways to ‘learn’ so the referral is not repeated.  A feedback 
loop should be incorporated into the systems receiving the referrals back to Pathways for 
clinical review. 

• Clinicians tend to ask the patient the same questions again  

• There is concern that one size will not fit all - Different services do require specific referral 
information 

• Risk of trying to standardise ways of working across plethora of CAS’s where output should 
be focussed on pulling in information from an electronic record and posting the information 
into another electronic record in a single standard way 

• The expert panel agreed the 111 Referral Standards recommended in 2018 were appropriate 
to use for the pilot work to start. The caveat being the development of the standard needed to 
be agile and iterative. 

 

4 Conclusions  

In conclusion the Discovery work has confirmed that the Expert group and participants of the 
discovery work are in agreement that the 111 Referral Standard requirements gathered in 2018 have 
been validated as appropriate to take forward as the basis for developing the standard and pilot 
testing. 
 
Some stakeholders did feel that the 2018 recommended 111 Referral Standard may not be suitable 
as a referral into all care settings and that the standard may need to be one of a ‘core’ set of data 
forming part of a number of standards sharing appropriate data with different care settings i.e., 
Mental Health Services.  This will be checked during the consultation of phase 2.   
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Currently 111 Non – CAS Referrals are sent to the receiving organisation via ITK and email.  The 
format of the referral is very much determined by the sending organisation and the local configuration 
of their referral templates.  The information from the triage tool is included whether a positive or 
negative response.  Supportive free text can also be surfaced into the non-CAS referral along with 
specific data collected via the host system I.e., time stamps. 
 
111 online referrals into ED (following direct booking from the 111 online website/ NHS App) contain 
information provided by the patient on completion of the NHS 111 Pathways question set.  No 
additional information or free text is included.  This would reduce the ability for 111 online to share all 
of the recommended data fields particularly the supporting information usually provided by the 111-
call handler or 111 clinicians.  However, the majority of the fields are in the recommended standard 
with the exception of any call handler or clinical narrative that would have usually been gained 
through speaking to the individual. 
 
The 111 Referral into ED was deemed also unhelpful and inconsistent.  A reordering of the referral 
layout is required to support a fast-paced ED department. 
 
Nearly all feedback on the current GP Post Event Message was that it was not fit for purpose and 
required re formatting with regards to the overall lay out and the information presented on the 
document was not clear and in fact confusing with regards to the symptoms described. 
 
A key finding was that the current referrals sent from the system suppliers vary considerably in 
layout, content and appearance resulting in inconsistent readability and variance in data shared. 
 
Many clinicians ask patients to repeat information rather than relying on interpreting the information in 
the 111 Referral, resulting in a less positive patient experience. The reason given by clinicians for 
asking the patient to repeat their symptoms / information was that it was quicker than trying to 
navigate the information on the 111 referral or that they required to hear the information in the 
patient’s own words. 
 
Feedback from clinicians was that  NHS Pathways is notably a risk adverse triage system and there 
is no feedback mechanism to report consistent inappropriate referrals to influence clinical review of 
pathways algorithms to reduce repetitive inappropriate referrals to services. 
 

5 Recommendations  

In summary, our recommendation is that NHS England should move forward with stage two of the 

111 Referral Standard. 

• Using the recommended 111 Referral Standard form the 2018 requirements work and include 

living status i.e., Lives alone, lives in a care home, shielding (COVID-19) 

• The standard should be suitable for children as well as adults 

• The standard should be developed in a collaborative and agile way allowing for iterations as 

identified and required by stakeholders 

• Further interviews and stakeholder sessions, surveys to be carried out to gain user feedback 

as the standard is developed and then tested further in pilots. 

Focussed stakeholder interviews  

o Safeguarding – Hold interviews with Safeguarding leads. Best approach to sharing 

safeguarding concerns, to enable receiving organisations to be aware and are 
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alerted to Did Not Attends (DNA’s) for those identified as having a safeguarding 

concern 

o Dentistry – sharing of information to organisations who do not access the Summary 

Care Record,  

o GPs focus group session on the format of the Post Event Message; to fully 

understand information and format that will be useful for GPs to ensure actions are 

fully understood and reduces / removes administration for processing inbound 

documents. 

As part of NHS Pathways business as usual processes there should be the ability for end users, 

receiving the 111 referrals, to provide feedback to NHS Pathways where the referral is inappropriate 

for the service referred into or the urgency identified via NHS Pathways.  How a feedback 

mechanism is scoped out and developed is outside of the scope of this discovery document and the  

PRSB 111 referral standard work. However, it was clearly identified as a requirement  during the 

discovery phase interviews.  

6 Next steps 

• PRSB to develop a plan with costs to support NHSx bid for Phase two 

• Create draft information model for clinical referral 

• Carry out wide consultation including patient engagement 

• Further develop relationships with Scotland and Wales to agree UK wide 111 Referral 
standard 
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7 Appendices  

 

7.1 Appendix 1 – Discovery question set 

 
Thanks for taking the time to talk to me today. My name is (*****) and I work for the Professional 
Records Standards Body (PRSB). We’re working on behalf of NHS X looking at the referral standard 
from 111 to ED.   The aim of this interview is to identify the information needs of clinicians when 
being asked to consult with a patient who has gone through NHS 111 using the National Clinical 
Decision Support Service – NHS Pathways. We wanted to talk to you today to get your personal 
thoughts on the content and format of the existing 111 Referral document received in your ED 
department and the proposed new IUC 111 referral data standards. If you are happy for me to quote 
any of your comments in the final discovery document or would you prefer to stay anonymous. Let’s 
get started. 
 
Question to ED  

1. How is the 111 Referral received on to the ED Department?  

2. When the patient presents to you ask them to repeat their symptom history or do y you 

confirm with the patient the information from the 111 Referral? 

3. How is the information from 111 shared within the Hospital?? 

4. What is the process into the hospital system once you receive the information from 111? 

5. How useful is the information that is received from 111? 

6. Is it used within the ED Department?? 

7. Which professionals use it the most?  

8. Which parts of it is most useful? 

9. What information which is already on the form that you find useful and why?  

10. Is the look and feel of the current 111 referrals easy to understand and interpret?  

11. Have a look at the draft example 111 referral below would this be an appropriate for a 111 

Referral into ED? 

12. If yes, why? 

13. If no. why? 
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7.2 Appendix 2 – Example of Current 111 Referral Standard Template 
(SCAS) 

 
Example Adastra Referral from 111 (SCAS) 
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7.3 Appendix 3 - Example of Proposed 111 Referral Standard Template 

 
 

7.4 Appendix 4 – 111 Data Standard Use Cases 

 

111 to Primary care services  
  

1. 111 to GP   
• 24-year-old female -   
• Has been couch to 5 k  
• Now week 5, 2 weeks ago tripped over raised pavement  
• Initial swelling, now settled  
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• Did not attend MIU/ED at the time  
• No previous med hx or meds or allergies  
• Ongoing pain in ankle  
• To attend own GP for r/v.   

  
2. 111 to Out of Hours (OOH)  

• 43-year-old female   
• Noticed discomfort when passing water this morning.   
• Spent the day drinking lots of water   
• Ongoing symptoms.  
• Happens usually 1-2 a year  
• No previous med hx, no meds or allergies  
• Now GP surgery closed  
• To OOH – for 111st to r/v and consideration of abs prescription  

  
  

3. 111 to GP Hub   
• 59-year-old male   
• Recently started on Blood pressure medications  
• Noticed tonight readings higher than normal and feeling lightheaded  
• Well otherwise, started on Ramipril 6 weeks ago.  
• Known hypertensive, no other med hx or medications  
• To attend GP hub (as call was out of normal GP hours but within GP Hub 

hours) for Blood pressure check and maybe adjust medications.   
  

4. 111 to Dentist   
• 31-year-old with toothache    
• Started few days ago after eating a toffee apple  
• Felt a crack in teeth  
• No swelling, no fever no other symptoms  
• To refer to Dental team  

  
5. 111 to Community Pharmacy  

• 3-year-old    
• Mum noticed some spots this am, now lots more  
• Very itchy and patient keeps scratching  
• Has tried Piriton but no help  
• Knows it chicken pox as older child had this and same spots  
• No fevers well in self   
• No other concerns  
• To pharmacy for r/v and suggestion of alternative cream to try 

like vira soothe/Calamine lotion  
  

6. 111 to Community Physio  
• 39-year-old female    
• Plays golf  
• Noticed 2 weeks ago some stiffness in left shoulder.   
• Found it difficult to put coat on.   
• Saw own GP, was told to try anti inflammatories  
• Has tried this for 8 days now and no better  
• Preventing her from sleeping  
• Tried exercises GP gave to her.   
• To community Physio - for u/s therapy/steroid injection/manipulation.  

  
  

  
111 to ambulance/ED/UTC  
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7. 111 to ED   
• 56-year-old female opens bowels in morning and notices fresh blood splashed 
in the pan  
• Also noticed on toilet paper.   
• 111 Pathways assessment: answered positively to abdominal discomfort. 
(Patient anxious about symptoms)  
• ED 1hr is disposition  

  
8. 111 to ED  

• 19-year-old girl had a tonsillectomy 10 days ago.   
• C/O continued pain and noticed blood in her mouth which was streaked in 
saliva on spitting  
• Able to drink, but struggling with food swallowing  
• ED 1hr disposition  

  
9. 111 to Ambulance  

• 34-year-old with pain in epigastrium. Described as sharp and intense.  
• Pain worse after food and lying down  
• (This could be a Cat 3 Ambulance or ED)   

  
10. 111 to ED/Ambulance    

• 42-year-old with headache  
• Came on suddenly while shopping. Described it as throbbing and severe 
mainly at the back of the head. No vomiting, mild nausea and remains fully alert.   
• (Symptoms such as neck stiffness/emphasis on severity would convert it from 
ED to Ambulance disposition)  

  
11. 111 to UTC  

• 19-year-old female with abdominal pain. Still able to walk around but limited in 
normal activities.   
• Unsure if pregnant, but states unlikely.   
• Pain is worse over lower abdomen. Constant with reduced appetite. Some 
urinary frequency, but no dysuria.  
• (This could be profiled to Primary care (1 or 2hrs) or UTC)  

  

  
  

7.5 Appendix 5 – Expert Group Attendee List (24/3/2021) 

 
Organisation  Title/Role  Name  Expert 

group  

   Project Patient Lead   Alison Allam  Attended  

Royal College of Emergency 
Medicine  

Vice President   Dr Adrian Boyle   Attended  

NHS England/ Improvement   National Clinical Advisor 111 First, 
Hospitals Programme and Emergency 
Medicine Consultant  

Dr James Ray   Attended  

NHS England/ Improvement   Consultant in Emergency Medicine and 
Clinical Lead, Emergency Care Data Set  

Dr Tom Hughes   Attended  

Same Day Emergency Care, 
NHS England and 
Improvement  

EM Consultant and National Clinical 
Lead for Same Day Emergency Care  

Dr Tara Sood   Attended  

NHS Digital   Clinical Lead – Digital Urgent and 
Emergency Care  

Lee Montgomery   Attended  

Royal College of General 
Practitioners  

National lead GP for urgent and 
emergency care   

Dr Agnelo Fernandes   Attended  
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Mulberry Surgery   Project GP lead  Dr 
Eve Wijayanayagam   

Attended  

NHSE / Wake Green Surgery   GP, Acting Chief Officer - Integrated 
Urgent & Emergency Care West 
Midlands, National Clinical Lead for 
Urgent and Emergency Care  

Dr Gareth Stuttard  Attended  

PRSB  Clinical Director for health and care  Dr Nilesh Bharakhada   Attended  

South Central Ambulance 
Service NHS foundation Trust   

Locality Manager (Business Change) - 
Integrated Urgent Care & NHS 111 
Services (Adastra)  

Matt Widdows  Attended  

Integrated Care 24 Clinical 
Systems   

Head of Systems and development   Susan Spriggs  Attended  

North West Ambulance Service 
NHS Trust  

Transformation delivery manager   Sarah Rosamond   Attended  

Dorset Healthcare University 
NHS Trust   

Head of applications development and 
support (TPP)  

Nikki Holland   Declined  

North West Ambulance Service 
NHS Trust  

Clinical Records & Electronic Care 
Systems Manager  

Yvonne Cutler  Tentative  

Yorkshire Ambulance Service 
NHS Trust  

Head of Service Development (integrated 
Urgent Care) 

Andrew Cooke  Tentative  

South Central Ambulance 
Service NHS foundation Trust   

Locality Manager (Business Change) - 
Integrated Urgent Care & NHS 111 
Services  

Matt Widdows  Accepted  

NHSX  Deputy Director, Digital Urgent and 
Emergency Care   

Jacqui Jedrzejewski  Attended  

NHS Digital    Solutions Architect Kate Gill   Attended  

NHS Digital   Senior product Manager   Jeffery Miller  Attended  

NHS Digital   111 online product lead   Steve Bellerby   Accepted  

NHS Digital   Product and delivery management 
graduate (111 online)   

Ilerioluwa Adewale  Attended  

NHS Digital   Business Analyst Manager/ Lead 
Business Analyst (Bookings and 
Referrals)   

Claire Fowles   Attended  

NHS Digital   Business Analyst Patrick Shirley   Attended  

PRSB  Senior programme manager  Martin Orton   Attended  

PRSB – Hanley Consulting  Project Analyst   Sharon Hanley  Attended  

PRSB - Hanley Consulting   Analyst   Max Gattlin  Attended  

PRSB  Membership manager   Alannah McGovern   Attended  

 

7.6 Appendix 6 – List of Care Settings 

 
Source: API Hub Developer.nhs.uk 
 

To ensure consistency in the naming and meaning of the different care settings, they have been 

documented below: 

 

111 Integrated Urgent Care (111 IUC) 

The care settings below are part of an Integrated Urgent Care service / area 

 

NHS 111 (111) 

The NHS non-emergency phone number, access by dialling 111. This is a telephone-based service 

only, where face to face contact is needed it will be done with one of the care settings defined below 
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such as UTC or OOH Call handlers triage patients via a series of questions and algorithms using the 

NHS Pathways and produce a recommendation or instruction, known as a disposition, on what the 

next action should be. The 111 services will have two staff levels: health advisor and clinical advisor. 

The health advisor does not have a clinical background and the clinical advisor will normally be a 

nurse. 

 

Clinical Assessment Service (CAS) 

This is a telephone-only based service, where the 111 elements can warm-transfer patients to the 

CAS or they can take outbound telephone calls. The CAS is made up of a variety and/or combination 

of NHS professionals available to assess patients and advise on the next course of treatment. The 

CAS can be virtual where you have senior clinicians accessing the same ‘pool’ of calls from multiple 

locations, this will happen where the CAS is procured across boundaries. Note: Where referrals are 

made via an app/website they would be sent to a CAS. Some of these services are currently in 

development and not formalised yet. For services that have a CAS the clinical advisor (from 111 

above) is part of the CAS setting. For example, you can have GP, Advanced Nurse Practitioner, 

Mental Health Nurse, Pharmacist, Paramedic. They do not use NHS Pathways or any decision 

support software, they will use professional knowledge and/or critical thinking. 

 

Out of Hours (OOH) 

These services operate to provider cover for GP surgeries when they are unavailable to the patient” 

to broaden the situations where OOH GP might be used (e.g., to help manage capacity issues etc.) 

and not just when the surgery is closed. There are few areas in Birmingham and London where the 

GPs taken on responsibilities themselves (and to add confusion) they may contract the GP OOH 

provider directly instead the CCG taking on such responsibility. 

 
Other Urgent and Emergency Care 
 
Urgent Treatment Centre (UTC) 

Urgent Treatment Centres are an initiative of the NHS Five Year Forward View. They will be open 12 

hours a day, seven days a week, and offer patients who do not need to go to A&E treatment by 

clinicians with access to blood tests, ECGs and X-rays. They will offer booked appointments to 

patients calling in to NHS 111 as well as walk-in patients. They are formed of ‘upgrades’ of existing 

walk-in centres, minor injury units, urgent care centres, Type 3 & 4 ED services, or similar services. 

Eventually there will be around 400 UTC’s in total. The first round identifies about 150 so the list is 

currently incomplete. As they are ‘upgrades’ of existing services then we will be collecting information 

on those other services and will be able to extrapolate across to the UTC world from that. 

 

Emergency Care Centre, Minor Injuries Unit etc. (ED Type 3) 

These services go by many names: Urgent Care Centre, Minor Injury Unit, Primary Urgent Care 

Service, Co-located Primary Care Service, Primary Care Walk-in Centre to name some of them. The 

treatments offered and opening times all vary, they even vary if the services are both an Urgent Care 
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Centre. Which has led to confusion amount patients. Services who meet (or can meet) the new 

service specification will be upgraded to Urgent Treatment Centres (see above). 

 
Walk-in Centres (ED Type 4) 

The treatments offered and opening times all vary, they even vary if the services are both a Walk-in 

Centre. Which has led to confusion amount patients. Services who meet (or can meet) the new 

service specification will be upgraded to Urgent Treatment Centres (see above). 

 
Emergency Department (ED Type 1) 

A consultant led 24-hour service with full resuscitation facilities and designated accommodation for 

the reception of accident and emergency patients. 

 
Emergency Department (ED Type 2) 

A consultant led single specialty accident and emergency service (e.g., ophthalmology, dental) with 

designated accommodation for the reception of patients. 

 
Primary and Community Care 
 
GP Surgery (Primary Care) 

Patients own registered GP. 

 
GP networks and federations (Primary Care) 

An increasing number of GP practices are considering entering into collaborative arrangement with 

other practices. GP networks go by many names: federations, networks, collaborations, joint 

ventures, alliances. These terms are often used interchangeably to describe multiple practices 

coming together in some form of collaboration. 

Whether the desire to work more collaboratively or at greater scale is driven by the desire to share 

costs and resources (for instance, workforce or facilities) or as a vehicle to bid for enhanced services 

contracts, GP networks and federations are increasingly being viewed as a vital part of the future of 

general practice. 

GP contract Enhanced Services (Primary Care) 

This is slightly different to GP networks and federations and is not the same as OOH which is 

commissioned in a different way. An increasing number of GP practices are considering opening later 

each day (until 2000) and even on weekends. GP contract Enhanced Services go by many names: 

extended hours, enhanced services. These terms are often used interchangeably to describe 

practices offering more hours to patients. 

 
ePrescribing pharmacy (Community Pharmacy) 

Community pharmacists were historically called chemists. Like GPs, community pharmacists are part 

of the NHS. ePrescribing means that they are using EPS There are several different types and sizes 

of community pharmacies, ranging from the large chains with shops on every High Street or in edge 

of town supermarkets, to small individually owned pharmacies in small communities, in the suburbs 
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and often in deprived areas or rural settings. The traditional role of the community pharmacist as the 

healthcare professional who dispenses prescriptions written by doctors has changed. In recent years 

community pharmacists have been developing clinical services in addition to the traditional 

dispensing role to allow better integration and team working with the rest of the NHS. 

 
ePrescribing pharmacy (Non-Community Pharmacy) 

Other pharmacy services that provide e-prescribing but are not a community pharmacy. 

 
Distance-selling pharmacy (Internet Pharmacy) 

These are pharmacies which have, for example, an on-line presence. They may dispense 

prescriptions which are delivered potentially within 24hrs. 

 
Ambulance Service Trust 

Emergency medical services in the United Kingdom provide emergency care to people with acute 

illness or injury and are predominantly provided free at the point of use. The NHS commissions most 

emergency medical services through the 14 NHS organisations with ambulance responsibility across 

the UK. As with other emergency services, the public normally access emergency medical services 

through one of the valid emergency telephone numbers. There are two aspects to this: - • Ambulance 

Control rooms • Ambulance Crews (including Air ambulance services) Ambulance services Trusts 

may also provide NHS 111 call handling (see above) however they would be referred to as the NHS 

111 service and Patient Transport Services (PTS) which are out of scope. 
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7.7 Appendix 7 - NHS 111 System Suppliers 

 
One Advanced – Adastra 
Adastra is a highly flexible patient management solution designed to support the specific and unique 
requirements of urgent and unscheduled care. It can be easily configured to manage both face-to-
face and telephone-based activity and interoperates with a wide variety of other systems to enable 
more informed decision-making and clinical continuity. 

 

 
Cleric 
Cleric Computer Services (Cleric) formed in 1985 is a specialist provider focussed on the UK 

Ambulance market. Cleric supply highly resilient mission critical, enterprise systems at the core 

operational areas of 999, NHS 111, ePCR and PTS Services. 

 

As a wholly owned company based in England Cleric prides itself on keeping fully engaged and 

abreast of NHS and NHS digital strategy and NHS contracting requirements.  This is done by being 

fully involved national groups whether this is via NHSE/I, NHS Digital /X, AACE or any other 

commissioning body. 

 

Cleric has been working with Ambulance services for over 30 years, developing a deep 

understanding of user and service needs providing its mission critical systems 

 

 

IC24 – Cleo 
CLEO Systems is a patient management solution used by 111 Service providers. The user-friendly 

system is designed in collaboration with clinical experts to improve operational efficiency and clinical 

safety whilst keeping patients at the heart of the service.  

 

111 online 

The online service is available across England.  People visit 111.nhs.uk, enter their age, sex, 

postcode and main symptom and are then asked a series of questions about their health problem.  
They can:  

• find out how to get the right healthcare in their area, including whether they need to see a GP 
or seek urgent care 

• get advice on self-care 

• in most areas, get a call back from a nurse, doctor or other trained health professional if they 
need it 

 

  

https://111.nhs.uk/
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7.8 Appendix 8 - 111 Referral Standard and Current System outputs matrix 

 
 


