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Background: Rapid rollout of electronic patient record (EPR) systems and expanded remote consultations have accelerated digital transformation in primary care but have also amplified patient safety risks and digital exclusion among marginalised groups. This report synthesises evidence and stakeholder insight to assess how EPR implementation and remote care intersect with safety, access, workforce readiness and equity.
Aim: To evaluate the safety and inclusion implications of EPR adoption and remote primary care encounters, and to produce pragmatic, trauma‑informed recommendations for safe, equitable implementation in UK primary care settings.
Methods: Rapid multimethod evidence synthesis combining systematic searches of peer‑reviewed literature and policy documents, thematic analysis of grey literature and case studies, and mapping of implementation barriers and enablers. Analysis applies a Safety I and Safety II lens to identify both failure modes and everyday adaptive practices that support resilient care. Findings were triangulated with organisational reports and exemplar local practice briefings.
Key findings: EPR implementation improves information continuity and supports remote workflows but introduces risks from poor usability, workflow mismatch, incomplete data migration and inadequate training. Remote consultations extend access for some patients while excluding others due to connectivity, digital literacy, language and socio‑economic barriers. Safety emerges as a socio‑technical problem: technology, human factors, training, governance and local pathways interact to produce harm or resilience. Trauma‑informed approaches and inclusive design mitigate exclusion and support safety by centring patient choice, consent, privacy and culturally competent communication.
Conclusions and recommendations: Safe, equitable EPR and remote care adoption requires (1) co‑design with patients and staff, prioritising digital inclusion; (2) staged implementation with robust usability testing and simulated workflows; (3) mandatory, role‑specific training and local super‑user networks; (4) clear governance for data quality, escalation pathways and blended (digital + face) care options; and (5) monitoring using safety and equity indicators. Implementing these measures will reduce foreseeable harms and support resilient primary care services.
Keywords: electronic patient record, remote consultation, patient safety, digital inclusion, trauma‑informed care, primary care implementation.
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Introduction

Medicus Health is a cloud‑native electronic patient record (EPR) platform that centralises clinical notes, coded data, appointment and messaging workflows, embedded clinical decision support (CDS) and a patient portal for secure record access and messaging. The platform supports point‑of‑care coded capture, configurable templates, national messaging and medicines‑safety integrations to reduce duplication and improve prescribing safety. Over the past decade, UK policy and procurement have emphasised interoperability and digital maturity across primary and secondary care, with large‑trust EPR rollouts illustrating predictable migration burdens—bulk scanning, data mapping and intensive retraining—alongside measurable gains in data completeness and safety when CDS is well configured (Burns, 2024; HFMA, 2025). Medicus Health is live in early‑adopter sites and currently serves over 42,000 patients across four practices, providing pilot data to inform deployment planning (Wilmslow Health Centre, 2025; Medicus Health, 2025; NHS England, 2025a). 

Image 2: Patient Population of Early Adoption of Medicus Health Clinical System (Adapted from Medicus Health, 2025; NHS England, 2025b). Created by Natasha Ellis using Microsoft Excel
National benchmarking indicates digitally mature organisations achieve approximately 13% greater operational efficiency than less mature peers (NHS England, 2025a). This report is a rapid thematic evaluation across workforce, service delivery, patient/service‑user and community domains, identifying impacts, risks, mitigations and equity‑focused KPIs; it concludes with practical recommendations for phased scale‑up and evaluation.
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Overview of the digital innovation

Medicus was developed to address fragmented primary‑care IT, duplicated administrative tasks and medication‑safety variation across disparate systems (Health Foundation, 2021). The platform’s modular API architecture integrates FDB Multiplex for context-aware prescribing CDS, structured templates, secure messaging, and e-consultation workflows, while central hosting reduces local server maintenance and enables more frequent vendor updates (Medicus Health, 2025; First Databank, 2025).
UK implementation to date comprises staged pilots in 2025 across four practices of varied sizes to evaluate interoperability (EPS, NHS App), CDS activation, role-based training and super‑user development to manage go-live recovery (Medicus 2025; NHS England, 2025). Trade reporting and independent reviews suggest cloud-first EPRs can automate routine administrative tasks and shift workload toward message triage and exception handling, but these gains depend on CDS tuning, workforce training and resilience controls (Pulse Today, 2024; Health Foundation, 2024).
The primary goals are improved medication safety, streamlined administrative workflows, enhanced patient access and population health analytics from structured data. Realising these depends on competency-based workforce models, funded assisted‑digital measures, robust contractual governance, and independent evaluation to verify vendor claims (Payne et al., 2021; Nuffield Trust, 2022) 
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Impact on the workforce
Medicus Health is reshaping role boundaries and daily tasks across primary care teams. Clinicians increasingly validate coded records and act on embedded clinical decision support (CDS) prompts; administrative and reception staff manage EPR inboxes, initiate templates, reconcile results and perform digital triage. These shifts have formalised hybrid roles—General Practice Assistants and digitally enabled Learning Disability nurses—that bridge clinical and administrative workflows and create clearer pathways for task delegation and escalation (Finnegan & Mountford, 2025; Lovell, 2025; Medicus Health, 2025).
Role changes and task reallocation
Routine paperwork and manual scanning have been substantially reduced, freeing time previously spent on record retrieval and paper handling. Templates and integrated results reduce information‑chasing and repetition, altering the mix of tasks performed by clinicians and administrators Finnegan & Mountford, 2025; Lovell, 2025).New tasks include inbox moderation, coding quality assurance, triage of portal messages and local CDS tuning; some traditional duties (manual filing, paper reconciliation) are reduced or eliminated (e‑LfH / NHS England, 2023; NCL Training Hub, no date; Medicus Health, 2025).
Competency and training needs
Effective adoption requires new competencies: accurate clinical coding, interpretation and contextualisation of CDS alerts, safe digital triage, and basic informatics literacy. Mapped training pathways University Hospitals Birmingham NHS Foundation Trust (2025) provides, competency frameworks and protected learning time are necessary to ensure safe task transfer and maintain clinical accountability and should be aligned with national training and placement tariffs (Department of Health and Social Care and NHS England, 2024; e‑LfH / NHS England, 2023). 
	£5,519 ÷ 40.8 weeks = £135.27

	Once we have calculated the payment per week of £135.27, we are then able to calculate the payment per hour, which is calculated by dividing the weekly rate by 37.5 hours:

	£135.27 ÷ 37.5 hours = £3.61

	The hourly rate should then be applied to the total number of hours of placement activity:

	5,000 hours × £3.61 = £18,035

	The final stage is to apply the MFF payment index to the total funding:

	£18,035 × 1.0383 (Midlands MFF rate) = £18,726.73

	The total funding that this activity will generate is therefore £18,726.73.



Image : Healthcare education and training tariff calculation (Adapted from Department of Health and Social Care2024)

Where formal training and supervision are provided, staff report greater confidence in coded documentation and lower early‑phase error rates (Health Education England, 2023).
Mapped training pathways and protected learning time are committed in the Trust’s workforce plan (University Hospitals Birmingham NHS Foundation Trust, 2024
Positive impacts
Positive impacts include improved record completeness, faster access to information and safer point‑of‑care prescribing that reduces downstream pharmacy queries (First Databank, 2025). 
Negative impacts and mitigations
Negative impacts include short‑term productivity dips during migration, increased clinician time validating structured entries and the risk of hidden workload transfer to administrative staff without commensurate resourcing or role regarding. CDS alert fatigue and high volumes of low‑value prompts increase cognitive load unless locally tuned (Payne et al., 2024).
Recommended mitigations
phased rollouts; local CDS governance; clear role descriptions and supervision; protected super‑user hours; routine workload monitoring.
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AI-generated content may be incorrect.]In 2025, proportion of notes coded; training completion rates by role; % staff certified in CDS competency within 3 months; time spent on administrative versus clinical tasks; CDS alert response and override rates; staff‑reported workload impact.
 Image: Digital, data and technology transformation PDF (Adapted from NHS England pdf  (2025)
Benefits include faster access to records, safer prescribing, and reduced duplication. Risks include alert fatigue, workload transfer to GPAs, and temporary productivity dips post-implementation. Mitigations include staged rollouts, protected training time, CDS monitoring and co-designed templates (Payne et al., 2021; NHS England pdf , 2025).
The impact on service delivery 

The Medicus‑enabled EPR has meaningfully reconfigured day‑to‑day service delivery by streamlining information flow, reducing duplication and enabling new digital front‑door workflows. Routine tasks such as paper retrieval, manual scanning and repeated history‑taking have declined as templates, integrated results and shared schedules provide rapid, consistent access to clinical information. This supports higher consultation throughput for straightforward problems and faster administrative turnaround for prescriptions and results, while introducing new operational tasks (inbox moderation, template completion, coding QA) that require explicit redistribution and governance (Greenhalgh et al., 2020; Finnegan & Mountford, 2025).
Care pathways and coordination have been reshaped by improved record continuity and cross‑team visibility. Multi‑clinician appointment views and template slots reduce booking friction and enable smoother handoffs between clinicians, reception and pharmacy, which can shorten time to advice or medication for routine cases (Nuffield Trust, 2022; First Databank, 2025). The EPR also facilitates rapid escalation where clinicians flag risk in structured notes, improving safety in many pathways.
Access, speed and patient experience improve for digitally engaged users through online consultations, secure messaging and mobile access that reduce travel and waiting time and accelerate routine management (Greenhalgh et al., 2020; Nuffield Trust, 2022). However, benefits are uneven: digital‑first workflows risk excluding patients with low digital skills, limited English or poor connectivity unless assisted‑digital support and outreach are resourced (Health Foundation, 2021; Poduval et al., 2025).
Unintended consequences include short‑term productivity dips during rollout as staff adapt, increased clinician time validating structured entries early on, and potential hidden workload transfer to administrative roles without role regarding or protected time. Poorly tuned CDS and high volumes of low‑value alerts can increase cognitive load and delay decisions unless local tuning and monitoring are in place (Payne et al., 2024; Ratwani et al., 2018).
[image: A screenshot of a medical appointment]Practical evaluation priorities are therefore parallel access routes, stratified experience metrics, assisted‑digital uptake, and safety monitoring (override rates, near‑miss reports)
(Figure 2) to illustrate how multi‑clinician visibility and template slots support booking efficiency and enable the operational shifts described (internal/system screenshot; permission recorded in Appendix A).
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Impact on Patients and Service Users
The Medicus‑enabled EPR reshapes patient experience by increasing convenience, speeding routine access and enabling more continuous care records. For digitally engaged users, features such as online consultations, secure messaging and mobile access reduce travel and waiting times, accelerate prescription and test result handling, and make follow‑ups easier to schedule, all of which can improve perceived responsiveness and satisfaction (Greenhalgh et al., 2020; Nuffield Trust, 2022). Integrated records also reduce repeated history‑taking, which patients commonly value as respectful of their time and continuity of care.
Patient empowerment and engagement improve when systems provide accessible summaries, medication lists and clear messaging channels that support self‑management and shared decision making. Where portal functionality includes structured patient education and medication decision support, outcomes for straightforward conditions and adherence to treatment can improve, particularly when supported by clinician prompts and pharmacist workflows (First Databank, 2025).
However, gains are uneven and contingent on deliberate design and resourcing. Digital‑first pathways risk excluding those with low digital literacy, limited English, older age, low income or poor connectivity; without funded assisted‑digital services and community outreach these groups may experience reduced access, fragmented care and lower satisfaction (Health Foundation, 2021; Poduval et al., 2025). Loss of informal face‑to‑face contact can also change relational continuity: some patients report diminished empathy or reassurance in remote encounters, particularly for complex or sensitive problems (Greenhalgh et al., 2020).
Safety‑related user harms can arise from poor interface design, misleading automated prompts or overreliance on CDS outputs that are not adequately explained to patients. High volumes of low‑value alerts and opaque decision logic can erode trust and provoke inappropriate patient actions if communication is unclear (Ratwani et al., 2018; Payne et al., 2024).
To protect equity and trust, evaluation should measure outcomes stratified by age, socioeconomic status, language and digital literacy, and include qualitative assessments of perceived continuity, empathy and understanding. Practical mitigations include maintaining parallel non‑digital access routes, funding assisted‑digital support, co‑designing interfaces with service users, publishing clear data‑use and consent information, and routinely reporting stratified patient‑reported experience measures to detect harms early (Nuffield Trust, 2022; Health Foundation, 2021).






















Impact on the Community
The Medicus‑enabled EPR extends effects beyond individual practices to community health, public‑facing services and household care patterns. By improving record continuity, shared care plans and remote access to summary information, the system supports more coordinated public‑health responses (University Hospitals Birmingham NHS Foundation Trust, 2024; Nuffield Trust, 2022) and enables proactive population outreach where risk‑stratification targets high‑need cohorts (Nuffield Trust, 2022). In urban settings the EPR’s integration with pharmacies, community hubs and specialist services typically accelerates referrals and follow‑up (First Databank, 2025; Nuffield Trust, 2022); in rural areas remote consultations and asynchronous messaging can reduce travel burdens and improve access for geographically isolated patients, provided connectivity is sufficient (Greenhalgh et al., 2020; Health Foundation, 2021).
Family involvement and informal carers benefit from clearer medication lists, shared care notes and audited proxy access pathways that make caregiving safer and reduce duplication of questions during appointments (University Hospitals Birmingham NHS Foundation Trust, 2024; Health Foundation, 2021). Co‑production is supported when portal functions enable two‑way communication, shared care planning and the upload of patient‑generated data; routine use of patient questionnaires and joint review templates can operationalise collaborative care planning and improve adherence (Nuffield Trust, 2022; Poduval et al., 2025).
Positive community effects include better access for remote communities through reduced travel and flexible contact modes, and strengthened population health management via searchable registries and recall workflows (Nuffield Trust, 2022; First Databank, 2025). Reduced duplication between primary, community and pharmacy services can improve local system efficiency (First Databank, 2025).
Negative effects and risks include entrenched digital exclusion for households with low connectivity, limited devices or low digital literacy if assisted‑digital support and outreach are not funded and sustained (Health Foundation, 2021; Poduval et al., 2025). Informal carer burden can increase if families assume monitoring or message‑triage responsibilities without support or clear boundaries (Health Foundation, 2021). Rapid adoption may amplify mistrust where data‑sharing practices are opaque or communities fear secondary uses of health data (University Hospitals Birmingham NHS Foundation Trust, 2024).
Practical mitigations are investment in assisted‑digital programmes, community‑based training, subsidised connectivity and multilingual materials; embedding co‑production by co‑designing templates, consent processes and patient‑reported outcome measures with community representatives; and monitoring community impact using stratified metrics (service uptake by geography and deprivation, assisted‑digital utilisation, carer burden surveys and public‑trust indicators) to ensure benefits are equitably realised (Nuffield Trust, 2022; Health Foundation, 2021; Poduval et al., 2025).

















Conclusion
Medicus‑enabled EPRs have driven measurable change across workforce, service delivery, patient experience and community health. Workforce impacts include reduced routine paperwork alongside new tasks (inbox moderation, coding QA, CDS tuning) that require mapped training pathways, protected learning time and governance (University Hospitals Birmingham NHS Foundation Trust, 2024; e‑LfH / NHS England, 2023). Service delivery benefits are faster information flow, reduced duplication, higher throughput for non‑complex cases and smoother handoffs through multi‑clinician views and template slots, though short‑term productivity dips and hidden workload transfer are common during rollout (Greenhalgh et al., 2020; Nuffield Trust, 2022; First Databank, 2025). For patients, digitally engaged users gain convenience, speed and improved continuity, and portals can support empowerment and self‑management, while digitally excluded groups risk reduced access and weaker relational continuity without assisted‑digital support (Greenhalgh et al., 2020; Health Foundation, 2021; Poduval et al., 2025). Safety risks persist where CDS is poorly tuned, increasing nuisance alerts, overrides and cognitive load unless continuously monitored (Payne et al., 2024; Ratwani et al., 2018).
Overall, the innovation’s net effect is positive when implementation includes training, equity mitigation, transparent data practices and iterative CDS governance (Department of Health and Social Care and NHS England, 2024; University Hospitals Birmingham NHS Foundation Trust, 2024). Future potential lies in scaling assisted‑digital capacity, co‑designing interfaces with users, routine stratified evaluation and continuous local CDS tuning to maximise safety, inclusion and system efficiency (Nuffield Trust, 2022; Health Foundation, 2021).








References 
Burns, M. (2024) ‘Challenges and successes in implementing an integrated electronic patient record (HIVE) at the Manchester University National Health Service Foundation Trust, England: 1000+ legacy systems, 10 hospitals, one electronic patient record’, Health Information Management Journal, 53(1), pp. 20–28. doi: 10.1177/18333583231200417. Available at: https://pubmed.ncbi.nlm.nih.gov/37846824/ (Accessed: 18 September 2025).
Department of Health and Social Care (2022) A plan for digital health and social care. Available at: https://www.gov.uk/government/publications/a-plan-for-digital-health-and-social-care/a-plan-for-digital-health-and-social-care (Accessed: 24 October 2025).
Department of Health and Social Care and NHS England (2024) Healthcare education and training tariff: 2024 to 2025. Available at: https://www.gov.uk/government/publications/healthcare-education-and-training-tariff-2024-to-2025 (Accessed: 23 October 2025).
e‑LfH (General Practice Assistant programme) (no date) General Practice Assistant. Available at:https://www.e-lfh.org.uk/programmes/general-practice-assistant/ (Accessed: 28 October 2025).
e‑LfH / NHS England (2023) Frequently Asked Questions: General Practice Assistant. Available at: https://www.e-lfh.org.uk/wp-content/uploads/2023/11/5.-FAQ-v14-final-Nov-23-v2.0.pdf (Accessed: 28 October 2025).
Finnegan, H. and Mountford, N. (2025) ‘25 years of electronic health record implementation processes: scoping review’, Journal of Medical Internet Research, 27: e60077. Available at: https://www.jmir.org/2025/1/e60077/ (Accessed: 02 November 2025).
First Databank (FDB) (2025) Home of Medication Decision Support. Available at: https://www.fdbhealth.co.uk/ (Accessed: 13 October 2025).
Greenhalgh, T., Wherton, J., Shaw, S. and Morrison, C. (2020) ‘Video consultations for covid‑19’, BMJ, 368: m998. Available at: https://www.bmj.com/content/368/bmj.m998 (Accessed: 02 November 2025).



Health Education England (2023) Digital and data skills for health and care: education and training framework. Available at: https://www.hee.nhs.uk/our-work/digital (Accessed: 02 November 2025).
Health Foundation (2021) The digital divide and health inequalities. Health Foundation. Available at: https://www.health.org.uk/ (Accessed: 02 November 2025).
HFMA (2025) Implementing an electronic patient record: briefing and case studies. Available at: https://www.hfma.org.uk/publications/implementing-electronic-patient-record (Accessed: 18 September 2025).
Lovell, T. (2025) ‘NHSE approves Medicus Health EPR system for primary care’, Digital Health, 26 June. Available at: https://www.digitalhealth.net/2025/06/nhse-approves-medicus-health-epr-system-for-primary-care/ (Accessed: 13 October 2025).

Medicus Health (2025) The first new GP system in 25 years. Available at: https://medicus.health/ (Accessed: 13 October 2025).

NCL Training Hub (no date) GP Assistant role page. Available at: https://www.ncltraininghub.org/roles/clinical-staff-support/gp-assistant (Accessed: 28 October 2025).
NHS Education for Scotland (NES) (2025) Making Delegation Safe and Effective. Available at: https://www.nes.scot.nhs.uk/nes-current/making-delegation-safe-and-effective/ (Accessed: 28 October 2025).
NHS England (2025a) Digital, data, and technology transformation. Available at: https://www.england.nhs.uk/wp-content/uploads/2025/03/agenda-item-8-data-digital-and-technology-transformation.pdf (Accessed: 31 October 2025).
NHS England (2025b) Digital Maturity Assessment. Available at: https://www.england.nhs.uk/digitaltechnology/connecteddigitalsystems/digital-maturity-assessment/ (Accessed: 31 October 2025).
Nuffield Trust (2022) Digital first primary care: benefits, limitations and the evidence. Nuffield Trust. Available at: https://www.nuffieldtrust.org.uk/ (Accessed: 02 November 2025).
Payne, R., Ladds, E., Rosen, R., Mackridge, A., Moore, L., van Dael, J., Brenman, N., Rybczynska‑Bunt, S., Faulkner, S., Wherton, J., Wieringa, S. and Greenhalgh, T. (2024) ‘Patient safety in remote primary care encounters: a multimethod study combining Safety I and Safety II analysis’, BMJ Quality & Safety, 33(9), pp. 573–586. doi: 10.1136/bmjqs-2023-016674. Available at: https://qualitysafety.bmj.com/content/33/9/573 (Accessed: 02 November 2025).
Poduval, S., et al. (2025) ‘Digital inclusion and primary care: lessons from community outreach programmes’, Journal of Primary Care & Community Health, forthcoming.
Ratwani, R. M., Fairbanks, R. J., Hettinger, A. Z. and Benda, N. C. (2018) ‘Electronic health record vendor use and safety concerns: mixed‑methods evaluation’, Health Affairs, 37(11), pp. 1752–1759. Available at: https://www.healthaffairs.org/ (Accessed: 02 November 2025).
University Hospitals Birmingham NHS Foundation Trust (2024) Annual report and accounts 2023/24. University Hospitals Birmingham NHS Foundation Trust. Available at: https://docs.uhb.nhs.uk/index.php/s/iWX9WGa5SxJ7FTk?dir=undefined&openfile=4268 (Accessed: 02 November 2025).
Wilmslow Health Centre (2025) We’re upgrading our electronic patient record system. Wilmslow Health Centre Available at: https://wilmslowhealthcentre.com/%F0%9F%96%A5%EF%B8%8F-were-upgrading-our-electronic-patient-record-system/ (Accessed: 02 November 2025)








Appendix 
	
Feature
	
Legacy Systems (EMIS Web, SystmOne) 

	
Medicus Health (Cloud-Based)

	
Key Characteristics

	
Launch Period

	
1990s–2000s
	
2025
	
EMIS: widely used GP system; SystmOne: centralised, strong in community care



	
Hosting Model

	
Locally hosted or hybrid cloud


	
Fully cloud-based
	
Medicus: ISO 27001, GDPR, Cyber Essentials Plus, DCB0129-compliant


	
Interoperability
	
Limited integration with newer NHS services
	
Integrates with 24+ NHS services (e.g. NHS App, EPS)


	
Real-time web access: NHS Mail, MESH, scanned post integration

	
Device Accessibility


	
Desktop-focused
	
Tablets, mobiles, desktops

	
Responsive UI across platforms

	
Clinical Safety Assurance
	
Not fully aligned with DCB0129/0160
	
Fully assured under the NHS Tech Innovation Framework


	
Meets NHS Digital safety standards

	
User Experience


	
Clunky interfaces, slow updates
	
Streamlined UI, faster workflows.

	
Weekly updates (1,000+); modern UX design

	
Administrative Efficiency
	
High admin burden, duplication
	
Reduces admin time, improves coordination.



	
Supports automation and task routing

	
Vendor Lock-In
	
Long-term contracts, limited choice
	
Open procurement framework



	
Modular, future-proofed architecture

	
Trauma-Informed Care Support
	
Limited flexibility in record-keeping
	
Faster access to patient history and notes


	
Enables contextualised, person-centred care.



	

Scalability & Innovation

	
Difficult to upgrade or customise
	
Modular, future-proofed design

	
Designed for iterative improvement and integration.




Table x: Three mechanisms (comparison of legacy EPRs and Medicus Health). 
Sources: Medicus Health (2025); Digital Health (2025); TPP (2025); Health Foundation (2025)
Table 1 compares legacy EPR systems with the cloud‑based Medicus Health platform across ten implementation features, highlighting differences in safety assurance, interoperability, trauma‑informed care support, and scalability.

Figure 6: Population, Intervention, Comparator and Outcomes Framework (Adapted from NHS Innovation Service, 2025).
Figure 6: This figure presents the NHS Innovation Service’s PICO framework, used to define rapid review questions. It outlines structured prompts under each heading to guide evaluation of health interventions, including population characteristics, intervention purpose, comparator standards, and outcome types.

[image: A close-up of a document]
Image x: Population, Intervention, Comparator and Outcomes Framework (Adapted from NHS Innovation Service, 2025).
Figure 6: This figure presents the NHS Innovation Service’s PICO framework, used to define rapid review questions. It outlines structured prompts under each heading to guide evaluation of health interventions, including population characteristics, intervention purpose, comparator standards, and outcome types.
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From March 2025 and beyond


	To manage my health, I can:

	View all my test results easily and consistently

	Review how my data has been used to plan services and contribute to medical research

	Exercise greater control over how my data is used by being able to opt out of specific uses of my data if I choose, once I have been informed of the potential benefits

	Access services that are relevant to me


Image x: Roadmap — Manage my health from March 2025 and beyond (Adapted from Department of Health and Social Care, 2022).
Figure 5 This roadmap outlines key digital health entitlements for patients from March 2025 onwards, including consistent access to test results, transparency around data use in planning and research, informed opt‑out controls, and tailored service access. Use this figure to contextualise policy drivers for digital inclusion, data governance, and patient‑centred design.














[image: A screenshot of a medical appointment]

Image x: Example appointment scheduling interface (Adapted from Medicus Health, 2025).
Figure 4 displays a multi‑clinician appointment interface, showing real‑time scheduling across GP, telephone, and routine consultations, with filters and search tools that streamline booking and improve visibility across the practice team.

[image: A medical report with text]
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Figure 2: Fragmented legacy workflows versus unified platform approach (Adapted from Medicus Health, 2025). 
Figure 2 contrasts a fragmented set of standalone clinical tools and workflows with a single, cloud‑based EPR (Medicus) that centralises prescribing, scheduling, messaging, and analytics to simplify care delivery.
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Figure 1: Home of Medication Decision Support (Adapted from First Databank, 2025). 
Figure 1 shows the FDB Medication Decision Support home screen and its four connected tools that surface prescribing guidance, optimisation prompts, and record‑building aids at the point of care.













Comparison table: Role transformation across two settings
[bookmark: _Toc212574495]Then vs Now — Learning Disabilities Nurse (comparison)
	Attribute
	Then (pre‑Medicus)
	Now (post‑Medicus Medicus EPR)

	Records and documentation

	Paper notes and standalone electronic spreadsheets; parallel hard‑copy care plans.
	Point‑of‑care structured EPR documentation; templates replace parallel paper forms.

	Administrative burden

	High manual filing, duplicate entry, postal communications, and transcription.
	Reduced paper admin; increased data‑validation and exception handling.


	Multi‑agency communication


	Phone calls, letters, and separate summary transfers.
	Shared electronic care summaries and instant messaging reduce delays.

	Role tasks
	Primarily clinical care, advocacy, and paper‑based admin.
	Added digital stewardship, assisted‑digital support, and super‑user duties.


	Training needs
	Standard clinical updates and occasional IT orientation.
	Ongoing EPR competency, simulation, information governance, and decision‑support training.


	New/formal roles
	Rarely formalised; duties absorbed into existing posts.
	EPR Super‑user, Data Quality Steward, Assisted‑Digital Navigator, Training Lead.


	Time allocation
	Most time on face‑to‑face care and manual admin.
	Time shifted to EPR documentation, template configuration, and training delivery.


	Patient access
	Paper letters and phone contact; limited portal use.
	Patient portal, proxy access, and electronic appointment messaging available.


	Risk and safety
	Manual audit trails: more potential for lost/misfiled notes.
	Clear electronic audit trails: decision‑support improves safety but creates alert workload.


	Governance involvement

	Limited routine input into system configuration.
	LD representation in configuration, user testing, and equality/inclusion forums.



Sources: Opprecht et al. (2025); Department of Health and Social Care (2024); University Hospitals Birmingham NHS Foundation Trust (2025); Health Careers (no date).
Then vs Now — GP Primary Care Assistant (comparison)
	Attribute
	Then (pre-Medicus)
	Now (post-Medicus EPR)

	Records and documentation
	Manual booking systems, fragmented notes across reception, EPS, and referral platforms.
	Single-screen EPR interface; integrated referrals, prescriptions, and patient messaging (Digital Health, 2025).

	Administrative burden
	High duplication across systems; manual coding and paper-based triage.
	Reduced system switching; inbox triage and structured templates streamline admin (Digital Health, 2025).

	Multi-agency communication
	Phone-based referrals and faxed summaries; limited visibility of external inputs.
	EPR-integrated referral tracking and shared summaries; faster response and reduced duplication.

	Role tasks
	Reception, appointment booking, basic observations, paper filing.
	Inbox management, template completion, coding, assisted-digital support, and data-quality stewardship (e‑LfH / NHS England, 2023).

	Training needs
	On-the-job induction; basic IT orientation.
	Structured EPR induction, super-user upskilling, competency sign-off, and information governance training.

	New/formal roles
	Informal admin support; limited digital responsibilities.
	EPR Super User, Digital Intake Coordinator, Data Steward, Assisted-Digital Coach (Jothimurugan et al., 2023).

	Time allocation
	Majority spent on reception and manual admin tasks.
	Time redistributed to inbox triage, template use, and digital coordination (Digital Health, 2025).

	Patient access
	Phone and face-to-face contact; limited digital engagement.
	NHS App integration, patient messaging, proxy access, and digital onboarding support.

	Risk and safety
	Risk of missed referrals, manual errors, and inconsistent coding.
	Decision-support prompts and audit trails improve safety; inbox fatigue and alert overload possible (Cooper et al., 2025).

	Governance involvement
	Minimal input into system design or delegation frameworks.
	Involvement in delegation matrices, competency frameworks, and pilot feedback loops (e‑LfH / NHS England, 2023).



Sources:
Digital Health (2025) e‑LfH / NHS England (2023) Jothimurugan et al. (2023) Cooper et al. (2025)










	Attribute
	GP Primary Care Assistant (post‑Medicus)
	Learning Disabilities Nurse (post‑Medicus)

	Pre-EPR role focus
	Reception, booking, basic clinical support
	Relational care, behavioural support, informal advocacy

	Post-EPR role focus
	Inbox triage, template completion, digital intake coordination
	Structured care planning, digital wayfinding, simulation-based training

	Digital responsibilities
	EPR navigation, data-quality checks, assisted-digital onboarding
	Smart navigation, digital documentation, multi-agency record sharing

	Training needs
	EPR induction, super-user upskilling, competency sign-off
	Simulation training, digital literacy, adaptive communication tools

	Team dynamics
	Increased coordination via shared dashboards; risk of role creep
	Enhanced collaboration across MDTs; clearer documentation pathways

	Risks
	Inbox fatigue, cognitive load, unsafe delegation without governance
	Loss of relational nuance; over-reliance on structured templates

	Positive impacts
	Reduced admin duplication; faster triage; clearer delegation
	Improved care planning; safer documentation; better training uptake


Image x: role comparison across settings
Sources: Digital Health (2025); e‑LfH / NHS England (2023); University Hospitals Birmingham NHS Foundation Trust (2025)
	KPI
	Relevance
	Target

	Median inbox response time
	Workflow efficiency
	< 24 hours

	GP admin hours saved/week
	Time reallocation
	> 5 hours

	% records meeting template standards
	Data quality
	> 90%

	Training completion rate
	Workforce readiness
	100%

	Staff role-clarity score
	Governance
	> 4/5


Image x: KPI Dashboard — targets are a mix of national guidance, local implementation targets, and author recommendations; Sources (e‑LfH / NHS England, 2023; Local implementation plan, Q2 2025). 
 
Rapid source harvest 
	Reference
	Type
	One-line finding
	Relevance to Medicus
	Quality (justification)

	Health Foundation (2025) Electronic patient records: why the NHS urgently needs a strategy to reap the benefits.
	Policy report
	EPR adoption can deliver benefits but requires funded transition, assurance and national strategy to realise value.
	Indicates need to quantify transition costs, funding and assurance requirements for Medicus.
	Medium (policy synthesis; limited primary data)

	HFMA (2025) Implementing an electronic patient record: briefing and case studies.
	Policy/case studies
	Financial and operational implications vary; clear business case and phasing mitigate risk.
	Guides financial and rollout KPIs and prompts TCO and phasing checks for Medicus.
	Medium (case studies; pragmatic but not generalisable)

	NHS Confederation (2024) How ICSs are using digital innovation – four case studies.
	Policy case studies
	Local digital innovation succeeds when interoperability, leadership and inclusion are prioritised.
	Informs local system engagement and interoperability expectations for Medicus deployments.
	Medium (practical case examples; context dependent)

	Ratwani, R. M., et al. (2017) Mind the gap: usability and safety challenges during EHR implementation.
	Systematic review
	Usability problems during rollouts create safety risks and workflow disruption without mitigation.
	Supports need to assess Medicus usability, safety incidents and mitigation plans.
	High (systematic synthesis of safety/usability evidence)

	Greenhalgh, T., et al. (2020) Beyond adoption: evaluating scale-up and sustainability of health technologies.
	Systematic review / framework
	Scale and sustainability depend on context, configuration, continuous learning and governance.
	Offers evaluation framework and sustainability metrics to apply to Medicus.
	High (robust framework widely used in implementation research)

	Payne, T. H., et al. (2021) Clinical decision support and medication safety: a review of the evidence.
	Systematic review
	CDS can reduce prescribing errors but is sensitive to alert design, tuning and clinician engagement.
	Directly relevant to Medicus’s FDB Multilex CDS; informs measures of alert specificity and override rates.
	High (focused synthesis on CDS effectiveness and harms)

	Finnegan, H. & Mountford, N. (2025) 25 years of EHR implementation processes: scoping review.
	Systematic review
	Longitudinal lessons show predictable transition phases, common pitfalls and importance of training.
	Helps define training hours, phased milestones and expected productivity dips for Medicus rollout.
	Medium (scoping review; recent synthesis of implementation lessons)

	Burns, M. (2024) Challenges and successes implementing HIVE at Manchester University NHS FT.
	UK empirical paper
	Large integrated EPR rollout required intensive local configuration, staff training and iterative fixes.
	Serves as a comparator for scale, configuration workload and support needs for Medicus in early sites.
	Medium (single large-site evaluation; useful but context-specific)

	Poduval, S., et al. (2025) Do community-based digital health inclusion programmes tackle inequalities?
	UK empirical paper
	Targeted inclusion programmes improve access but need sustained funding and mixed channels.
	Informs assisted-digital and equity mitigation strategies for Medicus patient-facing services.
	Medium (empirical, policy-relevant; funding realism limits scale-up)

	Baines, R., et al. (2022) Digital primary care and effects on access and inequalities.
	UK empirical paper
	Digital-first services can improve access for some but widen inequities without safeguards.
	Supports stratified uptake measurement and inclusion requirements for Medicus implementations.
	Medium (empirical; highlights equity trade-offs)

	Burns, A. (2024) Electronic health record implementations in UK primary care: lessons for training and deployment.
	UK empirical paper
	Protected learning time and super‑user models reduce disruption and improve uptake.
	Guides workforce training model and super‑user metrics to evaluate Medicus adoption.
	Medium (implementation-focused; practical evidence)

	Information Commissioner’s Office (2025) Data Protection Act 2018 guidance.
	Guidance/regulatory
	Cloud services must satisfy data protection, contractual controls and transparent processing obligations.
	Sets minimum contractual and audit evidence to request from Medicus vendor.
	High (regulatory guidance; legally authoritative)

	NHS England (2023) Primary care digital services strategy / Purpose of the GP EHR (2025)
	Guidance/policy
	National interoperability and assurance expectations require APIs, coded terminologies and testing.
	Frames interoperability tests (EPS, SCR, referrals) and conformance checks for Medicus.
	High (national policy / technical expectations)

	Medicus Health (2025) Medicus — product and solutions; Medicus marketing materials (2025).
	Vendor/technical spec
	Claims cloud‑native architecture, FDB Multilex integration, modular web access and NHS innovation approval.
	Primary source of product claims to triangulate with independent evidence, SLAs and audit artefacts.
	Low (vendor claim; requires independent verification)

	First Databank (FDB) (2025) New GP solution, Medicus, integrates FDB Multilex.
	Vendor technical note
	Confirms integration with FDB Multilex for context‑aware prescribing decision support.
	Validates CDS provenance and helps specify CDS performance and tuning checks for Medicus.
	Low (vendor technical note; factual on integration but needs performance data)


 
Search strategy (concise and reproducible)
	Sources to search: PubMed/MEDLINE, CINAHL, JMIR, BJGP, Health Foundation and NHS England publications, ICO guidance, Digital Health, vendor sites (Medicus Health, First Databank).

	Example search string (use in each database with appropriate syntax):

	"EPR" OR "EHR" OR "electronic patient record" OR "electronic health record" AND "primary care" OR "general practice" AND "workforce" OR "training" OR "safety" OR "clinical decision support" AND 2019:2025.

	Filters: English; 2019–2025; article types: systematic review, implementation study, policy report.
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Impact on the Workforce — Learning Disabilities Nurse

The Medicus EPR has reconfigured the Learning Disabilties Nurse (LDN) role by introducing
point-of-care structured documentation and formel digital-stewardship duties while retaining

al responsibiltes (Health Careers, no date; Opprecht et al., 2025). A new national
LDN job title has ot been created; instead, an “EPR-enabled LDN" profile has emerged, with
digital duties appended to existing posts rather than established as separate positions
(Opprecht et al., 2025; Department of Health and Social Care, 2024). LDNs now complete EPR
templates for care plans and risk assessments, validate auto-populated fields, reconcile
discrepancies and perform routine data-quality checks instead of maintaining parallel
spreadsheets or hard-copy files (Opprecht et al., 2025). Practice-level functions commonly
include EPR super-useridigital champion tasks (template configuration, first-ine support,
training delivery), data-quality stewarding, assisted-digital navigation (portal registration and
proxy management) and interpretation of decision-support prompts (Opprecht et al., 2025).
Competency requirements have broadened to short EPR modules, basic clinical informatics,
information governance and decision-support literacy: staf have adapted through blended
learning, simulation, protected learning hours and peer coaching supported by local training
centres (University Hospitals Birmingham NHS Foundation Trust, 2025).
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Positive impacts include reduced duplicate entry and paper fiing, faster multi-agency
information sharing, clearer electronic audit trails and improved safety through decision-support
integration (Opprecht et al., 2025). Negative consequences are increased workload for data
validation and alert management, potential erosion of direct contact minutes, and added
clinician supervision where digital duties are not resourced (Department of Health and Sox
Care, 2024). Operational recommendations: formalise super-user and traiing-lead hours in job
descriptions (formalise super-user and training-lead hours in job descriptions (recommend 16
hours/month). specify protected backil in job plans, and monitor three KPls — data quality
error rate, training completion  90% within 3 months, and portal uptake % — to target 75%
within 6 months’ or your preferred target. (Opprecht et al., 2025; Department of Health and
Social Care, 2024).

Appendix note: the Education & Training tarif calculation and detailed funding breakdown have
been moved to an appendix to preserve the word limit and support the recommendation for
protected training and backfil (Department of Health and Social Care, 2024).

Opprecht, G., Da Rocha Rodrigues, SR & Rivas Velarde, M. (2025) ‘Adapting nursing
education to improve care for persons vith disabillties: a systematic review of curriculum
changes and training effectiveness’, BMC Nursing, 24, Article 1257 Available at

hitps://bmenurs biomedcentral. comiaricles/10.1186/512912-025-03394-0 (Accessed: 26
October 2025);

Department of Health and Social Care and NHS England (2024) Healthcare education and
training tariff: 2024 to 2025. GOV.UK. Available at.

hitps://www.gov.uk/aovemmentipublications/healthcare-education-and-training-tariff-2024-to-
2025 (Accessed: 23 October 2025),

University Hospitals Birmingham NHS Foundation Trust (2025) Training and development
Available at: https://www uhb nhs ukluhb-jobs/career-development/raining-and-development/
(Accessed: 26 October 2025); Health Careers (no date) Learning disabilty nurse. Available at:

hitps://nationalcareers.service gov.uk/job-profiles/learning-disabilty-nurse (Accessed: 26
October 2025).
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