
 
Key elements for an EDQUM minimum data set (April 2004) 

Information No. Description Notes 

1 Unique identifier 

2 Sex 

3 Date of birth 

4 Allergies/ ADRs 

5 Derived “active” problems 

6 Derived “current” drug chart 

Patient 

7 Past medical history (“past  problems) 

 
 
 
 
 
 
 
 
Shaded items 5-7 will be generated from data recorded at each encounter with the patient 
 
Additional items - elsewhere prescribed, complementary medicines 
 
All items need to be date stamped 

8 Who provided service Encounter 

9 
 

“Problem” definition 
• NEW problem 
• EXISTING problem 

Encounter data must be date stamped 
 
Need to maintain problem ID throughout longitudinal record as definition (diagnosis) changes 
over time (see accompanying notes) 
 
For minimum data set ignore History and Examination 

10 “ Special Advice” 

11 Medication            Yes / No 

12 

Medication name 
• Drug dose form 
• Drug strength 
• Pack size  

13 Quantity of drug prescribed (=dose) 

14 Dose frequency 

15 Number of repeats 

16 Date medication started 

Action taken 

17 Date medication ceased 

Specific non-pharmacological protocol-driven advice may be appropriate for particular clinical 
conditions eg trial of dietary and lifestyle advice before lipid lowering therapy is introduced. 
 
Actions are taken to deal with “problems”. Every action taken must be related to a problem, 
either a new problem or an existing problem (item 9)  
 
Medications should include immunisations, sample packs and OTC recommended products; how 
data on these medications are managed needs to be resolved. 
 
Items 12-16 capture information about the prescription. The exact order in which these fields 
(and the structure of each field) may vary according to the prescribing package used. Some of 
these data elements 12-14 inclusive could be covered  by a single EAN number ( when 
available) 
 
 
For minimum data set other courses of action have not be included as  
essential elements for data recording. Desirable additional elements could be: 
Investigations, Referrals etc 

 18 “Other” actions  

Desirable 
elements 19-23 

Height, weight, smoking, alcohol consumption, immunisation status 
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N
otes accom

panying the m
inim

um
 data set – A

pril 2004 
 G

eneral points 
 

1. 
T

his docum
ent has been the result of the recognition that currently available data sources have lim

ited capacity to 
answ

er the clinical questions of interest that underpin the E
D

Q
U

M
 project. R

outinely collected data can provide 
som

e inform
ation, but w

ithout patient- and indication-specific inform
ation it is not possible to assess the 

appropriateness of prescribing decisions or m
easure m

ore subtle changes in prescribing practices over tim
e. 

 2. 
In identifying a m

inim
um

 data set, w
e have recognized that G

P
s are tim

e poor and w
ill be unw

illing and unable to 
com

m
it to any data collection that adds substantially to consultation tim

e. T
his docum

ents attem
pts to identify the 

m
inim

um
 set of inform

ation that if routinely collected by the G
P

 w
ould still allow

 the G
P

 to reflect m
eaningfully 

on prescribing practices. 
 

3. 
T

he focus of this docum
ent is the data fields that should be com

pleted by the G
P

. T
his docum

ent does not address 
issues of com

puting or data coding nor does it attem
pt to describe the screen interface w

hich w
ould be used for the 

data collection. Progress on these aspects w
ill require consultation w

ith softw
are providers. H

ow
ever, a 

prerequisite for these consultations is an agreed set of data elem
ents that need to be incorporated into standard 

data input screens. 
 

4. 
T

he issue of coding of inform
ation is a vexed one and has been the subject of discussion and a num

ber of reports 
by expert com

m
ittees over a num

ber of years. R
esolving this issue is beyond the scope of the E

D
Q

U
M

 project, but 
w

e w
ould be hopeful that pressures from

 other organizations and G
overnm

ent w
ill hasten a com

m
itm

ent to a 
recom

m
ended coding system

. In the interim
, m

odifications to currently available softw
are used by participants in 

the E
D

Q
U

M
 project to accom

m
odate the m

inim
um

 data set are likely to use the coding system
s relevant to that 

softw
are. T

he coding system
s can be m

apped one to another to facilitate aggregation of data. 
 

5. 
A

part from
 patient identifiers (item

s 1-3 in m
inim

um
 data set), all item

s in the data set w
ill need to be ‘date 

stam
ped’ to facilitate generation of current m

edication lists, current problem
s and past problem

s. 
 D

efinitions 
 T

o avoid confusion and ensure consistency in the use of term
s, the follow

ing standard international definitions from
 the 

W
orld O

rganisation of Fam
ily D

octors should be used and applied to this m
inim

um
 data set: 

  P
roblem

: any concern in relation to the health of a patient as determ
ined by the health care provider. Problem

s should be 
recorded at the highest level of specificity determ

ined at the tim
e of an encounter. 1  

 • 
N

ew
 problem

: the first presentation of a problem
 including the first presentation of a recurrence of a previously resolved 

problem
 but excluding the presentation of a problem

 first assessed by another provider. 
 • 

C
ontinuing problem

: a previously assessed problem
 that requires ongoing care. Includes follow

-up for a problem
 or an 

initial presentation of a problem
 previously assessed by another provider. 

  E
ncounter: any professional interchange betw

een a patient and one or m
ore m

em
bers of a health care team

. 1  
 • 

Indirect: E
ncounter w

here there is no face-to-face m
eeting betw

een the patient and the health professional (but a service 
is provided e.g. prescription, referral). 

 • 
D

irect: E
ncounter w

here there is a face-to-face m
eeting of the patient and the health professional 

  M
edication: m

edication that is prescribed, advised for over-the-counter purchase or provided by the G
P at the encounter.  

 T
he m

edication m
ay be new

 i.e. prescribed/advised/provided at the encounter for the m
anagem

ent of the problem
 for the 

first tim
e, it m

ay be a continuation or repeat of previous therapy for the problem
. 
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  Specific points relating to the item
s in the m

inim
um

 data set 
 P

atient inform
ation 

 
1. 

A
 unique identifier is required to facilitate linking of records. T

his identifier m
ay or m

ay not be the sam
e as the 

unique num
ber assigned autom

atically by som
e com

puter system
s. 

 2. 
Sex w

ill be a standard data elem
ent already collected as part of registration of a patient on the com

puter system
. 

 
3. 

D
ate of birth w

ill be a standard data elem
ent already collected as part of registration of a patient on the com

puter 
system

. 
 

4. 
A

llergies/adverse drug reactions. M
ost com

puter system
s w

ill already have facility for recording this 
inform

ation. 
 

5. 
D

erived “active problem
s”. ‘Problem

s’ is the generic term
 applied to sym

ptom
s and diagnoses, recognizing that 

not all presentations to general practice can be assigned a firm
 diagnosis at first presentation. T

he diagnosis m
ay be 

assigned over tim
e as a cluster of sym

ptom
s becom

es a form
ed diagnosis. T

herefore each ‘problem
’ needs to be 

tracked over tim
e so that the pathw

ay from
 sym

ptom
 to diagnosis is clear. T

his can be best achieved by assigning a 
unique identifier to the patient problem

/diagnosis at first presentation. T
he sam

e identifier is retained over tim
e as a 

changed problem
/diagnosis labels are assigned to the problem

. 2-4 A
ctive problem

s are those that are under active 
m

anagem
ent by the G

P
 at that tim

e and are distinct from
 ‘past’ or resolved problem

s that w
ill be listed under item

 
7, called past m

edical history. T
he list of active problem

s w
ill be generated from

 encounter data. 
  6. 

D
erived current drug chart. T

his docum
ent w

ill be updated based upon m
edications  recorded as actions taken as 

part of a consultation  
 7. 

P
ast m

edical history (“past problem
s”). See item

 5. 
  E

ncounter inform
ation 

 
8. 

W
ho provided the service 

 9. 
“P

roblem
” definition N

E
W

 or E
X

IST
IN

G
. See item

 5. 
 N

ew
 problem

s w
ill be added to the active problem

 list for the patient. A
 new

 identifier w
ill be assigned as a new

 problem
 is 

entered into the patient record. 
 

E
xisting problem

s w
ill be those for w

hich there is already a record of sym
ptom

s or diagnosis m
anaged at previous 

consultations. E
xisting problem

s w
ill already have an identifier, assigned at the tim

e of first presentation w
ith the problem

. 
 A

ction taken 
 N

ote: E
very action taken m

ust relate to a specific problem
 w

hich w
ill be either a new

 problem
 or an existing problem

. 
 

10. “Special A
dvice”. T

his item
 has been included as not all consultations result in a prescription. For som

e clinical 
conditions there w

ill be protocol specific advice that is given to patients and this should be noted here. For 
exam

ple, a G
P

 m
ay recom

m
end a trial of lifestyle changes and dietary m

odifications before lipid m
odifying drugs 

are prescribed or advice m
ay be given on w

hy antibiotic therapy is inappropriate for an upper respiratory tract 
infection along w

ith a ‘prescription’ for sym
ptom

atic m
anagem

ent of the illness. 
 11. M

edication Y
E

S / N
O

. From
 the definition, a m

edication m
ay be prescribed, advised for over-the-counter 

purchase or provided by the G
P

 at the encounter. 
 It is im

portant that G
P

s recognize that data collection should occur for all consultations and not just those for w
hich a 

prescription is issued. Specifically in the context of the drug groups w
hich are the focus of E

D
Q

U
M

 activities (antibiotics, 
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lipid-low
ering drugs and proton pum

p inhibitors) it w
ill be im

portant to m
easure those occasions on w

hich a prescription 
w

as not issued.  
 For exam

ple, in assessing prescribing practices for the m
anagem

ent of upper respiratory tract infections it is necessary to 
know

 how
 m

any presentations there w
ere for this condition and in w

hat proportion of those presentations a prescription for 
an antibiotic w

as issued. If G
Ps only record those occasions on w

hich a prescription w
as provided, this m

ore inform
ed 

assessm
ent of prescribing practices cannot occur. If only prescribing occasions are recorded, the database w

ill only be able 
to inform

 the G
P as to w

hich antibiotic w
as chosen for the prescription. 

 Sim
ilarly for lipid-low

ering drugs, it w
ill be im

portant for G
P

s to be able to assess the extent to w
hich a trial of dietary and 

lifestyle m
odification w

as recom
m

ended before therapy w
ith a lipid-low

ering agent is introduced. 
  

12. M
edication nam

e. T
his is the drug prescribed, advised or provided for a new

 or existing problem
 at the encounter.  

 Softw
are packages w

ill differ in the nature and extent of recording of elem
ents relevant to the prescription but m

ost are 
likely to cover the drug dose form

, drug strength, dose prescribed, dose frequency, pack size ordered, num
ber of repeats 

(item
s 12-16). T

hese item
s w

ill not represent additional data recording beyond that already undertaken w
ith the use of 

com
puterized prescribing packages. T

he pack size w
ill m

ost often be the standard PB
S pack size for the drug being 

prescribed. In som
e cases, the G

P
 w

ill w
ant to prescribe other quantities of tablets.  

 
13. Q

uantity of drug prescribed = dose. See item
 12 

 14. D
ose frequency. See item

 12 
 15. N

um
ber of repeats. See item

 12 
 

16. D
ate m

edication started.  A
s noted in general points, prescriptions need to be date stam

ped at the tim
e of issue. 

T
he date m

edication w
as started w

ill usually be the date of the first prescription for the drug. 
 17. D

ate m
edication ceased. W

hile not currently a standard recorded item
 for prescriptions, a date for ceasing 

m
edication helps m

aintain a current drug chart for the patient. 
 

18. “O
ther actions”. O

ther courses of action beyond advice and prescribing have not been specified in the proposed 
m

inim
um

 data set. A
 consultation m

ay result in a num
ber of other actions including referral to specialists or other 

health professionals, ordering of pathology, biochem
istry or radiological investigations etc. W

hile the recording of 
these outcom

es is desirable, these are consistent w
ith the developm

ent of an electronic patient record rather than 
the m

ore lim
ited scope of this exercise for the E

D
Q

U
M

 project. 
  

D
esirable elem

ents 
 19-23 H

eight, w
eight, sm

oking, alcohol consum
ption, im

m
unization status. T

hese item
s have been nom

inated as 
desirable for a patient record, how

ever these are not considered essential elem
ents for a m

inim
um

 data set. 
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