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Scope:  
To provide a framework of principles to support the sharing of information across Nottinghamshire 
healthcare providers to support direct patient care. It is recognised that this will need to be expanded upon 
to include other care providers outside of healthcare in the future and will need regular review as 
technology develops and learning occurs. The members of the Records and Information Group (RIG) have 
identified ten key principles which should enable all healthcare providers to take a consistent approach to 
sharing information.  
 
Principles: 

1. Sharing information with care professionals involved in the patients direct care is essential to 
provide high quality care. Information can be shared either by capturing explicit patient consent or 
by setting implied consent supported by the legal and professional duty to share information. 

2. Patients have a right to object to information sharing and unless this would result in significant harm 
to the patient or others this should generally be respected. 

3. Where patient information systems only allow for the whole record to be shared (with limited entries 
marked as private) or nothing to be shared; clinical decisions can be made about what mechanisms 
should be used to share information to support direct patient care. 

4. Obtaining explicit patient consent to share a patient’s whole record (e.g. SystmOne) is the best and 
most legally defensible option and thus this should be the first consideration.  

5. A professional and clinical decision can be made to set implied consent (supported by the duty to 
share information) to make the patients information available in order to satisfy the care needs of 
patients.  

6. The users of the information or data must have a legitimate relationship with the patient i.e. they are 
part of a team providing direct care to the patient who are bound by the duty of confidentiality.  

7. The users must be either ‘registered or regulated professionals’ or, in the case of administrative and 
support staff, be directly supervised by registered or regulated professionals as part of the wider 
care team, as per Caldicott 2 Review recommendations. 

8. The model for consent and sharing patient information across organisational boundaries must be 
communicated appropriately with patients, who may provide an objection to sharing. 

9. Often there is no “perfect” model that can be realistically implemented in a timely fashion without 
detracting from the best possible care for the patient. In these cases a risk based approach may be 
taken considering a number of key pieces of advice; the 7 Caldicott Principles, the ICO Data 
Sharing Code of Practice/Checklist and Health and Social Care Information Centre Guide to 
Confidentiality. A Privacy Impact Assessment must be carried out where there are significant 
changes to use of data, for example, changes in provider and in other cases as specified by the ICO 
Privacy Impact Assessment Code of Practice1 and other regulatory bodies. 

10. The use of explicit and implied consent will vary from service to service and is demonstrated in 
Table One. 
 

1 Available at https://ico.org.uk/media/for-organisations/documents/1595/pia-code-of-practice.pdf.  
                                                           

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251750/9731-2901141-TSO-Caldicott-Government_Response_ACCESSIBLE.PDF
https://ico.org.uk/media/for-organisations/documents/1068/data_sharing_code_of_practice.pdf
https://ico.org.uk/media/for-organisations/documents/1068/data_sharing_code_of_practice.pdf
https://ico.org.uk/media/for-organisations/documents/1067/data_sharing_checklists.pdf
http://www.hscic.gov.uk/media/12822/Guide-to-confidentiality-in-health-and-social-care/pdf/HSCIC-guide-to-confidentiality.pdf
http://www.hscic.gov.uk/media/12822/Guide-to-confidentiality-in-health-and-social-care/pdf/HSCIC-guide-to-confidentiality.pdf
https://ico.org.uk/media/for-organisations/documents/1595/pia-code-of-practice.pdf
https://ico.org.uk/media/for-organisations/documents/1595/pia-code-of-practice.pdf
https://ico.org.uk/media/for-organisations/documents/1595/pia-code-of-practice.pdf


      

 
 

Table One: Principles for use of implied/explicit consent 
 

Care Setting2 Consent model 
Primary Care (GP) Record • Implied consent ‘set’ to access data made 

available by other SystmOne users. 
Justified as the GP has overarching 
responsibility for care (share in). 

• Explicit consent captured to make the GP 
record available to others (where possible) 
- consider here your duty to share 
information (share out). 

• OR implied consent ‘set’ to share out the 
GP record with others; this should be 
appropriately communicated to patients 
indicating that the implemented process 
within SystmOne is that explicit 
consent to view the GP record must be 
captured by the other service 
consuming the information.  

Emergency Care • Explicit consent captured to access data 
made available by others, communicated 
appropriately to patients (share in). 

• Implied consent ‘set’ to make data 
available to others (where it can be 
captured3) (share out). Consider here your 
duty to share information. 

Out of Hours • Explicit consent captured to access the 
records made available by others (share 
in) and explicit captured to make 
information available to share (share out). 

Community Nursing Services • Explicit consent captured to access the 
records made available by others (share 
in). 

• Implied consent ‘set’ to make information 
available to others (share out).  

Non Nursing Community Services (e.g. health 
promotion) 

• Explicit consent captured to access the 
records made available by others (share 
in) and implied consent is ‘set’ to make 
information available to share (share out). 

Secondary Care (including out-patient 
services) 

• Explicit consent captured to access the 
records made available by others (share 
in) and explicit consent captured to make 
information available to share (share out). 

 

Review Date: 2 years File location: File can be accessed via Helen Clark, 
0115 8839442 
or helen.clark@nottinghamcity.nhs.uk  

  

2 The care settings are not prescriptive: for example, an out of hours or community nursing service may work under 
emergency care principles if appropriate to the individual patient presentation, or it may be more appropriate for 
emergency services to use an explicit consent model for patients presenting with minor injuries. Clinicians are 
expected to apply their professional judgement: clinical risk takes priority.  
3 There are a number of conditions that would mean that implied consent could be used – these should be 
documented as part of the local organisations policy for implementation of the principles. 
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