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Electronic Palliative Care 
Summary (ePCS) Guideline – 
A Guide to Data Entry 

Overview 
The Palliative Care Summary Project is based in general practice and aims to improve 

cancer and palliative care in the community, by sharing appropriate palliative Care 

information electronically with Out of Hours (OOH) partners. The purpose of this 

document is to summarise the entry of data in the Electronic Palliative Care 

Summary process. For more information please download the administrator guide 

from http://www.inps4.co.uk/my_vision/vua/scotland/index.html  

 

Enabling ePCS 
You must ensure that you have the Palliative Care Extract switched on. This is setup 

from the Vision Front menu – Options – Setup – System. Tick Palliative Care 

Extract. 

Note – This action requires exclusive access to Vision, all other users 

must log out for this to be accessed. 

 
Switching on Palliative Care Extract 

http://www.inps4.co.uk/my_vision/vua/scotland/index.html
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Using the ePCS Guideline 
 

Accessing the ePCS Guideline 

The ePCS Guideline can be accessed in several ways within Consultation Manager 

depending on how your practice has been set up: 

 

From the Main Guideline Menu 

1. Click on Guidelines and then Select Guideline. 

 
Guideline – Select Guideline 

2. Select Guideline by Mnemonic is displayed, type epcs2 into Mnemonic and 

press enter. 

3. The EPCS2: ePCS – Palliative Care Summary – Scotland Guideline is 

displayed in the main area of the Select Guideline by Mnemonic screen. 

Click on the Guideline and select View. 

 

Select Guideline by Mnemonic with ePCS – Palliative Care Summary – Scotland selected 
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From a tab on Patient Record 

1. Click on the ePCS labelled tab to display the Guideline. 

 

Example ePCS tab 

 

From the Local Guidelines Index 

1. Click  to display the Local Guideline Index. 

2. Click on ePCS – Palliative Care Summary - Scotland. 

 
Example Local Guidelines Index including ePCS Palliative Care Summary – Scotland 
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Example ePCS Guideline 

The ePCS – Palliative Care Summary – Scotland Guideline is broken down into 

sections. You can click any heading to expand or collapse it. 

 

Patient Details 

 

Patient Details section 

This section is for reference only, it displays: 

 Patients full name. 

 Date of birth. 

 Sex. 

 CHI Number. 

 Current Address. 

 Communication numbers (if available). 

 Other Identifiers (if available). 
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Carer/Next of Kin 

 
Carer/Next of Kin section 

This section explains how to check or record carer/next of kin details: 

1. From the Patient Record, select the Patient Details tab. 

 
Patient Details tab 

2. From Patient Details, select the Contact tab. 

 
Contacts tab 

3. Click Add under Contacts of …. 

 

Example of Add Contact of… 

4. Enter the Carer or Next of Kin surname and forename into the Add Contact 

screen and click OK. 

 
Add Contact screen 

5. Highlight and click Select on the details required. If the details required are 

not offered select Add and complete the Person – Add screen. 
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Example Add Contact - ****** 

6. The Contact Relationship – Add screen is displayed, enter the information 

required into Relationship to Patient, click into the Carer or Next of Kin 

check boxes as appropriate. 

 
Example of completed Contact Relationship – Add screen 

7. Click OK. 

 

Note - The Carer/Next of Kin information recorded is not displayed in 

the Guideline. 
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Important information about the use of this Guideline 

 

Important information about the use of this Guideline section 

This section facilitates the three essential steps required for an Out of Hours message 

to be sent. Click on the heading to access: 

 

Step 1 - Add the patient to the palliative care register…  

 

Step 1 – Add the patient to the palliative care register expanded 

Palliative care register – existing records displays and is followed by a list of 

qualifying Read terms. 

To add a qualifying record: 

1. Double click on the Read term required. 

2. A History – Add screen is displayed, add further detail if required. 

 

Example of Referral to palliative care service History - Add 

3. Click OK to save and close. 
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Step 2 – Add a Palliative Care Plan with a Review Date… 

 
Step 2 – Add a Palliative Care Plan with a Review Date expanded 

Palliative Care Plan displays the last Palliative Care Plan record for this patient if 

available. 

To add a new Palliative Care Plan: 

1. Click on Add Palliative Care Plan. 

 
Palliative Care Plan – Add with the GSFS Review Date highlighted 

2. Complete the Palliative Care Plan – Add screen as required.  

Note - A GSFS Review Date is essential for the OOH service. 

3. Click OK to save and close. 
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Step 3 – Record Patient Consent…  

 
Step 3 – Record Patient Consent expanded 

View or record Patient Consent as follows: 

1. From Consultation Manager, select Consultation – Patient Registration… 

 
Consultation – Patient Registration 

2. The patients registration is displayed, select the Consent tab. 

 
Patient Registration – Consent tab 

3. Click into the Consent given for palliative care data sharing check box to 

record consent. 
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Registration Details – Consent – Consent given for palliative care data sharing 

4. Click OK to save and close. 

5. Click  to close the Registration module. 

 

Relevant Diagnosis and Surgery 

 

Relevant Diagnosis and Surgery section 

This section allows you to select relevant diagnosis and/or surgery records for 

sending to the OOH service by adding them to the *GSFS1 Problem. 

To add additional data: 

1. Double click on Diagnosis and Surgery for OOH. 

2. The Diagnosis and Surgery for OOH screen is displayed. 
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Diagnosis and Surgery for OOH screen 

 

Existing record of *GSFS1 Problem 

3. If a relevant Problem has been recorded, it will be displayed. You can click the 

Problem heading to expand and view any data in it. 

4. If no Problem is displayed and you wish to send additional diagnosis and 

surgery information to the OOH service, click Add Palliative Care Problem. 

5. The Problem – Add screen is displayed, enter *GSFS1 into the Short Name. 

 
Problem Add – Specialist palliative care – Short Name highlighted 

6. Click OK to save and close. 

Note – Ensure the Short Name of your problem is *GSFS1. 
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Select the relevant diagnosis or operations for sending to OOH 

This section displays all the Medical History Priority 1 (Chapters A-U) and Surgical 

Procedures (Medical History Chapter 7) recorded on the patient‟s record. 

To add any of these to the OOH summary: 

7. Right click on the data record you wish to include, select Problems. 

 
Right click menu, Problems highlighted 

8. The Current Problems screen is displayed, click on the *GSFS1 Problem. 

 

Current Problems, *GSFS1 Problem highlighted 

9. Repeat steps 6 and 7 until all the additional information required by the OOH 

service is added to the Problem. 

10. Click OK to save and close. 

Note – Records you have selected will be listed under the *GSFS1 

Problem. 
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Key Professionals 

 

Key Professional section 

 

Under the Care of: 

The details of other professionals involved in the care of the patient (if known) are 

recorded here: 

1. Click on the appropriate button to record. 

2. Add free text if required. 

3. Click OK to save and close. 

 

Refer care to: 

Referrals to other professionals for the care of the patient can be recorded here by: 

1. Click on the appropriate button to record. 

2. Complete the Referral –Add screen as required. 
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3. Click OK to save and close. 

The latest record of each type is displayed and will be sent to OOH along with any 

free text up to 198 characters. 

 

Access Information 

 

Access Information section 

This section can be used to record notes which might be useful in gaining access to 

the patient‟s home in an Out of Hours situation: 

1. Click Access Information, the Note Pad – Add screen displays. 

 

Example of completes Access Information Note Pad - Add 

2. Press the „A‟ key to set the Type of note to Access Information. 

3. Enter the subject of the information into Subject of note. 

4. Enter the information free text into Note. 

5. Click OK to save and close. 

Note – Only the first 198 characters are transferred with the OOH 

Summary. 
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Palliative Care Issues, Awareness and Understanding 

 
Palliative Care Issues, Awareness and Understanding section 

This section displays and allows you to record: 

 

Palliative Care issues 

1. Click on Palliative Care Issues, a Note Pad – Add screen displays. 

 
Note Pad – Add, Type of note Palliative Care Issues 

2. Press the „P‟ key to set the Type of note to Palliative Care Issue. 

3. Enter the subject of the information into Subject of note, this is also sent as 

a prefix to the Note. 

4. Enter the information free text into Note. 

5. Click OK to save and close. 

Note – Only the first 198 characters are transferred with the OOH 

Summary. 
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Patient’s Awareness and Understanding of Diagnosis 

1. Click on the appropriate button, either Patient Aware of Diagnosis or 

Patient Unaware of Diagnosis. 

2. A History – Add screen is displayed with the relevant Read code: 

 1H0..00  Patient aware of diagnosis 

 1H1..00  Patient not aware of diagnosis 

Free text should be added to expand on the patient‟s understanding of 

diagnosis.  

3. Click OK to save and close. 

 

Carer’s Awareness and Understanding of Diagnosis 

1. Click on the appropriate button, either Family Aware of Diagnosis or 

Family Unaware of Diagnosis. 

2. A History – Add screen is displayed with the relevant Read code: 

 1H2..00  Family aware of diagnosis 

 1H1..00  Family not aware of diagnosis 

Free text can be added to expand on the carer‟s understanding of diagnosis. 

3. Click OK to save and close. 

 

Patient’s and Carer’s Awareness of Prognosis 

1. Click on the appropriate button, either Informing Patient of Prognosis or 

Informing Relative of Prognosis. 

2. A History – Add screen is displayed with the relevant Read code: 

 67D1.00  Informing patient of prognosis 

 67F1.00  Informing relative of prognosis 

Free text should be added to these entries to briefly describe what the patient 

or carer knows and/or understands about the prognosis. 

3. Click OK to save and close. 
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Terminal Phase 

 

Terminal Phase section 

This section displays and allows you to record: 

 

Palliative Care Plan 

To update an existing plan: 

1. Right click on the plan displayed and select Edit. 

2. Update as required. 

3. Click OK to save and close. 

To add a new plan 

1. Click on Palliative Care Plan. 

2. Complete the Palliative Care Plan – Add screen as required. 

Note – Remember to add a GSFS Review Date. 

3. Click OK to save and close. 

 

Patient wishes for resuscitation – DNACPR status 

1. Click on the appropriate button, either Wishes to be Resuscitated, Does 

NOT wish to be resuscitated or Resuscitation Status Unknown. 

2. A History – Add screen is displayed with the relevant Read code: 

 1R0..00  For resuscitation 

 1R1..00  Not for resuscitation 

 1R…00  Resuscitation status – Type UNKNOWN in comment. 

Free text can be added to these entries. 

3. Click OK to save and close. 

 

Form DS 1500 for Disability Living Allowance 

1. Click on Add DLA form completed. 
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2. A History – Add screen is displayed with the relevant Read code 

 9EB5.00  DS 1500 Disability living allowance completed 

Free text can be added to this entry. 

3. Click OK to save and close. 

 

Preferred Place of Care 

 
Preferred Place of Care section 

This section displays and allows you to record the patient‟s preferred place of care: 

1. Click on the appropriate button, either: 

 Home 

 Nursing Home 

 Community Hospital 

 Hospital 

 Hospice 

2. A Patient Preference – Add screen is displayed with the relevant Read 

code: 

 94Z1.00  Preferred place of death: home 

 94Z5.00  Preferred place of death: nursing home 

 94Z3.00  Preferred place of death: community hospital 

 94Z4.00  Preferred place of death: hospital 

 94Z2.00  Preferred place of death: hospice 

Free text can be added to these entries. 

3. Click OK to save and close. 
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Treatment 

 

Treatment section 

This section displays and allows you to record: 

 

Cancer Care Review 

1. Click on Cancer care review. 

2. A History – Add screen is displayed with the relevant Read code: 

 8BAV.00  Cancer care review 

Free text can be added to this entry. 

3. Click OK to save and close. 

 

Radiotherapy, chemotherapy and palliative treatment 

1. Click on the appropriate button: 

 Add Chemotherapy 

 Add Radiotherapy 

 Add Palliative Treatment 

2. A History – Add screen is displayed with the relevant Read code: 

 8BAD000  Cancer chemotherapy 

 7M37100  Radiotherapy NEC 

 8BJ1.00  Palliative treatment 

Free text can be added to these entries. 

3. Click OK to save and close. 
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Current repeat therapy  

This is a display of all active repeat medication which has been issued in the last 12 

months. 

 

Last 30 days acute prescriptions 

This is a display of all acute therapy issued within the last 30 days. 

 

Allergies 

This is a display of all Drug and Non-drug allergies and intolerances. 

 

OOH Information 

 
OOH Information section 

This section displays and allows you to record information about discussions you 

have had with the patient and/or their carer about their palliative care plan for 

sharing with the OOH staff: 

 

OOH Information 

To add OOH Information: 

1. Click on OOH Information. 

2. The OOH Arrangements (Palliative Care) – Add screen displays. 
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Example of completed OOH Arrangements (Palliative Care) – Add screen 

3. Complete each section as appropriate. 

Note – Anything recorded in Notes on this screen is for practice use 

only, it is NOT included in the OOH message. 

4. Click OK to save and close. 

 

Additional OOH Information 

This is the equivalent to the “Special Note”. To add: 

1. Click on Additional OOH Information, a Note Pad – Add screen is 

displayed. 

2. Press the „O‟ key to set the Type of note OOH Information. 

3. Enter the subject of the information into Subject of note. 

4. Enter the information free text into Note. 

5. Click OK to save and close. 

Note – Only 198 characters are transferred with the OOH Summary. 
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Care At Home 

 

Care At Home section 

This section displays and allows you to record: 

 

Care at Home  

To add Care at Home: 

1. Click on Care at Home. 

2. The Palliative Care at Home – Add screen displays. 

 

Example of completed Palliative Care at Home screen 
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3. Complete as appropriate. 

Note – Anything recorded in Notes on this screen is for practice use 

only, it is NOT included in the OOH message. 

4. Click OK to save and close. 

 

Syringe driver commenced/Syringe Driver discontinued  

1. Click on the appropriate button, either Syringe driver commenced or 

Syringe Driver discontinued. 

2. A History – Add screen is displayed with the relevant Read code: 

 8BD4.00  Syringe driver commenced 

 8BC5.00  Syringe driver discontinued 

Free text can be added to these entries. 

3. Click OK to save and close. 

 

Palliative Care Reports 

 
Palliative Care Reports section 

This section advises on where to find the Palliative Care Reports within Vision: 

1. From the Vision Main Menu, select Reporting. 

2. Click on Palliative Care Reports. 

3. Click on File and select the report you require. 

 
Palliative Care Reports – File 
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Multidisciplinary Team (MDT) Meeting Report 

This report lists all patients with qualifying Read codes even if they have not 

consented to their information being shared electronically. 

1. From Palliative Care Reports, click on File – MDT Meetings Reports. 

2. In Select Palliative Care Type to be included in report click in the boxes 

of the Read codes you wish to include or exclude. 

Note - Clicking on Select All will include all qualifying Read codes, 

clicking on Clear All will clear all qualifying Read codes. 

3. Select the registration type of patients by clicking either: 

 Registered & unregistered within the last month. 

 Currently Registered. 

4. Click Search. 

 
Palliative Care MDT Reports 

5. The Summary of Palliative Care Patients for Use at Multi-Disciplinary 

Meetings report is displayed. 

6. Select File – Print to print the report 

7. Click  to close the report. 
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Summary of Palliative Care Patients for Use at Multi-Disciplinary Meetings report 
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Palliative Care Review Reports 

This produces a report of all patients who are either due for review in the next week 

or whose review date has expired. The patient will be picked up even if they have not 

consented to their information being shared electronically. 

Note - A patient will not be picked up if they have no review date. 

1. From Palliative Care Reports, click on File – Palliative Care Review 

Reports. 

2. Click on View. 

 

Palliative Care Review Report 

3. .The Report of Palliative Care Patients with Upcoming/Overdue 

Reviews report is displayed. 

4. Select File – Print to print the report 

5. Click on Close. 
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Out of Hours Summary 

The OOH Summary report is a helpful summary which includes, for consenting 

patients, the date of last upload to ECS. It can be produced for either individual 

patients or patients matching the specified criteria. 

1. From Palliative Care Reports, click on File – Out Of Hours Summary. 

For a Specific Patient 

2. Leave the bullet in Selected Patient and click on Search. 

3. Find the correct patient from the Select Patient screen. 

4. The OOH Summary report is displayed  

5. Select File – Print to print the report 

6. Click  to close the report 

 

For Patients Matching a Criteria 

2. Click in to Patients Matching a criteria. 

3. Select the criteria required from: 

 Review Date 

 Patients 

 Consent 

4. Click on Search. 

 

Out of Hours Summary Report screen
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OOH Summary report sections 1 and 2 

Note - This report shows full dosage information for medication items; this is truncated before sending, as per the ECS 

specification. 

Relevant diagnosis record(s) 

selected by adding to the 
*GSFS1 Problem 
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OOH Summary report sections 3 through to 5 

5. Select File – Print to print the report 

6. Click  to close the report 

This information, including 

the free text notes, is added 
through the ePCS Guideline 


