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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.

Setup x|

Prirters T ‘Word Processor T Systermn ]

These options only apply to the currently selected file system and may only be changed if you are a
Sustemn Manager, all users are logged out of Yision and current LSP System is RFA or Legacy.

~Select Country————————————— — Select Registration Links
" England ¥ Registration Links
* Scotland I~ MCRS Services
7 Marthem Ireland
— Other Option:
 Wales
. I™ Fiefenal Message Digest
Fiegion

Scatland j ||_ Palliative Care Extract |
QK I Cancel | Help |

Switching on Palliative Care Extract
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http://www.inps4.co.uk/my_vision/vua/scotland/index.html

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.

Guidelines  Add  Lisk  Wiew Windos

Indexes 3
Invoke Relevant Guideline FLZ
I Select Guideline I

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

kremanic:

Wie

IepcsE

5 - Palliative Care Summary - 5cotland

Print

Frint Group

E dit

Delete

Triggers

CO g

Mew
£ By Fiead Tem + By Mnemoric I | Hew winday Import
¥ Locally generated ¥ Feports ¥ Centrally issued
v tdale [+ Female Cancel

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.

Appointmets I Erablgmii—— Patignt Select
Therapy b =PCS

Example ePCS tab

From the Local Guidelines Index

1. Click to display the Local Guideline Index.

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

BEED DR EHBSE 25

&) Local Guideline Index

Vision Guidelines
3

New Guidelines
Administration
VeForms

Data Entry

Clinical

Systems

Diabetes - Isle of Wight
GP Contract
Prescribing

Nursing

SPICE -PC

ePCS - Palliative Care Summary - Scotland

Example Local Guidelines Index including ePCS Palliative Care Summary - Scotland
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21 ePCS - Palliative Care Summary - Scotland

se {0 = fm EEQA:.A@ﬁf_ﬂ]

.: Palliative Care Summary for Scotland =
January 2011 -v2.0

This guideline was written to support the ePCS programme, an extension to ECS.
It aggists the user in capturing Palliative Care data which, for consenting patients, can be shared with O0OH.

Patient Details

Iva Elizabeth Smith 2000941314 Female MNHS: 453 063 7200
135 Sunningdale Close Leeds 799 977

Mo data recarded.

Mo deta recorded.

Carer/Next of Kin Details

There are 3 steps required to send palliative care information to OGOH
Step 1 - Add the patient to the Palliative Care Register...
Step 2 - Add a Palliative Care Plan with a Review Date ...
Step 3 - Record Patient Consent...

Relevant Diagnoses and Surge

Key Professionals

Access Information

Palliative Care Issues, Awareness and Understanding

Terminal Phase

Preferred Place of Care

Treatment

OOH Information

Care At Home

Palliative Care Reports

=
o »

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

Iva Elizabeth Smith 200094914 Female NHS: 459 063 7200
15 Sunningdale Close Leeds 799 977

Mo data recarded.

Mo data recorded.

Patient Details section

This section is for reference only, it displays:
e Patients full name.
o Date of birth.
e Sex.
e CHI Number.
e Current Address.
¢ Communication numbers (if available).
e Other Identifiers (if available).
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Carer/Next of Kin

- Select the Patient Details/Contacts tab to check Carer/MNext of Kin details are up-to-date
- If Carer and Next of Kin are different, both will be sent
- If they are the same, the information only one record will be sent to OOH

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.

Appointments I Problems | Fatient Select I Patient Details I Conzultations I Journal I Filtered List Tesztz Summarny ||
u - ] . u . B

Patient Details tab

2. From Patient Details, select the Contact tab.

Registration | |dentifiers | Famild » EDntactSIF‘references
—————

Contacts tab

3. Click Add under Contacts of ....

— Contacts of [va Smith

&dd

— Patients whose contact iz [va Smith

&dd

Example of Add Contact of...

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

x

First, Yizion will search to see if the contact i already stored on the spstem...

Fleaze enter the contact's name

Surnarne: Forename;

[ | Carnicel | Help

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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Add Contact - SMITH x|

Yigion haz matched the following patients and contacts o the name pou entered:

Surname | Farename | [afB | Address | Organization |;
Smith 10041931 11 Yewside, Leed
A Smith Allizon 184121972 B landon Road, Leeds, Z9... Leeds
A& Smith Amanda 04011970 Flat C, 17 Wictoria Street, Le... Leeds
»ﬁ- Smith Hzhley 03/0941966 7 Russell Street, Leeds, £9... Leeds
»ﬁ\ Smith Barbara 10/031934 38 Durham Street, Leeds, 2. Leeds
»ﬁ\ Smith Belinda 1509915 12 Spiing Garden Ln, Gosp... Leeds
* Smith Chantelle 23/0941995 14 Charlesbury Avenue, Le... Leeds
»ﬁ- Smith Charlotte 28/05415974 7 Bramley House, Crezcent ... Leeds
»ﬁ\ Smith Charlotte 24/011987  The Anglesey Hotel, Creszce... Leeds
| & Smith Cheryl 38 Stanley Cloze, Leeds, 9., Leeds hd

Fleaze pick an exizting patient or contact fram the list and press 'Select’.

Select...

Alternatively,

prezs Wdd' ho add

add...

a new contack.

'Cancel’ will take pou back ta the previous zcreen

Cancel |

Help |

Example Add Contact - *****x

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.

Contact Relationship - Add x|

Contact
’7 Mizz Amanda Smith 0440141970 Flat C, 11 Yictona Street, Leeds, 299

R elationzhip to Patient;

IDaughter
]
v Carer v Mest of Kin
Patient Cancel
’V bz [va Smith 2040941314 15 Sunningdale Cloze Help

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
- Importantinformation about the use of this guideline

There are 3 steps required to send palliative care information to OOH
Step 1 - Add the patient to the Palliative Care Register...
Step 2 - Add a Palliative Care Plan with a Review Date ...
Step 3 - Record Patient Consent...

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...
- If no existing record, add at least one code from the list beneath to include the patient in the Palliative Care Register.

Palliative care register - existing records
Mo data recorded.

Record...

On gold standards palliative care framework
[V]Palliative care

Referral to palliative care service

Specialist palliative care

Specialist palliative care treatment - outpatient
Refer to terminal care consult

Palliative treatment

Refer for terminal care

Specialist palliative care treatment - daycare
DS 1500 Disability living allowance completed
Terminal illness - late stage

Referred to community specialist palliative care team
Terminal care

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.

[
Ewent Date: Clinician: [ Private
[07 Februany 2011 [0 Fiana venus 7| i e

Read Temmn for Characteristic:

IBH?g.DD Referral to palliative care service

Comment:
o=
Add free text here ;I —I_l
;I Anather |
Type of Characteristic: Epizode Type: Priority: g |
IIntervention j IDther j |1
Cancel |
End Date:
I Help |

Example of Referral to palliative care service History - Add

3. Click OK to save and close.

Vision 3 Electronic Palliative Care Summary (ePCS) Guideline — A Guide to Data Entry 11



Step 2 — Add a Palliative Care Plan with a Review Date...
Step 2 - Add a Palliative Care Plan with a Review Date ...

Palliative care plan
Mo data recorded.

alliative Care Plan

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 |

Date of Eztablizhing Plar: Clinician: [T PFrivate
Il:l? February 2011 IDr Fiona Yenus j I
Read Tem:

I ACS..00 Agreement of care plan j

Date of Agreement: Lazt ECS Upload Date:

[T GPtoSign Death Cert.  Death Cert, Mates:

I =)

35F5 Review Date: Review Date Hates:
| | 2

M otes: Ok
:I Cancel
;I Help

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...

- An OOH message will not be sent unless the patient has given consent.
- When it is appropriate, record consent to share palliative care data in Patient Registration

- To do this, click Consultation, select Patient Registration, then click the Consent tab
Step 3 - Record Patient Consent expanded
View or record Patient Consent as follows:

1. From Consultation Manager, select Consultation - Patient Registration...

Consulbation |Summary  Guidelines  Add L

Dpen Mew Consulbation, ., F7
Dipen Existing Consulbatian. ..
Close Consulbation. .. Shift+F7

another Topic
List Consultations
Wiew Patient Record Fi0

Select a Patient. .. F3
Select the Group Patient
Ceselect the Patient

Unlock the Patient

List Appainkrents
Select a Patient Group
List Patient Group
[exk Group Patient
Patienk Registrakion. ..

Cipkions k

Mew Consulkation Manager, .,

1 Iva Smith 2000971914

2 Blice Smith 10/10/1991

3 Karl Aaron 30/03) 1935

4 flexander flan 03061936

Exit Consulbation Manager

Consultation — Patient Registration

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

M Repistration Details @

[~ Incomplete Details

F'etsgnal| Addre;gl Hegistrali:-nl ﬂc-tesl Dlhgr] I;[s‘
Fami,l- Conzent | ‘

Consent refused for GPRD Data Collectior: [

Patient Registration — Consent tab

3. Click into the Consent given for palliative care data sharing check box to
record consent.
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I Registration Details @

I Incomplete Details
F'exsgnal] hdd:e;gl Hegistraiim] ﬂotml Dlhgrl Iglsl
F amnily Ennsmtl

Consent refused for GPRD Data Collection: [
Consent refused for THIN Data Collection: [~

Consent refused to data sharing for emergency care: [

Lonsent given for paliative care data sharing? v

Consent refused for SCI-DC data sharing: [
Acute Medication Service [AMS5)

This patient is not eligible for this feature,

Thiz patient 1z not eligible for this feature.

 Chronic Medication Service [CMS)

Thiz patient is not eligible for thiz feature.

Ok Cancel Contacts Help
Registration Details — Consent — Consent given for palliative care data sharing

4. Click OK to save and close.

5. Click Xl to close the Registration module.

Relevant Diagnosis and Surgery

Relevant Diagnoses and Surge

As well as the current data entered specifically for Palliative Care,
you may wish to inform OOH of any relevant diagnoses andfor surgery
already recorded

- Double click the heading below to view relevant items and select appropriate records for sharing with OOH...

Diagnoses and Surgery for OOH

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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1 Diagnoses and Surgery for OOH
e e BEIANADSESD

-Vision uses a Problem with the name 'GSFS1 to send additional information about relevant diagnoeses or surgery to 1;‘

- Check below to see if you have created the Problem which is required and whether it contains
the relevant Medical History items for Diagnosiss andior Surgery.

Existing record of *GSFS1 Problem

If a Problem displays below, you can click to view content
No data recorded.

- If NO existing record of Palliative Care or ECS Out of Hours Summary Problem is shown above...
- Add one now by clicking the button below:

| Add Palliative Care Problem I Type “GSFS1 as the Short Name
Select the relevant diagnoses or operations for sending to OOH

From the list of Medical History or Surgery beneath...

1. Highlight a relevant item

2. Right click anil select Problems...

3. Click to select "GSFS1 (click to deselect unwanted items which have heen selected)

Medical History Priority 1 (Chapters A-U)
28M 212006 Hypertensive dizease  Dr Michael Neptune
28M 22006 Diabetes melitus  Dr Michael Meptune
19032006 Asthma  Dr Mel Earth

Surgical Procedures (Medical History Chapter 7)
13062008 [SC15kin of temple Dr Janet Cutside Practice
240202007 Excizion  Dr Janet Outzide Practice
240212007 [S0]5kin of scalp Dr Janet Outside Practice
25M 2i2005 Barium meal perfarmed  Dr Janet Outside Practice
110672004 Phacoemulsification of lens Dr Janet Outside Practice
01 2f2005 Cther exdraction of cataract  Dr Janet Outside Practice
014 202000 Dacryocystorhinostomy MEC Dy Janet Outside Practice
01121952 Cholecystectomy  Dr Janet Outside Practice

Note that Surgery recoords selected for the *GSFS1 Problem will be sent to O0H however they DO NOTappear

COOH Summary Report
Diagnosis and Surgery for OOH screen

Existing record of *GSFS1 Problem

3.

6.

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

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

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

Problem - Add x|

Start D ate: Cliniciar:
[07 February 2011 [Dr Fiona venus =l
. Conzultation date

. Evert date
& Today's date

Read Code:
IBB.&F‘.DD Specialist palliative care

Help

Shart M ame: End D ate: LI
*GSFS1 |

I Cancel

D ezcription: |

|Specialist palliative care

Problem Add - Specialist palliative care — Short Name highlighted

Click OK to save and close.

Note - Ensure the Short Name of your problem is *GSFS1.

Vision 3 Electronic Palliative Care Summary (ePCS) Guideline — A Guide to Data Entry
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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.

Ikem Yiew

List

Consulbation Wigw
Graph

Problems. ..

Check Condition. ..

Edit...
add...
Delete. ..

Audit Trail, .
Source
Mare. ..

Help

Right click menu, Problems highlighted

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

x
| M amne | D escription |:|‘

X,

e TC oot LAt E T L OO TS T [ et PrDhlEI'I'Il
DEP Deprezzion i
DISEETES M Diabetes melitus Fioilzin iz
DM Diabetes -m
EXCEFTED F Ewzepted from asthma quality indica...

EXCEFTION Ewzeption reporting: diabetes quality... Cancel |
G2 Hypertenzive dizeasze Help |
H33 Azthma

HYPERTEMNO Hypertenszion moritoring

HYPERTEMSI Hypertenzive disease

LLOYD GEOR Llopd George-culled+tagged
FMEDICATION M edication review with patient

MOTES Sk Motes summary on corputer

*GSFS1 Specializt paliative care —

Rpo0ddOoOoOoOooooOonOd

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 Professionals

Under the care of:

Practice Nurse:

Mo data recaorded.
District Nurse:

Mo data recaorded.
Community Palliative Care Team:

Mo data recaorded.
Macmillan Nurse:

Mo data recaorded.
Multidisciplinary Team:

Mo data recaorded.
Marie Curie:

Mo data recaorded.

| Practice Nurse | District Murse | Community Palliative Care Team

Macmillan Nurse | Multidisciplinary Team | Marie Curie

Refer care to:

Comm. Spec. Pall. Care Team | Social Services Yoluntary Services

Arrange Care by Helative | Arrange Care Attender

Comm. Spec. Pall. Care Team:
Mo data recarded.
Social Services:
Mo data recarded.
Voluntary Services:
Mo data recarded.
Arrange Care by Relative:
Mo data recarded.
Arrange Care Attender:
Mo data recorded.

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

- Change the 'Type of Note"to Access Information
- These notes can be used to record, e.g. Keypad numbers
- Only 198 characters of text will be sent to OOH

1
|| 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.

x

[rate: Clirizian:
|EI? February 2011 IDr Fiona Yenuz j
Type of note: Subject of note:
I.-i'u:u:ess |rfarmation j IKE_I,Ipau:I Nl
Date achion to be taken: Action staff:
M ate:
Keypad Mumber C2435 -]
]
Cancel
hd Help

Example of completes Access Information Note Pad - Add
Press the ‘A’ key to set the Type of note to Access Information.

Enter the subject of the information into Subject of note.
Enter the information free text into Note.

i AW

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

Mo data recorded.

- In Palliative Care Issues you can record in freetext any issues relating to
the patient’s palliative care, whether itis social, medical or mental

| rmml - Change the 'Type of Note’ to Palliative Care Issues

- Only 198 characters of text will be sent to OOH

Patient awareness and understanding of diagnosis:
Mo data recorded.

Family awareness and understanding of diagnosis
Mo data recorded.

1
|| Patient Aware of Diagnosis || | Patient Unaware of Diagnosis I

| Family Aware of Diagnosis I | Family Unaware of Diagnosis I

Patient awareness and understanding of prognosis

Mo data recorded.

Relative awareness and understanding of prognosis

Mo data recorded.

Use free text to record details of patient’s and carer’s awareness and understanding of prognosis

|| Informing Patient of Prognosis |i | Informing Relative of Prognosis I

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.

x

Date: Climician:
|D? February 2011 IDr Fiona YWenus j

Subject of nate:

[Date action to be taken: Action ztaff:
[ | [~
MHote:

Ok

Cancel
;I Help |

Note Pad - Add, Type of note Palliative Care Issues

i

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:
e 1HO0..00 Patient aware of diagnosis
e 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:
e 1H2..00 Family aware of diagnosis
e 1H1..00 Family not aware of diagnosis

Free text can be added to expand on the carer’s understanding of diagn
3. Click OK to save and close.

Patient’s and Carer’s Awareness of Prognosis

osis.

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:
e 67D1.00 Informing patient of prognosis

e 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.

20
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Terminal Phase
Terminal Phase

Mo data recarded.

To update an existing Palliative Care Plan, right-click the record abowve ani select Edit
OR, to add a new record click the Palliave Care Plan button

Patient's wishes for resuscitation - DNACPR status
Mo data recorded.

| Palliative Care Plan |

|| YWishes to be Resuscitated |I | Does NOT wish to be resuscitated

- Only the most recent entry will be available to view by OOH
- If DNACPR status is unknown, please record using the button below, then in commenmts,
tvpe "Unknown™ and any additional relevant information.

| Resuscitation Status Unknown |

Form DS1500

Mo data recorded.

| Add DLA form completed |

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:
e 1RO0..00 For resuscitation
e 1R1..00 Not for resuscitation
e 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
e O9EB5.00 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

Mo data recarded.
| Mursing Home | Community Hospital
Hospital | Hospice

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
e Hospice

2. A Patient Preference - Add screen is displayed with the relevant Read
code:

e 9471.00 Preferred place of death: home
e 9475.00 Preferred place of death: nursing home
e 9473.00 Preferred place of death: community hospital
e 9474.00 Preferred place of death: hospital
e 9472.00 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

Mo data recorded.

| Add Cancer Care Review |

Radliotherapy, chemotherapy and palliative treatment
Mo data recaorded.

| Add Chemotherapy |I | Add Radiotherapy Add Palliative Treatment

Current repeat therapy
Mo data recaorded.

Last 30 days acute prescriptions
Mo data recorded.

Allergies

280202008 Drug Allergy  Certain Moderate Allergy to PEMICILLIM % elixir 125mogtSml causing
280272008 Drug Allergy  Cettain Moderate Allergy to ASPIRIN mr cap 162.5mg causing
Mo data recorded.

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:
e 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:

e 8BADO0OO Cancer chemotherapy
e 7M37100 Radiotherapy NEC
e 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

Mo data recarded.

| 00H Information I

Mo data recorded.

Click this button to send any other useful information to 00H
Additional OOH Information Change the "Type of Note to OOH Information

Only 198 characters of text will be sent and and only the latest record can be seen by OOH

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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00H Arrangements {Palliative Care) - Add El

[rate of Eztablizhing Plan: Cliniziar; [T Private
IDE Februar 2011 IDr Fiona Yenus j ¥ InPractice
Read Term:

IEIEEIEI.EIEI GP out of hourz zervice notified of cancer care plan j

Date Dizcuzzed with Patient;  Patient Dizcuzsed Motes:

IEIE February 2011 Patignt happy to share information with out of hu:uurs;l
FEMVICE ;I
Date Dizcussed with Carer: Carer Dizcuzsed Motes:
09 February 2071 | ]
i~ GP Should Be Contacted  GF O0OH Contact Motes:
0oH |Dr Yenuz wishes to be contacted ;I
5P Contact Mumber:
07802 123456 EI
Maotes: OF.
:I Cancel
;I Help

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.

Press the ‘0O’ key to set the Type of note OOH Information.
Enter the subject of the information into Subject of note.

Enter the information free text into Note.

vk

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

Mo data recorded.

| Care at Home |I

Syringe driver use
Mo data recarded.

| Syringe driver commenced | Syringe Driver discontinued

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.

Palliative Care at Home - Add x|

[ ate of Record: Clirizian: [~ Private
IDE Februany 2011 IDr Fiona Verus j W In Fractice
Read Tem:

IE??K.DD Cancer home care pack given j

¥ Extra Drugs Available at Home Drugs Motes:
Just in caze drugs prescription izsued ;I

¥ Catheter Products at Home Catheter Motes:
[hdweling catheter in use ;I

¥ toving/Handing Equip. at Home  Equip. Motes:
k.ely stand and bathing equipment ;I

S

Ok

;I Cancel
LI Help

Mates:

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

Note - Anything recorded in Notes on this screen is for practice use
only, it is NOT included in the OOH message.

Click OK to save and close.

Syringe driver commenced/Syringe Driver discontinued

1.

2.

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

A History - Add screen is displayed with the relevant Read code:
e 8BD4.00 Syringe driver commenced
e 8BC5.00 Syringe driver discontinued

Free text can be added to these entries.
Click OK to save and close.

Palliative Care Reports

Palliative Care Reports

- Palliative Care Reports are available from the Vision Main Menu, Searches and Reports.

- The O0OH Report shows the information sentto be sent to OOH.

- Hote that any free text in excess of 198 characters will be truncated aand not available to OOH

- The Multidisciplinary Team Meeting report lists all patients on the Palliative Care register,
even If they have not consemted to share data with ePCS.

Palliative Care Reports section

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

1.
2.
3.

From the Vision Main Menu, select Reporting.
Click on Palliative Care Reports.

Click on File and select the report you require.

Bi Palliative Care Reports -0l x|
Filz Help

MDT Meetings Reports
Palliative Care Review Reports
Cuk OF Hours Summary:

Exit

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.
e Currently Registered.

4. Click Search.

B Palliative Care MDT Reports |

| Exizting I
—MOT Meetings
Select Palliative Care Type to be included in report:
Fead Code | Deszc |4
aCkM1. On gold standardz palliative care framework:
ZWETC [P alliative care
aH7g. Refemnal to pallative care service —_
aBAP. Specializt paliative care
SBAT. Specializt palliative care treatment - outpatient
AHEA. Refer to terminal care consult
¥l BHH7 Refered tn commonity snecializt naliative car ;I
~ Patients Select Al Clear Al
Regiztered & unregiztered i
witﬁin the last mu:ungtlh — Scheduled Report Optionz——
f+ Cunently registered S Laad
Search Cloze

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. CIickEl to close the report.
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SUMMARY OF PALLIATIVE CARE PATIENTS FOR USE AT MULTI-DISCIPLINARY TEAM MEETINGS 09/02/2011 14:37 =

USER DEFINED SEARCH CRITERLA:

Fatients currently Registered

BCh1. On gold standards palliative care framewsr
ZWETC WP alliative care

BHTq. Referal to palliative care service

SBAP. Specialist palliative care

SBAT. Specialist palliative care treatment - outpatient
SHGA, Refer to terminal care consult

BHHT. Referred to community specialist palliative care team
SBJ1. Palliative treatment

SBAZ. Terminal care

SHTL. Referforterminal care

2BAS. Specialist palliative care treatment - dayeare
QEBS. DS 1500 Disability living allowance completed
1201, Terminal illness - 1ate stage

Patient Surname Patient First Name CHI Number =g = Usual GP Nur= Carer detsils(name, relstio to patient) 0n Palliativ

Cr Fiona Venus SHEA.00

ZWET C00

" Alan Geoffrey Cr Sarah Jupiter ST C00
ZWET C00

SEAF .00

SEAF .00

T Christopher Crawid Cr Sarah Jupiter SBJ1.00
A Gauldspring Leslay Cr Sarah Jupiter ZWET CO0
ZBAP.O0

ZWET CO0

SHH7.00

" Kes Anthony Crdane Mars SHT .00
" Lemin Wictaria Cr Sarah Jupiter SBJ1.00
ZWET C00

ZWET C00

d Luke Caniel Dr Fiona Venus ZWETC00
SHHT.00

" Smith lva Diabetes mellitus DrFiena Wenus SBAP.OO
" Terrel Edward Cr Sarah Jupiter SBJ1.00
ZWET CO0

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.

B Palliative Care Review Report x|

— Feport Type
{* Mew Beport = Existing Feparts
= Existing Beports
Fram Drate: 090042011 To Date: 03/02/2011 Ehange Hange
Repart | [ ate |
Select Al [Clearn Al

Cloze

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

Leave the bullet in Selected Patient and click on Search.
Find the correct patient from the Select Patient screen.
The OOH Summary report is displayed

Select File = Print to print the report

o A WwN

Click Xl to close the report

For Patients Matching a Criteria
2. Click in to Patients Matching a criteria.
3. Select the criteria required from:
e Review Date
e Patients
e Consent
4. Click on Search.

Bi| Dut Of Hours Summary Report 5'

— Generate Report For

" Selected Patient {* Patients Matching a Criteria

— Selection Criteria

— Review Date
£ Within the nest seven daps {~ Expired
£~ Expired four weeks ago o Al

— Patientz

; H,ag_istered % unreaqistered ™ Curently registered
withir the: last month

Al

— Conzent
" Given " Refused
£+ Either

Cloze |

Out of Hours Summary Report screen
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Section 1
18 - Patignt Surname Asfon 1h - Usual GF name Dr Fiona Venus
1b - Patient Forename Stewart 1§ - Nurse
1c - CHI Humber 1j - Practice Details Practice Code: 512348
Inps Fractios
1d - Patient address 80 WILMOTT CLOSE 1= Broughton Street
LEEDS Battersea
Z99 9ZZ Landon

SWE 30Y
1& - Patient Tel number

11 - Corer Datails Dabbia Brown
8 ST FAITHS CLOSE
LEEDS
Z99 9ZZ
Relationship: Carer

1g - Access information

including potential Bdues

1k - Mesxt of kin details Samuel Asron
10 CHARLESBURY AVENLUE
LEEDS
239 822

Relevant diagnosis record(s)
selected by adding to the
*GSFS1 Problem

Relationship: Mext of Kin / Son.

Section 2

Patient Medical Condition

2a - Main Diagnoses 17/01/2008 Malignant lymphoma NOS

2b - Cther Relevant |ssues 01/02/2011 Use Palliative Care |ssues to enter relevant notes up to the
constraing of 198 charactens

2o - Allergies [ Adverse drug reactions

2d - Cumrent Drugs and Doses 01022011 SIMVASTATIN tabs 20mg Supply: | 28 ) tablet(s) take one at
might

01/02/2011 RAMIPRIL caps 8mg Supply: | 28 ) capsule(s) take one daily
01/02/2011 BENDROFLUMETHIAZIDE tabs 2 Smyg [CP PHARM)] Supply

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.
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Section 3

Current Care Arrangements

3a - Care arvangements Agency Contact
O Palliative Care
3d - Syringa driver al homa

& - Cathater continenoe products at home

2f - Moving and handling equipment at home

4a - Patlent'’s Understanding of Diagnasis

4 - Patient’s Understanding of Prognosis

4¢ - Carer's Understanding of Diagnosis

44 - Carer's Understanding of Prognosis

Ea - Carg Plan Agreed

E& - Preferred place of carg

S& - Should GF be contacted out of hours?

24 - GF - Home TeleMobile/Pager

£& - Resuscitation Status Agreed

Ef - Actual Resuscitation Status

Eg - Will GP sign death certificate in normal circumsiances?

Eh - Additional Useful OOH Information

0202/2011 Specialist palliative care
010272011 Yas
0022011 Mo

03022011 Na

i

Fatlent sware of TIBGRCHS, Cancer nurses pecialist preseng
<

Infoemning patient of prognosis, Patient fully aware of prognesis. not yet ready to shan
this information with family members

Family sware of dIBgNoss Fresent at consultation with patient

Y3, plan agreed on 010272011
Frefered place of death: home

Was, Dr Waring wishes 1o be contached
3885 221223

Yes

Mot for resuscitation, DNAPCPR form in place
Y5

010272011 FATIENT CONDITION - Patient condition deteriorated over last 2 days
Wishes io remain at home a5 long 85 poasitle

This information, including
the free text notes, is added
through the ePCS Guideline

OOH Summary report sections 3 through to 5
5. Select File = Print to print the report
6. CIickil to close the report
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