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What is EPaCCS?

EPaCCs stands for the Electronic Palliative Care Co-ordination System. It can
be accessed on SystmOne using the clinical tree and is divided into several
sections. Not all the sections have to be completed at once. EPaCCs was
developed to ensure that the care of persons felt to be in final year of life
was well co-ordinated. It allows professionals to go to one place and find
lots of relevant information.

How EPaCCs may benefit the persons in your care will depend on what your

role is.

+ If you work for an out of hours service it may be appropriate to access
the information if a person becomes less well to ensure they receive
appropriate care and are not moved from their preferred care location.

« If you work in the community or in social care it may be helpful to have
some information about the person’s carers and know whether their
preference is to stay in their own home.

+  Forthose in primary care, using EPaCCS supports QOF guidance.

What difference does being on EPaCCS make?

National evidence suggests use of EPaCCS enables more patients to die
at their preferred place and reduce unnecessary hospital admissions and
ambulance journeys, inappropriate interventions, use

of unscheduled care and repeated

'difficult conversations.
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EPaCCS is all about the person and supporting them to make
choices where they are able...

My choices are
shared with all
the professionals
are involved
| have the within my care.

chance to agree
what happens in the
future if | choose
to do so, and this is
documented.

I am referred
for specialist :
assessment if my ke 57 l understand
symptoms or problems my illness and
are complex and prognosis.
difficult to
manage.
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What are the benefits?
There are number of benefits associated with using EPaCCS:

« Improved efficiency (and effectiveness of GSF meetings)

«  Patients are identified including GSF status

«  Reports can be run prior to meetings and missing information is
identified in‘summary view’

« Canreview deaths, reflecting on positive and negative experience using
as a learning experience

Whilst the template might look big and busy:

« Itdoesn't all have to be completed at once

«  You can input as much or as little on to it at any time

« Itis multidisciplinary: anyone can enter information on to it (with
consent)

« All the little bits add up to create a bigger picture of the patient’s iliness
and preferences
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When should an EPaCCS record be created?

An EPaCCS record should be created as soon as a person has been identified
as being within the last year of life.

General indicators of poor or deteriorating health as detailed within the
Supportive and Palliative Care Indicators Tool (SPICT™) include:

« Unplanned hospital admission(s).

«  Performance status is poor or deteriorating, with limited reversibility
(e.g. the person stays in bed or in a chair for more than half the day.)

- Depends on others for care due to increasing physical and/or mental
health problems.

«  The person’s carer needs more help and support.

«  The person has had significant weight loss over the last few months, or
remains underweight.

«  Persistent symptoms despite optimal treatment of underlying
condition(s).

«  The person (or family) asks for palliative care; chooses to reduce, stop or
not have treatment; or wishes to focus on quality of life.

\d you b€
. \ann Woul® this
Multipte U7P {ssioNS surprised within
hosp'\ta ami \ pe\'SOn d on
hould als0 ©¢ e he next 12"
ompt for EPe \f not create d
gpPaCCs



© © 0 0 0606000 00600000600 00000 0000000000000 00000CO0CO0COCOCIOCIOLIOCEOCEOCIOLIOIOIEOIOCITOTIOEO

Overview

This page provides all the key information for a person. This is the priority page to
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ovemiw | Eigioiy| AP | Pt o Wedisaton | WOT | Pty Afer eain 57 | Gutdance

DNACPR
CPR Status.

CPRIDNACPR Discussion with patiert
(CPRI DNACPR Discussion with relativel carer

&
@ BiankRegional DNACFR Form (V13

OUT OF HOURS (OOH) Form
GP out of hours handover form completed

a
@ BlankoOH Handsver Form
PREFERRED PLACE OF DEATH
Preferred Place of Death (First Prefersnce)

- Where patient would ideally like to die

Preferred Place of Death (Second Preference)

- Acceptable to patient iFfrst choice is not available

PPD s part of ADVANCE CARE PLANNING (ACF) whers patients can express a

preference abouttheir snd of lfe care

More about ACP.

ALY

ANTICIPATORY PRESCRIBING

Itis importantthat medications are available justin case’

in the patient's home.

Prescrige Anticipatory Diugs

Click here for your local Specialist P aliativ

complete. Some of the important concepts covered include:

DNA CPR:

« Any significant information about the discussion (e.g. a person’s reaction or
comments) or any other relevant information.

- all discussions around resuscitation should be documented.

« ltisimportant to document which relative/carer it has been discussed with

(free text) to avoid confusion and family distress.

Preferred place of death:

«  Preferred place of care v Preferred Place of death: again free text reasons for
choice - they might be compelling and may influence decisions (e.g. a person

.

may not want to die at home, there may be family dynamics to consider, or may

be important to be at home because of faith and family tradition, etc.).

Anticipatory medication:

«  Ensuring anticipatory medication is in place is a key part of proactive end of life
care. For a person and their carer this should be framed as having medication
available in the house just in case a DN or GP needs to give something in the
event of a sudden problem - which then saves having to find OoH chemist and

unnecessary delay.

«  Medications will be listed in the box at the bottom of the screen, so it’s possible
to see whether anticipatory medications been prescribed without having to

leave the EPaCCS template.
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Eligibility

overview| Eligihility | AcP | Pt info | Medication | MOT | Fraity | arer peatn | spc | cuidance|
THE ELECTRONIC PALLIATIVE CARE CO-ORDINATION SYSTEM (EPaCCS) / PALLIATIVE CARE REGISTER

EPACCS is a shared template for all health care professionals to record information for people with a life-limiting condition. The
information can be viewed by all users of the same IT system. You do not have to complete the template in one go.

Criteria to support early identification can be viewed here:
@ sricT @ osrPIc 2016

Please complete eligibility and consent for inclusion on EPaCCS /Palliative Care Register

*0n EPCCS / Paliative Care Reaister [ ;| 47| QOF
Consent - &
*GSF and EPACCS Patient Information Leaflet given O |#

@ EPacCs Patient Leaflet

In order to coordinate care, information must be shared with all health care professional involved in the patient's care.

Click to share your record irto the "Shared Area" =
On Gold Standares Paliative Care Framework [F1 |4 oF
GSF Status - || # aoF
Frimary Paliative Care Diagnosis ~| &

This tab is entitled ‘Eligibility’ and is where person consent will be
documented. There is also some brief information about diagnosis and
expected prognosis.

Consent:

Record sharing consent needs to be gained, if record sharing is not set to
share out, please ensure you do so. This box must be completed because

a person has a right to know that their illness is palliative (i.e. life limiting).
Completion of consent indicates that a conversation has been with them
about the palliative status of their illness. This also supports auditing the use
of EPaCCS.

QOF codes for GSF status - to be entered by GPs only (or with their

approval)

«  Reviewing QOF codes for GSF status allows us to see whether people
are being identified early enough in their iliness before being put on
EPaCCS.

«  There are other codes which GPs may be using (red, amber, green) -
might be worth switching to the template codes as they form part of
the reporting and evaluation data — and are more helpful in terms of e.g.
prognosis.
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Advance Care Planning

| Overview | Eligiuility| ACF | Pt info | Medication | MOT | Fraity| afer Deatn | sPC | Guidance,
ADVANCE CARE PLANNING

Use this section to record whether the patient has:

**Had a discussion aboutadvance care planning Discussion about advance care plan =Y 4
Has end of ife advance care plan O # aoF
Not sutable for end of life advance care plan B # aoF
An Advance Statement, e.g. Preferred Friorities of Care Document Has advance statement (Mental Capacity Act 2005) [ ] ’
An Advance Decision to Refuse Treatment (include details of location) Advance decision to refuse treatment (5] ’
Appainted 3 Lasting Power of Attorney to make decisions on their behalf Lasting Power of Attorney Personal Welfare 0 #
{Record details ofthe person appointed)
Lasting power of attorney property and affars |1 &

Preferred Place of Care / Death

brerred Pacs of Care i
+ Prefarrad Facs of Death (First Preference) 2y
* Preferrad Placs of Death (Szcond Prefersnce) a|rd d to
OUT OF HOURS {OOH) '\S'\O"\S \’\ee
The OOH handover form should r8main in the patient’s home, giving guidance for staf who may be called \f dec ina hufr\/r
P out of hours handover form completed  [] | &7 © 00K Handover Form be mad 10 th'\s
Integrated Word Lstter aCCe .
Y aS\/ is W\ a\
formation
RESUSCITATION
* CPR Status 4 FReional DNACPR Form (¥13)
* CPRIDNACPR discussed with patient [ & Integiated Word Letter
* CPRIDNACPR discussed with carer =RP Al

An essential part of palliative care is Advance Care Planning (ACP).

Advance Care Planning should be about enabling people to live well until they
die. An Advance Care Plan is an expression of preferences- which may be verbal.
This makes clear what a person’s wishes are, recognising that they may deteriorate
and not be able to communicate their wishes to others or have capacity to make
decisions as their illness progresses.

Discussions need to be recorded given that these may be an evolving process -
and so keeping an up to date record of where things are in terms of ACP allows
the next health professional involved to move discussions on incrementally and
for the person to feel that care is co-ordinated if previous discussions have been
documented.

This tab can also be used to record if a person does not want to have these
discussions.

Please use free text here to allow documents to be found quickly and easily. This
includes:

Advance Statement (a written declaration of preferences) - use free text to say
where the Advance Statement is kept or whether it is scanned onto S1 (including
date)

ADRT- free text what the person has refused and where to find the documentation
LPA- free text who it is, how to contact them and where the documentation is kept.

7
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Patient and Carer Information

Overview | Eligibility | AGP | Pt Info | wedication | MDT | Fraitty | After Death [ SPC | Guidance
PATIENT & CARER ASSESSMENT

PATIENT | CARER INFORMATION DISABILITY
Informal Carer ~ | & bifficutty communicating [[] & Hearingloss B &
Carer has insight of patierts ilness -] & Patiert reports no current cisabilty [[] & impaired vision B &
Patizrt has insight of their iiness [] A uUnavietosummonhepinanemergency [ | 4 impared cogniion 0 |#
Carer awarelunaware of prognosis ~ | #| mpaired abiity torecognise satetyrisks ] 47 Hoknown disabity B &
* Assessment of needs offered to carer B | # Gther disabilty 0 |
Provision of social services care package B &
Australis-mocified Karnofsky Performance Status scale % &
@ Kamofsky Guidance
FINANCIAL SUPPORT
Continuing heatthcare funding in place: (mRy 4
Fast track status? ~|| &
@ Fast Track Funding Forms - Wakefield | %, 3
Disability Living Allowance ~| &
D150 form - attendance allowance claim o #
PERSONAL AND PROFESSIONAL RELATIONSHIPS ~— Relationship view view cannot be shown when previewinga - =

Record individuals or services invalved in the patisnt's cars
Tick Next of Kin as appropriate

7
*Has end of life care key waorker 0 &

o
Under care of paliative care specialist nurse o | 18

Carer information:

Recording who the unpaid carer is and their relationship to the person, as
well as their insight of the illness, allows us to avoid any assumptions about
what the person and their carer may understand. It also helps us to ‘pitch’
our conversations accordingly.

Financial support: e find)
. . onis int
Capturing whether a referral to social If the PEP © ¢ jite then
services has been offered and whether a short Wg: : ropriate
care package is in place may impact on it ma\,lp\ for fast track
your decisions (e.g. place of care) if as a W nlo0

health professional you know whether i the patient c
the person has support or not. to seeif
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Medication

overview | Eligibility | ACP | Pt Info| Medication | mDT | Fraitty | afer Death | sPc [ Guidance|

MEDICATION
Prescription of palliative care anticipatory medication [ |4 aoF 3
@ Cormrmunity Prescription Chart Apply anticipatory drugs button DOES NOT include an opioid Use button below
to prescribe appropriate opioid
Integrated Word Letter -]
'_"p Use Oxycodone as anticipatory pain relief rather than Diamorphine if:
- eGFR less than 40
- Patient using oxycodone for backaround analgesia (Orally MR or in syringe driver)
- Diamorphine nottolerated
~— DQ eGFR (latest) view cannot he shown when previewing a template — =~
Q@ Opigid Conversion Chart- Wakefield
@ Opioid Infarmation for Patients Q@ Opinid Conversion Chart - Naorth Kirklees
~— Medication view view cannot be shown when iewing a template =

Medications are listed in the box at the bottom of the screen, so it's possible
to see whether anticipatory medications been prescribed, or this tab can be
used to prescribe, without having to leave the EPaCCS template.
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MDT

| overview | Eigibility | AGP | Pt Info | Medication| MOT | Fraiity | Afer Death | sPe | Guidance
MDT MEETINGS
Use this section to document any multidisciplinary discussions that take place e g GSF mestings

Paliative care plan review Y 4

Multidisciplinary meeting r 4

Details of previous multidisciplinary discussions

~ MDT Team Discussion view cannot be shown when previewing a template =

GP practices might like to use this is a template for GSF/palliative care
review meetings.

Documentation from previous meetings will be visible below, so it is
possible to see a chronological progression throughout the illness.

10
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Frailty

| overview | Eigibiity | AcP | Pt info [ Medication | MDT| Frailty | afer Death | spc | cuidance

~— DQ Frailty Monitoring codes view cannot be shown when iewing a template o

If a person has been identified as being frail and coded accordingly, this can
be showed within this tab.

1
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After Death

| overview | Ergibilite | AcP | Pt info | medication [ MOT [ Fraity| Afer Death | 5P | Guidance
PLACE OF DEATH

When a patient dies itis the duty of the doctor who has attended in the lastillness to issue the Medical Cerificate of Cause of Death
Thers is no clear legal definition of 'attendad’, butitis genarally accepted to mean a doctor who has cared for the patient during the last
illness that led to death and so is familiar with the patient's medical history.

Ifthe attending doctor has not seen the patient within the 14 days preceding death, and has not seen the body after death either, the

ragistrar is obliged to refer the death to the coroner before it can be registsred

Please ensure place of death has been recorded. This will enable audit as to whether patients dizd in their place of choice. If
preferred place of death was notachieved, please record the reasan why below

—— EPaCCS PPD Summary view cannot he shown when previewing a template

Place of Death - || &
Patient died in usual place of residence 0 &
If PPD not achieved select reason ~| &

Recording preferred place of death and actual place of death allows

us to consider whether there are any deficits in service provision. Any
improvements which can be made to achieve the preferred place of death
ultimately improves patient care and the experience for carers.

Free texting why the preferred place of death was not
achieved helps us to identify why not, in
line with QOF QI guidance.
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Specialist Palliative Care (SPC)

Overwewl Elwg\hwmyl ACPl Pt Info | Medication | MDTl Fra\\tleﬁer Death‘ sPC | Guldanne‘

Choose the relevant template for your local service information
This includes referral forms, e-referral and e-consulation links and
local links to useful documents and web sites

Where there is a complex specialist palliative care need, we would suggest
timely referral to SPC services- in Kirklees this is Kirkwood Hospice.

A wide range of support is available including community SPC nursing
input, self-management programmes, drop in services and bereavement
support. Patients should have an active, progressive and potentially life
threatening illness.

Patients should have unresolved, complex needs that cannot be met by
their current caring team, or it is anticipated that the patient may develop
these needs in the future. These may be psychological, social, spiritual or
physical needs.

13
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Remember, EPaCCS is about the person and their wishes:

« Imagine you'd never met the person — what would you want to know?

«  Put as much relevant, concise information on as possible.

«  The quality of the information is only as good as the quality of the
information entered.

« Itisimportantitis kept up to date.

« It's for everybody to contribute to.

« Evenif you only add one piece of information, it adds something and
helps the next professional who sees the patient to understand more

« It'sa quick and easy reference point to find important information
quickly.

« Itisalso full of useful resources, links and websites.

Who can | contact for further advice or support?
The Kirklees EPaCCS Task and Finish Group can be contacted for further
information, advice and support through emailing:

Sadaf.adnan@kirkwoodhospice.co.uk

Regular EPaCCS training and education sessions for staff within Kirklees are
also being considered by the Group.
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