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Delivering coordination systems in complex supplier system contexts

Will depend upon the size of your ePaCCS

Across Hampshire Portsmouth and Southampton – near 2million population

• 3 acute trusts all with MULTIPLE different clinical systems

• GPs in Hampshire all of EMISweb

• GPs in Portsmouth all on SystmONE

• GPs in Southampton 50/50 EMIS and S1

• 2 community Trusts

• SHFT Hampshire RiO

• Solent Portsmouth and Southampton SystmONE

• 3 councils Hampshire, Southampton and Portsmouth

• Also

• Summary Care Record – all of England

• CHIE (previously known as the Hampshire Health Record)

Which means this is a bit trickier than dealing with 1 (old world) CCG



POLITICAL FACTORS

• Does anyone have a;

• bank account?

• Tax account?

• Pension pot/life insurance/mortgage?

• Tesco/Coop/Sainsbury’s card?

• Amazon/Google/Apple account?

If so, and you rang the helpdesk or went into an office run by that service/company, would 

you expect them to be able to access your account to help engage with you?



POLITICAL FACTORS

So in the meantime we are left to;

• Setup Local Care Records (CHIE)

• Develop sharing (Wessex Care Record Project)

• Negotiate with companies. Some of whom say they will only follow 

national guidance

• Manage cyber security locally



SO….. PREVIOUSLY

Experience from Hampshire. . .  

• Big data store – Hampshire Health Record (Graphnet) now CHIE

• Coded GP data dumped each night from both EMIS and S1

• PDFs – OPD letters, discharge letters – stored and visible

• Blood and imaging results uploaded and visible

However, post the 2012 CCG dictat . . . 

• Separate ePaCCS. No PDS or other system links. Username & password.

Failed, as;

• Clinicians don’t have time to do stuff twice

• No big network push hence no carrots and sticks

• £240k wasted for a tick box



SO….. CURRENTLY

As no more money . . .

1) ePaCCS template in GP systems.

• Coded (READ2, CTV3 *& now SNoMeD CT) using SCCI 1580 & SCR codes

2) Same template in Solent Community Trust using S1

3) Matching but none coded template in RiO

• But until now no way to get this info to CHIE or SCR

4) Acute Trusts 

• Developing Treatment Escalation Plans. Paper or electronic, but only visible in house. Though a 

ReSPECT PDF is visible in CHIE from one Acute Trust area.

5) Nursing Homes

• Project to access CHIE ongoing



FUTURE PLANNING IN SYSTMONE



FUTURE PLANNING IN 2500 EMIS PRACTICES (ENGLAND ONLY)



ANTICIPATORY MEDS



http://www.futureplanning.org.uk/


SO….. WHAT DO WE ACTUALLY STILL NEED

ePaCCS “requirements” are huge. 

1. Read only access for Ambulance, 111, OOH services & ED.

• Is an emergency the time to be doing ACP ? No, but it is a trigger point.

• Hence, My Wishes leaflet for Paramedics to leave on site.

2. Patient access

• Developing Treatment Escalation Plans. Paper or only visible in house

3. Care Homes & Hospices

• Need to be able to add to care plans

• 100 different care plans all currently on paper or in CH e systems

Need to focus on TEP (of which CPR is just one)



The importance of the community setting: exploring how EPaCCS 

should be centred away from acute care environments

1. End of Life patients average 4 admissions in their last year of life

These are trigger points, but who recognises them?

• GP or Hospital computer systems?

• A hospital specialist team, if aware of the admissions?

• Community teams – CCT, Care Home, GP, Long term condition Clinical 

Specialist

90% of that year is spent at home 

• No matter who initiates the conversation – building the picture and 

updating should be ongoing, so increasingly fall to community teams.

• Patient, relatives and friends rarely attend OPD, dialysis, chemo, frailty 

assessments together.



Highlighting the benefit of early flagging systems to alert users to the 

presence of new any ePaCCS data

The need for this depends upon your ePaCCS solution.

And who you are.

1. Ambulance Centre Call handler – called about a collapse, should be 

looking for a DNACPR. Does a flag add anything if the CPR decision is 

already recorded (& accepted) electronically

2. A paramedic on site – should be looking at SCR or LCR for meds and 

allergies for every poorly patient. 

3. GP – in surgery about to see a patient. Knowing there is new info in 

ePaCCS from outside the practice. YES

4. All other involved social and care teams. DITTO

5. National Care Record Locator Service – may be coming to SCR in the future



Patient Information Input: Allowing patients to support the EPaCCS 

through websites or apps

Quite simply, YES.

• It already works via paper – My Wishes

• Emergency contact and access details

• Preferences and wishes for care before and after death

• PPD and 2nd PPD

• Religious and cultural requirements

• Tissue donation

However;

1. Certain sections, TEPs, need to be checked for clinical reality.

2. We need to ensure it is the patient or their legal representative recording 

the information.

3. Appropriate accurate guidance needs to be available.

4. Patients and families need to have confidence in the security of their data


