INTRODUCTION OF A MULTIPROFESSIONAL ELECTRONIC PATIENT RECORD.
Background
Electronic patient records (EPRs) are widely used in general practice, but there is little literature on their use by palliative care teams.   We describe our experience introducing an EPR in our unit.  Prior to this, we were using multi-professional paper-based notes alongside a database (Palcare) in which patient contacts were coded for statistical analysis.  
A number of challenges were faced in moving to an electronic system.  We had to summarise and transfer clinical data from paper to electronic notes, customize a software system (Crosscare) so the best features of the paper notes were retained, train staff from a variety of different disciplines (some with minimal IT skills or experience) and introduce the system with minimal disruption to the clinical service.  
Aims
The aims were:- 
1) To introduce a customised electronic patient record suitable for use by all professionals in a hospice in-patient unit and community team.
2) To manage change effectively, maintaining staff commitment and goodwill.  

3) To improve existing record keeping and facilitate comprehensive recording of patient assessments and contacts.

4) To improve accuracy of data collection.

Conclusions
With adequate clinical involvement, electronic patient records can be successfully introduced in the hospice setting.  Customizing the system, so that familiar features from the paper record were maintained, although time consuming, made introduction easier.  Phased implementation, (over the course of a year), and involving staff in the design of windows for data entry helped to minimise disruption and manage a big organisational change.  An adequate programme of staff training was vital, as was the ability to adapt the system in response to user feedback.  Although the system was customised for one unit, many of the windows created could be used by other palliative care teams.
