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Shared Care Record datasets by organisation  
GP practices, GP Connect  
Mid and South Essex PCNs
Data live now:
Summary
Encounters
Problems and issues
Allergies and adverse reactions
Medications
Referrals
Observations
Immunisations
Community Providers – TPP SystmOne
Provide Community
Essex Partnership University Trust
North East London Foundation Trust
IC24
Farleigh Hospice
Havens Hospices
St Luke’s Hospice
Data live now: 
Encounters 
Immunisations 
Medications 
Observations 
Problems and issues 
Referrals 
Summary


Mid and South Essex Foundation Trust 
Medway & Lorenzo
Data live now:

Data live now: 
Inpatient discharge summaries (created after 1 April 2024) 
Emergency department discharge summaries (created after 21 October 2024) 
Maternity discharge letters (created after 21 October 2024) 
Inpatient hospital admissions (created after 1 January 2021) 
Emergency department attendances (created after 1 January 2021) 
Outpatient appointments (created after 29 May 2025) 
Radiology reports (created after 1 October 2025) 
Scheduled admissions for treatment or surgery (TCIs)
Please note: discharge summaries do not include cardiology or maternity  

Shared Care Record datasets by organisation
Essex Partnership University Trust
Mobius & Paris
Data live now: 
Advanced Decision Safeguarding (Paris) 
Advanced Decision End of Life (Paris) 
Initial Assessment (Mobius & Paris) 
CPA Assessment (Mobius) 
North_Risk_Summary (Paris) 
CPA Risk Assessment (Mobius) 
Care Review/Care Plan (Paris) 
Care Treatment Plan (Mobius) 
Specialist Care Plan Community (Paris) 
LD Discharge Outpatient Clinical Report (Mobius) 
24 Hrs Inpatient Discharge (Paris) 
Discharge Note TTA (Mobius) 
Discharge Summary to GP (Mobius) 
Discharge Summary (Mobius) 
Full Discharge Report (Mobius) 
EPUT_Patient_Summary (Mobius & Paris) 
Outpatient Report (Mobius) 
AMHP 535 (Paris) 
AMHP Reports (Mobius) 
LD Outpatient Report (Mobius) 
MH_InpatientDischarge (Mobius) 
MH_InpatientDischarge (Paris)

Essex County Council
Mosaic
Data live now: 
Personal contacts: name and relationship of next of kin.  
Professional contacts: details of any allocated social worker, including team name and contact number (if available).  
Support reason: such as physical disability, learning disability, mental health needs, or sensory impairment.  
Alerts & Hazards: including safeguarding concern or enquiry status. These entries show the type of alert and whether it is active but may not include detailed information. 
Events & appointments: shows any adult social care assessments that have been completed within the previous 365 days on a rolling basis. Each entry shows the type of assessment, start and end dates, outcome (where recorded), and the team involved.  

IC24 – NHS 111 
Cleo
Data live now: 
Out of hours episodes and events summary details (created after 26February 2025) 
NHS 111 report document, or post-event message (created after26 February 2025) which includes:  
Reported condition  
Pathway disposition(outcome of the NHS Pathways triage process)  
Consultation summary  
Pathways assessment  
Advice given  

Mid and South Essex Shared Care Record Data Sets by organisation
Southend City Council Liquid Logic
Data from the last three years, including: 
Demographics: Person demographics and contact details 
Personal contacts: such as next of kin, advocate, emergency contact 
Professional contacts: details of any practitioners currently involved, including team name and contact number (if available). 
Support reason: information about the person’s primary and secondary support needs, such as physical or personal care support. Includes a recorded start date and classification.  
Referrals: referral information, indicating whether the referral is active or completed. Key details include the service referred to, referral date, and status. 
Alerts & Hazards: critical alerts and hazards that may impact the person’s care. These are split into two categories: 
Risks: specific dangers or issues, such as physical or environmental hazards, that may require immediate attention. 
Special factors: conditions or considerations that could influence care, such as access challenges or sensory impairments. 
Disabilities affecting care: disabilities declared that may impact the person’s care, including the type of disability and date recorded. 
Events & appointments: shows any adult social care assessments, safeguarding, hospital admissions and DoLS – Deprivation of Liberty Safeguards that have been completed. 
Provisions: council commissioned care provision currently in place, including the type of service, provider name, and status (active or completed). 
Care and support plan: indicates whether a care or support plan is in place and its status (active or inactive). While full plans cannot be viewed directly, users can see key details like start and review dates, providing insight into ongoing support arrangements.
Key information about Southend City Council data 
Referrals: To identify the correct social care team the person has been referred to, look at the name stated first in the ‘service referred to’ field in the description. The wording after the hyphen defines the social care system work tray. 

Professional network card: Most professionals are included, but some details, such as those for occupational therapists, are not yet available. These will be added in a future update. 

Care and support plans card: Interim and respite care plans, which are temporary and should display an end date, are not currently included in the Shared Care Record due to technical limitations. These plans will be added in a future update.

DoLS – Deprivation of Liberty Safeguards 
 
Please note: For hospital admissions & discharges there will only be data for those known to Adult Social care and required input to facilitate discharge.

Mid and South Essex Shared Care Record Data Sets by organisation  
Thurrock Council Adults - Liquid Logic
Data from the last three years, including: 
 
Demographics: Person demographics and contact details 
Personal contacts: such as next of kin, advocate, emergency contact  
Professional contacts: details of any practitioners currently involved, including team name and contact number (if available). 
Support reason: information about the person’s primary and secondary support needs, such as physical or personal care support. Includes a recorded start date and classification.  
Referrals: referral information, indicating whether the referral is active or completed. Key details include the service referred to, referral date, and status. 
Alerts & Hazards: critical alerts and hazards that may impact the person’s care. These are split into two categories: 
Risks: specific dangers or issues, such as physical or environmental hazards, that may require immediate attention. 
Special factors: conditions or considerations that could influence care, such as access challenges or sensory impairments. 
Disabilities affecting care: disabilities declared that may impact the person’s care, including the type of disability and date recorded. 
Events & appointments: shows any adult social care assessments, safeguarding, hospital admissions and DoLS – Deprivation of Liberty Safeguards that have been completed. 
Provisions: council commissioned care provision currently in place, including the type of service, provider name, and status (active or completed). 
Care and support plan: indicates whether a care or support plan is in place and its status (active or inactive). While full plans cannot be viewed directly, users can see key details like start and review dates, providing insight into ongoing support arrangements.
Please note: For hospital admissions & discharges there will only be data for those known to Adult Social care and required input to facilitate discharge.

Mid and South Essex Shared Care Record Data Sets by organisation  
Thurrock Council Children's - Liquid Logic
Data from the last three years, including: 
 
Demographics: Person demographics 
Professional contacts: details of any practitioners currently involved, including team name and contact number (if available). 
Support reason (Classification): This includes "category of need" for which the social care input is being provided for example abuse or neglect, family dysfunction, parent illness or disability.  
Referrals: referral information, indicating whether the referral is active or completed. Key details include the service referred to, referral date, and status. 
Alerts: Includes categories such as whether the child is Child in Need (CiN), Child Protection (CP) or Child Looked After (CLA), also where the child is "Missing" or has a hazard recorded against them. 
Impairments affecting care: Impairments declared that may impact the person’s care, including the type of impairment and date recorded. 
Events & appointments:  –  shows children social care assessment.  Also includes missing child return interviews and CiN,CP & CLA meetings, visits and case notes.  Information relates to the event type and start/end dates.  Note: where a "Referral" has taken place in the last 3 years details of any events recorded prior to that referral are shared.



ShCR Integrated Care Plan (ICP) Background & Context
The decision to create an ‘Integrated Care Plan’ (ICP) based on the D2A / CHC Pathway was signed off at the September 2025 ShCR Programme Board. 
This project brings in much anticipated functionality around workflow and for the purposes of this specific pathway, moves the ShCR from a viewing only to a doing platform with forms such as the Hospital Discharge form or MDT Assessment form for the first time being curated and edited in the Shared Care Record itself. There is also a ‘Print to PDF’ functionality to ensure the forms can either be used as referrals for ongoing care or can be saved in source systems such as Broadcare for auditing purposes. 
The ICP project is being run in 2 phases. The first phase which is now LIVE includes the Hospital Discharge Form, MDT Assessment form, the MCA Assessment form, Progress notes functionality and a collaborative worklist.  
The second phase, due to go live by the end of October 2026 will include the NHS Mandated Forms for Continuing Health Care such as the Decision Support Tool (DST), CHC Checklist and the Review/ Care and Support Plan as well as reporting functionality to understand usage trends.
Mid and South Essex Shared Care Integrated Care Plan (ICP) - Overview of Information we are sharing
Mental Capacity Assessment- Determines whether an individual can make a specific decision at a specific time. Supports legally compliant decision-making and protects patient rights. 
 Hospital D2A Assessment -Assesses care and support needs following discharge from hospital under the Discharge to Assess model across all pathways (P1-Social, P1-Health, P2 and P2). Enables safer, more timely discharge and reduces unnecessary hospital stays. 
Health MDT Assessment - Captures holistic assessment from therapists and nurses to support care planning and decision-making.  Provides a comprehensive view of patient needs and supports joined-up care. 
MDT Progress Notes - Records ongoing observations, interventions, updates and outcomes following phone calls, meetings and therapist reviews with patients. Provides a real-time picture of patient progress and supports informed clinical decisions. 
CHC Care & Support Plan - Documents the agreed package of care for individuals eligible for Continuing Healthcare funding.  Ensures all providers work to a single agreed care plan and improves care coordination.

Mid and South Essex Shared Care Integrated Care Plan (ICP)
For each of the forms is a summary below of the types of information you can find ..(LIVE forms only) 
Mental Capacity Assessment- this form includes determination of capacity, Independent Mental Capacity Advocate (IMCA) referral, best interests decision. 
Hospital D2A Assessment – this form includes care domains, respiratory needs, nutrition needs, continence needs, Skin and Tissue Viability, communication needs, psychological and emotional needs and any behaviour concerns. 
Health MDT Assessment – this form includes information regarding 1:1 support in place, and whether there is a risk of danger to self or others, Home environment & Care coordination, safety and onward referrals. 
CHC Care & Support Plan - this form includes funding information, 1:1 needs, formal decision-making contact, DoLs information, Care domains. 

NRL- Consumer Module (Going live at the end of October 2026)
Overview: 
• This functionality will allow users of the MSE Shared Care Record to see documents that other regions are publishing for their residents. 
• Exactly which documents each region shares will vary but they will likely be documents related to critical information about a person such as Treatment Escalation Plans, Respect or About Me documentation. 
 How it works: 
• If an out of area patient presents at an ED or GP Practice in Mid and South Essex and their details are recorded on the system, any documents which have been shared by other regions will be visible in the clinical tree under 'care plans'.  

Bringing in Structured Data for Frailty & End of Life (EOL)
In the interests supporting improved patient care we are bringing into the ShCR easy to view, aggregated data for those patients who are Frail, End of Life, Vulnerable or have Learning Disabilities from all of our SystmOne organisations : GP Practices, Community Providers (EPUT, NELFT and  Provide) as well as the 3 Hospices (St Lukes, Farleigh and Havens).
 This will enable front line professionals from across health, mental health and social care to easily see a number of critical datasets which will help them make quicker, more informed decisions about a person’s care. 
This will not only support care being delivered in the right setting but also help reduce the administrative burden where health and care professionals are seeking information about patients.
Bringing in Structured Data for Frailty & EOL.what does it include?
Frailty Data : Frailty score, Frailty Status, Falls risk as well as historical Frailty scores. 
 End of life Data :End of life prognosis, Resus status, Preferred Place of Death and Preferred Place of Care status 
 Care Status : Receiving Care Status, No Carer, Giving Care Status 
 Veteran Status: Veteran Status & Type of Veteran 
 Vulnerability Status : is the person recorded as Vulnerable 
Learning Disability: is the person on the learning disability register

Types of data in the Shared Care Record 
The Shared Care Record contains both structured and unstructured data. Understanding the difference between these types of data will help you navigate and utilise the information effectively. 
Structured data 
Structured data is highly organised and easily searchable. This information is displayed in the interactive dashboards, such as the Person Summary or events and appointments. 
Unstructured data 
Unstructured data is more free-form and does not follow a specific format. It often includes text and documents. This type of data is stored in the clinical document viewer tree of the Shared Care Record.
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