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	XXXX (BRAND NAME) for  the treatment of XXXX


Screening Checklist and Notification of Initiation to GP
The checklist must be completed and returned to pharmacy dept prior to the initiation of XXXX for the above indication

Hospital clinicians should be aware that, if a drug is prescribed for patients / indications that do not meet the agreed criteria, prescribing responsibility will remain with the initiating team
· The completed checklist (pages 1-2) should be sent to the GP when XXXX is initiated
· Following a 3 month period, prescribing responsibility may be transferred to the GP (subject to GP agreement). This transfer of care / prescribing agreement should be completed and sent directly to the GP (page 3).
	Important information for GPs: 
This is notification that XXXX has been started. If appropriate, after 3 months of XXXX, we will send a transfer of care document requesting that you take over prescribing responsibility.


	Patient Details
	GP Details

	Surname
	Name

	Forename
	Address

	Address
	

	
	Tel

	Postcode
	

	NHS No:
	NHS.net email

	DOB:                             SEX: Male   / Female
	


Eligibility criteria
	SELIMOC1 criteria for XXXX use – author to add specific criteria to table below, which currently contains insulin degludec criteria as an example
Note: all criteria below must be met *
(Refer to the SPC for full details of licensed indications)
	Yes
	No

	Type 1 diabetes mellitus
	
	

	Adult patient 18 years or over
	
	

	Initiated by diabetes specialist (Consultant or GPwSI)
	
	

	The following criteria must also be met:

	Patient has psychosocial or other factors indicating the need for longer duration insulin to facilitate continued treatment and
	
	

	   Use of insulin degludec is expected to avoid decompensation
	
	

	Patient has had frequent emergency hospital admissions attributed to poorly controlled diabetes
	
	

	All other therapies have failed
	
	


Contraindications (Refer to the SPC for full details of drug interactions)
	Tick all boxes (all answers must be No to proceed)
	Yes
	No

	Any contraindication to XXXX?
	

	For example: Hypersensitivity to the active substance or to any of the excipients
	
	


Patient Information
	Patient Information2 (circle yes or no as appropriate)*: author to add specific criteria to table below, which currently contains insulin degludec information as an example
Patient is aware / has been informed: 

1) of the benefits and risks of insulin degludec therapy and has consented to use of XXXX
2) to always check the insulin label before each injection to avoid accidental mix-ups between degludec and other insulin products or between differing strengths of insulin degludec 
3) to always visually verify the dialled units on the dose counter of the pen.  (Patients who are blind or have poor vision must be instructed to always get help/assistance from another person who has good vision and is trained in using the insulin device)
4) specific education and training in administration of insulin degludec via Flextouch pen or penfill cartridge as applicable
5) patient is aware of the dose in units that they need to administer
6) that the first 3 months of treatment will be prescribed and supplied by the hospital pharmacy. Patients should take their prescription to the GP 2 weeks before they run out of medication to allow follow up supply to be organised. 
*NOTE: Must be yes for all statements for transfer to primary care
	Yes
Yes

Yes

Yes

Yes
Yes
	No
No

No

No

No

No


	Dosing recommendations

	Author to add specific dosing info below, which currently contains insulin degludec information as an example
Inject the required number of units once daily by subcutaneous injection

(Note that dose in units may vary and actual dose should not be labelled on insulin when dispensed as this may change)




	AUTHORISATION  (medical practitioner undertaking assessment)

	Signature:                                                  Print name:

Position:                                                    Contact number:
Date:


	HOSPITAL OUTPATIENT PHARMACY DEPT

	Approved Yes  /  No  /  Not applicable  (circle as appropriate)

If ‘No’ include reason :


References Author to update
1. South East London Area Prescribing Committee Formulary Recommendation number 002.  Date of decision: July 2013; Date of issue: August 2013
2. Novo Nordisk “Tresiba 100 units //mL Cartridge (Penfill)” and “Tresiba 100 units / mL Pre-filled pen (Flextouch)”  Summary of Product Characteristics accessed at www.medicines.org.uk/emc on 10/09/2013; last updated on the eMC: 22/05/2013

	XXXX (BRAND NAME®) strength/formulation for XXXX
Transfer of Care / Prescribing Agreement
Following a 3 month period, prescribing responsibility may be transferred to the GP (subject to GP agreement). This transfer of care / prescribing agreement should be completed and sent directly to the GP. 


	Section A: To be completed by the initiating organisation / clinician INITATING ORGANISATIONS TO ADD LOCAL CONTACT DETAILS FOR SPECIALIST SERVICE (TEL / EMAIL) FOR QUERIES

	Patient Details: 
Name..............................................       DOB: ……/………/…………        NHS No: ………………………….

	GP Practice Details:

Name: ………………………………………

Address: ……………………………………

Tel no: ………………………………………

NHS.net e-mail: ……………………………
	Consultant Details:
Consultant Name: ……………………………………..
Clinic Name:……………………………………………

Address: ……………………………………………

Tel no: …................................................………

NHS.net email:: …………………………

	Next hospital appointment: ……/……/……..

	Dear Dr. …………………………. , your patient was seen on …../..…/……….. 

and was initiated on XXXX delivered as XXXXX  
for XXXXX on ……./………/…………..
I am requesting your agreement to the transfer of the care of this patient from …../.…./…….. in accordance with the 
South East London Integrated Medicines Optimisation Committee Formulary Recommendation (i.e. after at least 3 months treatment).
.

The following investigations have been performed on ……/……/……… and are acceptable for transfer of care.  Please monitor XXXX every X months/days  
Test

Result

Test

Result

Other relevant information: ………………………………………………………………………………………..

………………………………………………………………………………………………………………………..

· [image: image1.jpg]I confirm that I have prescribed in accordance with the SEL IMOC guidelines

· I confirm that the patient has been given the information required as described in the Screening Checklist  and Notification of Initiation to GP form
· I confirm the patient has consented to treatment

Signed:…………………………………….  Name of Clinician:…………………………… Date: …………….



	Section B: To be completed and signed by the GP if NOT willing to take on prescribing responsibility and returned to the XXXX specialist as detailed in Section A above. 

	This is to confirm that I am not willing to accept the transfer of care of XXXX (BRAND NAME®) for this patient for the following reason:
……………………………………………………………………………………………………………….
GP name: ………………………………GPsignature: ………………………………………………Date: ……/….…/…....
(This transfer of care document should be reviewed in-conjunction with the drug screening checklist  sent previously by the initiating clinician - if not received contact consultant named above for details)


South East London Integrated Medicines Optimisation Committee. A partnership between NHS organisations in South East London: South East London CCG (covering the boroughs of Bexley, Bromley, Greenwich, Lambeth, Lewisham and Southwark) and GSTFT/KCH/LGT/SLAM/ & Oxleas NHS Foundation Trusts
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