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Prescribing and the primary and secondary care interface

This guidance has bean put together to clarify the role of GPs when prescribing in relation to
secondary care, to provide examples of best practice and to thereby help LMCs negotiate
with PCQOs and secondary care colleagusas on this issue.

Probiens can exist between the primary and secondary care interface with prescribing for a
variety of reasons however resource restrictions in secondary care will undoubtedly play
thair part. The key to successfully dealing with these problems are clear operating
guidelines that are accepted across the local health care economy. This guidance shoutd
show how this can be done and encourages better communication between clinical
colleagues.

There are various types of secondary care activity that can result in GP prescribing:

* In-patient discharge

»  Out pattent department requests or pro-formas
» Continuing care after consultant diagnosis

= Shared care agreements

In 1881 guidance on the responsibility for prescribing hetween hospitals and GPs was
produced by the NHS and published with Executive Letter EL(S1)127 (please see appendix
1). This is a valuable document for LMCs to keep on file and it has not so far been
superseded. Unfortunately neither have the problems described within it. There are still
hospital trusts and areas around the country where there are currently signifisant problems
between the primary and sacondary care interface,

In-patient discharge and out-patient requests

Problems experiencad with secondary care in relation to in-patient discharge and out-patient
requests include patients arriving at the practice door with a badly scribbled note asking the
GP to prescribe. No letter has been received to explain the patient’'s condition. This can
happen after either in-patient stays or out-patient appointmants, 1t is inconvenient far
patients, who need to make a further visit to their GP practice, it can leave patients feeling
amdious about the speed with which they can receive their medication and it presents a
number of clinical governance issues, The doctar is put under both emotional and time
pressure to prescribe a medication withaut full details of the patient's condition or hospital
treatment and therefore they feel pushed into having to take responsibility far a prescribing
decision that should have been fulfiled by the relevant consultant/hospital department.

Sometimes, the length of wait at the hospital pharmacy is so fong, the patient leaves the
hospital without their prescription being dispensed and takes it to the GP asking for the items
to be reissued on an FP10.

LMCs have informed us that problems also exist with hospital pro-formas being
automatically filled in by a consultant asking the GP to preseribe X drug, particularly in the
areas of ophthalmology and dermatoiogy. Other cases involve the faxing of abnormal
results to GP practices sometimes with a scribbled note requesting the GP treat, others with
no explanation of previous treatment.
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~ Lngally, we are seeing a rapid trend towards sending general practitioners pieces of paper
recommending treatment. My experience of these so far is that they are clinically unsafe.
Looking at the last six forms to arrive at the surgery, four contain significant errors.

+  One recommends a drug for injection to a patient without a diagnosis coversd by the
product licence (licence covers prostate cancer and endametriosis, patient has
undiagnosed pelvic pain)

+« Another recommends the uzse of sustained-refease tolteriding, which is not
recommended for use in patients with impaired renal function (patients seen in
urology clinic and has CKD3).

+ The third recommended starfing carbimazole, but the patient had not been
counselled about potentially serious blood dyscrasias.

» The fourth requestad a prescription for a chest infection that had been found during
an outpatient visit to the chest clinic, despite the fact that the piece of paper on which
the recommendation was written specifically indicated that the prescription could be
issued within the next two weeks.

There are many reasons why these situations ariss including a lack of any pratocal defining
what both sides are expected to do, failing to use FP10HPs where appropriate, and an
attempt to shift prescribing costs from secondary to primary care. Hospital formularies also
exist in Trusts and may be rigid. Recommendations can come from a hospital consultant o
try an alternative medication which it then transpires is not on the hospital farmulary, having
been considerad and rejectad by their prescribing committee. Junior doctors are not always
aware of the prescribing protocols (where they axist) between secondary and primary care.

What should happen

EL{913127 is clear that for both in-patients and out-patient appeintments patients should
leave hospital with a minimum of 7-14 days worth of medication dispensed through the
hospital pharmacy {7 days for in-patients 14 for out-patients}.

Yhere this doesn't happen there is a need to raise this with the PCO presciibing leads or
directly with the hospital.

In some instances, LMCs working through prescribing committees or forums are able to
reach agraements that clarify what is expecied of secondary care and what of primary care.
This provides a tocal solution to the problem.

An example from Wessex LMCs
For many years we have agreed with haspitals the following:
i 1. If it is urgent to be prescribed that day the hospital should do so.

2_If the consultant wants to give advice on future treatment it should be included in the OPD
- letter.

3. If the consultant thinks the medication should be prescribed in the near future and does
. not wish it to be delayed until the OPD |etter gets o tha GP, they complete a pro-forma
i which contains the following:
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'Name of patient

Consultant whose care the patient is under

MName of doctor completing the pro-forma and their blegp number
Condition for which the drug is being recommended

The drug shouid be printed with dose.

The pro-farma makes it clear to patients they should take it to their practice, that the
prescription is a recommendation and it is up to the GP to decide on treatment, they would
need to leave 2 working days to pick up a prescription.

The systerm works well. Muost of the time | prescribe and get my receptionists to contact the
patient to pick up the prescripticn. Occasionally | decling and will contact the patient by
phone to explain. On very rare occcasions | will contact the patient to make an appointment
to discuss the treatment atc at greater jength,

| believe | am generally in charge of coordinating the care for my registerad patient. | am
asking a hospital doctor for their opinion, | will then make a judgement if | wish to follow that
advice, with consultation with the patient.

The solution in Wessex was reached by chairing a commiftee that included both hosgital
dactors and GPs who discussed this issue. In Coventry a similar accommedation has been
reached with the LMC having designed the form that is used by the outpatient department.

YWhen negotiating an this issue the following may prove helpful:

NHS guidance con this is clear - EL{S1)127

GPs should not have to medico-legally compramise themselves because of hospital bad
practice

Write to the clinical director of the hospital trust if you feel that prascribing practice has
become unsafe

Patient care should not be compromised or inconvenienced as a result of a breakdown in the
primary-secondary care prescriling interface

Involve the PCQ prescribing advisors where you can — they should want to ensure there is
best prescribing practice acress both primary and secandary care

Hospital doctors are equally concerned to ensure their patients get the appropriate
medication in the appropriate way, Aréa Frescribing Committees or thair equivalent can play
a vital role in ensuring harmonious relationghips between colleagues and good safe patient
care.

Hospital pharmacies are there to meet the needs of patients passing through haspitals -
some secondary care doctors are also able to use an FP10HP to prescribe drugs from
cammunity pharmacies

This issue has been resolved in many areas — GPs need to hold firm to their principles and
ta cormmunicate well with colleagues.

Continuing care after consultant diagnosis

This is linked to and leads on from the in-patient and out-patient discharge problem. This
issue retates to the type of drugs being prescribed — not just the manner in which the GP is
being asked to prescribs.

Any doctor who prescribes a drug must take responsibility for that prescribing decision. it

doesn’t matter whether or not a consultant advised it, if something goes wrong it is the
prescribing doctor who will have to answer for their decision.
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Preblems GPs experience around this include heing asked to preseribe a drug which is not
regularly used in primary care and far which the GF feels they do not have the ralevant
experience or confidence to prescribe. This puts GPs in a difficult position when they have a
patient in front of them for whom they are not prepared to prescribe. It also strains relations
between GP and consultant colleagues.

There is also the issue of GPs being asked to prescribe a drug for a condition that is cutside
those for which that drug is licensed.

What should happen

Because of the important medice-legal aspects of prescribing, LMCs and PFCOs can find
ways of ensuring that all colleagues within the health service are aware of the boundaries
hetween what is and is not acceptable primary care prescribing.

This can be done by setting up a ‘traffic light' system or accessing specific, area-wide
prescribing guidance. PCQO Prescribing committees or forums are often the most
appropriate envircnment for GPs and secondary care colleagues to work out what is
appropriate for them locally and to draft protocols signalling what drugs are considersd ‘red’
(i.e.; for hospital prescribing only) what are ‘amber’ {appropriate for shared care
arrangements subject to clinical agreement) and what are ‘green’ (appropriate for primary
and secondary care prescribing.} An example of a traffic light policy is attached at Appendix
2.

i An example from Worcestershire LMC

! We find MTRAC — Midland Therapeutic Review and Advisary Commtittee, very helpful. The
. West Midlands Regional LMC was instrumental in starting this arganisation which continues
. to be funded by the PCTs and provides very useful documents entirely with a GF focus,
These are frequently used to clarify the point with consultants as we can send the
documents back to the hospitals saying that we have heen advised not to prescribe. We are
very keen to enhance and continue the role of MTRAC. It (s very heavily GP ariented and
carries a great deal of weight in the West Midlands.

| MTRAC
http: {iwww keele ac.uk/schoals/pharm/MTRAC!
hitp:/fwww.ukmicentral.nhs. ukipressuppfsd. asp

When the drugs involved relate to a condition for which that drug is not licensed then in most
cases, this should stay with the consultant, and in places where traffic light systems are in
place they would fall into the red category — for hospital prescribing only. There may be a
few cases, in particular with paediatric drugs {many of which are necessarily prescribed
outside of their licence) where a GP may agree to a shared care agresment.

Shared care agqreements

Shared care agreements cover a range of drugs that are often initiated in secondary care but
where primary care doctors may chose to be involved in the continuing care and monitoring
of the patient with referral back to secondary care at agreed intervals. Shared care
agreements relate to patients on specialised drugs which ¢ften have significant potential side
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effects and they are out with the essential and additional services of the new GMS contract,
There already exist two National Enhanced Services specifications that deal with anti-
coagutant monitoring and near-patient testing. Shared care agreements often cover those
Amber drugs that appear an a ‘traffic light' list. They may, in specific circumstances, relate
to drugs being used outside of the terms of that drug's licence.

GPs may sometimes feel under pressure to be involved in the shared care of a patient. [tis
generally more convenient for a patient to receive as much care in the primary care setting
as possible, cutting down on visits to the hospital. Shared care agreements can enable this
to happan but there are some key questions a GP will want to ensure are addressed before
involving themselves in shared care.

An example from Morganwwg LMC
This list was drawn up to aid GPs when considering working to a shared care agresment.

Elements of a Shared Care Scheme
Clinical
»  What is the condition?
» ltis the condition suitable for shared care?
+ s the patient's condition stable?
» Does the GP should have full knowledge and experience of any drug to be
prescribed?
Rescurces
Who provides the service at present?
What are the human resources required to provide the service?
Are there any other human resources that could be used?
Does the general practitioner have adequate human resources to deliver shared
care?
+ [oes the general practitioner have adequate human resources to deliver shared
care?
= Does the general practitioner have adequate equipment and access to investigations
to deliver shared care?
Finance
= What are the financial resources reguired to provide the service?
«  What will it cost to provide a shared care service?
+ Are there any other financial resources which could be used?
+ Does the general practiticner have an adequate drug budget to pick up the costs of
any prescribing involved?
Agraement
«  Who will produce the guidelines?
»  Who will approve the guidelines?
: ¢ s the GF prepared to accept responsihility for the appropriate leval of shared care?
. Communications
» Are there adequate communications between the consultant and the GP to ensure
gsafe management of the patient?
Responsibility
* Do the GP and Consultant both agree as to who carries the day to day responsibility
and the ultimate responsibility for the management of patient should a preblem arise?
Safety
= s there a fast-track referral hack to the consultant should problems arise?
Review
»  How will the scheme be reviewed?

" & W
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Depending on the degree of work and number of patients involved it is reasonable to
negaotiate a local enhanced service to cover a practices participation in shared care
agreemants. Such a LES may often cover a list of drugs and the GF will be expected to take
part responsibility for the continuing care and monitoring of all patients on those drugs. An
example of a shared care agreement local enhanced service is attached at Appendix 3.

Izgues with colleaques

LMCs can sometimes be presentad with the problem that their constituents are their own
worst ensmies when they continue to prescribe drugs in a way the LMC would advise
against, In areas where there are difficulties between secondary and primary care it is
harder for an LMC to negotiate change if colleagues are continuing to work to a system that
is unsatisfactory. In such cases, it is worth stressing the medico-legal aspect and
encouraging colleagues, as you see fit, to contact their MBO for clarification.

When there is a traffic light system, or agreed area protocols, there may still be colleagues
who do not wish to prescribe certain drugs. Generally, it is hoped that there will be a
professional consensus on a traffic light system or local protocols; howsver, individual GPs
are aflowed to refuse tc take prescribing responsibility for drugs they are unhappy to
prescribe. There are passible solutions to such a situation.

An example from Beds and Herts

Thers is a local Prescribing Committee on which at least one LMGC rep sits, as well as
various PCT prescribing advisors and consultants. The committee draws up ‘shared care'
protocols which are reviewed on a regular basis and updated when necessary. These
Shared Care protocols are sent to GPs from time to time, but are also held an our wabsite
for easy access. Once in a while we get complaints from (GPs saying they don't agree with
the protocol or aren't wiiling to prescribe and our policy then is to say that the GP must refer
: the patient to a GP who is willing to adhere to the protoco! and will prescribe. This can be a
little harsh on single-handers but it seems to work |ocally.

In general, the GPC would advise that where there are agreements drawn up with a
professional consensus, that all practices should eventually be involved in prescribing these
drugs. Itis reasanable that colleagues are given sufficient time to acquire the skills and
knowledge to prescribe drugs on a shared care list.

Thank you to all the LMCs who have contributed to this guidance and provided the GPC
secretariat with information on this issue,

Thank you to Shaun Green, Pharmacy Advisor, Somerset PCT for the traffic light scheme in
Appendix 2.

Thank you to Diane Adarns, Chief Pharmacist, Richmond and Twickenham PCT for the LES
in Appendix 3.
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Local Enhanced Service for Shared Prescribing

Service Outline for April 2006 — March 2007

1 Shared Prescribing

The treatment of several diseases within the fiefds of medicine, particularly in rheumatology,
is increasingly reliant on drugs that, while clinically effective, need regular blood monitaring.
This is due to the potentially serfous side-effects that these drugs can occasionally cause. I
has been shown that the incidence of side-effects can ba reduced significantly if this
monitaring is carried out in a well-organised way, close to the patient's home. The nGMS
contract therefore contains a provision for an enhanced service entitled ‘near-patient testing’
(NPT).

Such drugs represent a smali propertion of those where treatment is initiated by experts in
secondary care, but where for various reasons, ongoing monttoring and treatment is provided
i1 primary care. Such reasons include patient convenience, willingness of GP to accept
clinical respansibility for ongoing care, reductian of workload in secondary cara and transfer
of costs (both prescribing costs and associated costs), as well as better sk managsment.

A number of shared prescribing guidelines have aiready been develepad for such drugs.
Several more shered care guidelines are in development for other clinical areas. For 2004-
2008, it was agreed by the PCT Primary Care Commissioning Group (formerly the Enhanced
Services Steering Group) that in order to facilitate the introduction of shared care guidelines
practices would be encouraged to participate in a shared prescribing loca! enhanced service
{LES}.

The aint of the LES is to prevent patients, for whom shared prescribing arrangements are
requested by secondary care for a pre-amanged range of drugs, being referred back to
secondary care for financial reasons {rather than risk management or clinical responsibility
reasons). It (s proposed that practices will be reimbursed & fixed amount according to
practice list size, for shared prescribing arrangements for up to 20 drugs, some of which
have already been identificd {see Para 3).

This Service Level Agreement {SLA) replaces the SLA for April 2004 — March 2008

2 Service Qutline

The service will operate in accordance with the Principles of Shared Care (ses Appendix 1}.
Up to 20 drugs may be included in the service {see Para 3 for those already identified). Less
than 20 will be included in 2008/07. This will be freated as a windfall to practices. If more
than 20 are included in 2006/07 {see Para 10 for an explanation of future development of the
service) then the funding will be re-svaluated.

The principles of shared care are:

2.1 Bast interest of the Patient

The best interests of the patient should he at the centre of any shared care agreement.
Arrangements should never be detrimantal or inconvenient for the patient.

2.2 Individual, patient by patient arrangements

Shared care prescribing guidelines should be accompanied by individual patient information,
ouflining all relevant aspects of that patient's cars.

2.3  Reasonably predictable clinical situation

Transfer of clinical responsibility to primary eare should enly be considered where a patient's
clinical condition is stable or predictable.

a4 Willing & informed consent of all parties, incfuding patients and carers

All parties must have sufficient, aceurate, timely information in an understandable form.
Consent must be given vofuntarily.
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2.5  Clear definition of responsibility

The areas of care for which each partner has responsitility should be clearly defined and
should be patient specific. The guideline should include details of any specialist resources
that may be available.

2.5 Communicatlon network & emergency support

A telephone contact point, fax number and email address {if appropriate) should be dstailed
so that the GP can access advice and information if problems arise. This should include out-
of-hours cantact numbers e.g. how to access the an-call Duty Doctor.

2.7  Clinical information

This should include a brief overview of the disease and more detailed information on the
treatment(s) heing transferred including {(as a minimum):

Summary of NICE or other guidance, where applicable {and a web link to access the full
guidance}

Licensed indications & therapeutic class

Dose, route of administration and duration of tregtmsnt

Adverse effects (incidence, identification, importance and management)

Manitering requirements and responsibilities

Clinicatly important drug interactions and their management

Peer reviewed references for product usage

2.8 Contacts for more detailed information

The guideline should state how often the patient will be reviewed; and provide a 'route of
return’ should the patient's condition become less predictabls {(return of symptoms,
development of adverse effects). Progress reperts should be produced to an agreed
timescale.

3 Register of Shared Prescribing Guidelines {SPG) for 2006-07

Shared prescribing guidelines have already been developed and circulated for the following

drugs:

3.1 Methylphenidate in ADHD

32  Acetylcholinesterase inhibitors (danepezil, rivastigmine & galantamineg) for Aizheimers
Bisease

33  Disocdium clodronate for managemsent of hone metastases

3.4 Erythropoietin & darbepoietin for renal patients with anasmia

3.5 Calecium acetate for correction of hyperphosphataemia associated with chronic renal
failure

3.6 Methotrexate (update due in 2006/07}

3.7 Growth hormone in chitdren with growth failure

3.8  Triptorelin for precocicus puberty

Shared prescribing guidelings in development:

39  Tacrolimus / sirolimus for prophylaxis of argan rejection in kidney allograft patients
310  Mycophenolate far prophylaxis of acute rgjection in renal transplant patients

311 Bicalutamide for prostate cancer

312  Lefluncmide

313 Letrozole

For those shared prescribing guidelines not yet developed the PCT expects practices to
atlhere to the service outline as agreed in the NES for near-patient testing for the following
drugs (already been circulated to practices):

314 Penicillamine

315  Auranofin

3.18  Sulphasalazine

317  Sodium Aurothfomalate
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4 Refarrals

Each shared prescribing guideling is {or will be) specific concerning responsibilities and
reasons for route of return-consult for details e.g. instability, non-compliance.

For shared prescribing guidelines not yet developed (see 3) agreement will be sought by the
PCT from consultants in secondary care concerning their responsibiliies and reasons for
route of return, Specifically this relates to access to results 8.9 blood, pathology, X-rays,
scans. The PCT will provide secondary care consultants with a list of GPs win have agreed
to participate in the LES so that all results can be copied to GPs. Practices should raport
non-carnpliance with this requirement to the relevant Associate Director for Commissioning
at the PCT. Persistent non-compliance by secondary care ¢linicians may necessitate re-
referral of patients for prescribing purposes j.e. this represents a route of return from GP to
secondary care. Should this become necessary, practices should ensure this is documented
in the guarerly reports to the PCT Chief Pharmacist (see 11).

There should be a reciprocal arrangement where tests are requested by the practice (to
anzhle hospital clinicians to aceess results),

i is always the responsibility of secondary care to make decisions on dosage changes.

5 Accreditation, Competency & Training

Thoss doctors who have previously provided services similar to the proposed enhanced
service and who satisfy at appraisal and revalidation that they have such continuing medical
experience, training and competence as is necessary to enable them to contract for the
enhanced service shall be deemed professionally gualified to do so.

The specialist department seeking the shared care arrangement (i.e. secondary care
consultant) should provide any specific training, which may be needed by the GPs e.g.
managing the disease, administration of the drug ete. Information on how to access this
should be provided in the shared care prescribing guideline. GPs who do not have the
confidence or knowledge to prescribe will be expected to attend such training.

It is not expected that GPs will decline to prescribe on the basis of inadequate knowlsdge, in
view of the above.

6 Patient records

6.1 A register. Practices should be able to produce and maintain an up-to-date register
of all shared care drug monitering service patients, indicating patient name, date of birth and
the indication and duration of treatment and last hospital appointment.

Shared drug monitoring should be indicated-* by the use of the following standard READ
codes, which have been agreed by the NHSIA. Use of these codes should be restricted to
the drugs cutlined in this LES, to facilitate searching and reporting to the PCT.

! Shared prescribing declined 8BME
| Shared prescribing referred back fo secondary care 8BM7

6.2 Call and recall. To ensure that systematic call and recall of patients on this register is
taking pface either in 2 hospital or general practice setting

6.3 Education and newly diaghosed patients. To ensure that all newly diagnosed /
treated patients (and / or their carers when appropriate) receive appropriate education and
advice on management of and prevention of secondary complications of their condition. This
should include written information where appropriate

6.4  Continuing information for patients. To ensure that all patients {and/or their carers
and support staff when appropriate) are informed of how to access appropriate and relevant
information

6.5 Individual management pfan. To ensure that the patient has an individua!
management pian, which gives the reason for treatment, the planned duration, the
monitoring timetable, the therapautic range to be obtained, if appropriate and the names of
the designated responsible clinicians. For those drugs for which 8WL shared prescribing
documentation exists, the bax on the front page should be completed and scannad into the
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patient record (or alternative retrievable electranic records may be kept}.

6.6  Professional links. To work togsther with other professionals when appropriate. Any
health professicnals involved in the care of patients in the programme should be
appropriately trained

6.7  Referral policies. Where appropriate to refer patiants promptly to other necessary
services and to the relevant support agencies using locally agreed guidelines where these
exist

6.8 Record keeping. To maintain adequats records of the service provided,
incorporating all known information relating to any significant events e.g. hospital admissions,
death of which the practice has been notified, route of return & reasons

6.9  Training. Each practice must ensurs that all staff invelved in providing any aspect of
care under this schemea have the necessary training and skills to do 50

6.10  Annual review. All practices invalved in the scheme should perform an annual
review which must include brief defails as to arrangements for each of the aspects
highlighted in the LES [.e. points 8.1 to 6.9 above to include the following information where
appropriate;

(a) detafis as to any computer-assisted decision-making equipment used and arrangements
for internal and external quality assurance

{b} details as to any near-patient testing equipment used and arrangerments for internal and
external guality assurance

{c) details of training and education relevant to the drug monitoring service

{d) details of the standards used for the contral of the relevant condition

{e) assurance that any staff member responsible for prescribing must have developed the
necessary skills to prescribe safely.

7 Review
Shared care prescribing guidelines will be reviewed by acute Trust and host PCT (varies)
every 3 years or sooner if indicated, Revised guidelines will be disseminated to practices.

L Feedback

The PCT will develop a questionnaire to ask patients about satisfaction with the service they
have received {compared with the previous service). This will be used to inform future
tevelopment of the service.

9 Funding
Total budget 2006/07 [ £50,000° "
Payment per practice According fo list size-see Appendix 2
Practice payment 2006/07 Quartetly in arrears on submission of
i data (see para 11)

10 Future development of the service
At the end of each year of aperation of the service, it will be reviewed by the PCT Enhanced
Services Steering {Primary Care Commissioning) Group in the light of
* secondary to primary carg shift in activity
any changes in legislation
ICRS changes
Patient feadback
Practice feedback

. - v =

1 Monitoring & Evaluation
Each practice must run three-monthly searches on READ codes {(see 6.1} and drug searches
to identify patients as follows;
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» Numbers of patients for whom the practice is prescribing under shared care
arrangements
+ Number of patients for whom shared prescribing has been declined
» Number of patients referred back {see 2.8 Route of Retum)
* Numbers of patients on each drug for whom the practice is prescribing under shared
care arrangements
= Number of patients on each drug for whom shared prescriking has been deciined
Number of patients on each drug referred back (see 2.8 Route of Return)
anr:! provide this information to the PCT Prescribing Support Officer by dates listed below
using the Shared Care Monitoring Proforma {Draft copies of these are included in this SLA.
Final copies of these will be sent out in year).

Form and Data required by PCT o Deadline date
Share Prescribing Monitoring Pro forma 2006/07 Q1 30" June 2008
Share Prescribing Monitoring Pro forma 2006/07 ©2 29" September 2006
Share Prescribing Monitoring Pro forma 2006/07 Q3 | 29" December 2006 ]
| Share Prescribing Moenitoring Pro forma 2006/07 Q4 { 16" March 2007 ]

Practices will also need to provide evidence and narrative on reasons for declining to
prescribe {e.g. IPl forms for KHT & WMUH patients or anonymised copy letters for other
patients),

Additional monitoring:
» Decrease in gutpatient activity possibly leading to disinvestment from secondary care
{to he monitored by PCT)

12 Risk Management

12.1 Untoward events

It is a candition of participation that practitioners will give notification, in addition to their
statutory obligations, within 72 hours of the information becoming known to himther, to the
PCT clinical governance lead of all emergency admissicns or deaths of any patient covered
under this service, whers such admission or death is or may be due to usage of the drugis)
in guestion or attributable to the relevant underlying medical condition.

To be addressed by monitoring arrangements:

+ Refusal by GPsipractices to participate-GFP  freedom to  prescribe, clinical
responsibility issues as outlined in EL 81(127) which will be monitored by use of the
relevant READ code (see 6.1)

« Adherence o shared prescribing guideline, which will be monitored by use of the
relevant READ code (see 6.1)

* Route of return for patients & management of this, which will be monitored by use of
the relevant READ code {see 6.1}

» Lead-in time for paperwork development (often dependent on othar PCTs)

+ £ {(primary care prescribing budget)-allowable appeal against LPIS if cverspend
incurred {svidence from LES data monitoring will be used to test any appeals)

+ £ {secondary care-additional activity)

13 Length of contract

Pracfices undertaking this LES wilf be required to sign the attached SLA which states that if
the practice fails to meet the above service outline then 3 months notice will be given by the
Commissicner {FCT). The same period of notice 3 months will be required to be given by
the practice if they no longer wish to provide this service to the Commissioner. The contract
will ruin from April 2006-Mar 2007,

Brenda So
Cn behalf of the PCT Primary Care Commissioning group, April 2006
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SERVICE LEVEL AGREEMENT
This service leve! agreement is between:
Comimissioner: Richmond and Twickenham Primary Care Trust

Provider; fname of practice)

Both parties agree to the content of this service level agreement and are bound by its
terms for the specified period:

Provider:

[
1%t April 2006 to 31 March 2007

Practice Namae:
Authorised Signatory (Senior Partner):
Signature:

I - 3

Commissioner:

Richmond and Twickenham Primary Care Trust

Authorised Signatory (Name):

Signature:

Date. .. e

Please sign and return to Caroline Allanson by 7" April 2006
Fax 020 8973 3134
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Shared Prescribing Monitoring Pro forma (draft)

2006/07 Q1

Please answer the following questions for each drug in the table below:
1. How many patients do you provide Shared Care Prescribing service to Quarter 1

2006/20077 Total No of Pis on Register: __

2. How many patients do you have for each drug for whr.}m the practme |s prescr:bmg under

shared care arrangements (Search on each "drug ") for Quarter 1 2006/07.
3. How many patients do you have for each drug for

declined (READ Code; 8BM6 and “drug ) for Quarter 1 2006/07.
4. How many patients do you have for each drug who have been referred back, having
previously undertaken shared prescribing (see 2.8 Route of Return) for Quarter 1 2006/07
{READ code 8BM7and “drug™)
5. How many patients do you have for each drug who have stopped treatment during Quarter

1 2006/07 (READ code: 5kDE& and “drug™

whom shared prescribing has been

Quarter 1 (Apr-Jun) 2006/07

Prescribing- see
2 above

prescribing

declined-

see 3 above

prescribing
referred back-
soa 4 above

prascrioing |
stapped-
see 5 above

Drug

REALD Code for
“dl’ug re

READ Code
BBMS and for

“drug”

READ Code
8EMT and for
ll‘;irugl.l -

READ Code
kD@ and for
Ildrugll

Methylphenidate

Acatylcholinesierase
inhibitors {donepszil,
rivastigmine & galantaming)

Disadium clodronate

Growth hormone in childran
{hot adults)

Tacrolimus

Sirolimus

Erythropoietin &
darbepoietin

Mycophanclate

Eicalutamide
: Calcium acetate

Methotrexate

Penlcillamine

Aurancin

Sulphasalazine

Sodium Aurathiomalate.

Triptorelin

Leflunomide
| Letrozole

Tutal

Name:..

Senior Pa rtrl t—:-r

Name;..

Practlce Manager

Date: ..o

*sop over

Flease raturn by 30™ June 2006 to:
Carpling Alanson, Prescribing Support Officer
E mail: carcline. allanson@pat. nhs_uk

L SHGNAtUrE

veeLSignature. e

Tel: 020 8973 3141
Fax: 020 8973 3134
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Prescribing declined

Please describe reasons for declining to prescribe and number of patients declined for this
reason (please also attach anonymised copy letters or other evidence e.g. [P form):

. Quarter 1 (Apr-Jun 2006/07)
Drug Number of Reasaon (please state)
patients declined
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Shared Prescribing Monitoring Pro forma (draft}
2006/07 Q2

Piease answer the fallowing questions for each drug in the table baiow:

1. How many patients do you provide Shared Care Prazcribing service to Quarter 2

2006f20077 Total No of Pts on Register: .

2. How many patients do you have for each drug fcrr whum the pracnce is prescrlbmg
under shared care arrangements (Search on each "drug”) for Quarter 2 2008/07.

3. How many patients do you have for each drug for whom shared prescribing has been

declined (READ Code: 8BMS and “drug "} for Quarter 2 2006/07.

4. How many patients de you have for each drug who have been referrad back, having

previously undertaken shared prescribing (see 2.8 Route of Returny for Quarer 2

2006/07 (READ code 8BMT7and "drug”)

5. How many patients do you have for each drug who have stopped treatment during

Quarter 2 Z008/07 (READ code: 9kD@ and "drug™)

Quartar 2

(Jui -

Sep) 2006/07

i Prescribing- see

2 above

prescribing
declined-
see 3 ahove

! prescribing
referred back-
s&e 4 above

prescribing
stopped-

see 5 above

Drug

READ Code for
“drugj:l

READ Code
aBM§& and for
H.d rug 1]

READ Cogle
BEMT and for

Ildrugl! _

READ Code
SkDD and for

Jldrua!!

Methylphenidate
Acetylcholinesterase
! inhikitars [danepezil,
rivastigmine & galantamine)
Disodium clodronate

‘Growth hormone in children
{not adults}

Tacrﬂhmus

" Siralimus

Erythropaietin &
darbepoietin

N Iyco phenulate

Bicalutamigde

"Caicium acetate

Methotraxate

Fenicillamina

Auranofin

Sulphasalazine

‘Sodium Aurgthiomatate.

- Triptorelin

Leflunomide

‘Letrozols

P

Total
Mame:.

Senior Partner

Name;, e R

Pra::tu:e Manag er

0 1 = .

*see over

Piease return by 29" September 2006 to:
Carghine Allanson, Frescribing Support Officer
E mail: caroline aliansong@ripct.nhs Uk

....ﬁgnatur&:....4........

woSignature: e

Tel: 020 8273 3141
Fax: 020 8973 3134
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Prescribing declined

Please describe reasons for declining to prescribe and number of patients declined for this
reason (please also attach anonymised copy letiers or other evidence e g. IP| form).

L _Quarter 2 (Jul - Sep 2006/07)
Drug : Mumber of Raascn (please state]
patients declined
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Shared Prescribing Monitoring Pro forma (draft)
2006/07 Q3

Please answer the following questions for each drug in the table below:
1. Hew many patients do you provide Shared Care Prescribing service to Quarter 3
2006/20077 Total No of Pts on Register. .. .
2. How many patients do you have for each drug for whc:m the practlce ls prescrlblng
under shared care arrangsments (Search on each “drug®) for Quarter 3 2006/07,
3. How many patients do you have for each drug for whom shared prescribing has been
declined (READ Code: 8BMS& and "drug " for Quarter 3 2008/07.
4. How many patients do you have for each drug who have been referred back, having
previousiy undertaken shared prescribing (see 2.8 Route of Return) for Quarter 3
200607 {(READ code 8BM7and "drug™)
5 How many patients do you have for each drug who have stopped treatment during
Quarter 3 2006/07 (READ code: 9kD@ and "drug”)

_ Quarter 3 (Oct - Dec} 200607

Prescribing- see | prescribing prescribing | prescribing
2 ahove declingd- referred back- stopped-
see 3 above see¢ 4 abhove see 5 above

Drug READ Code fot | READ Code READ Code READ Code
“drug* 8BMS and for B8BMT and for kDB and for
I:Fdrugll Iidru E” Il-drug!:l

Methylphenidate
Acetylcholinesterase
inhikitars (donepezil,
rivastigming & galantamine

. Discdium clodronate

" Growih hormone in childran
(not adults)

Tacrolimus

Sirplimus

Erythropaietin &
darbepoietin

Mycophencfate
| Bicalutamide

TCalcium acetate

Methotrexate

Penicillamine

Auranofin
Sulphasalazine

Sodium Aurothigmalats,

Tripterelin

Leflunomide

| Letrozole

Total

MM e eceeeeeeeeerreersnnnsrrssnsssieseseeeennseeene SIYMALUPE o eeeeescerrerrerseens
Senlar Fartner

MWamea:, PRS- | F- § 1] 1 - .
Pral::tjce Manager

(17 LR

“sea over

Please return by 20™ December 2006 to:

Carpline Allanson, Prescrihing Support Offiger Tel: 020 8973 3141
E mail: careline allanson@ripct.nhs. uk Fax: 020 8973 3134
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Prescribing declined

Flease describe reasons for dechining to prescribe and number of patients declined for this
reason {please also attach anonymised copy letters or other evidence e g. |PI form):

Quarter 3 {Oct - Deg 2006/07) !
I Drug Number of Reason (piease state)
I patients declined
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Shared Prescribing Monitoring Pro forma (draft)
2006/07 Q4

Please answer the foliowing guestions for each drug in the table below:

1. How many patients do you provide Shared Gare Prescribing servica to Quarter 4

Q06/20077 Total No of Pts on Register: . :

2. How many patients do you have for each drug f:::r whnm the prar;hce is prescribing
under shared care arrangements (Search on each “drug ") for Quarter 4 2006/07.

3. How many patients do you have for each drug for whom shared prescribing has been

declined (READ Code: BBMS and “drug ") for Quarter 4 2006/07.

4. How many patients do yau have for each drug who have bheen referred back, having

previously undentaken shared prescribing {see 2.8 Route of Return} for Quarter 4

2006/07 (READ code 8BM7and "drug")

5. How many patients do you have for each drug who have stopped treatment during

Quarter 4 2008/07 {(READ code: SkD@ and "drug™)

Quarter 4 {Jan -

Mar) ZDUEIUT

' Prescribing- see
2 above

prescribing
declined-
see 3 above

prescribing
referred back-
see 4 above

prescribing
stopped-
ze8 5 above

Drug

1] d rug n

READ Code for

READ Code

1 BBMS and for

Ildrugll

Methylphenidate

READ Code
BBMT and for

“drug”

READ Code
¢kDE and for
"druﬂ”

Acetylcholinesterase
inhibitors (donepezil,
¢ rivastigmine & galantaming)

Disodium clodronate

Growth hormane in children
{not adults)

Tacrolimus

Sirolimus

Erythropoistin &
darbepoietin

| Mycophenclate

! Bicalutamide
Caleidm acetats

Methotrexate

Penicillamine

Auranofin

Sulphasalazine

Sodium Aurathiomaiate.

Triptorelin

Lefluncrmlde

; Letruznle

Tofal T

MName:..

Senior Partner

Name:..

Practlca Manager

Data: .

*saa gvar

Please return by 16™ March 2007 to:
Caroline Allanson, Prescribing Support Officer
E mail: carchine.allanson@rtpet. nha_uk

.".';Sli_:jnature:....... Cerrreria

LBignature:..e o

Tel: 020 8973 3141
Fax: 020 8973 3134
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Prescribing declined

Pl=ase describe reasons for declining to prescribe and number of patients declined for this
reason (please also attach anonymised copy letters or other evidencs e.g. IF] form):

L Quarter 4 ( Jar - Mar 2006/07)
Orug Number of Reason (please state]
- patients declined

J

l_
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Croydcn East Eimbridge & Mid Surrey
Primary Care Trust N H S Primary Care Trust

Kingston NHS Richmond & Twickenham NHS

Primary Care Trust Primary Care Trust

Sutton and Merton _ Wandsworth ¥
Frimary Care Trust NIIS Primary Care Trust NHS
Appendix 1 )
Principles of Shared Care |
1. Intreducticn

The purpose of these guidelines is to provide a framework for the seamless transfer of carg from the
hospital to general practice, where this is appropriate and in the best interests of the patient.

WWhere possible, shared care will be 'dissase specific’ rather than 'drug specific’ and will link into and
complement iocal integrated care pathways.

Application of the following principles will facilitate effective shared care. However, it should be
remamberad that the provision of shared care prescribing guidelines does not necessarily mean the
GF has to agree to and accept clinical and legal respensibility for prescribing; he or she should only do
s if they feel confident in managing that condition.

2. Principles of Shared Care

. Best interest of the Patient
The best interests of the pafiertt should be at the centre of any shared care agraement.
Arrangements shoufd never be deirdmeantal or inconveniant for the pafient.

. Individual, patient by patlent arrangements
Shared care prescribing guidefines should be accompanied by individual patient information,

outfining aff relevant aspects of thal patient's care.

’ Reascnably prodictable clinical situation
Transfer of clinical responsibility fo primary care should only be considered whers a patient’s
clinical condition is stable or pradictable,

. willing & informed consent of all parties, including patients and carers
Al parties rmust have sufficiert, accurate, timely information in an undarstandable form.
Consernt must be given voluriarily.

Consuftants and general practitioners are encouraged fo commuticale directly whers
questions arise around shared care for a parficular patient. If Issues remain, after these
discussions, the Chisf / Senior Pharmacist at the PCT or Hospital Trust shotid be contacted

for advice.

" Clear definition of responsibility
Tha areas of care for which each partner has respansibdity showld be cleary defined and
showid e patient specific. The guidefine showld include dedails of any speciafist rasources

that may be avalfable.

. Communication network & emergency suppart
fephone corfact poird, fax number and email address (if appropratel should be delafled so
the GP can access advice and imformation If problems arse, This should include oul-ot-hours
fact numbers e.g. how fo access the oft-call Duty Docior.

The guideline should stale how offen the patient will be reviewed; and provide & rotite of
refurn’ should the patfent's condition become less predictable (return of sympfoms,
development of adverse effects).  Progress reports should be produced to an agread
timesoale.
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. Clinical infermation
This shoutd include & brief ovendew of fhe disease and more detaffed information on the
freatment(s) being fransfered including fas a minimum):

*  Bummary of NICE or other guidance, whore applicabls (and a wel) fink {0 access the
full guidance)
#  Licensad indications & therapeutic class
#  Dose, route of adminisération and duration of treatment
*  Adverse effscts (incidonco, idemification, importarce and management)
®  Monitoring requirements and responsibilities
¥ Clinically important drug interactions and their managemert
#  Peer reviewed referances for product usags
#  Confacts for more defafled information
. Training

The specialist depariment sceking the shared care arrangernert showld provide any specific
fraining, which mav be nesded by the GPs e g managing the disease, adminisiration of the
drug e, Information on fhow to access this should ba provided i the shared care
proscribing guideline.

. Review
Shared cane proescribing guidelines will be reviewed every 3 years or sconer if indicated,

i Circumstances where shared care /s not appropriate
Haspitals would normally retain responsibility for preseribing in the following instances:

. Where patients receive the majority of on-going ¢are, including monitoring, in hospital and
the only benefit to transferring care wouid be fo hospital costs

. Where the drug is only availabile through hospitals

. The drug is included on the Commissioner's list of products not suitable for shared care

. Where a drug requires speciafist intervention, stabiilisation and monitaring, however,
following stabilisation it may be possible to transfer care

. Prugs are unlicensed, or are being used for an unlivensed indication or at an unlicensed
dose and the GP does not feel confident to take on clinical responsibility

= Where drugs are being used as part of 2 hospital-initiated clinical trial

= The GP feals that hefshe does not have sufficient knowladgs ta accept clinical responsibility

. The indication for prescribing is contrary to NICE guidance ang the use of the drug has not
been approved on an 'exceptional basis’

. Mew drugs, until they have heen approved for addition to the fermulary and agresd as

suitable for shared care by the Drug and Therapeutics Committee {see also under B

4, Checklist for GPs when considering sharing care
GPs shouid only agree o prescribe if, after reading the shared care prescribing guideline, they can
answer YES to the following questions:

| fhe patient's condition predictablz or stable?

* Do you have the relevant knowledge, skills and access to equipment to allow you to manitor
treatment as indicated in this shared care prescribing guideline?

*  Have you been provided with relevant clinical details including monitoring data’

If the answer is NO to any of thase questions, the GP should not accept prescribing respansibility and
should write to the consultant within 14 days, cullining the reasons for NCT prescribing. If the GP
does not have the confidence to prescribe, this should be discussed with the local Trustfspecialist
sarvice, who will be willing to provide training and suppart. If the GP still lacks the confidence to accept
clinical responsibility, they stlil have the right to decline, PCT pharmacists will assist GPs in making
decisions about shared care,
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5, Involving the Patient
The eensultant should anly abtain the consent of the patient {(and hisfher carers if appropriate) after
the GP has agreed in principle to sharing care.

Patients should never be used as a conduit for informing the GFP that prescribing 15 to be transferred.
Mor should they ever be placed in a position where they are unahble to obtain the medicines they nead
because of tack of communication betwesn primary and secondary tertiary care,

6. Process for approval of shared care arrangements

When an Acute / Mental Health Trust® or other specialist centre seeks to establish shared care
arrangements with primary care, the suitability of 2 shared care prescribing arrangement should be
assessed at the local Acsute J Primary Care Trust Drug and Therapeutice Committes, Mental Health
Prescribing Interface Forum (MHPIF) or equivalent committee. In case of doubt, the local haost {or
iead) Primary Care Trust may consult neighbouring PCTs or discuss the suggestion for shared care
arrangaments at the South West London (SWL) Prescribing Committes,

once it has been agreed that shared care would be appropriate, the Acute { Mental Health® Trust or
other specialist centre is respensible for producing the shared care prescribing guideling using the
attached template while consulting with their pharmacy department, colleague clinictans that ara
affected by the guideline and the Primary Care Trust Chief / Senior Pharmacist and nominated
healthcare professional {usually a GP).

Once all above parties are in agreement the host (o7 lead) PCT will subsequently circulate the shared
care prascribing guideline to the administrator of the SWL Prescribing Committze for anward
distribution to PCTs in South West London or the Mental Health Prescribing tnterface forum for
comments (deadline 1 manth). In case of disagreement or controversy resolution should be sought at
the SWL Prescribing Committee meeting,

The sharad care prescribing gurideline should subsequently be approved and signed by the local Acuts
f Primary Care Trust Drug and Therapeutics Committee, Mental Health Prescribing Interface Forum
(WMHPIF} or equivalent committes and the final version should be sent to the administrater of SWL
Prescribing Committes for onward distribution to all relevant PCTs.

Ay Trust seeking shared care arrangements for the same intervention can adapt the agreed shared
care prescribing guideling for local use and agree this with the host {or lead) PCT. Each shared care
prescribing guideling should be reviewed avery 3 years or sooner if indicated.

* Please note that shared care prescribing guidelings preduced by South West London and 5t
Georges (SWLSG) Mental Health Trust through the Mental Health Prescribing Interface Forum will
anly apply o Richmond and Twickenham, Kingston, Yandsworth and Sutton & Merton PCTs.
Richmond and Twickenham PCT is the lead commissioner PCT for the SWLSEG Mental Health Trust.

T. Agreement of shared care betwaen cansultant and GP

Frescribing responsiility will only be transfarred when the consultant and the GF are in agreemeant
that the patient's condition is stable or pradictable. The patient will anby be refarred to the GP anca the
3P has agreed in each individual case and the hospital will continue to provide prescriptions unti
successful transfer of responsibilities as outlined below.

The signature secticn on the front cover of each shared care prescribing guideline, can be usad to
eonfirm that shared care has been agreed hetwaen both parties. I is suggested that the consultant
will send a signed agreement to the GP. If agresahble, the GP should confirm the acceptance of the
shared care prescribing arrangement by signing and returning a capy of the frant cover to the
consultant. The palient should subseguently be infarmed {o obtain further supplies from the GP.
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APPENDIX 2
Practice Code |Jan 08 Astro PU |[Annual Payment
Ha4002 50005 £3.212
Ha40(5 25658 £1,648
HB4008 | 33358 . £2,143
H84007 29833 £1.916
Ha4012 43478 £2,768
Ha4014 15188 £978
_Ha4017 55035 £3 535
H24018 21587 £1,387
H34023 30910 £1,985
HB84031 19064 £1,225
HB4032 31347 £2 014
84036 15467 £093
HB8403% 40246 £2 585
H84040 BETVY £3.6847
HB4041 17287 £1,110
H84043 20764 £1,334
HE4044 27378 £1,759
_He40ds | 22455 T C g1a442
HB84055 36322  £2.333
HB84057 6577 £490
HB84059 14369 1923
H34060 20509 £1.317
Ha4608 9297 £597)
H34515 13195 £848
HB4623 240689 £1.548
....... Hea625 | 18380 £1,213
HBaB30 . 8186 £524
H84632 18800 £1.079
H84633 10849 i PEO7
H84639 5590 £359
Y01208 38013 £2.449




