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A balance is needed between meeting patient need for appropriate treatment delivered in a timely and accessible manner, and the need under clinical governance for GPs to undertake shared care in a manner that ensures their competence and the patient’s safety.

 “Shared care” occurs when a hospital specialist retains a responsibility for the on-going monitoring or review of a patient after the point in time when they consider it clinically appropriate for the patient’s GP to take over the responsibility of routine prescribing.  Shared care usually only applies to long-term treatment with drugs that are not part of most GPs' routine practice or where some part of a patient’s care e.g. monitoring and/or stopping therapy, could not be taken over safely by anyone other than specialist practitioners.  

The NHS Management Executive issued its guidance on prescribing at the hospital/GP interface through EL(91)127 – “Responsibility for prescribing between hospitals and GPs”. Although issued in November 1991 this guidance is still applicable.  It reinforces the basic premise that it is for the doctor who has clinical responsibility for a patient to undertake prescribing, and focuses on the concept of shared care, emphasising the need for proper handover procedures from hospitals 

Where there is doubt or dispute about where clinical and prescribing responsibility rests, it will be generally be considered to lie in secondary care if the patient is still under the care of the consultant.  The consultant should initiate and maintain treatment until the situation is resolved.  Patients should not be left without necessary treatment as a result of a dispute over who prescribes. 

The financial implications of prescribing usually rest with the clinician that prescribes (and their organisation).  Exceptions to this are rare, but include arrangements under the NHS guidance on “Hi-Tech at Home” EL(95)5.  

Guidance on shared care is also available from the GMC in their guidance on prescribing for hospital out patients   www.gmc-uk.org/standards/contract.htm  (Last accessed November 2003)

Shared care guidelines are intended to provide clear guidance to General Practitioners and hospital prescribers regarding the procedures to be adopted when clinical (and therefore prescribing and financial) responsibility for a patient’s treatment with a shared-care drug is transferred from secondary to primary care.

An important aspect of shared care, that is often overlooked, is that before clinical care is transferred from secondary care there needs to be agreement from the patient’s GP that they are prepared to, and are competent to, accept clinical responsibility (and therefore financial and prescribing responsibility) given a defined level of support from secondary care. Just because a Shared Care Guideline exists this does not mean that clinical responsibility can automatically transfer to GPs.

Shared care arrangements for individual patients do not always require that a comprehensive written guideline of this type is produced.  A verbal agreement between the Consultant and GP may suffice, provided that written confirmation is supplied to the GP of what they are required to monitor and what the key indicators are for referral of the patient back to secondary/tertiary care services for review or to manage suspected adverse effects.

New financial arrangements for enhanced services from April 2004, under the GPs’ new GMS contract may have an effect on shared care arrangements in the future.  

Note shared care arrangements must always be specific to the indication(s) for which the information has been provided by the specialist to the patient’s GP.  It is essential that any shared care arrangement makes explicit the arrangements for monitoring therapy and triggers for intervention by specialists.  

The existence of a shared care guideline for a drug used for one indication does not mean that specialists may assume that shared care arrangements are appropriate for the same drug in other indications.  

These variations exist for a single drug because the evidence base and /or level of expertise needed to manage/monitor therapy and patient outcomes may be very different between indications e.g. epoetin/darbepoetin is now routinely prescribed by GPs for sub-cutaneous administration, under shared care arrangements for chronic renal failure however use of the same drugs by the IV route in chronic renal failure or use to manage anaemia arising from cancer and its treatment is not generally considered suitable at this stage for GP prescribing.

Unlicensed drugs and unlicensed indications for drugs may be included in shared care arrangements provided the specialist provides sufficient information to the GP to support the effectiveness and appropriateness of the recommended treatment. 

Suggested layout and issues to be covered in a shared care guideline

All information shown <within these marks> needs to be completed by the specialist before submitting the document as a draft to a prescribing committee for review and approval on behalf of their organisation and local PCTs.  

The Department of Health has made NHS Chief Pharmacists directly accountable (with NHS Chief Executives) for safe medication practices within and on behalf of their organisations.  

Chief Pharmacists in hospitals and PCTs must therefore be involved in drawing up and ratifying any written shared care guidelines.  It is recommended that Chief Pharmacists, or their senior staff, are made aware of informal shared care arrangements that are established.  The role of pharmacists in the clinical team can be pivotal in ensuring that all parties to the supply of medicines under shared care arrangements are known to all those who are affected, including community pharmacists who will be supplying the medicines once they are prescribed by GPs.

Shared Care Agreement for the treatment of <disease>

With <Drug> <formulation> <strength> (<trade name(s)>)

“Shared care” occurs when a hospital specialist retains a responsibility for the on-going monitoring or review of a patient after the point in time when they consider it clinically appropriate for the patient’s GP to take over the responsibility of routine prescribing.  Shared care usually only applies to long-term treatment with drugs that are not part of most GPs' routine practice or where some part of a patient’s care e.g. monitoring and/or stopping therapy, could not be taken over safely by anyone other than specialist practitioners.  

Areas of responsibility for the sharing of care

This shared care agreement outlines suggested ways in which the responsibilities for managing the prescribing of <drug> for <disease> can be shared between the specialist and general practitioner (GP). GPs are invited to participate. If the GP is not confident and competent to undertake these roles, then they are under no obligation to do so. In such an event, the total clinical responsibility for the patient for the diagnosed condition remains with the specialist. 

If a specialist asks a GP to prescribe this drug, the GP should reply to this request as soon as practicable.

Sharing of care assumes communication between the specialist, GP and patient. The intention to share care should be explained to the patient by the doctor initiating treatment. It is important that patients are consulted about treatment and are in agreement with it. Patients with <disease> will need regular follow up, which provides an opportunity to discuss drug therapy.

The doctor who prescribes the medication legally assumes clinical responsibility for the drug and the consequence of its use.

Responsibilities and Roles

	Specialist responsibilities

	
	Demonstrate the evidence base for this treatment, and its use under shared care arrangements, to local Drug and Therapeutics Committee or equivalent

	1
	Confirm diagnosis and indication for drug in patient

	
	Confirm that proposed therapy is not contra-indicated because of concurrent therapy for other conditions the patient may be suffering from e.g. check drug-drug and drug-disease interactions

	2
	Discuss potential benefits and side effects of treatment with the patient

Where possible provide the patient/carer with a patient-held record for monitoring and/or to alert other clinical staff to the treatment they are receiving

	3
	Initiate treatment and ask the GP whether they are willing to participate in shared care, or request the GP to initiate treatment

	
	Advise the GP of the information provided to the patient and/or their carer about the treatment and/or about the proposed shared care arrangement e.g. what and to whom the patient should report potential side effects

Advise the GP if the patient has been given a patient-held record for monitoring or information sheet and/or to alert other clinical staff to the treatment they are receiving

	
	Continue to prescribe for the patient after initiation of treatment until such time as the patient’s GP agrees to accept prescribing responsibility and provide prescriptions for the patient under an agreed shared care arrangement

	4
	Communicate promptly with the GP about any changes in treatment

	5
	Monitor response to treatment and agree how the outcome of this monitoring will be communicated to the patient and to the GP

	6
	Monitor <parameters>, unless the GP has agreed to undertake all required monitoring

For some diseases/drugs given under shared care arrangements some elements of the monitoring may remain under the hospital specialist e.g. because carrying out the test and/or interpreting the results of monitoring tests may not be within the scope of anyone other than specialists in the disease.  

	
	Advise the GP on frequency of monitoring to be undertaken by the GP and/or the hospital.

Advise the GP what to do when each of the defined parameters alters, and when (if at all) to make an emergency referral back to the specialist team

	7
	Stop treatment when indicated, or advise the GP on when and how to stop treatment

	8
	Report adverse events to the CSM.  If the drug has black triangle status or is unlicensed, all adverse events should be reported even if causal relationship is not known or if the adverse event is already known about.

	9
	Ensure clear arrangements are in place for back up, advice and support e.g. out of hours and/or when the Consultant initiating therapy is not available


	General Practitioner responsibilities

	1
	Initiate treatment ONLY on the advice of a specialist and thereafter continue prescribing and monitoring the effect of <drug> in collaboration with the specialist

	2
	Ensure that shared care arrangements are in place before initiating treatment

· That the patient/carer is clear what is being monitored and by whom

· That the patient knows what significant adverse effects/events to report urgently and to whom they should report (specialist or GP)

	3
	If the specialist initiates treatment, reply to the request for shared care as soon as practicable

	
	Confirm that proposed therapy is not contra-indicated because of concurrent therapy for other conditions the patient may be suffering from e.g. check drug-drug and drug-disease interactions

	2
	Discuss potential benefits and side effects of treatment with the patient, to identify whether they have a clear picture of these from the specialist and to answer any outstanding queries

Check that where possible the specialists have provided the patient/carer with a patient-held record or information sheet for monitoring and/or to alert other clinical staff to the treatment they are receiving

	9
	Ensure clear arrangements are in place for back up, advice and support e.g. out of hours and/or when the Consultant initiating therapy is not available

	4
	Monitor <parameters> if agreed with the specialist to do so

Confirm with specialist which changes in these or other parameters should trigger urgent referral back to the specialist

	5
	Seek specialist advice promptly if <parameters> alter or if signs/symptoms of changes occur

	6
	Refer promptly to specialist when any clinical suspicion of loss of efficacy (disease progression) is noted e.g. worsening of disease related symptoms, new symptoms suggestive of disease progression

	7
	Report adverse events to the CSM.  

If the drug has black triangle status or is unlicensed, all adverse events should be reported even if causal relationship is not known or if the adverse event is already known about.

Also report adverse events to the Consultant sharing the care of the patient

	8
	Stop treatment on advice of specialist, or immediately if intolerable side effects occur provided that it is safer to do so than to continue this therapy


	Patients role

	2
	Discuss potential benefits and side effects of treatment with the specialist and GP, to identify whether they have a clear picture of these from the specialist and to raise any outstanding queries

Check that where possible the specialists have provided a patient-held record or information sheet for monitoring and/or to alert other clinical staff to the treatment they are receiving

	2
	Share any concerns they have in relation to treatment with <drug> 

	1
	Report any adverse effects to their specialist or GP whilst taking <drug>

	3
	Report to the specialist or GP if they do not have a clear understanding of their treatment

	Part
	Participate in the monitoring of therapy and the assessment of outcomes, to assist health professionals to provide safe, appropriate treatment


Back-up Advice and Support

Local Specialists are asked to supply a copy of this guideline to GPs at the time that they request a sharing of care.  At that time current contact details of local specialists need to be completed by secondary care on page 2 of this guideline. 

	Contact details
	Telephone no.
	Bleep
	Fax no.
	Email address

	Specialist:


	Daytime

Out of Hours
	
	
	

	Hospital pharmacy  dept:


	
	
	
	

	Others e.g. specialist pharmacist, specialist nurse or therapist


	
	
	
	


Supporting Information

This Shared Care Agreement should be read in conjunction with the Summary of Product Characteristics (SPC; datasheet) and the <review document e.g. reference or national guidelines>

<date> SPC used for preparing this guideline

<date> BNF used for preparing this guideline

References

<Key clinical papers, national clinical guidelines>

Licensed indications

<Drug> <strength>

· <info from SPC> 

· if this shared care guideline includes the use of an unlicensed drug, or a drug outside its licensed indications, then the rationale for this should be included here 

Dosage and administration

<Info from SPC> or <key references>

Contraindications

<Info from SPC> or <key references>

Therapeutic use

<Refer to suitable review doc> or <key references>

Side effects

<Info from SPC> or <key references>

<Drug> was launched in <date> and <specify> no longer / has black triangle status. 

· All serious suspected reactions should be reported to the CSM.

· For black triangle or unlicensed drugs/indications ALL adverse events should be reported to the CSM through the Yellow Cad reporting scheme, even if the adverse event well recognised or if a causal link is uncertain.  See BNF for details.

Monitoring

	Parameter
	Frequency of monitoring
	Action

	
	
	

	
	
	

	
	
	


Drug Interactions

<Info from SPC> or <key references>

Cost

<one year’s treatment>

Adapted in 2004 from an original template developed by MTRAC in August 2002 using information from stakeholder meetings held to inform the development of the NatPaCT toolkit
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