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Shared Care Protocol
GnRH analogies for patients within adult breast cancer services
	[bookmark: one_background][bookmark: _Toc149231785]Background
	GnRH analogues may be considered for shared care arrangements for the treatment of patients with hormone receptor positive breast cancer from the following indications:
1. For the preservation of fertility in pre-menopausal women undergoing chemotherapy for EBC.
Current ESMO guidance states that based on the available evidence, temporary ovarian suppression with a GnRH analogue during chemotherapy should be considered a standard option for ovarian function preservation in premenopausal breast cancer patients undergoing (neo)adjuvant systemic cytotoxic chemotherapy.
NB: The longer acting preparations goserelin 10.8mg and leuprorelin 11.25mg are not suitable for fertility preservation.
As an adjunct to existing adjuvant endocrine therapy (tamoxifen/aromatase inhibitor) in younger premenopausal women with moderate to high-risk tumours who do not develop amenorrhoea with chemotherapy.
NICE guidance states to consider ovarian function suppression in addition to endocrine therapy for premenopausal women with ER-positive invasive breast cancer. In practice this treatment is offered to those women at higher risk of recurrence.
As an alternative to chemotherapy in the standard of care for pre/perimenopausal women.
NICE guidance advises to discuss the benefits and risks of ovarian function suppression in addition to endocrine therapy with premenopausal women with ER-positive invasive breast cancer. Explaining to women that ovarian function suppression may be most beneficial for those women who are at sufficient risk of disease recurrence to have been offered chemotherapy.
For early male breast cancer suitable for hormonal manipulation in combination with an aromatase inhibitor.
Current ESMO guidance states that tamoxifen is the standard adjuvant systemic therapy for male breast cancer. AIs should not be used alone in this setting, due to lower efficacy. Therefore, for male patients with ER-positive EBC but with a contraindication to tamoxifen a gonadotropin-releasing hormone (GnRH) agonist/antagonist and an aromatase inhibitor may be offered.
For advanced breast cancer and in pre and per-menopausal women suitable for hormonal manipulation in combination with either tamoxifen or an aromatase inhibitor +/- targeted therapy e.g.:CD4-6 inhibitors.
Endocrine therapy is the recommended first line treatment option of ER positive HER-2 negative breast cancer option unless there is a visceral crisis or rapidly progressive disease needing a fast response. For pre and per-menopausal women this should include ovarian suppression.
For advanced male breast cancer suitable for hormonal manipulation in combination with either tamoxifen or an aromatase inhibitor.
Endocrine therapy with tamoxifen is the preferred option for ER-positive male Advanced Breast Cancer (ABC), unless there is a visceral crisis or rapidly progressive disease needing a fast response. However, for male patients with ER-positive ABC but with a contraindication to tamoxifen a gonadotropin-releasing hormone (GnRH) agonist/antagonist and an aromatase inhibitor may be offered.


	1. [bookmark: two_indications][bookmark: _Toc149231786]Licensed and agreed off-label indications
		Indication
	Preparation

	
	Goserelin 3.7mg SC (Zoladex)
	Goserelin 10.8mg SC (Zoladez LA 10.8mg)
	Leuprorelin 3.75mg (Prostap SR DCS)
	Leuprorelin 11.25mg SC (Prostal 3DCS)

	For the preservation of fertility in pre-menopausal women undergoing chemotherapy for EBC
	Off label
	Off label
	Licensed
	Off label

	As an adjunct to existing endocrine therapy (tamoxifen/aromatase inhibitor) in younger premenopausal women with moderate to high-risk tumours who do not develop amenorrhoea with chemotherapy
	Off label
	Off label
	Licensed
	Licensed

	As an alternative to chemotherapy in the standard of care for pre/perimenopausal women.
	Licensed
	Licensed
	Off label
	Off Label

	For early male breast cancer suitable for hormonal manipulation in combination with an aromatase inhibitor
	Off label
	Off label
	Off label
	Off label

	For advanced breast cancer in pre and perimenopausal women suitable for hormonal manipulation in combination with either tamoxifen or either tamoxifen or an aromatase inhibitor +/- targeted therapy e.g.: CDK4/6 inhibitors.
	Licensed
	Licensed
	Licensed
	Licensed

	For advanced male breast cancer suitable for hormonal manipulation with either tamoxifen or an aromatase inhibitor
	Off label
	Off label
	Off label
	Off label



This shared care protocol applies to adults aged 18 and over.

	[bookmark: four_dosing][bookmark: _Toc149231788]Initiation and ongoing dose regime
	The initial prescribing and monitoring may be undertaken by the patients’ Primary Care Prescriber provided the following criteria are met:
· The patient is ≥17 years old and is not pregnant or breast feeding.
· The treatment is for a specified indication covered by this shared care protocol.
· The patient understands and consents to shared care.
· The duration of treatment & frequency of review will be determined by the specialist, based on clinical response and tolerability. 
· Termination of treatment will be the responsibility of the specialist.
· The specialist will counsel the patient with regard to the benefits and risks of treatment and will provide the patient with any relevant information and advice, including patient information leaflets on individual medicines.

Conditions requiring dose adjustment:
No dose adjustment is required for hepatic or renal impairment, or in the elderly. Should a patient wish to change preparation or formulation this should only be undertaken in consultation with the specialist.

	[bookmark: five_initial_monitoring][bookmark: _Toc149231789]Baseline investigations, initial monitoring, and ongoing monitoring to be undertaken by specialist
	Monitoring at baseline and during initiation is the responsibility of the specialist; only once the patient is optimised on the chosen medication with no anticipated further changes expected in the immediate future will prescribing and monitoring be transferred to primary care.

Initial monitoring: 
(For patients excluding those receiving GnRH analogues for fertility preservation in combination with chemotherapy- see below)
· Height, weight and BMI
· FBC
· U&Es, LFTs
· Blood glucose level, HBA1c
· Lipid profile
· Estradiol, Lutenising Hormone (LH), Follicle Stimulating Hormone (FSH) (females only)
· Vitamin D level
· BP and take cardiac history to include cardiac family history
· ECG
· DEXA (females only unless males have additional risk factors for osteoporosis)
· Drug history (to exclude concomitant medication which may lead to prolonged QTc interval)

If initiated in advanced breast cancer the following may not be required at the discretion of the specialist:
· Blood glucose level, HBA1c
· Lipid profile
· ECG
· DEXA (females only unless males have additional risk factors for osteoporosis)

Ongoing monitoring:
· No ongoing monitoring is required for patients receiving GnRH analogues for fertility preservation in combination with chemotherapy for a maximum of 6 months. Baseline monitoring will be conducted by the chemotherapy team and the short duration of treatment does not warrant any primary care monitoring.
· All ongoing monitoring for patients receiving GnRH analogues as an adjunct to existing adjuvant endocrine therapy (tamoxifen/aromatase inhibitor) in younger premenopausal women with moderate to high risk tumours who do not develop amenorrhoea with chemotherapy will be undertaken by the Ovarian Function Suppression (OFS) specialist clinic at The Christie.
· Ongoing monitoring and actions in primary care are required for all women receiving GnRH analogues as an alternative to chemotherapy in the standard of care for pre/peri-menopausal women in accordance with section 5.
· Ongoing monitoring and actions in primary care are required for all men requiring GnRH analogues in combination with aromatase inhibitors in accordance with section 5.
· In addition, patients with early breast cancer will be reviewed by the specialist at least once every 12 months. Patient with advanced breast cancer patients will be reviewed by the specialist at least once every 6 months.

	Recent and relevant results must be documented in the corresponding letter from specialist (If not provided within the template below)

	Core investigations/tests

	Investigation/test
	Result
	Date
	Investigation/test
	Result
	Date

	Height
	details	date	LFTs
	ALT/AST
	details	date
	Weight
	details	date	
	Bil
	details	

	Blood pressure
	details	date	
	Albumin
	details	

	Vitamin D
	details	date	U+Es
	Sodium
	details	date
	FBC
	Platelets
	details	date	
	Potassium
	details	

	
	WCC
	details	
	
	Urea
	details	

	
	MCV
	details	
	
	Creatinine
	details	

	
	Neutrophils
	details	
	Lipids
	Total cholesterol
	details	date
	
	Eosinophils
	details	
	
	LDL chol
	details	date
	Hormone levels
	Estradiol
	details	date	
	HDL chol
	details	date
	
	LH
	details	
	
	Triglycerides
	details	date
	
	FSH
	details	
	
	Total cholesterol/HDL ratio
	details	date
	
	High sensitivity estradiol
	details	
	HBA1c
	details	date
	DEXA
	details	date	Glucose
	details	date
	Additional tests (at discretion of specialist team)

	Investigation/test
	Result
	Date
	Investigation
	Result

	Click or tap here to enter text.	details	date	Click or tap here to enter text.
	
	details	date	


The specialist will inform the primary care prescriber of ongoing monitoring where relevant.



[bookmark: _Toc149231790][bookmark: six_monitoring]Ongoing monitoring requirements to be undertaken by primary care
If monitoring results are forwarded to the specialist team, please include clear clinical information on the reason for sending, to inform action to be taken by secondary care.
	Monitoring
	Frequency

	Blood pressure
	At baseline then annually

	Estradiol, LH/FSH (females only)
	For patients on monthly preparations
(Goserelin 3.6mg and leuprorelin 3.75mg) in combination with tamoxifen:
At baseline then annually
-bloods should be taken within the 72 hours PRIOR to the next injection
For patients on monthly preparations
(Goserelin 3.6mg and leuprorelin 3.75mg) in combination with an aromatase inhibitor:
At baseline, at month 3 and then annually
-bloods should be taken within the 72 hours PRIOR to the next injection
For all patients on 12 weekly/3 monthly preparations (goserelin 10.8mg and leuprorelin 11.25mg):
At baseline then 3 monthly
-bloods should be taken within the 72 hours PRIOR to the next injection

	Early breast cancer treatment patients only

	DEXA scan (females only unless males have additional risk factors for osteoporosis)
	At baseline then 2 yearly thereafter

	HBA1c
	At baseline then annually

	Lipid profile (non fasting)
	At baseline then annually

	LFTs
	At baseline then annually

	If blood monitoring results are forwarded to the specialist team, please include clear clinical information on the reason for sending to inform action to be taken by secondary care.



[bookmark: _Toc149231791]Pharmaceutical aspects
	Route of administration:
	Goserelin (Zoladex)- subcutaneous implant injection
Leuprorelin (Prostap- subcutaneous or intramuscular injection

	Formulation:
	Goserelin:
3.6mg implant (Zoladex)
10.8mg implant (Zoladex)

Leuprorelin:
3.75mg powder and solvent for suspension for injection (Prostap SR DCS)
11.25mg powder and solvent for suspension for injection (Prostap 3 DCS)

	Administration details:
	According to product information
Rotate injection sites to prevent atrophy and nodule formation.

	Other important information: 
	Patients should not self-administer GnRH analogues.



	[bookmark: eight_cautions_cx][bookmark: _Toc149231792]Cautions and contraindications
	This information does not replace the Summary of Product Characteristics (SPC) and should be read in conjunction with it. Please see BNF & SPC for comprehensive information.

Contraindications: 
· Hypersensitivity to GnRH (gonadotropin releasing hormone), its analogues or to any of the excipients.
· Undiagnosed vaginal bleeding.
· Pregnancy and lactation.

Cautions:
· History of depression
· Metabolic bone disease
· Diabetes (leuprorelin and goserelin)
· Risk factors for osteoporosis (leuprorelin)
· Hypertension (goserelin)

	[bookmark: nine_interactions][bookmark: _Toc149231793]Significant drug interactions
	The following list is not exhaustive. Please see BNF & SPC for comprehensive information and recommended management.
The following drugs must not be prescribed without consultation with the specialist:
Patients with hormone receptor positive breast cancer should not receive Hormone Replacement Therapy (HRT).
The following drugs may be prescribed with caution:
Since androgen deprivation treatment may prolong the QT interval, the concomitant use of goserelin with medicinal products known to prolong the QT interval or medicinal products able to induce Torsade de pointes should be carefully evaluated.
A useful resource to identify such medication is www.crediblemeds.org



[bookmark: _Toc149231794]Adverse effects and management
As well as responding to absolute values in laboratory tests, a rapid change or a consistent trend in any value should prompt caution and extra vigilance. For information on incidence of ADRs see relevant SPCs.
Any serious adverse reactions should be reported to the MHRA via the Yellow Card scheme. Visit www.mhra.gov.uk/yellowcard.
Advice based on shared care guidelines published by NHS England and checked against current guidance.
	Adverse effect
	Management

	Cardiac failure, myocardial infarction
	Continue and discuss with specialist

	DEXA scan (T score <-1.0)
	As appropriate according to T score- see National Osteoporosis Society Guidance for The Management of Breast Cancer Treatment Induced Bone Loss

	Estradiol, LH/FSH
	Continue and discuss with specialist. Patients receiving Zoladex LA or Prostap 3DCS to be switched to monthly preparations

	Elevated lipids
	Primary care management and discuss with specialist

	Deranged LFTs
	Continue and discuss with specialist

	Impaired glucose tolerance/ diabetes mellitus (Hba1c>48)
	Primary care management and discuss with specialist

	Persistently raised blood pressure (>140/90)
	Primary care management and discuss with specialist
Manage as per NICE hypertension guidance

	Weight gain/ obesity (BMI>40)
	Primary care management and discuss with specialist

	Mood changes/depression
	Primary care management and discuss with specialist

	Headaches/ vomiting/ visual change
	Rarely GnRH analogues can unmask a previously unknown pituitary adenoma- stop and discuss with specialist

	Menopausal symptoms
	If lifestyle modifications are ineffective in reducing menopausal symptoms primary care management; menopausal symptoms e.g. hot flushes may be treated with clonidine (50-75micrograms twice a day), venlafaxine (37.5 once or twice daily), oxybutynin (2.5-5mg twice a day), citalopram (20mg daily) or fluoxetine (20mg daily)*
Refer back to specialist if patient wishes to discontinue treatment due to intolerable adverse effects.
*Please note that the use of antidepressants and oxybutynin for hot flushes is off label.

	Injection site injury including events of pain, haematoma, haemorrhage and vascular injury.
	Monitor affected patients for signs and symptoms of abdominal haemorrhage.
Extra care should be taken when administering to patients with a low BMI and/or those who are receiving anticoagulation.

	Vaginal bleeding
	If vaginal bleeding occurs it is normally in the first month after starting treatment. Such bleeding probably represents hormonal withdrawal bleeding and is suspected to stop spontaneously. If bleeding continues despite appropriate dosing, the reason should be investigated.

	Signs or symptoms of venous thromboembolism (VTE)
	Immediate referral to secondary care for investigation.

	Seizures
	Post marketing reports of seizures have been observed in patients treated with leuprorelin acetate with or without a history of epilepsy, seizure disorders or risk disorders for seizures- immediate referral to secondary care for investigation.

	The above is not an exhaustive list, please refer to the SPC for comprehensive information and recommended management.




	[bookmark: eleven_patient_advice][bookmark: _Toc149231795]Advice to patients and carers

The specialist will counsel the patient with regard to the benefits and risks of treatment and will provide the patient with any relevant information and advice, including patient information leaflets on individual drugs.
	The patient should be advised: To report the following signs or symptoms to their GP without delay.
· Changes in mood or depression
· Headaches with vomiting and/or visual change
· Signs or symptoms of VTE

Patient information: can be found using the following links:
Zoladex Zoladex 3.6mg Implant - Patient Information Leaflet (PIL) - (emc) (medicines.org.uk)
Zoladex LA Zoladex LA 10.8mg - Patient Information Leaflet (PIL) - (emc) (medicines.org.uk)
Prostap DCS Prostap SR DCS 3.75 mg Powder and Solvent for Prolonged-release Suspension for Injection in Pre-filled Syringe - Patient Information Leaflet (PIL) - (emc) (medicines.org.uk)
Prostap 3 DCS Prostap 3 DCS 11.25 mg Powder and Solvent for Prolonged-release Suspension for Injection in Prefilled Syringe - Patient Information Leaflet (PIL) - (emc) (medicines.org.uk)


	[bookmark: twelve_pregnancy][bookmark: _Toc149231796]Pregnancy, paternal exposure and breastfeeding


	It is the responsibility of the specialist to provide advice on the need for contraception to male and female patients on initiation and at each review, but the ongoing responsibility for providing this advice rests with both the primary care prescriber and the specialist.

Pregnancy/breastfeeding: GnRH analogues should not be used in female patients who are pregnant or breast feeding. GnRH analogues usually inhibit ovulation and stop menstruation. However, contraception is not ensured and therefore patients should use non-hormonal methods of contraception during treatment and after cessation of treatment until the return of menses. Any patient wishing to consider a pregnancy should be referred back to the specialist for discussion regarding a break in hormonal treatment.

Paternal exposure: There is no evidence regarding the safety of fathering a child whilst receiving GnRH analogues and therefore contraception is advised during and for a few months after treatment.


	[bookmark: thirteen_specialist_contact][bookmark: _Toc149231797]Specialist contact information and arrangements for referral
	See appendix 1 for the specialist contact information. 

The following circumstances/ changes in the patient’s condition require discussion with the specialist team:
· If non-compliance is suspected or the patient fails to attend monitoring appointments and the primary care prescriber considers it no longer safe to continue prescribing.  (All appropriate steps must first be taken by primary care to reinforce the importance of attendance to the patient)
· The patient’s clinical condition deteriorates such that the primary care prescriber feels a dose change is required/ the patient no longer appears to be benefiting from therapy


	[bookmark: fourteen_additional_info][bookmark: _Toc149231798]Additional information
	Where patient care is transferred from one specialist service or GP practice to another, a new shared care agreement must be completed. Ensure that the specialist is informed in writing of any changes to the patient’s GP or their contact details.
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[bookmark: _Toc64632334]

[bookmark: _Appendix_1:_Shared]Appendix 1: Shared Care Request letter (Specialist to Primary Care Prescriber)

[bookmark: _Appendix_3]Dear 		Insert primary care prescriber’s name

Patient name:	Insert patient’s name
Date of birth:	Click or tap to enter a date.
NHS Number: 	Insert patient’s NHS number
Diagnosis:	Insert diagnosis

As per the agreed GMMMG shared care protocol for Insert medicine name for the treatment of Insert indication, this patient is now suitable for prescribing to move to primary care.
 
The patient fulfils criteria for shared care and I am therefore requesting your agreement to participate in shared care. Where baseline investigations are set out in the shared care protocol, I have carried these out.

I can confirm that the following has happened with regard to this treatment:
	
	Specialist to complete

	The patient has been initiated on this therapy and has been on an optimised dose for the following period of time:
	Insert how long patient has been on an optimised dose

	Baseline investigation and monitoring as set out in the shared care documents have been completed and were satisfactory
	Yes: ☐   No: ☐

	The condition being treated has a predictable course of progression and the patient can be suitably maintained by primary care
	Yes: ☐   No: ☐

	The risks and benefits of treatment have been explained to the patient
	Yes: ☐   No: ☐

	The roles of the specialist/specialist team/ Primary Care Prescriber / Patient and pharmacist have been explained and agreed
	Yes: ☐   No: ☐

	The patient has agreed to this shared care arrangement, understands the need for ongoing monitoring, and has agreed to attend all necessary appointments
	Yes: ☐   No: ☐

	The SCP can be found here Approved Shared Care Protocols - GMMMG
	Yes: ☐   No: ☐

	I have included with the letter copies of the information the patient has received
	Yes: ☐   No: ☐

	I have provided the patient with sufficient medication to last until
	Yes: ☐   No: ☐

	I have arranged a follow up with this patient in the following timescale
	Yes: ☐   No: ☐



Treatment was started on Click or tap to enter a date. and the current dose is insert dose and frequency.
If you are in agreement, please undertake monitoring and treatment from Click or tap to enter a date. NB: date must be at least 1 month from initiation of treatment.
The next blood monitoring is due on Click or tap to enter a date. and should be continued in line with the shared care guideline.

Please respond to this request for shared care, in writing, within 14 days of the request being made where possible.
Baseline investigations results are presented below: 
	Core investigations/tests

	Investigation/test
	Result
	Date
	Investigation/test
	Result
	Date

	Height
	details	date	LFTs
	ALT/AST
	details	date
	Weight
	details	date	
	Bil
	details	

	Blood pressure
	details	date	
	Albumin
	details	

	Vitamin D
	details	date	U+Es
	Sodium
	details	date
	FBC
	Platelets
	details	date	
	Potassium
	details	

	
	WCC
	details	
	
	Urea
	details	

	
	MCV
	details	
	
	Creatinine
	details	

	
	Neutrophils
	details	
	Lipids
	Total cholesterol
	details	date
	
	Eosinophils
	details	
	
	LDL chol
	details	date
	Hormone levels
	Estradiol
	details	date
date
date
date
	
	HDL chol
	details	date
	
	LH
	details	
	
	Triglycerides
	details	date
	
	FSH
	details	
	
	Total cholesterol/HDL ratio
	details	date
	
	High sensitivity estradiol
	details	
	HBA1c
	details	date
	DEXA
	details	date	Glucose
	details	date
	Additional tests (at discretion of specialist team)

	Investigation/test
	Result
	Date
	Investigation
	Result

	details	details	date	details



Appendix 2: Shared Care Agreement Letter (Primary Care Prescriber to Specialist)
Primary Care Prescriber Response
Dear		 Insert specialist’s name
Patient 	Insert patient’s name
NHS number	Insert patient’s NHS number
Identifier	Insert patients date of birth and / or address

Thank you for your request for me to accept prescribing responsibility for this patient under a shared care agreement and to provide the following treatment
	[bookmark: _Hlk180752249]Medicine
	Route of administration
	Dose & frequency

	Insert medicine name

	Insert route of administration


	Insert dose and frequency



I can confirm that I am willing to take on this responsibility from Click or tap to enter a date.  and will complete the monitoring as set out in the shared care protocol for this medicine/condition.
Primary Care Prescriber signature: insert signature            
Date: Click or tap to enter a date.


Primary Care Prescriber address/practice stamp
Insert address / practice stamp
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Appendix 3: Shared Care Refusal Letter (Primary Care Prescriber to Specialist)

Re: 
Patient: 	insert patient’s name

NHS Number:	insert patient’s NHS number

Identifier:	insert patients date of birth and / or address

Thank you for your request for me to accept prescribing responsibility for this patient.

In the interest of patient safety GMMMG, in conjunction with local acute trusts have classified insert medicine nameas AMBER Shared Care drug, and requires a number of conditions to be met before transfer can be made to primary care.

I regret to inform you that in this instance I am unable to take on responsibility due to the following:
	   
	
	Tick which apply

	1.
	The prescriber does not feel clinically confident in managing this individual patient’s condition, and there is a sound clinical basis for refusing to accept shared care
As the patients primary care prescriber I do not feel clinically confident to manage this patient’s condition because [insert reason]. I have consulted with other primary care prescribers in my practice who support my decision. This is not an issue which would be resolved through adequate and appropriate training of prescribers within my practice.
I have discussed my decision with the patient and request that prescribing for this individual remain with you as the specialist, due to the sound clinical basis given above.
	☐
	2.
	The medicine or condition does not fall within the criteria defining suitability for inclusion in a shared care arrangement
As the medicine requested to be prescribed is not included on the national list of shared care drugs as identified by RMOC or is not a locally agreed shared care medicine I am unable to accept clinical responsibility for prescribing this medication at this time. 
Until this medicine is identified either nationally or locally as requiring shared care the responsibility for providing this patient with their medication remains with you 
	☐
	3.
	A minimum duration of supply by the initiating clinician
As the patient has not had the minimum supply of medication to be provided by the initiating specialist I am unable to take clinical responsibility for prescribing this medication at this time. Therefore can you please contact the patient as soon as possible in order to provide them with the medication that you have recommended.
Until the patient has had the appropriate length of supply the responsibility for providing the patient with their medication remains with you.
	☐
	4.
	Initiation and optimisation by the initiating specialist
As the patient has not been optimised on this medication I am unable to take clinical responsibility for prescribing this medication at this time. Therefore can you please contact the patient as soon as possible in order to provide them with the medication that you have recommended.
Until the patient is optimised on this medication the responsibility for providing the patient with their medication remains with you.
	☐
	5.
	Shared Care Protocol not received
As legal responsibility for clinical care lies with the clinician who signs the prescription, I need to ensure that I am in possession of sufficient clinical information for me to be confident to prescribe this treatment for my patient and it is clear where each of our responsibilities lie to ensure the patient is safely managed.
For this reason I am unable to take clinical responsibility for prescribing this medication at this time, therefore would you please contact the patient as soon as possible in order to provide them with the medication that you have recommended.  
Until I receive the appropriate SCP, responsibility for providing the patient with their medication remains with you.
	☐
	6.
	Other (Primary Care Prescriber to complete if there are other reasons why shared care cannot be accepted)
	☐


I would be willing to consider prescribing for this patient once the above criteria have been met for this treatment.  

NHS England ‘Responsibility for prescribing between Primary & Secondary/Tertiary care’ guidance (2018) states that “when decisions are made to transfer clinical and prescribing responsibility for a patient between care settings, it is of the utmost importance that the GP feels clinically competent to prescribe the necessary medicines. It is therefore essential that a transfer involving medicines with which GPs would not normally be familiar should not take place without full local agreement, and the dissemination of sufficient, up-to-date information to individual GPs.” In this case we would also see the term GP being interchangeable with the term Primary Care Prescriber.

Please do not hesitate to contact me if you wish to discuss any aspect of my letter in more detail and I hope to receive more information regarding this shared care agreement as soon as possible

Yours sincerely
Primary Care Prescriber signature: insert signature            
Date: Click or tap to enter a date.



Primary Care Prescriber address/practice stamp
Insert address / practice stamp
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