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Shared Care Protocol - Apomorphine for Adult patients

	Section 1 – Prescribing and Monitoring Responsibilities
To be completed in full by the specialist service when requesting shared care. Alternatively, details required from the specialist service may be provided within a local letter template providing this includes the full information required as indicated in sections 1-7 and sent along with a link to the SCP. Any incomplete sections or information will result in the shared care protocol being invalid which can lead to refusal or delay of shared care.

	[bookmark: Text74]Patient name: [insert patient name]                        
[bookmark: Text75]NHS NO: [insert NHS No] 
[bookmark: Text76]DOB: [insert DOB]

	1.
Prescribing information

	The patient has been initiated on [insert name of therapy] for the indication of [insert indication].
Therapy was initiated on [insert therapy start date].
The patient has been counselled appropriately on the risks and benefits of treatment, provided with all necessary information and is in agreement with this shared care arrangement.
Where applicable, informed consent on the off-label use of the medicine has been obtained from the patient and documented. 
Baseline investigations and initial monitoring (section 2) have been carried out by the specialist team and results are satisfactory. The patient now meets the suitability criteria for transfer of prescribing (section 10).
The patient has been receiving a dose of [insert dose and frequency] which has been stable for [insert duration dose has been stable].
[bookmark: Text72][bookmark: Text73]The primary care prescriber is requested to accept prescribing responsibility and undertake monitoring from [insert date].The patient has been provided with a [insert duration of supply] month supply on [insert date].
[bookmark: Text63]The next blood monitoring is due on [insert date] and should be continued in line with this shared care protocol. Monitoring directions for primary care are documented in section 4 and advice on action to take in the event of abnormal results or adverse events is documented in section 5.
The intended duration of therapy is [insert duration].
The next scheduled review by the specialist team is [insert date/estimated time scale].
[Insert any additional information].	

	2.
[bookmark: _Monitoring_(initial_and]Baseline investigations and monitoring (initial and ongoing) to be undertaken by specialist


	Baseline:
· lying and standing blood pressure
· FBC
· reticulocyte count 
· Coombs test (if appropriate). 

As per the MHRA drug safety alert for domperidone with apomorphine: https://www.gov.uk/drug-safety-update/apomorphine-with-domperidone-minimising-risk-of-cardiac-side-effects advice for healthcare professionals: 
 
· Before starting treatment, carefully consider whether the benefits of concomitant apomorphine and domperidone treatment outweigh the small increased risk of cardiac side effects. 
· Discuss the benefits and risks of apomorphine with patients and carers and advise them to contact their doctor immediately if they develop palpitations or syncopal symptoms during treatment. 
· Check the QT-interval before starting domperidone, during the apomorphine initiation phase and if clinically indicated thereafter (e.g. if a QT-prolonging or interacting drug is started or if symptoms of cardiac side effects are reported) 
· Regularly review domperidone treatment to ensure patients take the lowest effective dose for the shortest duration. 
· Advise patients to inform their doctor of any changes that could increase their risk of arrhythmia.

The specialist will carry out initial prescribing and monitoring according to the following schedule:

Initiation- Monitoring to be conducted at 1 month

· lying and standing blood pressure
· FBC
· reticulocyte count 

At 6 and 12 months
· FBC
· reticulocyte count 

Ongoing- Annual FBC


	3.
Most recent investigation/ monitoring results 










	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]
	[dd-mm-yy]
	LFTs

	ALT
(and/or)
	[details]
	[dd-mm-yy]

	
	Weight
	[details]
	[dd-mm-yy]
	
	AST
	[details]
	

	
	
	
	
	
	Albumin
	[details]
	

	
	Blood pressure
	[details]
	[dd-mm-yy]
	U+Es
	Sodium
	[details]
	[dd-mm-yy]

	
	FBC
	Platelets
	[details]
	[dd-mm-yy]
	
	Potassium
	[details]
	

	
	
	WCC
	[details]
	
	
	Urea
	[details]
	

	
	
	MCV
	[details]
	
	
	Creatinine
	[details]
	

	
	
	Neutrophils
	[details]
	
	
	Calculated GFR
	[details]
	

	
	
	Hb
	[details]
	
	e.g. other
	[details]
	[dd-mm-yy]

	
	
	Eosinophils
	[details]
	
	
	
	

	
	
	
	
	
	e.g. other
	[Y/N]

	
	· The specialist team will inform the primary care prescriber of ongoing monitoring results where relevant

	[bookmark: _4.]4. 
[bookmark: _Ongoing_monitoring_to]Ongoing monitoring and actions to be undertaken by primary care

See section 5 for further guidance on management of adverse effects/ responding to monitoring results.
	Monitoring and actions
	Frequency

	
	FBC
	6 months, 12 months, 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: _5.]5. 
Adverse effects/ monitoring results and management

Any serious adverse reactions should be reported to the MHRA via the Yellow Card scheme www.mhra.gov.uk/yellowcard
	Monitoring results/ adverse effects
	Action for GP

	
	Localised discomfort at needle site
	Assessment by nurse

	
	Nodule formation at needle or infusion site. Usually asymptomatic but may persist in patients on high doses. Severe nodule formation may lead to worsening of symptoms due to erratic absorption of apomorphine.
	Rotate injection site. 
Massage to injection sites is recognized to reduce nodule formation. Ultrasound therapy has been anecdotally said to alleviate severe nodule formation. Anecdotally Hirudoid® cream can us used on nodules.

	
	Nausea & vomiting. Usually transient and resolved within 6-8 weeks.
	Treatment with domperidone 10mg oral TDS daily 48 hours before and during apomorphine therapy is essential. Once treatment has been established domperidone* therapy may be gradually reduced and can be successfully discontinued in most patients within 6-8 weeks. 
*please refer to latest recommendations for domperidone

	
	Allergic reactions including bronchospasm and anaphylaxis (due to sodium bisulphite)
	Withhold and discuss with consultant/Parkinson’s disease nurse specialist (PDNS)  

	
	Light headedness
	Discuss with Consultant / PDNS

	
	Postural hypotension is seen infrequently and is usually transient
	Care should be exercised in patients with pre-existing cardiac disease or in patients taking vasoactive medicinal products such as antihypertensives, and in patients with pre-existing postural hypotension.

	
	Dyskinesia during ‘On’ periods
	Discuss with consultant / PDNS

	
	Coombs positive haemolytic anaemia
	Coombs test is carried out at baseline (if deemed appropriate). If positive, the patient should have a further blood screen of the same parameters after one month’s treatment and then have FBC and reticulocyte count at 6 monthly hospital visits from then on, but no requirement to keep doing Coombs tests provided FBC remains normal.

	
	Eosinophilia in up to 10% of patients
	Discuss with consultant / PDNS

	
	Dopamine dysregulation, neuropsychiatric complications – hallucinations, euphoria, increased libido, confusion, personality changes, agitation, restlessness, psychosis, sleep disturbances, pathological gambling, compulsive spending and over eating.
	Discuss with consultant / PDNS

	
	Sedation - usually transient.
	Advise patients not to drive / operate machinery if affected. If persists discuss with consultant / PDNS.

	6.
Circumstances requiring discussion with specialist team and local arrangements for contacting specialist team

See section 5 for further guidance on management of adverse effects/ responding to monitoring results
	The following circumstances / changes in the patient’s condition require discussion with the specialist team:
· If pregnancy occurs or if the patient is planning to become pregnant or breastfeed.
· 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
· Toxicity is suspected

The procedure to be followed by primary care prescriber for seeking specialist advice should the patient’s condition or circumstances change:
[insert details of procedure to be followed]


	7.
Contact information for specialist team
	Name: [insert name]
Role and specialty: [insert role and specialty]
Daytime telephone number: [insert daytime telephone number]
Email address: [insert email address]
Alternative contact: [insert contact information, e.g. for clinic or specialist nurse]
Out of hours contact details: [insert contact information, e.g. for duty doctor]

	Section 2- Supporting Information

	8. 
Background
	Parkinson’s disease is a progressive degenerative neurological condition that affects nerve cells in the substantia nigra and basal ganglia (the parts of the brain controlling movement).  Parkinson’s disease is caused by idiopathic degeneration of dopamine producing cells in this area.  Three ‘cardinal signs’ of Parkinson’s disease are resting tremor, cogwheel rigidity and bradykinesia.  Postural instability, typically a late finding in Parkinson’s disease is the fourth main symptom. Parkinson’s disease is characterised by a good symptomatic response to levodopa. 
Parkinson’s disease is one of the most common neurological conditions that affects older people.  It is estimated to affect 160 per 100,000 of the general population.   
Apomorphine treatment is to be initiated, and doses optimised, by the hospital specialist team.  Continuation of the therapy requires co-operation between the hospital and primary care teams with their roles defined by the shared care protocol.  
Apomorphine is a directly acting dopaminergic agonist, licensed for The treatment of motor fluctuations ('on-off' phenomena) in patients with Parkinson's disease which are not sufficiently controlled by oral anti-Parkinson medication. 

Apomorphine acts directly on D1 and D2 receptors, stimulating areas of the brain where dopamine works. It produces a similar effect to levodopa, that is, the ability to prevent and reverse disabling “off” periods. 
 
Despite its name it has no opiate or addictive properties. Apomorphine cannot be used orally because it undergoes extensive first pass metabolism (in the liver) to an inactive metabolite; for this reason it is administered subcutaneously. 
· Apomorphine may be administered as a “rescue therapy” with intermittent subcutaneous bolus injections. The choice is either APO-go® 10 mg/mL solution for injection in 3 mL pre-filled pen, or Dacepton® 10mg/mL solution for injection in 3 mL cartridge using only the dedicated D-mine Pen.   
· Patients selected for treatment with apomorphine should be able to recognise the onset of their ‘off’ symptoms and be capable of injecting themselves or else have a responsible carer able to inject for them when required.
· For those patients who experience more complex motor fluctuations, including dyskinesias, a continuous subcutaneous infusion may be given. The choice is either APO-go® 5mg/mL solution for infusion in 10 mL pre-filled syringe using an ambulatory pump, APO-go POD® 5mg/mL solution for infusion in 20mL cartridge using an ambulatory pump, or Dacepton® 5mg/mL solution for infusion in 20 mL vials using the D-mine Pump. 
· APO-go® Apomorphine ampoules 10 mg/mL are also available in 2 mL & 5 mL ampoules for continuous infusion. 
 
Apomorphine is occasionally used for patients with swallowing difficulties and at the palliative stage. 

Duration of treatment: 
Apomorphine therapy is a treatment for a chronic disease and therefore course length can be many years. It is used in complex Parkinson’s disease and when the disease is beginning to fluctuate, but is not controlled with oral medication.  

	9. 
Indication(s) covered by this SCP 
Must state whether licensed or off-label use. 
	Treatment of motor fluctuations (“on-off” phenomena) in patients with Parkinson's disease which are not sufficiently controlled by oral anti-Parkinson medication.

	[bookmark: _9_10.]10.
[bookmark: _Suitability_criteria_for]Suitability criteria for transfer of prescribing

Where patient care is transferred from one specialist service or GP practice to another, a new shared care agreement must be completed.

	The initial course must be prescribed by the initiating specialist until the patient meets the suitability criteria for transfer of prescribing:
· The patient’s reaction to and progress on the drug is satisfactory
· The patient is ≥18 years old 
· The patient is not pregnant or breast feeding
· Treatment is for a specified indication covered by this shared care protocol
· The patient understands and consents to shared care
· The patient’s initial reaction to and progress on the drug is satisfactory. 
· The GP has agreed in each individual case that shared care is appropriate. 
· The patient’s general physical, mental and social circumstances are such that he/she would benefit from shared care arrangements.


	
	· The duration of treatment and frequency of review will be determined by the specialist, based on clinical response and tolerability.
· All dose or formulation adjustments will be the responsibility of the initiating specialist unless directions have been discussed and agreed with the primary care clinician.
· Termination of treatment will be the responsibility of the specialist consultant or Parkinson’s disease specialist nurse (PDNS).
· The specialist service 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.
· It will be the responsibility of the specialist to arrange for homecare provision of each product and to notify community pharmacy of ordering information via Britannia Pharmaceuticals (Tel 0808 196 4242) for APO-go® products, or via EVER Pharma (Tel 0800 254 0175) for Dacepton® products to ensure no delay and break in continuity of supply
· The specialist will arrange infusion pump/D-mine Pump training for District Nurses, advising on dose and titration  
· Provide GP/District Nurses/Community Pharmacy with information on ordering/prescription on FP10 script of any required devices, needles, lines and sharps bins (to be dispensed by homecare service). The patient’s GP practice will be responsible for prescribing these ancillaries.


	[bookmark: _10_11.]11. 
General dosing information for drug
 
The initial course must be prescribed by the initiating specialist, until the patient meets the suitability criteria for transfer of prescribing.

	Initial stabilisation (prescribed by specialist):
Usual starting dose: 

· GP to continue dose as specified by specialist team. 
· The daily dose of apomorphine varies widely between patients. The optimal dosage of apomorphine is determined on an individual patient basis and the threshold dose is determined by the specialist using incremental dosing schedules. Once the optimal dose for an individual patient has been determined and the patient is stable, the dose is likely to remain relatively constant. 
· Intermittent injection – typically 1-10 injections per day, each dose no more than 10mg  
· Continuous infusion - typically 1–6 mg per hour (but may be higher, dependent upon individual response), mostly during waking hours but may be necessary for overnight infusion according to patient’s needs. Considered if the patient experiences so many 
‘off’ periods that repeated bolus injections are inappropriate. 
· Unless the patient is experiencing severe night-time problems, 24 hour infusions are not advised. Tolerance to the therapy does not seem to occur as long as there is an overnight period without treatment of at least 4 hours.  In any event, the infusion site should be changed every 12 hours. 
· The maximum licensed daily dose by either route is 100mg.  
· There may be occasions where GPs are requested to provide a continuation prescription of domperidone for up to 7 days of 10mg TDS. This will be on the advice of the specialist. See section 12 for further information.

Conditions requiring adjustment to doses (to be advised by the specialist only):
· Hypotension which is symptomatic to patient 
· Cognitive impairment 
· Hallucinations  
· Obsessive compulsive disorder  
· Impulse control disorder 
· Somnolence and episodes of sudden sleep onset 


	12. 
[bookmark: _Pharmaceutical_aspects]Pharmaceutical aspects 
	Route of administration:
	Subcutaneous injection

	
	Formulation:
	Apomorphine (Dacepton ®)
· 10 mg/mL solution for injection in 3 mL cartridge (using only the dedicated D-mine Pen)
· 5 mg/mL solution for infusion in 20 mL vials (using the D-mine Pump)

Do not store above 25°C. Store in the original package in order to protect from light. Do not use if the solution has turned green. The solution should be inspected visually prior to use. Only clear, colourless solutions without particles should be used.

Apomorphine (APO-go ®) 
· 5 mg/mL solution for infusion in 10 mL pre-filled syringe (PFS) 
· 5mg/mL solution for infusion in 20mL cartridge (POD)
· 10 mg/mL solution for injection in 3 mL pre-filled pen  
· 10 mg/mL solution for injection or infusion in 2 mL & 5 mL ampoules (for continuous infusions, require dilution with saline)

Do not store above 25°C. Do not refrigerate or freeze. Keep the container in the outer carton in order to protect from light. The product should be stored at the same conditions after opening and between withdrawals.
Do not use if solution has turned green

	
	Administration details:
	Following a single dose, apomorphine has an onset of action of 4-12 minutes and lasts for about one hour with the apomorphine injection or is continuous with the apomorphine infusion.   

	
	Other important information:
	Some ancillary products are required for infusion products:

	
	Dacepton
	Apo-Go

	Infusion lines and needles
	Provided by manufacturer (35 per month)
	Prescribed by primary care as advised by specialist. Neria (Unomedical) 60cm tubing is recommended

	Reservoir
	Prescribed by primary care as advised by specialist:
D-mine Pump reservoir (pack of 10) – one reservoir per vial is required
	N/A

	Pump
	Provided by manufacturer
	Provided by manufacturer



Pen injection devices
D-mine pens and pen needles are supplied free of charge by the manufacturer.
Pen needles must be prescribed for APO-go pen devices. Insulin pen needles less than 12.7mm in length and no finer than 30G are recommended.

Batteries
Two rechargeable batteries with a charging docking station is supplied by Ever Pharma UK Ltd for the D-Mine pump. The battery life is 6 days, however it is recommended that the battery is changed every day, so full charge is available. An 80% battery charge is required to fill the reservoir. In the event of any malfunction on concerns with D-Mine pump, Ever Pharma should be contacted via their 24 hours support line (0800 2540175)

Batteries for Apo-go pumps should be changed approximately every 6 months and a spare will be supplied by Britannia when the pump is issued. In the event of any malfunction or concerns with the Apo-go pump, Britannia should be contacted via their 24 hour helpline (0844 8801327).

Sharps Bin
A sharps bin will be required for each patient. This should be prescribed by primary care.

Adjunctive treatment regime: 
Patients treated with apomorphine will usually need to start domperidone at least two days prior to initiation of therapy. The domperidone dose should be titrated to the lowest effective dose and discontinued as soon as possible. It is the responsibility of the specialist team to initiate domperidone therapy, however there may be occasions where GPs are requested to provide a continuation prescription of up-to 7 days of 10mg TDS. 
 
If subsequent supplies are required, this will be made by the PD team. Once treatment has been established domperidone* therapy may be gradually reduced and can be successfully discontinued in most patients within 6-8 weeks. 
 
*Please see the MHRA drug safety alert for domperidone and apomorphine (minimising risk of cardiac side effects): 
https://www.gov.uk/drug-safety-update/apomorphine-with-domperidone-minimising-risk-ofcardiac-side-effects
Advice for healthcare professionals: 
· Before starting treatment, carefully consider whether the benefits of concomitant apomorphine and domperidone treatment outweigh the small increased risk of cardiac side effects. 
· Discuss the benefits and risks of apomorphine with patients and carers and advise them to contact their doctor immediately if they develop palpitations or syncopal symptoms during treatment. 
· Check the QT-interval before starting domperidone, during the apomorphine initiation phase and if clinically indicated thereafter (eg if a QT-prolonging or interacting drug is started or if symptoms of cardiac side effects are reported) 
· Regularly review domperidone treatment to ensure patients take the lowest effective dose for the shortest duration. 
· Advise patients to inform their doctor of any changes that could increase their risk of arrhythmia, such as: 
· symptoms of cardiac or hepatic disorders 
· conditions that could cause electrolyte disturbances (e.g., gastroenteritis or starting a diuretic)
· starting any other medicines
Please see the MHRA drug safety alert for domperidone: https://www.gov.uk/drug-safety-update/domperidone-risks-of-cardiac-side-effects There is a low risk of prolonged QT interval which could lead to ventricular arrhythmia.  Patients should not be given domperidone whilst on medications known to prolong the QT interval or strongly inhibit CYP3A4 e.g., ketoconazole or erythromycin. 
Please see the Association of British Neurologists (ABN) letter regarding domperidone

	13.
Contraindications and cautions 
This does not replace the Summary of Product Characteristics (SPC) which should be read in conjunction with this SCP.
	Please see SPC for comprehensive information.

Contraindications:
· Children and adolescents (under 18 years of age) 
· Known sensitivity to apomorphine or any other ingredients of the product 
· Respiratory depression 
· Dementia 
· Psychotic disease 
· Hepatic insufficiency 
· Concomitant use with ondansetron
· Apomorphine treatment is not suitable for patients who have an 'on' response to levodopa which is marred by severe dyskinesia or dystonia 

Cautions:
· Pulmonary, renal or cardiovascular disease 
· Persons prone to nausea and vomiting 
· Elderly and / or debilitated patients 
· Pre-existing cardiac disease or in patients taking vasoactive medicinal products such as antihypertensives, and especially in patients with pre-existing postural hypotension
· Patients at risk for torsades de pointes arrhythmia.  


	14. 
Significant medicine interactions

For a comprehensive list consult the BNF or Summary of Product Characteristics (SPC)
	The following list is not exhaustive; please see SPC for comprehensive information and recommended management.
It is recommended to avoid the administration of apomorphine with other drugs known to prolong the QT interval please check the BNF and summary of product characteristics. e.g. amiodarone, chlorpromazine, cisapride, citalopram, clarithromycin, clomipramine, disopyramide, erythromycin, flecainide, haloperidol, moxifloxacin, ondansetron, pentamidine, procainamide, sotalol.

	15. 
Pregnancy, paternal exposure and breast feeding

	All patients should be informed of the risks and benefits of taking this medicine during pregnancy and breastfeeding. 
The specialist team should be contacted if a patient becomes pregnant or is planning to become pregnant or breastfeed.
Pregnancy & breastfeeding:
This shared care protocol does not cover pregnant or breastfeeding women. Under these circumstances prescribing will remain the responsibility of the specialist.

Paternal exposure:
No data is available on the risks associated with paternal exposure to apomorphine. If advice is required consult the specialist team

	
	It is the responsibility of the specialist to provide advice on the need for contraception to patients on initiation and at each review but the ongoing responsibility for providing this advice rests with both the GP and the specialist.

	16. 
Advice and information sources for patients and carers


	The patient or carer should be advised to report any of the following signs or symptoms to their GP without delay:           
Patients and carers should be made aware that behavioural symptoms of impulse control disorders including pathological gambling, increased libido, hypersexuality, compulsive spending or buying, binge eating and compulsive eating can occur in patients treated with dopamine agonists including apomorphine. See MHRA Drug safety warning on dopamine 
agonists: pathological gambling, increased libido and hypersexuality 
(https://www.gov.uk/drug-safety-update/dopamine-agonists-pathological-gamblingincreased-libido-and-hypersexuality) 
Apomorphine has been associated with somnolence and episodes of sudden sleep onset. Patients must be informed of this and advised to exercise caution whilst driving or operating machines during treatment with apomorphine.  Patients who have experienced somnolence and/or episodes of sudden sleep onset must refrain from driving or operating machines.

The patient should be advised:
· To take medication as directed by the prescriber, or to contact the GP if not taking medication 
· To arrange prescription delivery with homecare service 
· Attend outpatient and GP appointments 
· Attend appointments for tests  
· Report concerns and adverse events to GPs / PDNS / Specialist 
NB: Ongoing prescribing may depend on attendance at clinics as requested by the clinicians

Patient information on this medicine can be found at the following links:

APO-go® Information is available for both patients and healthcare professionals at www.apo-go.com
An APO-go® Pump Technical support helpline is available for patients and healthcare professionals 24/7, 365 days a year, tel: 0808 196 4242

Dacepton® Information is available for both patients and healthcare professionals at https://www.d-minecare.com/en/
A Dacepton® Technical support helpline is available for patients and healthcare professionals 24/7, 365 days a year, tel: 0800 254 0175


	17. 
Additional information
	

	18. 
References
	· Dacepton 10mg/mL solution for injection in cartridge summary of product characteristics (SPC); accessed 26.05.22 via: https://www.medicines.org.uk/emc/product/9650/smpc last updated 20.05.21
· Dacepton 5mg/mL solution for infusion SPC; accessed 26.05.22 via: https://www.medicines.org.uk/emc/product/9632/smpc last updated 19.11.18
· APO-go AMPOULES 10mg/ml Solution for Injection or Infusion SPC, accessed via: https://www.medicines.org.uk/emc/product/2233/smpc last updated 09.07.18
· APO-go Pen 10mg/ml Solution for Injection SPC, accessed 26.05.22 via: https://www.medicines.org.uk/emc/product/2232/smpc last updated 25.02.22
· APO-go PFS 5mg/ml Solution for Infusion in Pre-filled Syringe SPC, accessed 26.05.22 via: https://www.medicines.org.uk/emc/product/3908/smpc last updated 03.07.18
· APO-go POD 5mg/ml Solution for Infusion in Cartridge SPC, accessed 25.10.24 via: https://www.medicines.org.uk/emc/product/13993/smpc 
· The Association of British Neurologists (ABN) guidance for domperidone: https://gallery.mailchimp.com/7f92fc52090d776e2c33ff870/files/domperidone.pdf
· The MHRA drug safety alert for domperidone: https://www.gov.uk/drug-safety-update/domperidone-risks-of-cardiac-side-effects

	19. 
To be read in conjunction with the following documents
	· GMMMG agreed process for shared care
· RMOC Shared Care Guidance - https://www.sps.nhs.uk/articles/rmoc-shared-care-guidance/
· NHSE/NHSCC guidance – items which should not be routinely prescribed in primary care: guidance for CCGs. https://www.england.nhs.uk/wp-content/uploads/2019/08/items-which-should-not-routinely-be-prescribed-in-primary-care-v2.1.pdf 
· NHSE guidance - Responsibility for prescribing between Primary & Secondary/Tertiary Care. https://www.england.nhs.uk/wp-content/uploads/2018/03/responsibility-prescribing-between-primary-secondary-care-v2.pdf 



Shared Care Protocol for Apomorphine for Adults		Date of GMMMG approval: March 2025
Version: 5.1		Review date: March 2027
The current version of this document is on the GMMMG website. Ensure that copy in use is the current version.
Section 3- Primary care response- accepting shared care 
The primary care prescriber must provide a response to the initiating specialist to formally accept shared care within 14 days of receiving the request; a template is provided below to facilitate this.



Dear 	[insert name of initiating specialist],

Patient 		[insert name of patient]

NHS Number	[insert NHS Number]

Identifier	[insert patient's date of birth and/or address]


Thank you for your request to accept prescribing responsibility for this patient under a shared care agreement.  

I am willing to accept prescribing responsibility for this patient as detailed in the GMMMG Shared Care Protocol for [insert medicine name] , beginning [insert date].


Yours sincerely,
Primary Care Prescriber signature: [insert text].  						
Date: [insert date].  
 
Primary Care Prescriber address/practice stamp
[insert text].  
Section 4- Primary care response- declining shared care 
If the primary care prescriber does not accept shared care they must provide a written response to the initiating specialist. This should be done within 14 days; reasons for declining shared care must be provided.  A template is provided below to facilitate this.


[bookmark: Text70]Dear [insert name of initiating specialist],

Patient 		[insert name of patient]

NHS Number	[insert NHS Number]

[bookmark: Text71]Identifier	[insert patient's date of birth and/or address]

Thank you for your request to accept prescribing responsibility for this patient under a shared care agreement.

In the interest of patient safety, GMMMG has classified [insert medicine name]  as an AMBER shared care medicine. A number of conditions require to be met before prescribing responsibility can be transferred to primary care.

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

	1.
	The prescriber does not feel clinically confident in managing this individual patient’s condition.
As the patient’s primary care prescriber I do not feel clinically confident to manage this patient’s condition because of the following reason(s):
[insert reason(s)]. 
I have consulted with other primary care prescribers in my practice who support my decision. Collectively we feel this is not an issue which would be resolved through adequate and appropriate training of prescribers within my practice.
Prescribing for this individual patient should remain with you as the specialist, due to the sound reasons given above.
	[X]

	2.
	The patient does not meet the suitability criteria for shared care as outlined in the GMMMG shared care protocol:
[insert reason(s)]. 
Until the patient meets the suitability criteria for shared care, the responsibility for providing this patient with their medication remains with you.
	[X]

	3.
	A minimum duration of supply by the initiating physician has not been met.
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. Please contact the patient as soon as possible in order to provide them with the correct initial duration of medicine.
Until the patient has received the minimum duration of supply as outlined in the SCP, the responsibility for providing this patient with their medication remains with you.
	[X]

	4.
	Initiation and dose stabilisation has not been fulfilled by the initiating specialist.
As the patient’s dose has not been stabilised I am unable to take clinical responsibility for prescribing this medication at this time. Please contact the patient as soon as possible in order to provide them with the correct initial duration of medicine.
Until the patient’s dose has been stabilised, the responsibility for providing the patient with their medication remains with you.

	[X]

	5.
	Shared Care Protocol not received.
As legal responsibility for clinical care lies with the doctor 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. Please contact the patient as soon as possible in order to provide them with an ongoing supply of their medication.
Until the appropriate SCP is received, responsibility for providing the patient with their medication remains with you.
	[X]

	6.
	Other (Primary Care Prescriber to complete if there are other reasons why shared care cannot be accepted):

[insert reason(s)]. 



	[X]



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 text].  						
Date: [insert date].  
 
Primary Care Prescriber address/practice stamp
[insert text].  	
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