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South Yorkshire Integrated Medicines Optimisation Committee
Prescribing guideline/shared care protocol (New or updated) Proposal Form

All prescribing guidelines and share care protocols (SCP) to be discussed at the South Yorkshire integrated Medicines Optimisation Committee should be accompanied by this form. It should be completed by the main author of the guidelines/SCP and appendix 2 - declarations of interests, must be completed by the main author/s and, if different the person presenting the proposal to the IMOC.

	Applicant name
	

	Applicant organisation
	

	Applicant role
	

	Applicant e-mail 
	


	Has Declaration of Interest form been completed (see appendix 2)
	



	Summary of Proposal/Recommendation

	

	List manufacturer(s) of the preparation(s) recommended in the guideline / protocol / application

	

	Alternatives in Use/Changes from the current situation or document 

	

	Advantages of Proposal




	

	Clinical risks / safety concerns? 
Include exclusion criteria / contraindications
	

	Monitoring requirements and responsibility for these
	

	If a Shared Care Protocol is being proposed does the Specialist Department already have systems/processes in place to use Accurx, to accommodate the use of an electronic proforma.
(transmission of proforma's digitally via Accurx is the approved process for sending and replying to Shared Care requests)
	

	Does the guideline/SCP include expected duration of treatment/criteria for stopping?
	

	Financial and Resource Implications (for primary & secondary care)
Use NICE resource impact tools where available)
Please include the following where relevant. 
Estimated;
· patient numbers 
· any work load and costs in primary care
· any work load and cost in secondary care
Also consider any offset/reduction in use of alternative medicines/ procedures/pathways
	

	Environmental impact (Does this proposal have a positive, negative or neutral environmental impact?) 
(consider waste, efficiency, and carbon footprint of the product.  Please indicate if this information is not readily available).

	

	State whether there are any equality or diversity implications.
Appendix 1 needs to be completed
(Could this application help reduce or enhance health inequalities? Consider if there are any specific patient group including those with protected characteristics who may be adversely or positively affected by this change (see appendix 1). Also consider whether any specific patient group needs additional support to when implementing change). 
	

	Clinical system changes (Are there any changes that could be made to the GP clinical systems to support the embedment of this recommendation if approved?)  
E.g. Optimise Rx, Script Switch, Ardens, local clinical system functions

	

	References/Evidence/Quality Standards to support proposal or changes
	

	Opinion of provider trust colleagues
	

	Opinion of primary care colleagues.

	

	Opinion of LMC colleagues

	

	Is any public engagement needed to; 
· support decision making process or 
· to embed implementation if approved. 
Liaise with communications and engagement department, as appropriate.

	

	Commissioning implications? 
Are  there significant financial implications or shift in workload from secondary to primary care.

	




Please return completed forms to: syicb.imoc@nhs.net
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(Please complete
each area[1])
	What key impact have you identified at this stage?
	Explain any positive or negative impact below. What action, if any, has been taken to address these issues?
 
	Further action required?

	
	 
Positive
Impact 
	 
Neutral
impact
	 
Negative
Impact
	
	

	Age
 
	☐
	☐
	☐
	 
	 

	Disability
 
	☐
	☐
	☐
	 
	 

	Gender reassignment
	☐
	☐
	☐
	 
	 

	Marriage and civil partnership
	☐
	☐
	☐
	 
	 

	Pregnancy and maternity 
	☐
	☐
	☐
	 
	 

	Race
	☐
	☐
	☐
	 
 
	 

	Religion or belief
	☐
	☐
	☐
	 
 
	 

	Sex
	☐
	☐
	☐
	 
 
	 

	Sexual orientation
	☐
	☐
	☐
	 
	 


 
Does a Quality and Equality Impact Assessment need to be carried out?



[1] Positive Impact:  will actively promote the values of SY ICB and ensure equity of access to services; 	
   Neutral Impact: where there are no notable consequences for any group;
   Negative Impact:  negative or adverse impact for any group. If such an impact is identified, you should ensure, that as far as possible, it is eliminated, minimised or counter-balanced by other measures.
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Declaration of interest

This section should be completed by the author/s of the document being presented.
Please declare all interests that are relevant and material (whether such interests are those of the individual themselves or of a family member, close friend or other acquaintance of the individual) and which have occurred in the last two years and/or are planned or anticipated in the next twelve months.

	Presenter / Author

Job Title

Organisation
 
	



Have you, or anyone in your immediate family, any financial or other interest in any pharmaceutical manufacturer or supplier, community pharmacy dispensing or retail interest, and which may constitute a real, potential or apparent conflict of interest?


Please tick:           Yes   				      No 

Have you had, during the past year, any employment or other professional relationship with any organisation that is a pharmaceutical manufacturer or supplier or represents such organisations?


Please tick:             Yes                		     No		        

If you answered ‘yes’ to either question, please give details in the box below. (Continue on new sheet if required)

	Type of interest, eg. shares, employment, association, payment*
	Name of commercial entity
	Belongs to you, your family or work unit?
	Current interest or interest ceased?

	
	
	
	


*   Amounts do not have to be declared.

	If applicable. in your opinion, could any of these declarations reduce your objectivity in relation to this application  
	


Reference
For ICS use only

	Request Clinically approved
(Please tick)

	
 Yes
	
 No


	

	Referred for financial approval
	Yes
	No
	Not required



If request is not approved please indicate rationale for decision:
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