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Principles of Shared Care Protocols
1 Robust  shared care arrangements facilitate the safe transition of medicines for use in a specified condition between secondary and primary care clinicians with the intention that good shared care is safer for the patient, safer for the prescriber and greatly reduces the likelihood of unexpected adverse drug interactions. Shared care arrangements should follow on from initiation of a specified treatment by a hospital consultant.
2 Patients are entitled to expect shared care arrangements to be seamless and not result in them becoming involuntary intermediaries between clinicians in disagreement. 

3 The objective of a shared care protocol is to support  patient-centred care and in so doing to clarify roles and responsibilities of the involved clinicians
4 Shared care protocols should be brief and to the point, but must contain adequate and up to date information on where, when and who to obtain further information and advice. 

5 Patient safety is of  paramount importance and so there must be clarity on the responsibilities of the clinicians sharing the care of the patient and the monitoring requirements to be undertaken, including who should be responsible for such monitoring. 

6 A consultant will request  the GP to take over shared care prescribing by written request or by phone call. If this is done via telephone conversation it should be backed up by written confirmation. 

7 If the GP feels uncertain about agreeing to engage in shared care their concerns should initially be shared with the named specialist service. If agreement cannot be reached prescribing should continue in secondary care. 
8 Shared care protocols are generally needed only where drugs or conditions require: 

· Specialist assessment to enable patient selection and initiation of treatment 

· Short or medium term (e.g. 3-6months) specialist monitoring of efficacy or until the patient is stable. 

· Short or medium term specialist monitoring of potential drug toxicity or disease state
· Specific long term monitoring for toxicity of potential drug toxicity or disease state
9 Traffic light systems should consistently reflect shared care arrangements

10 Patients will remain under the care of the consultant i.e. they should not be discharged. If the GP or patient wishes to stop the medication the specialist team should be informed.
11 There will be timely communication about the plan to initiate shared care supplemented by a detailed management plan.

12 Shared care will be implemented and agreed via a transfer of care form /letter which is completed and returned in a timely manner.

13 Shared care protocols should not duplicate information that is available in the BNF or other readily available authoritative source such as the summary of product characteristics so as to avoid out of date information being relied upon. 

14 Where local policy or usage differs from information in the BNF this should be highlighted in the shared care protocol along with any additional monitoring requirements. 
15 Local commissioning, funding and pathway arrangements need to match any clinical shared care arrangements. 
16 Shared care protocols will be agreed jointly by primary and secondary care in conjunction with the local medical committee and endorsed by local Area Prescribing Groups/Committees.
17 Area wide shared care arrangements will be supported by collaborative working across the 5 CCGs in SYB towards area wide shared care arrangements
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