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DONCASTER & BASSETLAW AREA PRESCRIBING COMMITTEE 

Shared Care Proforma for the Management of Children with Growth Hormone Disorders
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

To be completed by Specialist

	PATIENT DETAILS: (please complete or attach sticky label)
Name: ……………………………………………………………….

Date of birth: ………………………………………………….……………

NHS No: ………………………………………………………………

Address: ………………………………………………………………


	PATIENT’S GP:

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------

CONSULTANT DETAILS:

……………………………………………………………        

Name (PRINT)                                                Trust

……………………………………………………………        

Signature                                                        Date

	
	

	DRUG, DOSAGE AND ROUTE

Name of Drug: …………………………………………….….……………

Dosage: …………………………………………………………………
…………………………………………………………………

…………………………………………………………………
Route: ………………………………………….……

A copy of the full Shared Care Protocol is attached
	Date of initiation 

by Consultant: ………..……………….…………...

Date from which GP requested to take over prescribing: 

(when dosage in stabilised, usually, but not exceptionally, a period of 6 months)

……………………………….……………………………



	
	

	MONITORING ARRANGEMENTS (to be completed by consultant)
 

	Hospital / Specialist                                                                      

· Monitoring every 3 months for first year then every 6 months(tick if appropriate)
   ( Height & weight

   ( BP

   (Stage of sexual development

   ( Side effect enquiry
· Annual monitoring (tick if appropriate)
   ( Thyroid function

	GP / Practice

· Annual monitoring of overall health and adverse side effects.

· PLUS (tick if appropriate)
· Compliance
    

	
	

	OTHER MEDICATION 

……………………………………………………………………………

……………………………………………………………………………

……………………………………………………………………………


	 …………………………………………………………………………

……………………………………………………………………………   

……………………………………………………………………………     

                               


	RESPONSIBILITY / ACTION IN CASE OF PROBLEMS

Contact:   Office Hours – Specialist…………………………………………… 

                                        Telephone Paediatric Dept DBH Tel:  01302 366666 
                                       Out of hours – On-call Paediatrician DBH Tel: 01302 366666

      .                                                                                      



	To be completed by GP and returned to specialist

I agree to this shared care proposal and am willing to prescribe from    ………………………………………

                                                                                                              (Start date)

…………………………………………………………………                     …………………….. ………………………….
GP name (printed)                                                                                 GP signature               Date                                                   


NB: Please call Specialist if further information or support is required prior to signing.
ROUTINE MONITORING TO BE CONDUCTED UNDER SHARED CARE ARRANGEMENTS

	DRUG
	CONSULTANT
	GP

	Somatroprin 
	· Every 3 months for first 3 months, then every 6 months

· Height & weight

· BP

· Stage of sexual development

· Side effects
· Annual 
· Thyroid function test

	· Side effects

· Compliance




This document will be reviewed in light of new or emerging evidence or by August 2023

