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Notes for electronic completion:
· This form should only be used for licensed medicines and indications that are either not recommended for use on the NHS in Scotland by the SMC/NHS HIS, are awaiting evaluation by the SMC or where the intended use is outwith any restrictions on use noted by SMC or NHS HIS
· The requesting consultant should complete sections 1 to 7 of the form as fully as possible.  The form consists of grey text fields which expand when typed in, check boxes and drop-down lists to make completion clear and fast. 
· It is strongly recommended that this eForm is completed and transferred electronically.
· Sections 7 and 8 are available for comment by relevant Team Lead and local Clinical Pharmacist and are especially relevant to requests for oncology or haemato-oncology requests.
· The completed form should then be emailed or sent to the relevant Associate Medical Director (AMD) or in the case of oncology medicines, the Clinical Director.
· An IPTR Panel will be convened to discuss and consider the request.
· The Chair of the IPTR panel will communicate the decision to the requesting consultant in a time-frame within 20 working days of receipt of the request taking into account the patient’s condition.  Where the patient’s clinical status means that an urgent decision is required the Consultant should discuss this in person with the Chair of the IPTR Panel. Detailed feedback on the basis for the decision will be provided to the requesting clinician by a copy of this form with the IPTR Decision Record section fully completed being returned.
· The requesting clinician is primarily responsible for communicating the IPTR decision to the patient or their representative
BEFORE COMPLETING, CHECK THAT YOU ARE USING THE RIGHT FORM FOR YOUR TYPE OF REQUEST

IF YOU ARE UNSURE, SEEK ADVICE FROM PHARMACY OR MEDICINES INFORMATION
Section 1:
Patient & location details

	Patient’s CHI Number:
	     
	Patient Postcode:
	     


	Ward or Department:
	     


	Hospital where treatment is to be delivered/initiated:
(please select from the drop-down list of the board in where treatment is to be delivered)
	Treatment within NHSGGC:  FORMDROPDOWN 

Treatment within NHS AA:    FORMDROPDOWN 

Treatment within NHS L:      FORMDROPDOWN 

Treatment within NHS FV:    FORMDROPDOWN 



	Patient’s residing Health Board:

(Please select from the drop-down list)
	 FORMDROPDOWN 



Section 2:
consultant & directorate details

	Name of Consultant and position:
	     
	Page/contact number:
	     


	Directorate:

(please choose from drop-down list)
	 FORMDROPDOWN 



Section 3:
medicine details & URGENCY
	Medicine and formulation:
	     

	
	

	Intended indication:
	     

	
	

	Clinical urgency:
	 FORMDROPDOWN 



Section 4:
category of request

	Reason why this IPTR is being completed:



	1. The intended use of this medicine is a licensed indication awaiting evaluation by the SMC
	 FORMCHECKBOX 


	
	

	2. The intended use of this medicine is a licensed indication which is not recommended for use by the SMC or NHS HIS
	 FORMCHECKBOX 


	
	

	3. The intended use of the medicine is accepted by the SMC or NHS HIS, but is outwith restrictions specified in SMC/HIS advice
	 FORMCHECKBOX 


	
	

	4. The intended use of the medicine is accepted by the SMC/HIS, but is not included in the GGC Formulary – USE FORM SONFR
	

	
	

	5. The intended use of the medicine is outside of the marketing authorisation for the medicine (off-label prescribing) – USE FORM ULM1
	

	
	

	6. The medicine is not yet licensed for use in the UK and the request is a compassionate use request – USE FORM ULM1
	


Section 5:
clinical rationalE & referral criteria

NHSGCC policy states that the following referral criteria must be met for an IPTR to be considered:

· The patient’s clinical circumstances are significantly different to the general population of patients for whom NHS policy is not to use the medicine and

· The patient is likely to gain significantly more benefit from the intervention than might normally be expected from patients for whom NHS policy is not to use the medicine
The applicant should clearly document in the space below exactly how this IPTR meets these referral criteria. 
	Considering the referral criteria above, please describe how the patient’s clinical circumstances makes them significantly different?
(please provide full citations for any clinical papers referred to)
	     

	
	

	Please describe how these differences make this patient likely to gain significantly more benefit?

(please submit any clinical papers referenced with this form)
	     

	
	

	Previous treatment for this indication:

(Including duration)
	     

	
	

	Expected duration of treatment:
	     

	
	

	Are there any supportive treatments needed for this treatment?
	     

	
	

	Reason Formulary drug not selected:
	     

	
	

	What will be used if this drug is not authorised?
	     

	
	

	Planned review:

(please state when and how response to treatment will be measured)
	     

	
	

	Where is the treatment to be delivered and does it impact on other areas?

(e.g. within acute sector or intended to be continued in primary care) indicate whether the use of this medicine will impact on other directorates or on Primary Care)
	     

	
	

	Any other information:
(If you need to provide any further information in support of your request, or need to additional space to answer the previous questions please use this area.
	     


section 6: consultant CONFIRMATION,Checklist & declaration of interests:

Prior to signing and submitting the IPTR, the requesting consultant should clarify that the patient has been advised of the following:

	The patient has had the IPTR process explained to them and has been issued with a copy of the patient information leaflet titled: Accessing New Medicines in the NHS: A Guide to Individual Patient Treatment Requests available HERE
	 FORMCHECKBOX 


	
	

	The patient has been offered the opportunity to submit a patient (or patient nominee) statement in support of the Individual Patient Treatment Request if they wish
	 FORMCHECKBOX 



The consultant should also consider the following statement, and tick the box if he/she is in agreement:
	I confirm, as the patient’s consultant, that I am fully supportive of this IPTR
	 FORMCHECKBOX 



INTERESTS IN THE PHARMACEUTICAL COMPANY MANUFACTURING THE MEDICINE REQUESTED:

In accordance with the NHS GGC Code of Conduct, you are required to declare all previous personal-specific interests and any other current interests (within the last 12 months) you have in the pharmaceutical company who market the medicine you are requesting on this form.    
	If you have no interests to declare, tick here:
	 FORMCHECKBOX 



Otherwise, tick one of the four boxes below that best describes the type of interest(s) (e.g. personal, specific) and give brief detail on the nature of this in the box below.  
	
	SPECIFIC INTERESTS

These are interests relate directly to the medicine you are requesting
	NON-SPECIFIC INTERESTS

These are interests that relate to the company, but not directly to the drug you are requesting

	PERSONAL INTERESTS

Payments/fees/resources etc that you have received personally from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	NON-PERSONAL INTERESTS
Payments/fees/resources etc that your department has received from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	DETAILS OF INTERESTS:

Give details of your interests in this section:
	     


CONSULTANT CONFIRMATION:

Rather than require a handwritten signature which requires the form to be printed, the ticking of the following confirmation will be regarded as a signature, allowing the IPTR to be submitted via email.

	By ticking this box I confirm that I am the consultant named in section 2:   
	 FORMCHECKBOX 

	Date:
	     


section 7: supporting statement from specialty team lead (where appropriate)
Completion of this section of the form is desirable, but not essential.  The applicability of this section may not be relevant to all IPTRs.

	Name and position:
	     


	Statement:
	     


INTERESTS IN THE PHARMACEUTICAL COMPANY MANUFACTURING THE MEDICINE REQUESTED:

In accordance with the NHS GGC Code of Conduct, you are required to declare all previous personal-specific interests and any other current interests (within the last 12 months) you have in the pharmaceutical company who market the medicine you are requesting on this form. 
	If you have no interests to declare, tick here:
	 FORMCHECKBOX 



Otherwise, tick one of the four boxes below that best describes the type of interest(s) (e.g. personal, specific) and give brief detail on the nature of this in the box below.  
	
	SPECIFIC INTERESTS

These are interests relate directly to the medicine you are requesting
	NON-SPECIFIC INTERESTS

These are interests that relate to the company, but not directly to the drug you are requesting

	PERSONAL INTERESTS

Payments/fees/resources etc that you have received personally from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	NON-PERSONAL INTERESTS
Payments/fees/resources etc that your department has received from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	DETAILS OF INTERESTS:

Give details of your interests in this section:
	     


	By ticking this box I confirm that I am person named above:   
	 FORMCHECKBOX 

	Date:
	     


section 8: pharmacy comment
This section is recommended to be completed by the local pharmacist where the treatment is to be delivered.  Primarily, it should be used to provide any relevant information relating to drug availability or potential service delivery issues associated with this request.  The pharmacist should ensure that the correct form and category have been selected.
This statement is not intended for the pharmacist to detail their views on the IPTR.
	Name and position:
	     


	Statement:
	     


INTERESTS IN THE PHARMACEUTICAL COMPANY MANUFACTURING THE MEDICINE REQUESTED:

In accordance with the local code of practice, you are required to declare all previous personal-specific interests and any other current interests (within the last 12 months) you have in the pharmaceutical company who market the medicine you are requesting on this form.   
	If you have no interests to declare, tick here:
	 FORMCHECKBOX 



Otherwise, tick one of the four boxes below that best describes the type of interest(s) (e.g. personal, specific) and give brief detail on the nature of this in the box below.  
	
	SPECIFIC INTERESTS

These are interests relate directly to the medicine you are requesting
	NON-SPECIFIC INTERESTS

These are interests that relate to the company, but not directly to the drug you are requesting

	PERSONAL INTERESTS

Payments/fees/resources etc that you have received personally from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	NON-PERSONAL INTERESTS
Payments/fees/resources etc that your department has received from the company
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	DETAILS OF INTERESTS:

Give details of your interests in this section:
	     


	By ticking this box I confirm that I am person named above:   
	 FORMCHECKBOX 

	Date:
	     


	IPTR Decision Record 
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 PLEASE NOTE: THIS POINT FORWARD TO BE COMPLETED BY THE IPTR PANEL ONLY

Section A:
IPTR Details

	Patient’s home NHS Board:
	 FORMDROPDOWN 


	
	

	If other health board, does the treatment cost meet the £25,000 threshold that would require panel representation from the home board?
	Yes:
No:
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	

	Date IPTR Received:
	     
	Date of IPTR Panel Decision:
	     


Section B:
IPTR panel & declaration of interests
INTERESTS IN THE PHARMACEUTICAL COMPANY MANUFACTURING THE MEDICINE REQUESTED:

In accordance with the NHS GGC Code of Conduct, each panel member is required to declare all previous personal-specific interests and any other current interests (within the last 12 months) they have in the pharmaceutical company who market the medicine you are requesting on this form.   
	Associate Medical Director (Chair):

(or nominated deputy)
	     
	No interests:

Interests declared (detail below):
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	

	Lead Clinical Pharmacist:
	     
	No interests:

Interests declared (detail below):
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	

	Service Manager:

(or nominated deputy)
	     
	No interests:

Interests declared (detail below):
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	

	Other relevant Clinical Adviser:
	     
	No interests:

Interests declared (detail below):
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	

	If non-NHSGGC patient, name and position of home board representation (if required):
	     
	No interests:

Interests declared (detail below):
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	

	Details of any declared interests noted by panel members:
	     


Section C:
IPTR panel discussion:

	Please describe how was the panel discussion was conducted:
	 FORMDROPDOWN 


	
	

	Main discussion points of panel:
	     


Section D: decision

	IPTR Accepted:
	 FORMCHECKBOX 

	IPTR Rejected:
	 FORMCHECKBOX 



Section E: Terms of acceptance (where applicable)

	Terms and conditions of acceptance:

(e.g. duration of treatment after which efficacy must be reviewed and reported on to the panel)
	     


Section F: reason for rejection (where applicable)

Tick ONE of the following three reasons which best describes the reason the IPTR was rejected, then in all cases provide further details in the space provided.
	The patient’s circumstances were not considered to be significantly different from the general population of patients covered by the medicines licence/population from clinical trials appraised by SMC/NHS HIS 
(Please document in detail below)
	 FORMCHECKBOX 


	
	

	The patient’s circumstances were considered to be significantly different, but it was felt this was unlikely to result in a significant benefit gain from this medicine over what would be normally expected

 (please document in detail below)
	 FORMCHECKBOX 


	
	

	Incomplete form and/or insufficient detail to make an appropriate decision:

(please document in detail below)
	 FORMCHECKBOX 



	Further details regarding the rejection of the IPTR
	     


Section G: iptr panel chair CONFIRMATION
Associate Medical Director (or nominated deputy) confirmation on behalf of IPTR panel:
Rather than require a handwritten signature which requires the form to be printed, the ticking of the following confirmation will be regarded as a electronic signature.

	By ticking this box I confirm that I am the IPTR Panel Chair as detailed in section B:   
	 FORMCHECKBOX 

	Date:
	     


WHAT TO DO WITH COMPLETED FORM FOLLOWING DECISION:
1. Inform the requesting consultant of the decision by returning the completed form as soon as possible
2. The IPTR panel should ensure that a copy of the completed IPTR and decision is sent or emailed to the Formulary Team (ggcprescribing@ggc.scot.nhs.uk) or in the case of Specialist Oncology, passed on to Pharmacy.
3. The IPTR Panel Chair should retain a copy for audit purposes
4. The patient’s consultant should file a copy of the IPTR and decision in the patient’s case notes

5. If the patient is from a board other than NHS GGC,  inform the home board of the decision (if they have not actively been involved) and provide a copy of the completed documentation.
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