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Appendix 1a NEW DH MONITORING FORM – to be added (currently being printed)
Appendix 1b DH clinic record form  (to be added)
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Appendix 2 Health Questionnaire

To be completed by patient for the 1st Stop Smoking Appointment

	Name (Print):










      Date of Birth:

            /
  /

	Address:

                                                                                      Tel mobile:
Postcode                                                                      Tel landline:

	GP 

Address

Postcode

	ABOUT YOUR HEALTH

(Information provided is CONFIDENTIAL)

	1. How would you describe your health over the past year?

 Excellent


          Good
       

 OK


       Poor



       Very poor

	2.  Do you think that smoking has affected your health?




 Yes 
       No

	3.  Has a health professional advised you to quit smoking? 
       Yes

 No

	4.  Are you pregnant?
   Yes     No       or breast-feeding?      Yes 
  No   


	5. Have you ever suffered from any of these health problems? (Please tick all that apply)

	 Heart disease

 Cancer

 Stroke

 Bronchitis/emphysema 

 Asthma

 Stomach or duodenal ulcer

 Epilepsy, seizures or fits

 Head injury
	 Diabetes

 Kidney disease

 Depression or Manic-depressive disorder

 Alcoholism

 Liver disease

 Eating disorder (anorexia, bulimia)

 Brain tumour

 Skin allergies

	6. Please state any medication you have taken in the last 4 weeks:

7. Do you take Theophylline or Aminophylline*

              YES 

NO 1 (please tick one)

* Also known as: Nuelin SA, Slo-Phyllin, Uniphyllin Continus, Phyllocontin Continus, Franol (this list may not be comprehensive)

	8. Data Protection Act: I understand all information on this form is confidential and will only be shared within the NHS for evaluation and follow up purposes 

 Signature: ………………………………………………..


Appendix 3

	Letter of Recommendation to Supply 

Nicotine Replacement Therapy (NRT)


    Dear Pharmacist,

    I have discussed NRT treatment with this patient at our clinic today

Patient’s Name……………………………………………………………………………………………………

             Address……………………………….…………………………………………………………………………

             Postcode…………………………………………………………………………………………………………

Patients D.O.B. ……………………………………………………………………………………………………

     I should be grateful if you would consider supplying the following NRT product:

Product code
      Pack size      Total quantity req’d


                                                                                            Patient will be subject to a payment of one prescription                                

                                                                                             charge per item of NRT unless they are exempt

                                                                                      (proof to be shown to pharmacist)

PLEASE NOTE: The PCTs recommend the products shown in bold below.  Other items should only be issued in exceptional circumstances for clinical reasons.  If other items are issued please state reasons here …………………………………………………………………………………………………………………………..
Stop Smoking Adviser Name (Print)……………………………….....     Signature……………………

Location of Service Attended………………………….. ……………...     Date…………………………

	NRT Products
          Product Code  Pack Size

Nicotine Patch 15mg/16 hours
01                 7 patches

Nicotine Patch 10mg/16 hours
02                 7 patches

Nicotine Patch 5mg/16 hours
03                 7 patches

Nicotine Patch 21mg/24 hours
04                 7,14 or 21 patches

Nicotine Patch 14mg/24 hours
05                 7 patches

Nicotine Patch 7mg/24 hours

06                 7 patches

Nicotine Gum 4mg


07                 15,30,105 or 12,24,96 pieces

Nicotine Gum 2mg


08                 15,30,105 or 12,24,96 pieces

Nicotine Nasal Spray


09                 1 OP (200 spray unit)
Nicotine Sublingual Tablet

10                 dispenser & 30 tabs or refill (105 tabs)

Nicotine Lozenge 1mg

11                 12,36,96 lozenges 

Nicotine Lozenge 2mg

12                 12,36,96   or  36,72 lozenges

Nicotine Lozenge 4mg

13                 36,72 lozenges

Nicotine Inhalator                               14                 Inhalator & 6 cartridges or refill (42 cartridges)

	For Pharmacy use only

	Dispensed by/Pharmacy Stamp

Date
	NRT Supplied                      
NRT Not Supplied               

Reason………………………………

………………………………………..


Appendix 4

	Guidance for the use and supply of NRT with

Letters of Recommendation 


Introduction

The Letter of Recommendation scheme allows the pharmacist and pharmacy staff to supply NRT on the NHS to patients following a consultation with a Smoking Cessation Advisor and recommendation of NRT treatment. Only patients registered with a GP surgery in West Hertfordshire or East & North Hertfordshire PCTs are eligible for this service.

This service specification will be reviewed annually.

Procedure 

· Only Smoking Cessation Advisors who are registered with the Hertfordshire Stop Smoking Services can issue a Letter of Recommendation (see Appendix 3) to supply NRT. 
· The smoking cessation adviser will ensure that NRT is not contra-indicated.  After ensuring the client is eligible to receive NRT, the smoking cessation adviser will provide them with a Letter of Recommendation.  The adviser will also remind clients that they should take evidence of their prescription payment exemption to the pharmacy if applicable.  (If they are unable to produce the evidence they will still receive the NRT free of charge but their eligibility will be checked later).  

· Only 2 weeks of NRT to be supplied per Letter.

· A maximum of 8 weeks NRT in total can be supplied.

· If the client has already had an unsuccessful attempt using NRT within the past six months, then they will have to wait a further 6 months before they are eligible to receive any further NRT supply under this West Hertfordshire PCT and East & North Hertfordshire PCT Scheme.

· The Letter of Recommendation can be accepted by any pharmacy in Hertfordshire, participating in the LES scheme or the NRT service specification.

1. Role of the Smoking Cessation Adviser

· The smoking cessation adviser will complete details about the client and the recommended NRT on the Letter of Recommendation.
· The adviser should inform the client that they will need to use the Letter of Recommendation within 7 days, and that they must collect the NRT medication in person (except in exceptional circumstances).  The Letter is valid for a total of 7 days from the date it was issued.  In exceptional circumstances the adviser may post date the letter but the pharmacy will not be able to supply any NRT to the client until the date shown on the letter.
· The adviser will record details of recommendation in the client’s clinic notes.

· The adviser will arrange for further contact with the client and make a date for the next appointment and follow up according to the Smoking Cessation LES protocol.

· The use of a combination of NRT products is not funded by the NHS in Hertfordshire. Patients requesting more than one type of product will be required to fund any additional product(s).

· Patients are required to pay one prescription charge for the therapy stated within the Letter of Recommendation unless they are exempt from prescription charges.  

· Following changes in the licensing and the legal category of NRT products, the Letter of Recommendation may be also used to supply NRT to:

· patients aged 12 years and over provided that the Fraser principles have been adhered to (see appendix 7) 

· pregnant or breastfeeding women once the smoking cessation adviser has undertaken appropriate counselling with regard to the risk/benefits of treatment.

· Patients with contra-indications to NRT will be referred to their GP and will not be offered a Letter of Recommendation.

· Further information on NRT is at the end of this appendix 

2. Role of the Pharmacist/Pharmacy Staff* 

(*Pharmacists should ensure that staff are appropriately trained in house and are competent to carry out this role.)

· Ensure that the Letter has been presented within seven days of issue and that it has been completed satisfactorily.  The Letter is valid for a total of 7 days from the date it was issued.

· Ask the client to fill in a patient declaration of exemption for prescription charges form (appendix 5) and to tick the box that indicates their category of entitlement to free prescriptions. Check the evidence of entitlement and complete the box to show whether this has been seen.  If the client pays a prescription charge take this money and complete the box in section two to indicate it has been paid.

· A prescription charge will be charged for each NRT product (usually two week supply of NRT).

· Stamp and date the Letter of Recommendation once the NRT has been supplied.

· Check that the patient has not received more than 8 weeks in total of NRT supply.

· Pharmacists are required to keep the Letter of Recommendation which can be made available to the PCT at a later date for audit purposes if necessary.

· The pharmacist will be reimbursed the cost price of the NRT product + VAT. Reimbursement will be dependent on the submission of a fully completed invoice Any prescription charges taken by the pharmacist will be deducted from the total amount paid.

· The pharmacist will be paid a dispensing fee of £1.00 for each supply as stated on the Letter of Recommendation.

3. Role of the Pharmacy in claiming payment

· The pharmacist is required to complete the PCT specific invoice (see Appendix 6) on a quarterly basis. Invoices must include an invoice number and all sections must be fully completed including payee details and the pharmacy’s F code. 

Payment methods and details e.g. BACs must be completed every time an invoice is sent to the Financial Service Agency.
       All calculations to be accurately undertaken otherwise the form will be returned         and a credit note completed and returned to FSA before any payment can be made.

· The total number of packs supplied of each type of product must be recorded on the invoice together with the current drug tariff price. The amount of reimbursement claimed for each product type should then be calculated and included on the invoice together with the current rate of VAT (Electronic invoices are available for automatic reckoning on request from Herts Stop Smoking Service Tel 01923 281688).

· The number of dispensing fees and the number of prescription levies collected should also be included on the invoice and included in final reimbursement calculations.

· Patient details must not be submitted to the PCT - only invoices. 

Invoices should be sent to:
Financial Services Agency
Charter House

Parkway

Welwyn Garden City

AL8 6 JL
· Invoices should be submitted within two weeks of the end of each financial quarter i.e. end of June, September, December and March.

· Incomplete or illegible invoices will be returned without payment to be corrected and resubmitted.  Credit notes must be submitted to FSA

· Pharmacies are advised to retain a copy of their invoices for their own records.

Appendix 5
	Patient Declaration of Exemption for Prescription Charges


· To be completed by all patients receiving NRT products through the Letter of Recommendation and/or Local Enhanced Service. 

· Patients (or their representatives) who do not pay prescription charges must complete parts 1 and 3. Those who do have to pay a charge of £6.40 must complete parts 2 and 3.

	NOTE: You will be asked to show proof that you do not pay prescription charges. If you do not have proof, you will still get your NRT free of charge but checks will be made later to confirm your eligibility. Penalty charges may be applied if you make a wrongful claim for free NRT.
	Proof of exemption seen?

       Yes/No


	Name:
	DOB:


  Part 1  
The patient doesn’t have to pay because he/she

	A
	
	
	Is under 16 years of age

	B
	
	
	Is 18 and in full time education

	C
	
	
	Is 60 years of age or over

	E
	
	
	Has a medical exemption certificate

	F
	
	
	Has a prescription prepayment certificate

	G
	
	
	Has a War Pension exemption certificate

	L
	
	
	Is named on a current HC2 charges certificate

	H
	
	
	*Gets Income Support (IS)

	K
	
	
	*Gets income based Jobseeker’s Allowance (JSA ((IB))

	M
	
	
	*Is entitled to, or named on, a valid NHS Tax Credit Exemption Certificate

	S
	
	
	*Has a partner who gets Pension Credit guarantee credit (PCGC)


*Print the NI number of the person who gets IS, JSA (IB), PCGC or Tax Credit

	NI Number:


	Declaration           For patients who do not have to pay
	I declare that the information I have given on this form is correct and complete. I consent to disclosure of relevant information from this form to NHS authorities to enable the checks to prevent and detect fraud.


  Part 2  
I have paid                                    Now sign and complete Part 3 & 4

  Part 3  
I am the patient
□
The patient’s representative
□        
  Part 4  
Please sign and fill in below

Signature:
---------------------------------------------------------Date -------------------------------------

Name (Print):
----------------------------------------------------------------------------------------------------
Address:
-----------------------------------------------------------------    Postcode ---------------------
Appendix  7

Guidance for Delivering Smoking Cessation to Patients Aged 12 to 16 Years 

1. Confidentiality and Competence

Explain to the patient that this is a confidential service.

	Confidentiality

	This section must be completed for all patients under 16 years of age or where competence is uncertain.

In all cases the safety and welfare of the young person is of primary importance and information shared will usually remain confidential. There can be occasions when confidentiality may be broken. Wherever possible information will not be shared without seeking the consent of the young person unless:

· There is good reason to believe that exploitation/child protection issues are involved.

· That the young person or others are at risk of harm or being in danger.

· Where the young person needs urgent medical treatment

· To report a potential and/or serious crime that conflicts with the young persons best interests.




2. Competence:  Fraser Guidance

Please circle Y/N

	1) Does the young person understand the advice given?
	Y/N

	2)  Has the patient been encouraged to involve their parents/carers?
	Y/N

	3) Is the young person likely to continue to use tobacco without  support/treatment?
	Y/N

	4) Has the possible effect on the physical or mental health of the patient, if support/treatment were withheld, been considered?
	Y/N

	5) Is it in the young person’s best interests to give support/treatment?
	Y/N


	All the above areas must be fully discussed during the consultation.  


3. Confirmation:

I have explained the support/treatment to the patient. In particular:

· The benefits stopping tobacco use 

· The possible risks and side-effects of taking nicotine replacement therapy

· Patient confidentiality 

· Patient must be at least 12 years old to access this service 

Provider’s Signature:………….  Print Name……………. Date………………

Patient’s Signature:…………...... Print Name………………Date………….. …

Patient’s  Date of Birth:...........................................................Patient Age:……….

Appendix 8
Summary of Quality Standards
Total potential contact time with the patient being a minimum of one and a half hours of patient (from pre-quit preparation and during the 4 weeks post quit) contact over a period of four to six weeks

The provider will ensure that staff involved in the provision of the service have appropriate levels of knowledge and those staff must have undertaken Hertfordshire NHS Stop Smoking Service intermediate training or hold a valid  certificate from another NHS  Service or it’s training provider. 

Trained staff are required to attend at least one annual PCT smoking cessation update  

The provider has appropriate PCT/NHS Stop Smoking Service promotional material available for patients and displayed on site

The provider has a duty to ensure that  patients and staff are  aware of and act in accordance with local  PCT protocols and NICE guidance

The provider must have a CO monitor in good working condition 

CO validation at 4 weeks from patient’s quit date must be attempted in at least 85% of cases

A suitable consultation room/area is provided at all times as outlined in section 3.3 of the LES
All paperwork is completed in line with PCT and DH Service and Monitoring Guidance Oct 2007/08 and submitted to the PCT within the deadlines stated
Adequate patient records should be maintained (to include all client contacts, medications used and smoking status)
Relevant records must be kept for a minimum of 2 years (to allow for possible audit)
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