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[bookmark: _Toc284242776]EFFECTIVE USE OF RESOURCES (EUR)
Appeal Application Form


An appeal can be made if the patient does not meet the criteria in the commissioning position but the consultant/GP believes that there are exceptional clinical circumstances that mean the patient should undergo the required procedure/intervention. The HSC Appeals Panel will consider appeals and ensure that the decision-making processes are fair, equitable and ethical.

The applicant consultant/GP must:

· Provide details as to what extent, if at all, the patient meets the criteria;
· Describe why the consultant/GP considers the patient to be clinically exceptional.

The definition of exceptionality on which appeals will be considered is:

· The patient is significantly different to the general population of patients with the condition in question.
AND
· Is likely to gain significantly more benefit from the intervention than might normally be expected for patients with that condition.

The review panel, comprises SPPG, Public Health Agency (PHA) and HSC Trust representation (none of whom to have any previous involvement in the individual case) to assess the exceptional clinical circumstances presented. Every appeal shall be considered on its own merits, although particular care will be taken to identify and consider any exceptional circumstances that might demand or permit a departure from established policy and practice.

Notes for completing this form

[bookmark: _Hlk224309996]Requesting clinicians are advised to review the Department of Health’s EUR Policy Document. (2023), before submitting an appeal to the review panel.  

How should an EUR appeal form be completed?

Responsibility lies with the requesting clinician to complete all relevant fields in the appeal form and to ensure all information is accurate.

Completed appeal form and associated patient details should be emailed to eur@hscni.net 

Upon receipt of the email, the Appeals Panel will issue an acknowledgment within 5 days and advise of the intended date when the appeal will be considered.

All views recorded in the appeal documentation must be honest and trustworthy and must not be false or misleading in any way:
· reasonable steps must be taken to check the information is correct;
· relevant information must not be omitted intentionally.

In submitting an EUR appeal the requesting clinician is acknowledging that they have completed this form with honesty and integrity, communicated information fully with patients and colleagues, relating factual information, and that the included information is factual, complete and not misleading. 





	Date of Request: 
	

	Specialty: 

	



Please advise on the priority of this funding application:

	Single procedure  
	☐
	One or more follow up procedures  
	☐


	1. Patient Details

	Patient Initials:
	

	H&C Number:
	
	Gender: 
	

	Date of Birth:
	
	Age: 
	

	BMI and Weight: 
(Date recorded)  
	



	2. GP & Practice Details 

	Registered GP and Practice name: 
	

	GP Full Address: 
	


	GP Practice Postcode:
	

	Trust Locality: 
	



	3. Details of applying clinician

	Name of applying clinician:
	

	Name of applying provider or GP practice:
	

	Secure email address:
	

	Date of referral to Secondary Care (if relevant please also attach with submission):
	



	4. Details of procedure requested

	Primary diagnosis related to this request:
	

	Procedure Requested:
(include any alternative terms)
	

	Significant co-morbidities:
	

	How many patients would HSCNI expect to see in one year with this condition? (If known):
	

	Chosen Provider/ Trust:
(If known): 
	

	Anticipated cost (If known): 
	



	[bookmark: _Hlk204259535]5. 

Summary of previous treatment/ intervention(s) this patient has received for the condition

	Dates:
	

	Treatment / Interventions: 
	

	Reason for stopping/ Response achieved:

	

	Reasons for stopping may include (not exclusively):  Course completed, No or poor response, Disease progression, Adverse effects/poorly tolerated.



	6. Evidence of Clinical Effectiveness

	How will you monitor the clinical effectiveness of this intervention/ procedure?
(For example: baseline assessment prior to intervention, functional ability, outcome measures) 
	

	Detail the current status of the patient according to these measures.
(For example: persistent symptoms impacting daily functioning, increased reliance on healthcare services and/or medication) 
	

	What would you consider to be a successful outcome for this patient?
(reduction in symptom severity and frequency, improved physical, cognitive, or psychological functioning, reduction in healthcare utilisation)
	

	What is the minimum time frame/ at which a clinical response can be assessed? (Clinical practice standards) 
	








	
7. Patient Evidence of Exceptionality 

	
Please provide rationales in the relevant boxes below to explain the potential exceptionality in your patient’s circumstances.    Please note if you are applying on the grounds of exceptionality you must complete both boxes (a) and (b) below:

Without full details supporting these statements, your patient will not be considered for funding, and the request will be returned to you for additional information.  This may delay your patient’s care. 

In addition, evidence must be provided to support the rationales given in the boxes below.  This may include but is not limited to: clinic letters and reports.




	I wish my patient to be considered on the grounds of Exceptionality

	(a) The patient is significantly different to the general population of patients with the same or a similar condition because:

	







	(b) The patient is likely to gain significantly more benefit from the intervention than might normally be expected for patients with the same or a similar condition because:
	









	8. Consent

	· I confirm my patient does not meet the policy thresholds but has exceptional clinical circumstances OR there is no current policy in place for this intervention and I request that the patient be considered for funding on the grounds of exceptionality.
· To the best of my knowledge, I have given the most accurate and up to date information regarding this patient’s clinical condition. 
· I confirm that this Effective Use of Resources (EUR) Appeal has been discussed in full with the patient. I have ensured that I have obtained consent from my patient or their legal representative/guardian to share their information with the EUR team in SPPG, as part of the decision-making process for this application.  
· Applicants may be held accountable for the information they submit.

By signing this form, you agree to all the above statements.


	Signature of applying clinician:
	


	Date: 



	9. Trust Support Only 
(Support provided indicates that the Clinical Director has read and understood the request)


	Has the request been supported by appropriate clinical peers?
	Yes ☐      
No   ☐
	Has the required resources /infrastructure been secured by the Trust to facilitate the request?
	Yes ☐      
No   ☐

	Name of provider Clinical Director (or equivalent):

	

	HSCNI email address of Clinical Director:

	

	Signature of Clinical Director:
(may be electronic)
	
	Date of signature:
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