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Change of use of Technology or Clinical Practice (TCP)
This screening tool is designed to inform the Southern Health Technology/Clinical Practice Committee (TCPC) of any changes of use to current technology or clinical practice  and to identify potential risks for the patient, clinician and organisation as a result of the change.  If risks of changing the use of the current TCP are considered high, the TCPC may request further information.
For submission deadlines and meeting dates please see Meeting Dates 2011
	If you need assistance to complete any of the screening questions please contact:  

	Evidence of Effectiveness
Kelly Allen (Centre for Clinical Effectiveness)
Phone:  9594 7579  Email: angela.melder@southernhealth.org.au
	Coding
Susan Peel (Health Information Services)
Phone: 9594 1382  Email: susan.peel@southernhealth.org.au

	Current Bed Utilisation and Financial Impact
Anthony Gust (Clinical Information Management)
Phone: 9594 5155  Email:  anthony.gust@southernhealth.org.au
	Credentialing and Scope of Practice 

Richard Nasra (Medical Workforce Unit)

Phone: 9594 2044 Email: richard.nasra@southernhealth.org.au 

	Application Form

	Title of Technology/Clinical Practice 
	     

	Program
	     
	Department/Unit
	     

	Brief summary of change of use
	     

	 FORMCHECKBOX 
 New indication for current patient group
	 FORMCHECKBOX 
 New patient group
	 FORMCHECKBOX 
 Modification of equipment/technique
	 FORMCHECKBOX 
 New operators/practitioners
	 FORMCHECKBOX 
 Other

	Reason for change of use
	 FORMCHECKBOX 
 Safety
	 FORMCHECKBOX 
 Effectiveness
	 FORMCHECKBOX 
 Cost Effectiveness

	Brief summary of supporting evidence
	     

	Sites TCP is in current use
	 FORMCHECKBOX 
  Clayton
	 FORMCHECKBOX 
  Moorabbin
	 FORMCHECKBOX 
 Dandenong
	 FORMCHECKBOX 
  Casey
	 FORMCHECKBOX 
  Kingston
	 FORMCHECKBOX 
  Other
	     

	Sites where change of use applies
	 FORMCHECKBOX 
  Clayton
	 FORMCHECKBOX 
  Moorabbin
	 FORMCHECKBOX 
 Dandenong
	 FORMCHECKBOX 
  Casey
	 FORMCHECKBOX 
  Kingston
	 FORMCHECKBOX 
  Other
	     

	If change does not apply to all sites please explain why
	     

	NO
	YES
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	1. Are there any conflicts of interest to declare that relate to this change of use? (This includes any benefits received from groups that have a vested interest in the change of use proposed eg paid positions including invited lectures and membership of advisory panels; working parties or other groups for which honoraria or considerations in kind were received; shares and other commercial dealings; financial or other sponsorship of research; significant subsidies, whether partial or complete, for any travel, accommodation or entertainment; gifts of any kind greater than $100 in value.) Please see the Southern Health Conflict of Interest Protocol.

	
	
	
	If Yes, please provide details.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	2. Is there any reason to suspect increased harm to patients with the change of use? (Consider side effects, contraindications and adverse events that might be different with the change of use)

	
	
	
	If Yes, please list reasons for suspected increase in harm to patients.  

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	3. Are there any establishment costs related to the change of use?

	
	
	
	If Yes, please provide details of costs and how cost will be met. Costs to be approved by the relevant Executive Director.
     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	4. Will there be an increase in resource use and/or ongoing costs with the change of use? (Consider staffing and salaries, administration, specialist medical practitioners, nursing, allied health, pharmacy, theatre, intensive care, imaging, pathology, special consumables, dietary supplements, outpatient services, organisational overheads.)

	
	
	
	If Yes, please compare current and future costs with details of the relevant items listed above and how the costs will be met.  If there is an increase in resource use and/or ongoing costs to approval is required by the relevant Executive Director.
     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	5. Will the change of use impact on other clinical disciplines or services? (Consider items in question 4)

	
	
	
	If Yes, please provide details of which clinical disciplines will be affected and how.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	6. Will the change of use require a new code?

	
	
	
	If Yes, please provide the new code.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	7. Will any change to the current department/unit procedures list be required to incorporate the change of use? (ie for credentialing and scope of practice) 

	
	
	
	If Yes, please notify the appropriate Program Director

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	8. Do any staff require additional training and credentialing for the change of use? (Consider if credentialing and competency assurance is required by staff to ensure safe implementation)

	
	
	
	If Yes, please list those persons who will be credentialed and how/where they will be trained.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	9. Will staff be required to change their practice for the change of use? (Consider if staff will be required to change their practice, are there anticipated barriers associated with this, will staff require further education, will the change of use require a dissemination and implementation program?)  

	
	
	
	If Yes, please provide details of your plan for implementation across all relevant sites.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	10. Will any relevant, previously eligible patients not have access to the change of use? (Consider whether the patient group currently accessing the TCP will still have access to it when the change is introduced)

	
	
	
	If Yes, please provide details of which patients will not have access and why.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	11. Are there any ethical issues to be considered with the change of use? 

	
	
	
	If Yes, please describe ethical issues to be considered.  

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	12. Are there any legislative or regulatory requirements related to the change of use? (Consider TGA approval, Australian Standards, Professional body requirements, prescribing legislations, etc.)

	
	
	
	If Yes, please describe legislative and regulatory requirement related to change of use.  

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	13. Does this technology/clinical practice have a radiation source? 

	
	
	
	If Yes, please confirm that it complies with the Southern Health licensing agreement
     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	14. Do the current patient information materials require amendment for the change of use? (Consider if specific risks arising from the proposed change of use have been included and patients explicitly informed.)

	
	
	
	If Yes, please verify that amendments have been made.

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15. Are there any additional risks to patients, staff or the organisation due to this change of use? (Consider injury, damage to reputation, financial and legal implications.)

	
	
	
	If Yes, please describe potential risks to patients, staff or the organisation. 

     

	
	
	16. Additional Comments

	
	
	
	     

	Name of Head of Department/Unit
	     

	Name of appropriate Program Director 
	     

	 FORMCHECKBOX 

	I declare that the Head of Department has received and approved a copy of this completed application 
	Date
	     

	 FORMCHECKBOX 

	I declare that the appropriate Program Director has approved any expenses or additional use of Southern Health resources that arise from the change of use of this TCP (as outlined in this application) 
	Date
	     

	Applicant Name
	     
	Position
	     

	Phone
	     
	Fax
	     
	Email
	     


Please complete both the application (above) and evaluation (below) forms and submit electronically to: 
Dr Anjali Dhulia at Anjali.dhulia@southernhealth.org.au
	Decision

	 FORMCHECKBOX 
  Approved
	 FORMCHECKBOX 
  Approved with conditions (see below)
	 FORMCHECKBOX 
  Not Approved

	Conditions of Approval
· To be completed by TCPC
Approval is granted subject to any conditions outlined above. Implementation of the change should not commence until all conditions are met.

Please forward confirmation that the conditions have been met to Anjali Dhulia at Anjali.dhulia@southernhealth.org.au
 by <insert date>.


	SH Policy
	Quality and Risk Management
	ACHS
	Leadership and Management

	Reviewer
	Director, Centre for Clinical Effectiveness
	Last review date
	December 2008

	Authoriser
	Chair, Technology/Clinical Practice Committee
	Next review date
	August 2010


This hard copy may not be the latest version of this document.

Please see the Southern Health Policy and Protocol intranet site for current policies, protocols and guidelines
	SOUTHERN HEALTH EVALUATION

	Southern Health is piloting this change of use application process. In order to make it as user-friendly as possible we welcome your input. Please provide feedback on any/all of the items below. 

	Content and wording

	What worked well? Why?

     

	What didn’t work well? Why?

     

	Should anything else be included? 

     

	Should anything be excluded?

     

	Format

Please provide relevant feedback regarding the document format, ease of use, etc. 

	What worked well? Why?

     

	What didn’t work well? Why?

     

	How could we improve the format?

     

	Assistance 

If you required assistance from HIS, CIM, MSU or CCE, was it helpful? Please let us know what you think.

	What worked well? Why?

     

	What didn’t work well? Why?

     

	How could we improve it?

     

	Should we develop similar resources to help you in any other aspects of your work? If so, what?

     

	Other comments
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