[image: image10.png]DCCR

Dublin Centre for
Clinical Research




DCCR Clinical Research Application Form

DCCR Clinical Research Proposal Form
(Type Title Here)
Instructions
All investigators requesting access to and support from the DCCR Clinical Research Network are required to complete this application form for review by the DCCR Management Team. 

Principal Investigator Responsibilities

The Principal investigator is responsible for working work closely with the staff of the DCCR, especially the Lead Research Nurse (LRN) assigned to the study, to ensure that the research protocol evolves into a functional research study.  Applicants are recommended to review the DCCR’s policy on Network Study Management before completing this application to gain a better understanding of how the DCCR Clinical Research Network operates.
PIs are advised to allow sufficient time for a research proposal to develop into an operational clinical research study. This time is required to train nursing, lab and other staff on the unique requirements of the study and to allow for the approval of the study by relevant hospital Research Ethics Committees.
If you have never submitted an application to the DCCR or please contact the following for assistance or informal advice about the best way of presenting your research proposal in the form:
· DCCR Network


Jeremy Towns (Jeremy.Towns@Molecular MedicineIreland.ie)

· UCD CRC(SVUH):


Mary McGrath (m.mcgrath@ucd.ie)
· UCD CRC (MMUH)


AnneMarie Mulligan (amulligan@mater.ie) 
· St. James’s Hospital/AMNCH: 
Valerie Trimble (vtrimble@stjames.ie
· RCSI CRC/Beaumont/JCM: 

Ailbhe Cullen (acullen@rcsi.ie)

Please complete the form and e-mail to Jeremy.Towns@MolecularMedicineIreland.ie.  The Management Team meets approximately every six weeks and will review your request at the meeting that follows your submission.
DCCR Study Proposal Form

	Study  Title:
	

	
	

	
	

	Principal Investigator:
	

	Other Collaborators:
	

	DCCR Disease Group(s):
	


Study to be active at:
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 UCD (Mater and SVH)
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 SJH & AMNCH
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 RCSI Beaumont 
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 JCM              
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 Other Sites:_______________
Proposed Lead Centre for this Study? _________ _________________________

Has a Lead Research Nurse been identified for this study? 

Yes, provided by PI
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Yes, provided by DCCR
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No, Being requested from DCCR
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No, To be provided by DCCR 
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Proposed Start Date:
________

Proposed Finish Date: _____________
1. Please briefly describe the proposed clinical research study (Please identify the research question you seek to answer, sample size required and feasibility of the study (250 Words))
	1. 


2. Please identify the types of DCCR resources you are requesting for this study:
Assistance with development of study protocol  
(
Assistance with submission of REC application
(
Assistance with development of study database/registry
(
Development of case report form (CRF/eCRF)
(
Research nursing support for:

Consenting patients
(
Collecting clinical information from patients
(
Collecting samples from patients (e.g. blood samples)
(
Entering data into a research database
(
Processing samples for biobanking
(
Other ? ___________________________________________________ 
(
Please estimate the average FTEs required from the DCCR to support the activities identified above for the duration of the study?    ___ FTEs    
Please provide any further information about resources requested to achieve the objectives of your proposed study.
	


3. Has the proposed Study been approved by any Hospital Research Ethics Committee?
	Ethics Committee Name: _Mater Hospital REC______________________
Approval granted [ ]    
Decision pending [ ]    
Not applicable [ ]
	
	
	
	
	

	


4. Has the proposed Study been subjected to an independent scientific review?

No?    Yes?  

If Yes, please provide details. 

5. Please indicate any sources of Grant Support for this Study:

Type of Support: 
Public Agency [  ]     Industry [  ]
Other [  ] 
None [X]

Name of Funding Agency _________________________________________________ 

Grant Title: _____________________________________________________________
Grant PI _______________________________________________________________

Amount:________________________________________________________________

Duration:________________________________________________________________

6. Please explain how your grant funding can be used to contribute to DCCR costs?  What types of clinical research costs are eligible for funding from your grant? 
7. Please provide any further information you think might assist the DCCR Network Management Team with their decision:
	


8. Declaration

	Application Submitted by:

_____________________

______________________

____________
Applicant



Signature



Date

Application is supported by DCCR Disease Group:

_____________________

______________________

____________
Disease Group Chair


Signature



Date




Please leave blank for DCCR Network Management Team Comments
	DCCR Management Team Decision
Date of Review: | DD | MM | YY |
Reviewers’ Checklist:



□ Scientific Rationale based on up-to-date literature review?



Yes/No
□ Potential to be Clinically important and/or marked impact on Public Health

Yes/No

. 
□ Justified design:




 
a. Study/Trial design 






Yes/No


b. Adequate sample size






Yes/No
 


c. Hard outcome measures (e.g. relevant to patients)



Yes/No


d. Has study proposal been peer reviewed




Yes/No

□ Reasonable indications of feasibility





Yes/No

□ Potential funding for this or subsequent study




Yes/No
□ Realistic assessment of DCCR resources required




Yes/No
Specific Questions Raised by DCCR Management Team:


	Deemed eligible for DCCR Support:





Yes/No
Specific conditions (if applicable):
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