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               Spasticity Management Clinic Referral Form
	1. Patient details                                                                
	Office Use Only (SMC Team Triage)

	Patient name:
NHS number / hosp number:
Date of birth:
	Urgent (within 4 weeks of referral)/ not-urgent (within 8 weeks of referral) / not appropriate

	
	Own transport / hospital transport
If hospital transport do not book appointment before 10:00

	
	Has carers? yes / no 

If yes do not book appointment before 10:00

	Address:
Postcode:
	Previous botox? Insert date of most recent botox:
	Do not book appointment until 3 months after most recent botox ( insert earliest possible date:        


	Contact telephone number:          

Mobile number:
	On warfarin? Yes / No   

	
	Physio needs to attend? yes / no   (insert name)                 SMC Physio                                                                        Stroke physio                                                                  CST or other physio                                                                        If yes - please inform physio of date and time of appointment

	2. Urgency?
	

	Is referral urgent?     Yes  /  No   (circle / or delete)
· Deteriorating range of movement

· Deteriorating function

· Uncontrolled severe pain

· Difficulty with positioning or seating with risk of skin breakdown

· Increasing difficulty using splints eg resting splint, ankle foot orthosis

· Other (give detail):
	

	
	Needs orthotics review? yes / no  - If yes please e-mail orthotics@nuh.nhs.uk with appointment date and time

	
	Needs interpreter –                                                                 (state which language)    
* Inform central appointments & * check on Medway that interpreter has been booked           

	
	Consent:

Patient able to consent? Yes / No

If NO – who is attending to contribute to best interests decision?
…………………………………………………………………

* Ensure this is checked 2 days before appointment

	3. Date referral completed:
	
	Date triage completed:

Triage completed by:


	4. Background clinical data of patient 

	Current diagnosis & date:



	Past medical history:



	Medications: (please attach list if able)



	5. Previous botulinum toxin?

	Has patient had botulinum toxin injections before?          Yes  /  No     
If yes please state date of most recent injection, toxin type, total dose & which muscles: 

Date:

Toxin type: Botox® / Dysport® / Xeomin® / Myobloc® / Other?....……. (please circle)
Total dose:

Muscles injected:



	6. Provoking factors?

	Does patient have provoking factors for spasticity? (please circle/ delete/ comment) 

· pain – where?
· constipation 

· urinary tract infection 

· other infection  - where?
· pressure sore – where?
· poor postural management 

· other:

What is the plan to manage these provoking factors?



	7. Current therapy 

	Current therapy input: ( eg physiotherapy, occupational therapy or other therapies; please list any other relevant clinics involved eg pain clinic)
Expected duration of current therapy input:



	Splints:   Yes / No - arm / leg (circle / delete)    Details……………………………………………………………………………………………………………
Is review of splints needed? ……………………………………………………………………………….

	Orthotic review needed?         Yes / No    Details………………………………………………………….

	Wheelchair: Yes / No - standard / specialist?    Details ………………………………………………..                                                                                                  

Any issues with wheelchair?

	Are any other health care professionals involved  in patients care? 

Please insert name, job title and contact details:




	8. Reason for referral / goals 

	Has patient consented to referral? …. yes / no / referred in best interests

	Location of spasticity: (where is spasticity? – arms / legs / trunk / bilateral / unilateral)


	Treatment Goals: 

Overall goal of referral: describe:

Which domain? – please tick below:
Domain 1 – Symptoms and management: 

· Reduce pain or discomfort

· Reduce involuntary movements such as muscle spasms

· Prevention of contracture / maintain passive range of movement
Domain 2 - Activity

· Improve ease of passive care eg care for affected limb, washing, dressing

· Improve active function eg use of affected limb in functional task

· Improve mobility 

Other

· Improve cosmesis

· Facilitate other therapies such as physiotherapy

· Other:




	9. Other information to help prepare for clinic appointment

	Can patient consent eg for botulinum toxin injection? Yes / No
If no - who will attend with the patient to provide information to support a best interests’ decision on behalf of the patient? 

Name………………………………………………………………………………………………

Relationship to patient………………………………………………………………………….
Transfers: (please usual circle method of transfer / or delete as appropriate)
 Walking / Step-round transfer / Rotunda / Standing hoist / Full hoist / other:……………………………
Does patient have carers to assist during day?  Yes / No
Skin condition

Does patient have vulnerable skin?          Yes / No

Braden score (if known):

Does patient use wheelchair cushion?     Yes / No                                                      

Air mattress?                                             Yes / No                                                      
Warfarin?                                      Yes / No         
Other anticoagulant therapy?    Yes / No         
Diabetic?                                      Yes / No
Normal diet & fluids?                  Yes / No  

Continent?                                   Yes / No        

Urinary catheter?                        Yes / No        

Fearful of injections?                 Yes / No

	Communication & Cognition
Are there expressive or receptive language difficulties?       Yes  /  No
Does patient have cognitive difficulties?        Yes  /  No       ………………………………………     
What strategies help? .....................................................................................................................

Does patient need an interpreter?   Yes  /  No    Which language………………………………… 


	10. Referrer details

	Name of referrer:

Job title:

Service Name / Address:

	Contact telephone number:

	Contact e-mail address:

	Do you want to attend Spasticity Management Clinic (SMC) appointment?      Yes / No

	Do you think the SMC physio needs to review patient at initial assessment?    Yes / No


	11. GP details

	GP Name: 
Address:

Postcode:
Contact telephone number:

	Is GP aware of referral & happy for us to proceed with assessment?        Yes / No  (circle/delete)


	12. Transport – * must be arranged by patient / carer * 

	Will patient be travelling to appointment by hospital transport? Yes / No
Mode of transport – wheelchair / stretcher (please circle)
Will patient be accompanied?   Yes / No 

If yes, will this be:   Family member?        Care staff           
   Other:……………………………………………


	Where do I send completed referral form?

	Thank you for completing this form. This will help us to plan for your patient’s appointment.
Referral Method: please select ONE of the following options:

· e-mail completed referral to Alifya Bhaijee at alifya.bhaijee@nhs.net and Zaida Zaman at z.zaman@nhs.net
  OR…

· Alternatively send hard copy by post to Alifya Bhaijee, Support Secretary / Zaida Zaman, Medical secretary, Linden Lodge Neuro-Rehabilitation Unit, City Campus, Nottingham University Hospitals NHS Trust, Hucknall Road, Nottingham, NG5 1PB



	Contact details for Spasticity Management Clinic Team
* * Please contact the secretaries in the first instance:

	Secretaries

Alifya Bhaijee, Spasticity Management Clinic secretary, alifya.bhaijee@nhs.net
Tel no: 0115 6961169 ext 71967
Zaida Zaman, Medical secretary, z.zaman@nhs.net 0115 6961169 ext 59003 (Mon – Fri 8.30 – 4.30).  

	Rehabilitation Medicine Consultants:

Dr Mary Antoun                                

Dr Piera Santullo   

Dr Salwa Ahmed (locum)    
Please contact Zaida Zaman if you wish to speak to one of the consultants.

	Physiotherapy:
Clare Donnellan 

clare.donnellan1@nhs.net 

clare.donnellan@nuh.nhs.uk
0115 6961169 ext 77628 / 76077 (Mon –Fri 8-4) 
	Occupational Therapy:
Charlotte Geeson charlotte.geeson@nhs.net
charlotte.geeson@nuh.nhs.uk
0115 9691169 ext 59880 (Tues, Wed, Thurs 8-4)
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