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Referral to the Adult Speech and Swallowing Team
This service uses an algorithm to help triage referrals, which means not all referrals will be reviewed by a clinician. To ensure your referral is processed smoothly, please check the service’s inclusion and exclusion criteria carefully and make sure all sections are fully completed. Missing information may lead to delays in care or rejection of referral, so your attention to detail is really appreciated. For more information, please visit https://leedscommunityhealthcare.nhs.uk/our-services-a-z/adults-speech-and-language-therapy-2/
Inclusion Criteria
The service is for people aged 18 or over with a GP who is registered in Leeds. It accepts referrals for people with neurological, respiratory, frailty and end-of-life conditions that directly impact swallowing and or speech and language.
Please be aware that reflux (or GORD) is very common and easily confused with dysphagia. If a person is experiencing reflux symptoms (see reflux symptom index) this should be considered. If relevant, reflux needs to be effectively managed or ruled out by the GP before a speech therapy assessment can be reliable.
Exclusion Criteria
The service does have some specific exclusion criteria. Please do not refer, if any of these apply. For more information on appropriate services, please visit our website.
· Condition exclusions: Motor Neurone Disease (MND) and under the Leeds MND team, Learning Disability which would make it difficult for them to benefit from our non-specialist service, head and neck cancer, mental health condition or neurodiversity with no physical health difficulties or neurological symptoms relevant to dysphagia/communication. 

· Swallowing condition exclusions: Reflux (hoarseness, sore throat, difficulty swallowing), difficulty only when swallowing tablets, loss of appetite with no swallowing difficulties identified, known crico-pharyngeal dysfunction/ pharyngeal pouch.

· Communication condition exclusions: voice problem (and not related to Parkinson’s), stammering or dysfluency.
Referrer Details
	My name is…
	

	Job title and organisation
	

	It is best to contact me by…
	


Consent
☐ The person has given their informed consent to this referral
☐ The person lacks capacity to give their informed consent. This referral has been made in their best interests. Please state who has been consulted when making this referral in the person’s best interests: Click or tap here to enter text.
☐ Does the person consent to their speech and language therapy service electronic patient record being seen by other health services who are providing care to them (sharing out).
☐ Does the person consent to their speech and language therapy service seeing the electronic records held by other health services providing care to them (sharing in).

Patient Details
To avoid duplication: if you are a SystmOne user and the requested patient details in your records are up-to-date and record sharing is in place (as seen on clinical tree), complete asterisk sections only.
	Forename (s)*
	

	Surname*
	

	NHS Number*
	

	Date of Birth*
	

	Address:
	

	Contact number:
	

	Name of main contact if not the patient
	

	Communication Requirements (inc if not able to answer the phone)
	

	Reasonable Adjustments
	

	Language spoken
	

	
Interpreter required?
	☐ Yes
☐ No

	
Are there lone worker risks?
	☐ Yes (give detail)
☐ No




Place of care 
The service will assume the individual can attend a clinic. For care home residents we would usually see the patient in their care home. If alternative arrangements are required, please state the reason and request below.
	



Relevant diagnosis for referral
	Condition Type
	Must specify diagnosis or status

	☐ Neurological 
	

	☐ Respiratory
	

	☐ Frailty (state Rockwood score)
	please choose the score that fits best

	☐ End of Life
	☐ Red: The person in their last days of life
☐ Amber: The person is deteriorating, weeks prognosis



Reason for referral
☐ Swallowing     ☐ Communication   ☐ Both Swallowing and Communication 
Please complete if they have been seen by a speech and language therapist before
	Have they deteriorated or stayed the same?
	

	When and where did they receive care?
	

	Is the person is eating and drinking with acknowledged risks (EDAR).
	



Speech and Language Therapy Need
Swallowing Please only complete this section if you are referring for help with a swallowing problem. What is the reason for this referral, and what outcome is the individual hoping to achieve? (e.g. symptoms, what caused it and the impact is helpful). 
	


	How often is this happening?  ☐ Daily   ☐ Weekly   ☐ A one off incident


Additional swallowing information
Have their swallowing difficulties directly resulted in a significant concern:
	Presentation
	
	Detail e.g. what did they choke on, quantity of weight lost.

	Chest infection/s 2 or more in last 6 months or, 1 in the last 3 months.
	☐ Yes
☐ No
	

	Had a serious choking incident on food (lifesaving backslaps or abdominal thrusts).
	☐ Yes
☐ No
	

	The person is using sputum suctioning or cough assist.
	☐ Yes
☐ No
	



Communication 
Please only complete this section if you are referring for help with a communication problem.
What is the reason for this referral, and what outcome is the individual hoping to achieve? 
	




Supporting information: Communication
Is their communication goal related to: 
	☐ Employment (return to work)
	☐ Caring responsibilities

	☐ Study 
	☐ Living independently

	☐ Parenting
	☐ Managing a safeguarding concern

	☐ A mental capacity assessment related to an imminent decision (Where resources from https://www.easyhealth.org.uk/ are not sufficient) 
	☐ Risk of breakdown of relationship with carer




Please return this completed form by email to lcht.speechandswallowing@nhs.net
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