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DIRECTORY OF SERVICES –  Humber NHS Neurology services
(incorporating previous neurology departments of Hull University Teaching Hospital (HUTH) and North Lincolnshire and Grimsby (NLAG)  Hospitals
This Directory of Service (DOS) is for Humber NHS Neurology services. Administration of this department is based at Hull Royal Infirmary.   This document covers the services that the Neurology department provides how primary care can access secondary care neurological services including the Advice and Guidance service (A&G), outpatient referrals and communications with the neurology departments.
 Advice and Guidance service
· Primary care can access neurological advice using the A&G system.
· This service is for both new patients as well as those already known to the neurology department.

· Advice is usually given daily by the on call Neurology Consultant and will be given within 48 hours.
· Paper requests for advice will be returned to the referrer with a request to resubmit the request using the A&G system. This is because there is a risk that the paper request may not be seen and responded to as promptly as the A&G service
· For very urgent advice, telephone advice may be more appropriate. The on call neurology registrar or consultant should be contacted via the hospital switchboard.
· This service is not for expedite requests if advice is not needed. Expedite requests should instead be sent via email to hyp-tr.arc.expedites@nhs.net 
Outpatient referrals

· All referrals from primary care to secondary care should be sent using the NHS e-Referral Service. Paper referrals will be rejected.

· All referrals will then be triaged by a neurology consultant.

· If it is thought that the referral is  urgent e.g. first seizure, rapidly progressive neurological weakness or cognitive impairment,   referrals need to be marked as URGENT on ERS . The Neurologist  will then do the triage into the appropriate urgent rapid access clinic appointment. Primary care are not able to refer directly to hot or special interest clinics. 

· Accepted referrals will be booked into the most appropriate clinic, whether a general neurology clinic or a speciality clinic, and whether the initial appointment will be via phone, video or face to face. For Face to face clinics, appointments will be made in the most suitable location for the patient, whether in Hull, Grimsby or Scunthorpe, subject to availability and capacity, although an attempt will always be to give patient these  appointments closer to home
· If referrals are rejected, a letter will be generated to the referrer and the patient, explaining the reason for rejection; appropriate clinical advice to manage the patient will be given.

· We accept referrals for patients aged 16 years and over (younger patients should be referred to the paediatric service).

· This referral pathway may not be appropriate in circumstances including:
· Suspected TIAs - for Hull and East Riding residents , please refer to TIA service  on  ERS provided by HUTH Stroke team . For those patients living on the south bank, these patients should be referred to the TIA/Stroke service at Scunthorpe Hospital.
· Acute emergencies (speak to on call neurologist or use A&G or use established pathway e.g. for suspected subarachnoid haemorrhage).
· Back or neck pain without neurological signs.

· Elderly patients with comorbidities and neurodegenerative disease who may be more suitable for referral to Elderly Care e.g an elderly patient with recurrent falls might be better assessed by the local “Fall’s Clinic”; if the patient is elderly and lives in Hull with a Hull GP, these patients may better be referred to the Jean Bishop Integrated Care service if they fulfil the referral criteria.
· Patients with cognitive decline who require secondary referral  are usually best referred to the local memory clinic in the first instance. Only if there  are associated neurological symptoms and signs to suggest a secondary cause of cognitive disorder is a neurological referral appropriate. If a patient has a known neurological disorder eg Parkinsonism and already under the care of a neurologist,, this does not require an additional referral- it will just be dealt with by their usual neurology team.  The memory problem will be managed by their usual neurology team .
· Patients with suspected carpal tunnel syndrome and cubital syndrome can  be directly referred to neurophysiology department   on ERS for Hull and East Riding residents.  Please refer to HUTH Neurophysiology DOS.  
· Patients who have already had neuroimaging demonstrating a newly diagnosed brain tumour or subdural haemorrhage should be referred to the neurosurgeons. If new symptoms develop from a known tumour, then it might still might  be appropriate to neurology e.g. if there is a possibility of  development of lesion related seizures
· Older patients with co-morbidities including cardiac disease, diabetes and hypertension,  presenting with  transient  loss of consciousness with quick recovery suggestive of cardiac syncope or postural hypotension might better be   referred to cardiology if an opinion is needed.
· The following are clinics that can be accessed directly with a specific referral from Primary Care:

· 2 Week Wait clinic for suspected brain tumour. The 2ww proforma should be filled out, but this must be accompanied by a clinical description of the problem. Patients who have already had neuroimaging demonstrating a new brain tumour should be referred to the neurosurgeons.  
· HELPS (Headache education and Learning Program) headache clinic – where diagnosis of migraine /tension type headache is secure and education  is required for patient.  Please refer to headache guidelines below.
· Suspected TIA must be referred to TIA   ERS  - HUTH  stroke team for Hull and East Riding residents and   NLAG Stroke team for South Bank residents
The Humber NHS Neurology department will continue to have consultant led  specialist interest clinics with the support of our 19 clinical nurse specialists across the region. Our special interest clinics  include:

Headache  
Epilepsy and disorders of consciousness

Multiple Sclerosis 
Motor Neurone Disease

Neuromuscular and Peripheral Nerve disorders

Botulinum Toxin 
Parkinsonism and Movement disorders 
Dementia 
However,  primary care cannot refer directly to these clinics.  All referrals must just be sent to the general  Neurology  ERS and the Neurologists will triage appropriately into a general or the appropriate special interest clinic. The Neurologist will also triage whether first contact is urgent, routine, phone, video or face to face clinic.
· Depending on the clinical information in the referral, the neurologist may order some specialist investigations e.g. (Neurophysiology, MRI or CT scan) if appropriate before consultation to speed up the process.

· General neurology referrals are pooled and allocated to various consultants even if the referral is addressed to a particular consultant, to ensure the shortest waiting time. If a specific consultant is needed, please outline the reason for this in the referral, and the request will be considered.
Special Notes
1. Hot clinic appointments can only be arranged by the neurology department doctors. If the primary care practitioner requires  urgent medical opinion , this must be marked as an urgent in the ERS referral and referral  will be triaged  appropriately.
2. If the diagnosis is that of migraine, patients will only be accepted for consideration of appointment if they have had a trial of at least 2 migraine prophylactic medications,  in adequate duration  and dosage, and has completed a migraine diary.  Please refer to headache referral and guidance below .
3. If it is thought that referral is urgent e.g. first seizure, rapidly progressive neurological weakness or cognitive impairment,  referrals need to be marked as URGENT on ERS. The Neurologist  will then do the triage into the appropriate urgent rapid access clinic appointment. Primary care are not able to refer directly to hot or special interest clinics. 

4.  Epilepsy and altered consciousness referrals - If this is patient’s FIRST seizure  and they have never seen a specialist for this problem, this should be specified and patient will be fast tracked to a first seizure slot in hot clinic within 2 weeks.
Other “seizure/epilepsy” referrals will be allocated a routine appointment in an epilepsy clinic in the following situations:
a) Patients with attacks of loss of consciousness with seizure markers ( stereotypical attacks, prolonged post ictal state, tonic clonic jerks, tongue bite)
b) Patients with attacks of loss of awareness or temporal lobe features (eg brief blank attacks with lip smacking, fidgeting or brief attacks of odd taste/smell) 
c) Patients with epilepsy, previously  discharged from our care, who now present with some new issues  e.g. with recurrence of seizures, patients on medications whose seizures are well controlled, patients contemplating pregnancy or patients considering drug withdrawal after period of seizure freedom.
d) If patient is known to have epilepsy, has previously been seen in the epilepsy clinic in the past and a repeat referral is being made this should be specified stating when and with whom patient  last had  contact.
Please note that patients with transient loss of consciousness with quick recovery  and have characteristics /risks suggestive of cardiac syncope might be more appropriately referred to Cardiology instead of Neurology.
5. Please inform patients with attacks of loss of consciousness that they must stop driving pending clarification of the diagnosis. The ultimate decision about eligibility for driving rests with the DVLA. Medical practitioners do not have that responsibility although we must know the regulations , so as to be able  advise the patient how the DVLA is likely to rule.
6.  If patient has been confirmed previously to have Epilepsy , MS or Parkinson’s and referral is for review specifically  with specialist nurses, this should be specified. The advice requested must be about that known diagnosis and not about an unrelated problem in a chronic disease sufferer  e.g. if a patient with known Epilepsy or MS develops back pain or sciatica , this should be a new referral to the Neurology doctors.
General Correspondence to the Neurology department

Should there be general correspondence – not related to appointments, expediting of appointments, new referrals , general advice for patients, there is the option that communication can be by email    hyp-tr.hub3@nhs.net  for Hull and East riding   who will then forward the communication to the relevant member of staff in our department.  Expedite of appointment requests should go to: hyp-tr.arc.expedites@nhs.net 
Out-Patient Referral Guidelines and advice for Headache disorders
If the primary care practitioner is confident of the diagnosis of Migraine  or tension type headaches, and help is required for the education of the patient in management of these disorders, patients can be referred directly on ERS to the HELPS  (Headache Education and Learning Program) service. In these sessions, there is small group teaching given by a specialist nurse about these common headache disorders , including self help and lifestyle strategies that will help the conditions.

Where the diagnosis is uncertain,  more complex and uncertain , the referral can be made into our general neurology ERS which will then be triaged into the appropriate special interest clinic by our team

Some general advice about headache referrals:

1. Chronic Daily Headaches i.e., occurring on more than 15 days a month for more than three months are welcomed to be referred in the headache clinic provided:

a. Those overusing painkillers (prescribed or over the counter) be advised to reduce or preferably stop the painkillers prior to clinic visit.

b. Advising the patient to maintain a headache diary before clinic visit (Using Hull Headache Diary).

c. Clearly detail on the prophylactic drugs they have tried including name, doses and duration of each drug. 

2. Episodic Headaches i.e. occurring on 14 or less days in a month for more than three months with or without features of migraine (Nausea, Vomiting, Sensitivity to light sound or smell and motion sensitivity) should only be referred if:

a. If you have a doubt on the diagnosis (state why)

b. If you think they have one of the red flags

c. If they have been refractory to at least three preventive drugs used at an appropriate dose for at least three months. These include

i. Tricyclic antidepressants (Amitriptyline 30 mg max)

ii. Beta blockers (Propranolol 160 mg max)

iii. Anti-convulsants (Topiramate 100 mg max)

3. New Daily Persistent Headaches i.e., a daily headache of less than three months with or without red flags with no previous history or a change in the characteristic of headache in previous sufferers. 

4. Patients with headaches lasting less than 4 hours (without treatment) that are suspected of having rare headache syndromes such as cluster headaches. Please ensure:

a. These headaches are excruciating, strictly unilateral and side locked with autonomic features such as lacrimation, conjunctival injection, rhinorrhoea in the first division of the trigeminal nerve. (Likely cluster)

b. Sharp Stabbing electric shock like pains in the second or third division of trigeminal nerve (likely trigeminal neuralgia).

RED FLAGS
1. New onset of headaches (< 3 months) or change in the characteristics of existing migraineurs in patients with:

a. Recent diagnosis of cancer elsewhere e.g. breast, prostate, lungs, bowel etc.

b. Immunosuppressed e.g. steroids or other immunomodulators.

c. Patients aged 60 or more

d. Patients with raised inflammatory markers that cannot be explained.

2. Patients with abnormal neurological examination e.g. papilloedema, altered mentation.

3. Patients whose typical migraine aura lasts for longer than an hour.

4. Patients with persistent aura.

5. Patients with thunderclap headaches i.e. hyperacute onset that peaks in less than 5 minutes.

6. Patients with valsalva headaches:

a. Definite relationship with change in posture

b. Only precipitated with coughing, sneezing, straining, and bending forward.  Please note all patients with migraine will have exacerbation of their headache with such manoeuvres. 

PLEASE NOTE:

a) Those suspected of brain tumours be referred through 2 week cancer wait patient

b) Those with fever and rash be referred to Infectious Diseases for suspected meningitis  

c) Those with thunderclap (hyperacute) headache be referred to A & E after speaking to a Neurosurgical registrar on-call. 

d) Patients outside the remit of the abovementioned Directory of Service will be accepted  for advice through Advice and Guidance pathway. 
