	SVUH  TIA Referral Form
	Date/ Method of Referral:

	Clinic Fax Referral


	Date of Referral: ___/___/______      GP  FORMCHECKBOX 
      Other FORMCHECKBOX 
                           

	Patient Details 
	Patient GP Details 

	Name:

DOB:

Hosp No if known :
	Name:

	Address: 
	Address:



	Tel Home*: 
	Tel: 

	Mobile*: 
	Fax:

	Clinical Features
	Present
	Right
	Left
	History of Treatment/ Other Relevant Information

	Hemiparesis / arm weakness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hemiparesis/ leg weakness


	 FORMCHECKBOX 


	 FORMCHECKBOX 


	 FORMCHECKBOX 


	

	Loss of sensation 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Loss of vision 
	 FORMCHECKBOX 

	
	
	

	Loss of speech
	 FORMCHECKBOX 

	Blood Pressure

/
	

	Vertigo
	 FORMCHECKBOX 

	
	

	Double vision
	 FORMCHECKBOX 

	
	

	Loss of co-ordination
	 FORMCHECKBOX 


	
	

	Date of  Symptoms: 
	
	

	Duration of symptoms to complete resolution:                                                                    
	
	

	Past medical history/ Vascular Risk Factors
	Current Medications       

	Hypertension
	 FORMCHECKBOX 

	Hyperlipidaemia
	 FORMCHECKBOX 

	*If CT brain shows no sign of haemorrhage, give  patient stat dose 300 mg aspirin daily, unless contra indicated (e.g. on warfarin) and provided all symptoms have resolved. 



	    Isch. Heart Disease
	 FORMCHECKBOX 

	Smokes
	 FORMCHECKBOX 

	

	Heart failure
	 FORMCHECKBOX 

	Obesity
	 FORMCHECKBOX 

	

	Diabetes
	 FORMCHECKBOX 

	               Previous Stroke/ TIA
	 FORMCHECKBOX 

	

	AF
	 FORMCHECKBOX 

	Migraine
	 FORMCHECKBOX 

	

	PAD
	 FORMCHECKBOX 

	Other: 
	 FORMCHECKBOX 

	

	                                                  True aspirin intolerance: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	

	ABCD² Score
	Score
	Patient Score
	Patient Advice 

	       A = Age
	>60
	1
	
	Have you told the Patient:


-He or she should not drive until he or she has been assessed at the hospital or clinic  FORMCHECKBOX 


-If there was a witness to the event, that person should accompany the patient to the hospital or clinic   FORMCHECKBOX 

-If the patient experiences any further event he or she should go immediately to A & E  FORMCHECKBOX 




	B = BP
	>140 Systolic and/or  > 90 Diastolic
	1
	
	

	C = Clinical Features


	Unilateral Weakness


	2


	
	

	
	Speech disturbance w/o weakness
	1
	
	

	
	Other
	0
	
	

	D = Duration of Symptoms


	>60 Minutes


	2


	
	

	
	10 – 59 Minutes
	1
	
	

	
	<10 Minutes
	0
	
	

	D = Diabetes
	Diabetes 
	1
	
	

	                                                     Total  ABCD² Score
	
	

	Referral Information                                                                     

	Admit if:
· ABCD² Score ≥ 4

· ≥ 1 TIA in a week

· On Warfarin or in AF (Atrial Fibrillation)

· < 50 yrs. with prominent neck pain/ headache


	Send to TIA CLINIC if:

· ABCD² score < 4

Refer to 
Stroke Nurse Specialist/ Advanced Nurse Practitioner:  Bleep 638

N.B: Leave this referral form in the TIA book in the ED with the patients photocopied notes. Clinic runs every Tuesday .Do not give the patient a date – we will contact the patient the day before the clinic.



	July 2008

	INVESTIGATIONS
	RESULTS

	         CT SCAN

         Carotid Duplex 

         Chest x-ray

         ECG

         Echo

         24 hour tape

         FBC

         ESR

         Routine Biochemistry

         Cholesterol

         Fasting Glucose

          Final Diagnosis


	CT normal                              Infarct

CT other ………………………………………………………

Clear

Insignificant stenosis                    Significant stenosis

      Right ICA  …………….. %    

      Left ICA   ……………… %

Clear                        Other………………………………….

ECG normal                             AF                     ECG Other  

Echo’ normal

Echo’ other  ………………………………………………….

Normal

Other  ………………………………………………………

NAD                                  Other …………………………..

NAD                                  Other  ………………………….

NAD                                  Other  ………………………….

NAD                                  Other  ………………………….  

NAD                                   Other  …………………………

Definite TIA 
 Transient ischaemic attack is defined as an acute loss of focal, cerebral or ocular function with symptoms lasting less than 24 hours and which, after investigation, was presumed due to embolic or thrombotic disease (Dennis, Stroke 1989: 20, 1494)

Possible TIA 
Possible TIA was diagnosed in patients with transient focal neurological symptoms, in whom the clinical features were not sufficiently clear to make a diagnosis of definite TIA or anything else.
       Complete Stroke
       Rapidly developing clinical signs of focal (at times global) disturbance of cerebral function lasting > 24° or leading                                                   to death with no apparent cause other than that of vascular origin.                 
Other  …………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

Further Comments/Consultant Note:

……………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………..



	
	


RISK FACTOR ADVICE GIVEN


Smoking                                                                                        

Diet                                                                           

Medication control

Alcohol

Other   …………………………………………………………………………………………..

DRUG THERAPY

Aspirin


Yes/No
dose  ………………..mgs

Warfarin


Yes/No
dose  ………………..mgs

Antihypertensive therapy
Yes/No
drug  ………………..dose ……………….mgs

Other  ……………………………….
dose …………………….


………………………………
dose ……………………..

MANAGEMENT

Referral to:
Neurovascular



Ophthalmology



Cardiology



                  Neurosurgery



Rehabilitation



Other ……………………………………

SIGNED: ………………………………………………….NAME (Print) …………………………………………………..Date: ……………………………
DRIVING ADVICE


	Not applicable					One month


	One year	

















