
	Patient Consent Given*:
	YES



	Patient Details
	
	Referrer Details
	

	Surname:
	
	Referring GP:
	

	Forename:
	
	Usual GP:
	

	Address:
	
	Address:
	

	Home tel:
	
	Tel:
	

	Mobile tel:
	
	Email:
	

	Date of Birth:
	
	Referral Date:
	

	NHS Number:
	
	Interpreter Required:
	

	
	
	Preferred Language*:
	



	Speciality*:
	
	Clinic*:
	

	Referral Status*:
	Routine
	[bookmark: Check9]|_|
	Urgent
	[bookmark: Check10]|_|
	Intended Place of Referral*: ACUTE




	CARPAL TUNNEL SURGERY

	Eligibility Criteria  Mild cases with intermittent symptoms causing little or no interference with sleep or activities require no treatment.

Cases with intermittent symptoms which interfere with activities or sleep should first be treated with:
a.	corticosteroid injection(s) (medication injected into the wrist: good evidence for short (8-12 weeks) term effectiveness)
OR
b.	night splints (a support which prevents the wrist from moving during the night: not as effective as steroid injections).

Nerve conduction studies, if available, are suggested for consideration before surgery to predict positive surgical outcome or where the diagnosis is uncertain


	Referral Criteria (Please select):
	

	
1. Please confirm that the patient meets the criteria for one of the following sections:

Section a                                                                                                                                   
[bookmark: Check4]The symptoms significantly interfere with daily activities and sleep symptoms and have not settled to a manageable level with either one local corticosteroid injection and/or nocturnal splinting for a minimum of 8 weeks                                                                                            |_|

Section b
There is either:
[bookmark: Check3] a permanent (ever-present) reduction in sensation in the median nerve distribution                |_|            

OR
[bookmark: Check2] muscle wasting or weakness of thenar abduction (moving the thumb away from the hand)    |_|


	2. CONSENT FOR REFERRAL
[bookmark: Check5] Please confirm that the patient (or responsible carer) consented to specialist referral             |_|


	[bookmark: Check6]3. CLINICIAN DECLARATION   I personally confirm that the above information is complete and accurately describes the patient's condition.                                                                       |_|
* Required
Note: Treatment should only be undertaken in secondary care if this form is approved.* Required* Consider if an IFR form is appropriate for this patient? Do not proceed with this application.

	Allergies:

	
	

	Current Medication:

	
	

	Relevant Information 

	Alcohol:
	BMI:

	
	

	BP:
	Smoking Status:

	
	

	Patient Sex:
	



	For Reviewer use only
	

	Reviewer
	

	Date
	

	Section 1. Evidence provided meets the clinical criteria
	[bookmark: Check7][bookmark: Check8]|_|Yes |_| No

	Section 2. Evidence provided of consent for referral
	|_|Yes |_| No

	Section 3. Appropriate sign-off
	|_|Yes |_| No

	Full compliance
	|_|Yes |_| No




