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   CONDITION                     PRE-REFERRAL DIAGNOSTICS            PRE-REFERRAL TREATMENT            REFERRAL THRESHOLD


	NEUROLOGY  REFERRAL GUIDANCE   

	Transient   Loss of  

Consciousness 
(TLoC) ? Seizure

	History is important

Eye witness account  is essential (where possible)

ECG  FBC  U+E  GLUC  Bone Profile LFT plus GGT
	Tell  patient  not to drive until investigations complete 

Consider   Health and  Safety  issues at work

Ask patient to come with diary and eye witness to specialist clinic if referral being made
	Refer  if  any of the following features : 1) attack suggestive of a seizure 2) Prolonged limb jerking ( ie more than 1 minute)

3) unwitnessed blackout with 

a. tongue biting 

b. clear post event confusion ( not just tiredness)

Vasovagal Syncope [simple faint], Situational Syncope and  TLoC   related to provocative  factors ( eg pain /medical procedure, posture etc) do not require referral                           

	Numbness and Tingling  


	Hx is very important:
Please define  whether numbness or tingling , intermittent , situational or progressive/chronic .Distribution: glove and stocking , single peripheral nerve territory , dermatomal or variable. Any associated  pain ,focal weakness , skin rash or arthralgia. PMH: Alcohol, Diabetes ,Hypothyroidism Neurotoxic drugs or FH
	FBC  ESR U+E LFT GGT BONE PROFILE TFT B12/FOLATE GLUC SERUM ELECTROPHORESIS/IG’s
	Peripheral neuropathy < 60 with no clear cause needs referral 
Any relapsing /remitting  pattern or chronic progressive symptoms +/- visual or urinary symptoms needs referral 

Peripheral neuropathy  >60 with a clear clinical cause (DM, Alcohol, drugs) with lack of significant progression doesn’t need referral. 

Fleeting episodic numbness without signs rarely needs referral. 

	Headache 

	History is the ONLY really helpful tool in diagnosis. 

BP, Fundi, Drug Hx (esp opiate/  analgesic/triptan overuse). 

Weight in IIH/BIH.

ESR and CRP/FBC for suspected Temporal Arteritis/GCA. 

H/O autonomic features.
	Stop regular analgesics, triptans.  Physio for  Cervicogenic headache. 

Follow local guidelines for migraine.   Stop COC if implicated. 

Migraine: If one triptan fails, a different triptan should be tried.
	Two week Referral for headaches and Papilloedema +/- visual symptoms ONLY.

Optimize Migraine treatment (acute and/or prevention) and refer only if multiple treatment options fails.   

	
	
	
	

	Tremor and Parkinson’s Disease 


	 TSH
Ensure patient is not on any dopamine-blocking drugs if suspected PD


	Do not start any dopaminergic therapy prior to referral (NICE guidelines for PD 2006)


	Do not start any dopaminergic therapy prior to referral (NICE guidelines for PD 2006)

For symmetrical postural tremor [ie likely BET] consider Propranolol as first line Rx



	Visual  Disturbance  , Diplopia  and suspected Optic Neuritis 


	 FBC, U&E, ESR, GLUC, TSH

Record visual acuity and colour vision.
	 Consider if patient has adequate vision to continue driving and advise pt accordingly.

Consider Health and Safety issues at work.
	An acute decline of visual acuity in one eye +/- pain requires urgent assessment by ophthalmology for diagnosis (NICE guidelines).

Refer to neurology for new neurological symptoms but past history of optic neuritis.

Consider referral to neurology for diplopia, transient visual disturbances, ptosis +/- other neurological symptoms/signs 



	TIA
	Full cardiovascular risk assessment.

FBC, ESR, U&E, gluc, lipids

ABCD2 scoring tool (age, BP, clinical features, duration & diabetes)
	Smoking Advice . Treat risk factors as below                Aspirin 300mg & simvastatin 40mg in all cases unless contraindicated.

If BP > 140/85 commence or increase antihypertensive Rx
	For acute FAST symptoms call 999      

Otherwise refer to TIA  clinic using referral form based on ABCD2 scoring tool, available from stroke/TIA page on GP Gateway

	Focal Weakness
	Careful history: acute vs subacute vs chronic.

Is it global or focal [ie one hand, both legs etc ]?

Is there a lot of pain in weak limb or joints, is it true weakness or pain related [?inflammatory arthritis, ?peripheral vascular occlusion etc], is there associated numbness/sensory level?


	Probably few tests that would help a priori, occasionally CT head or MRI C-spine may be appropriate [to R/O SOL or cervical cord pathology] if symptoms non-acute 
	Always be aware of RED FLAGS, such as rapid progression, sphincter involvement, suspicion of cord compression AND IF SO refer to ED urgently 

	Giddiness/Dizziness/Imbalance
	Common in the elderly and usually multifactorial [cerebrovascular disease, labyrinthine degeneration, poor vision, cervical spondylosis and other arthritis, drug effects etc]
	Address reversible factors
	look for hard abnormal neurological signs rather than just “unsteady gait” - IF SO – might merit referral, otherwise reassure
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