UK Adult
Lung and Heart-Lung Transplantation

Referral Proforma
STRICTLY CONFIDENTIAL

THIS FORM MAY BE USED TO REFER TO ANY OF THE UK UNITS  WHICH PERFORM LUNG & HEART-LUNG TRANSPLANTATION. PLEASE RETURN THE FORM TO THE CENTRE OF YOUR CHOICE:
NEWCASTLE

Cardiopulmonary Transplant Unit

Freeman Hospital

High Heaton

Newcastle Upon Tyne

NE7 7DN

Office:

0191 223 1132

Fax:

0191 223 1439
HAREFIELD

Transplant Office

Harefield Hospital

Hill End Road

Harefield

Middlesex

UB9 6JH

Office:
 
01895 828716

Fax:
 
01895 824983

PAPWORTH

Papworth Hospital Transplant Unit
Papworth Hospital

Papworth Everard
Cambridge

CB23 3RE
Office:

01480 830 541 

ext  4195/4993/4994
Fax:

01480 364 336
WYTHENSHAWE

Cardiopulmonary Transplant Unit

Wythenshawe Hospital

Southmoor Road

Manchester

M23 9LT

Office:

0161 291 2352
Fax:

0161 291 2659

BIRMINGHAM

Heart Lung Transplantation Office 

Queen Elizabeth Hospital

Edgbaston

Birmingham

B15 2TH 

Office:

0121 627 2544
Fax: 

0121 627 5702


GUIDANCE NOTES FOR

COMPLETION OF REFERRAL PROFORMA
This proforma has been designed to streamline the referral process for potential lung and heart-lung transplant recipients. As a result potential transplant candidates can be identified more easily and then formally assessed more quickly. The information required has been agreed by all UK lung transplant centres, and this form can be used to refer to any UK centre.

Thank you for your co-operation.

KEY POINTS

Please complete all sections - any questions which are not applicable should be marked as N/A.

When specific results are not available but have been requested please mark as awaited.

Copies of Imaging (CT, coronary angiography, etc) should be sent on CD with this form

Copies of complete reports of investigations can be appended to this proforma but the summary must be completed in the appropriate proforma section. Serial PFT reports are very helpful and should be included when available.
Any questions about this proforma or its use can be addressed by contacting the transplant co-ordinators at the hospital to which you intend to send the referral.

PERSONAL DETAILS

PATIENT NAME:
………………………………………………………………………….

AGE:
…………………………………………

DOB:
…………………………………………

ELIGIBILITY FOR NHS CARE:……………………………..

NEED FOR INTERPRETER:     YES   /   NO

LANGUAGE:……………..

OCCUPATION:………………………………..

Date stopped work:……………….. 

ADDRESS:

……………………………………………………

(Include Postcode)
……………………………………………………




……………………………………………………

TELEPHONE NUMBER
………………………MOBILE: …………………..

REFERRING CONSULTANT:…………………………………………..


REFERRING CENTRE:………………………………………………….

(Include Postcode)
……………………………………………………




……………………………………………………

TELEPHONE NUMBER
………………………FAX: …………………..

PCT:
…………………………………………..

GP NAME:

……………………………………………………
GP ADDRESS:
……………………………………………………

(Include Postcode)
……………………………………………………




……………………………………………………

GP TELEPHONE NUMBER:
………………………FAX: …………………..

IS PATIENT AWARE OF REFERRAL FOR TRANSPLANT ASSESSMENT?

YES

NO

(please circle)

RESPIRATORY HISTORY

Primary Diagnosis:

………………………………………………………….

Secondary Diagnoses

Respiratory…………………………………………….

Non respiratory

1.…………………………………………………………

2………………………………………………………….

3………………………………………………………….

Respiratory Diagnoses made by: 
Clinical
 /  CT chest  /  Histology

Current Smoker:
YES

NO

(Please Circle)

Stopped when:

……………………
Pack Year History:
…………………
Microbiology:

Have these organisms ever been isolated?

Burkholderia cepacia


YES
NO
specimen……………date…………

Pan-resistent Pseudomonas

YES
NO
specimen……………date…………

MRSA




YES
NO
specimen……………date…………

Mycobacteria (TB or atypicals)
YES
NO
specimen……………date…………

Aspergillus



YES
NO
specimen……………date…………

If YES, please give further details…………………………………………………………….

……………………………………………………………………………………………………
Oxygen at home
YES

NO

(Please Circle)

PRN cylinders (Average daily use …………… hrs)

Long term therapy  >15 hr daily (Average daily use  ……………… hrs)
Respiratory Past History

Haemoptysis

YES

NO

(Please Circle)


Details:

…………………………………………………………………….

Pneumothorax:
YES

NO

(Please Circle)

Details:

……………………………………………………………….……

Thoracic Surgery:
YES

NO

(Please Circle)

Details:

………………………………………………………………..……

Has the patient ever required ventilation?
YES

NO
(Please Circle)

If yes 

NIV / formal ventilation in ITU

 (duration …………days)

Details:…………………………………………………………………………………….

Current Exercise Capacity

Exercise tolerance …………………… (distance)

Formal 6 minute walk test performed
?
YES

NO
(Please Circle)

If yes 

Max distance ………… metres
Lowest saturation………%

Performed on air / oxygen at ………………… litres per minute 

Wheelchair 

YES

NO

Pulmonary Rehab
YES

NO

Details……………………………………………………………………………………..

Progress pre and post diagnosis (Free Text) 

Include details on rate of decline, life threatening exacerbations etc

	


Estimated survival time…………………………………………months

Estimated survival chance at 2 years ………………………..(
Is patient aware of prognosis?         YES  /  NO

 PAST MEDICAL HISTORY 

Current or previous :


Details:

Stroke


YES
NO
………………………………………………………

Heart Disease

YES
NO
………………………………………………………

Peripheral Vasc. Dis.
YES
NO
………………………………………………………

Renal Disease

YES
NO
………………………………………………………

Liver Disease

YES
NO
………………………………………………………

Diabetes

YES
NO
………………………………………………………

Malignancy

YES
NO
………………………………………………………

GI problems

YES
NO
………………………………………………………

Others


1. …………………………………………………………………….

2. …………………………………………………………………….

3. …………………………………………………………………….

Current Medication

1………………………………………….
Dose


Frequency

2………………………………………….
Dose


Frequency

3………………………………………….
Dose


Frequency

4………………………………………….
Dose


Frequency

6………………………………………….
Dose


Frequency

7………………………………………….
Dose


Frequency

8………………………………………….
Dose


Frequency

9………………………………………….
Dose


Frequency

10………………………………………..
Dose


Frequency

ALLERGIES:


YES

NO

(Please Circle)

1.…………………………………………………………

2…………………………………………………………

Compliance Good

YES

NO

(Please Circle)

Attendence Record Good
YES

NO

(Please Circle)

Oral Corticosteroids? 

YES

NO

(Please Circle)

Date commenced

Max dose


Current dose


Date stopped 






Response………………………………………………………………………………….

Other immunosuppressants received

1……………………………
Response
YES
NO

S/E
YES
NO

2……………………………
Response
YES
NO

S/E
YES
NO

3…………………………..
Response
YES
NO

S/E
YES
NO

Details……………………………………………………………………………………….

Family and Social History
(Please Circle)
Marital status:



Single
Married
Separated / Divorced

Long Term Partner
Widowed

Family support available:…………………………………………………………………

Social Services input:



YES

NO

Details…………………………………………………………………………………….. 

Alcohol




YES

NO
………. Unit per week

Previously heavy alcohol intake

YES

NO

Recreational Drug Use (past/present)
YES

NO

Details…………………………………………………………………………………….. 

Relevant Family Medical History
:…………………………………………………..

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

Psychological assessment

Current or Previous History of:

Depression:



YES

NO

Panic attacks:



YES

NO

Anxiety neurosis:


YES

NO

Needle phobia



YES

NO

Other Psychiatric conditions:

YES

NO

Details
………………………………………………………………………………...


………………………………………………………………………………...

CLINICAL INVESTIGATIONS

Weight………….kgs

Height………….m

BMI……………..

ECG

Date performed:

Result……………………………………………………………. ………………………….…

Echocardiogram
Date performed:

Result…………………………………………………………………………………………...

Chest x-ray

Last performed:

Result………………………………………………………………………………………...…

HRCT Thorax
Date performed

Result………………………………………………………………………………………...…

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

Arterial Blood Gas (ON AIR)

pH  ……..
pO2  ……..
pCO2  ……..
BXS  ……..
HCO3  ……..
Sats  ……. 
Others (if available)

Bone Densitometry

Spine T score =   ……..…    Femur T score =   ……...…
Abdominal ultrasound

………………………………………………………………..
Coronary angiography
………………………………………………………………..

Right heart catheter

……………………………………………………………..…

GORD Testing 

…..……………………………………………………………

Respiratory Function Tests

Date


          ………….


          ………….




   Value
       %


   Value
       %
FEV1


………….
………….

………….
………….
FVC


………….
………….

………….
………….

FEV1/FVC

………….
………….

………….
………….
TLC


………….
………….

………….
………….
FRC


………….
………….

………….
………….
RV


………….
………….

………….
………….
TLCO


………….
………….

………….
………….
KCO


………….
………….

………….
………….
	Haematology
	
	
	Biochemistry
	
	
	Virology
	

	Date:
	
	
	Date:
	
	
	Date:
	

	Na
	
	
	Hb
	
	
	HIV
	

	K
	
	
	WCC
	
	
	CMV
	

	Urea
	
	
	Platelets
	
	
	Hepatitis B
	

	Creatinine
	
	
	PT
	
	
	Hepatitis C
	

	eGFR
	
	
	APTT
	
	
	
	

	Bilirubin
	
	
	Fibrinogen 
	
	
	
	

	ALT
	
	
	ESR
	
	
	
	

	ALP
	
	
	
	
	
	
	

	GGT
	
	
	
	
	
	
	

	Glucose
 (fasting)
	
	
	Additional Microbiology
	

	Chol 
 (fasting)
	
	
	
	Date & Details
	

	Trig
 (fasting)
	
	
	MRSA screen
	
	
	
	

	Total Calcium 
	
	
	Asp. precipitins
	
	
	
	

	CRP
	
	
	Asp. culture
	
	
	
	


Blood group (if known) ………..


Anti crossmatch antibodies (if known)

YES

NO

Details ………………………………………………………………………………………..

ANY OTHER COMMENTS

Signed…………………………………….
NAME:………………………………………..

STATUS………………………………….
DATE:…………………………………………

