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Adult Community Speech and Language Therapy Referral Process for Nursing and Residential Homes. 
The referral process for Community Speech and Language Therapy (SLT) has changed. The new referral pathway provides immediate advice and guidance, where appropriate, enabling a quicker response to a person’s needs. 
Referrals for the following are not appropriate and will not be accepted: 
· Patients with a learning disability. Please refer to the Learning Disabilities Team: livewell.cldtreferrals@nhs.net
· Repeat referrals where there is insufficient evidence of a change in the swallowing problem. 
· Repeat referrals arising solely from non-compliance with previous swallowing recommendations, where the person has capacity to make their own decisions and already has an Eating and Drinking at Acknowledged Risk plan in place.
· Requests for review where there has been no change in presentation or environment.
· Oesophageal disorders. Download and follow the ‘Oesophageal Difficulties’ guidance. 
· Patients already on a pureed diet and thickened fluids who are not suitable for gastrostomy (alternative feeding). 
· Referrals relating to saliva management or difficulty swallowing medication in the absence of specific swallowing difficulties. Download and follow the ‘Managing Saliva and Secretions’ guidance.
· Patients who do not consent to referral (excluding those who lack capacity to do so).
· Patients who are unable to participate in assessment due to reduced alertness. Download and follow the ‘Reduced Alertness’ guidance. 
· Patients who are at, or rapidly approaching, Last Days of Life. Download and follow the ‘Last Days of Life’ guidance.
· Referrals requested solely to update care plans where there has been no change in the patient's presentation. In these cases, the referring service should record the care plan as reviewed and still appropriate.
Download the recommended advice from: https://www.livewellsouthwest.co.uk/adult-speech-and-language-therapy/care-home-dysphagia-self-management-and-referral-pathway 
If you still feel referral to SLT is appropriate, please complete the form below. 
Answer Yes or No to each question, and follow the advice provided. 
Forms submitted without following the recommended advice, or without detailing the actions taken, will be returned to the referrer.
	
Date form commenced:


	Question
	Yes or No
	Actions for ‘Yes’ answers

	1. Has the person had a severe choking episode on food? 

A severe choking episode occurs when the airway is blocked by food. Lifesaving treatment is required e.g., back blows, abdominal thrusts, 999. 
	
	Download and follow the ‘What to do after choking’ guidance.
The guidance must be trialled for a minimum of two weeks.
 
After two weeks, if the person’s difficulties have resolved, complete the ‘Care Home Swallow Care Plan’ to document the recommendations that have helped.
 
If the person’s difficulties are not resolved OR if the person has had two or more choking episodes in the last twelve months, please complete and return this form.

	2. Does the person have recurrent chest infections? 
I.e., more than two chest infections, requiring antibiotics, in the last six months. 
	
	Do not refer whilst chest infection is active.
Complete the rest of this form to guide management whilst the person is unwell. 

When the person has recovered, re-do the form to determine whether further action is needed.

If the person has had two or more chest infections in the last six months, complete and submit the rest of this form.

	3. Does the person have difficulty swallowing drinks?
	
	Download and follow the ‘Difficulties with Drinking’ guidance. 
The guidance must be trialled for a minimum of two weeks. 

After two weeks, if the person’s difficulties have resolved, complete the ‘Care Home Swallow Care Plan’ to document the recommendations that have helped. 

If the person’s difficulties are not resolved, please complete and return this form. 

	4. Does the person have difficulty swallowing foods?
	
	Download and follow the ‘Difficulties with Eating’ guidance.
The guidance must be trialled for a minimum of two weeks. 

After two weeks, if the person’s difficulties have resolved, complete the ‘Care Home Swallow Care Plan’ to document the recommendations that have helped. 

If the person’s difficulties are not resolved, please complete and return this form.

	5. Do you think the person’s swallowing has improved and you would like them to have more normal food or drink? 
	
	Do not make any changes without Speech and Language Therapy input.

Please complete and return this form. 

	6. Is the person fed via feeding tube? 
	
	If you are considering changes to oral intake, please complete and return this form.

If your question relates to the feed or feeding tube, please contact the Dietetics Service via: plh-tr.Community-Dietetics@nhs.net


	7. Does the person wish to have food and drinks outside of their current swallowing recommendations? 
	
	Check whether the person already has an Eating and Drinking at Acknowledged Risk plan. 

If not, please complete and return this form.


	8. Is the person losing weight or eating less? 
	
	This is not necessarily a swallowing problem. Continue to complete this form for advice relating to eating, drinking and swallowing, which may support increased oral intake. 

Also consider a referral to Dietetics: plh-tr.Community-Dietetics@nhs.net
 

	9. Does the person have very few or no teeth or poorly fitting dentures? 
	
	Issues with dentition are not necessarily a swallowing difficulty. 

A person with poor or no dentition may benefit from: 
· Use of fixative for dentures 
· Dental treatment 
· Soft and moist diet, as chewing and biting may be difficult. 

Also consider contacting the Special Care Dentistry Service: livewell.referralsplymouthcommunitydentistry@nhs.net


	10. Is the person having difficulty swallowing medications? 
	
	Speech and Language Therapists cannot give advice related to medications.

Speak to the person’s GP or Pharmacist about different forms of medication e.g., dispersible, crushing, liquid. 






Only complete the next section, if you have been directed to complete and return the form.

	 Patient Name:
	Address:

	NHS number:
	D.O.B:

	Has the patient consented to the referral?
Yes ☐ No ☐ Best interests ☐  
 

	Medical diagnoses:

	Current medication:

	Reason for referral:
Choking ☐
Recurrent chest infections ☐
Difficulty swallowing drinks ☐
Difficulty swallowing foods ☐
Person’s swallowing has improved ☐
Person is fed via a feeding tube but is considering changes to oral intake ☐
Person wishes to have food and drink outside of their current recommendations ☒


	What consistency drinks is the person currently having?
Normal Fluids ☐
Level One Slightly Thick ☐
Level Two Mildly Thick ☐
Level Three Moderately Thick ☐
Level Four Extremely Thick ☐


	How does the person take drinks?
Open cup ☐
Straw ☐
Spouted beaker ☐
Other (please describe) ☐


	What consistency food is the person having?
Normal ☐
Level Seven Easy to Chew ☐
Level Six Soft and Bite-sized ☐
Level Five Minced and Moist ☐
Level Four Puree ☐
Level Three Liquidised ☐


	What support does the person need with eating and drinking?
None (independent) ☐
Supervision only ☐
Verbal prompts ☐
Occasional assistance ☐
Full assistance ☐


	Describe the perceived difficulty or need:






	If referring following answering YES to questions 1, 2, 3 or 4, document the actions you have already taken to help resolve the person’s difficulty. 






	Referrer name: 
	Role: 

	Contact number: 
	Email address: 



Please return completed forms to: LIVEWELL.therapyreferrals@nhs.net
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