
Referral Process:
Email referral forms from an nhs.net account to buc-tr.StrokeDischargeTeam@nhs.net
Phone ESD on 01494 425616 to discuss acceptance Phone ESD to confirm patient has been discharged Thank you

Acceptance Criteria Checklist for the Buckinghamshire Stroke ESD Service.
☐ Patient is registered with a Buckinghamshire GP and being discharged to live at that address within the associated catchment area of that GP.
 





    	☐ Admitted to hospital with a confirmed diagnosis of a new stroke.

☐ Patient is medically ready to return home to care of GP.

☐ Patient has neurological deficits that can be managed at home.

☐ Patient has been assessed by the relevant therapy disciplines to establish needs.

☐ Rehabilitation potential has been identified by the Acute and/or ESD Multi-disciplinary team.

☐ Clear goals have been identified which can be achieved within the 6-week period.

☐ Patients are motivated and willing to actively engage in the rehabilitation process.

☐ The focus of therapy input is active rehab rather than disability management e.g. splinting 
regimes / posture management.

☐ Rehabilitation can be optimally delivered single-handed.

☐ The home environment is conducive to rehabilitation.

☐ Patient, family (who are living in the same house or providing care) and/or carer are agreeable
 to intensive rehabilitation at home and may involve many visits a day.

☐ Patients should receive appropriate risk assessment prior to being referred to ESD taking into 
consideration challenging behaviours and environmental factors.

☐ All equipment needed for safety and rehabilitation purposes should be provided prior to 
discharge.

When the mental capacity of the patient to make a decision re: ESD is in question, the decision for discharge should be made in the best interests of the patient by the MDT following appropriate assessment in line with the Mental Capacity Act 2005 and Code of Practice.

All patients will need to be assessed by the MDT from the acute ward, to be able to stay at home either on their own or with a family member/carer.




Stroke Early Supported Discharge Referral Form
PLEASE ENSURE REFERRAL IS RECEIVED BY ESD AND ACCEPTED PRIOR TO DISCHARGE. 
PATIENTS DISCHARGED BEFORE ESD REFERRAL HAS BEEN RECEIVED MAY NOT BE ACCEPTED

	PATIENT DETAILS

	Patient’s name (Preferred Name):
	D.O.B. 

	Address	
Postcode
	NHS No.  

	
	Ethnicity : 

	
	GP Name : 

	
	GP Address 


	
	GP Tel : 

	Pt Email        


	Pt Tel/Mobile 
                                 

	
	
	

	NOK Name/Relationship; 
	NOK Phone   

	Referring Hospital ; 
	Ward                       

	Date of Admission;               
	Ward Tel No

	Estimated Discharge            
	Consultant   

	Has this patient had a stroke?  ☐ Yes  ☐ No
	Date of Stroke              

	CT/MRI date & result
	



	Current Impairments (at time of referral)


	



	Referral to:		OT  ☐		       PT  ☐		   SLT  ☐

	Requires intensive rehabilitation ☐ Yes   ☐ No

	Past medical history: 


Has this patient had covid during this inpatient stay? ☐ Yes   ☐ No
If Yes, was it Community Acquired ☐ Hospital Acquired ☐


	SOCIAL HISTORY 

	Lives Alone ☐ Yes  ☐ No    If no, who do they live with: 
Accommodation: ☐ House    ☐Flat   ☐ Bungalow   ☐ RH

Access to toilet ☐ Upstairs    ☐ Downstairs


	PREVIOUS FUNCTION

	Patients’ previous mobility
Indoors:   ☐Independent   ☐Supervision  ☐AO1
Outdoors: ☐Independent   ☐Supervision  ☐AO1

Previous aids used:
☐ Unaided  ☐ Stick  ☐ Zimmer Frame    ☐Other__________ 

	Work:


Hobbies/Interests/exercise tolerance:


History of falls ☐ Yes    ☐ No    Details: 


	
	
	Independent
	Previous POC 
	Family /Friend support

	W/D
	
	
	

	Transfers
	
	
	

	Meals & Drinks
	
	
	

	Shopping
	
	
	

	Domestic
	
	
	



	

	DISCHARGE PLANNING - Function on Discharge

	Mobility on Discharge
☐ Independently Mobile   ☐ with Supervision- From ____________     ☐ AO1 - From ____________ 
☐ Transfer only 
Equipment Used for Mobility
☐ Unaided    ☐ Stick    ☐ Zimmer Frame    ☐ Other__________ _______________

	Stairs  
☐ Independent   ☐ with Supervision - From   ____________   ☐ AO1  - From ____________  ☐ Downstairs living
☐ External steps

	Equipment ordered for Discharge: ☐ Yes   ☐ No
Details: 

Pendant Alarm: Has Pendent Alarm information been provided? ☐ Yes    ☐ No


	Communication
☐ Hearing aids
☐ Independent verbal output    ☐ Limited verbal output
Can call for help ☐ Yes   ☐ No
If unable to call for help what has been put in place? ________________________


	Vision
Has a standardised visual assessment been completed? ☐ Yes   ☐ No
☐ Glasses  ☐ Reading  ☐ Distance
☐ No changes   ☐ Hemianopia L / R    ☐ Cataracts    ☐ Other _____________________
☐ Ophthalmology referral completed    ☐ Referral still required 

	Support on discharge for activities of daily living 

Medication ☐ Independent   ☐ Needs support     Who will provide support? ☐ POC    ☐ Friends / Family
Has a medication management trial been completed? ☐ Yes   ☐ No

Shopping ☐ Independent   ☐ POC    ☐ Friends / Family
Meals ☐ Independent   ☐ POC    ☐ Friends / Family
Other: _____________________


	CARE NEEDS ON DISCHARGE

		Does the patient have POC/RRIC/Reablement needs?  ☐ Yes ☐No
How many visits per day?  ☐ OD     ☐ BD      ☐ TDS      ☐ QDS               
Has this been arranged      ☐ Yes     ☐ No     Start date:

Safety concerns between care calls?  ☐ Yes  ☐ No    Details:


	Able to toilet safely between care calls/overnight?  ☐ Yes     ☐ No

Are they continent? ☐ Yes   ☐ No   Continence referral completed (if required) ☐Yes  ☐ No





	OUTCOME OF ASSESSMENTS

	OCCUPATIONAL THERAPY

	Problems with
☐ Dexterity  
☐ Coordination 
☐ UL function  
☐ Ataxia
☐ Sensation 

	☐ Motivation  
☐ Cognition  
☐ Fatigue   
Carry over:
☐ Yes   ☐ No
Hand dominance 
☐ Left   ☐ Right 
	How are their impairments impacting their function?


		
	Independent
	Supervision
	AO1
	With Equipment - In Situ?
	Unable

	W/D
	
	
	
	
	

	Toileting
	
	
	
	
	

	Hot Drinks
	
	
	
	
	

	Meals
	
	
	
	
	




	Progression since admission (if relevant):



	Outcome measures:
	MOCA (please attach if completed) =
OCS Result = 

	PHYSIOTHERAPY

	☐Upper Limb Weakness 
☐Lower Limb Weakness 
☐Right ☐Left 
☐Bilateral
	☐Dizziness/vestibular dysfunction
☐Balance
☐Pain
☐Sensory
	Physical assessment findings:


		
	Independent
	Supervision
	AO1
	With Equipment – In Situ?
	Unable

	Sit - stand
	
	
	
	
	

	Toilet Transfers
	
	
	
	
	

	Bed mobility
	
	
	
	
	

	Indoor Mobility
	
	
	
	
	

	Outdoor Mobility
	
	
	
	
	




	 Progression since admission (if relevant):



	Outcome measures
	BERG (please attach if completed): 
Other: 


	SPEECH AND LANGUAGE THERAPY

		
	Mild
	Moderate
	Severe

	Apraxia
	
	
	

	Dysarthria
	
	
	

	Expressive Aphasia
	
	
	

	Receptive Aphasia
	
	
	


☐ Fluids/Diet modified? 
☐ Able to communicate basic needs, e.g. verbally, using communication chart/ gesture
Details:




	Psychology/mood

	☐ Low mood      ☐ Anxiety     ☐ Reduced Insight

Motivated and willing to actively engage in therapy ☐ Yes ☐ No 
	Details/psychology input so far:



Outcome Measure for Mood /Anxiety: 


	6 WEEK GOALS FOR ESD

	OT



	PT


	SLT 



	LONE WORKER RISKS / SAFETY ISSUES

	☐ Environmental issues
☐ Safeguarding
☐ Pets
History of:
☐ Alcohol / Drug misuse	
☐ Mental Health issues	
☐ Aggression / hostility 
☐ Problems with insight 
	Details


	Is the home environment suitable for rehabilitation?  ☐ Yes    ☐ No 

Is patient/family agreeable to intensive stroke rehab and has our ESD service been explained to them? ☐ Yes    ☐ No 


	Name of Therapists involved:
OT              
PT              
SLT

	Date:            
	Phone Number:     




















For ESD Office Use only:

	Data Collection

	SSNAP consent ☐ Yes    ☐ No  ☐ Not asked  “are you happy for your patient identifiable information (e.g. name and hospital number) to be used in stroke research?”

Date of Discharge:                            Date of initial Contact:                           Date of ESD initial Ax:    


	
	

	
	

	
	




	Barthel Activities of Daily Living Index
	Initial
	Discharge

	Bowels
0 = Incontinent of faeces (or is given enemas)
1 = Occasional accident (less than 1x/24 hours)
2 = Continent
	
	

	Bladder
0 = Incontinent, or catheterised/convene drain and unable to manage it him/herself
1 = Occasional accident (maximum 1x/24 hours)
2 = Continent (for last seven days)
	
	

	Grooming
0 = Needs help (supervision, prompts, or practical help)
1 = Independent washing face, doing teeth, shaving or putting on make-up, brushing hair
	
	

	Toilet Use
0 = Dependent, unable to wipe self
1 = Needs help, but can wipe self
2 = Independent in transfers and managing clothes off/on
	
	

	Feeding
0 = Unable; is fed, has gastrostomy, or feeds self minimally
1 = Needs help cutting food, spreading butter, prompts/supervision etc
2 = Independent with food provided/selected
	
	

	Transfers
0 = Unable; hoisted and/or unable to sit in wheelchair
1 = Major help; one or two people, much physical effort
2 = Minor help; one person, prompts/supervision or minor physical effort
3 = Independent bed-chair
	
	

	Mobility
0 = Immobile; unable to get from bedroom to dining area
1 = Wheelchair independent (electric or self-propelled) at least bedroom to dining area
2 = Walks with help of one person (physical/prompts/supervision) from bedroom to dining area
3 = Independent.  May use stick, rollator etc if necessary
	
	

	Dressing
0 = Dependent
1 = Needs help, but does about half (e.g. top/ bottom independently, minor prompts and/or physical help)
2 = Independent, including shoes, laces, buttons etc
	
	

	Stairs
0 = Unable
1 = Needs help, physical or supervision/prompts or carrying equipment
2 = Independent up and down stairs (any means, including stair lift)
	
	

	Bathing
0 = Dependent
1 = Independent (bath or shower) including getting in and out, washing, drying and hair
	
	

	TOTAL
	/20
	/20






Modified Rankin Scale

Score Description:

0 No symptoms at all 
1 No significant disability despite symptoms; able to carry out all usual duties and activities 
2 Slight disability; unable to carry out all previous activities, but able to look after own affairs without assistance 
3 Moderate disability; requiring some help, but able to walk without assistance 
4 Moderately severe disability; unable to walk without assistance and unable to attend to own bodily needs without assistance 
5 Severe disability; bedridden, incontinent and requiring constant nursing care and attention 

PRE ESD TOTAL (0–5): _______	                                                                                POST ESD TOTAL (0–5): _______

[bookmark: _Hlk170217513]
	Initial ESD assessment

	Initial ESD, T/C (add time) 

Discharge date: 

Diagnosis: 

Previous function: 

Current function:

· How are you managing since you came home?

· Is there anything you are struggling with (impairments)?

· What is most important to you right now?

· Are you managing well with your medications? Have you got any questions?

Have you got any questions for our team?

Is there anything we need to know about your property (pets, access, key safe code, parking)?

Have you got any pre-arranged medical appointments? 

Analysis: 

Plan: 

Therapist completing Ax: 

	
	

	
	

	
	




[bookmark: _Hlk170217572]Initial Assessment prompts/reminders 
☐ Introduce self and role
☐ Introduce ESD service, who they have been referred to and how the service runs (including timetabling and explaining if an appointment is cancelled we won’t always be able to reschedule)
☐ Check demographics 
☐ Check address/email address/telephone number/NOK number
☐ SSNAP consent 
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