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SUSPECTED UPPER GASTROINTESTINAL TRACT CANCER REFERRAL FORM
Referrals to be sent via e-RS

	REFERRER DETAILS
	PATIENT DETAILS 

	Name:

	Name:
	DOB:

	Address:


	Address:
	Gender:


	
	
	Hospital No.:


	
	
	NHS No.:

	Tel No:

	Tel No. (1):
	Please check telephone numbers

	
	Tel No. (2):
	

	Email:

	Carer requirements (has dementia or learning disabilities)?

	Does the patient have the capacity to consent? 
Yes |_|        No|_|

	Decision to Refer Date:

	Translator Required: Yes |_|  No |_| 
Language:
	Mobility:             Independent |_|
                     Walks with stick |_|
                            Wheelchair |_|


		Clinical details
Please document unexplained symptoms of concern and detail your conclusions and what needs to be excluded or attach a referral letter. For potentially limiting comorbid diagnosis, please indicate severity: (e.g. ‘ETOH excess, 50U / week’ or “angina – precipitated by…”).  Please include details of any physical findings as well as other important clinical information.





Upper abdominal mass |_| PLEASE ADD EXTRA CLINICAL DETAIL ABOVE
Patient on anticoagulants:    No |_|     Yes |_| (please specify which)  - 
Unexplained weight loss |_|  PLEASE ADD EXTRA CLINICAL DETAIL ABOVE

	




	[bookmark: _Toc435783395]
PLEASE NOTE:
THIS REFERRAL CANNOT BE ACCEPTED WITHOUT THE BELOW RESULTS TO ENABLE CLINICAL TRIAGE



	Please ensure that the following blood results are available (Fewer than 4 weeks old, 1 week if jaundiced):
FBC, Hb, LFT, MCV, Ferritin, U&E (Including EGFR), Bilirubin, Clotting,

	Smoking status


	WHO Performance Status: 
|_| 0  Fully active
|_| 1  Able to carry out light work
|_| 2  Up and about greater than 50% of waking time
|_| 3  Confined to bed/chair greater than 50%
|_| 4  Confined to bed/chair 100%

	Wight in kg (and BMI if available)
	


	

	Oesophageal and Stomach Cancer
These patients may be referred directly for an endoscopy.  Please indicate if patient is suitable for this procedure: Yes |_|   No |_|  
|_| Dysphagia  [if present: symptom duration___________ and progressive Yes |_|    No |_| ] High dysphagia may be best referred via ENT 2ww process.

|_| Aged over 55 with weight loss and at least one of the following:
             |_| Upper abdominal pain
|_| Reflux
|_| Dyspepsia


	Jaundice and Suspected Pancreatic Cancer
Please perform liver function test in parallel with the referral. Do not delay referral waiting for blood results or scans if not already performed. There is no requirement for these patients to have an USS prior to referral.
The first appointment may be a test (USS, CT or MRCP).  Is this appropriate    Yes |_|   No|_|   
(If no then please state reason:      
|_| Jaundiced patient without evidence of acute liver failure
Non-jaundiced patient
|_| Imaging indicates pancreatic cancer        CT |_| USS |_|                 Date of scan        Location of scan     
If the patient has a mobile phone, please provide the number and advise the patient to bring their phone when they attend the hospital. 
Mobile phone number: 
Further information on the pancreatic pathway can be found on the SWSCN website here



	

	Gall Bladder Cancer
|_| Imaging result indicates gall bladder cancer     CT |_| USS |_|     Date of scan        Location of scan     


	Liver Cancer
|_| Imaging result indicates liver cancer       CT |_| USS |_|       Date of scan        Location of scan     
Single focal lesion on USS, GP MRI requested  |_|


	Please confirm that the patient has been made aware that this is a suspected cancer referral: |_|Yes |_|No

Please confirm that the patient has received the two week wait referral leaflet: |_|Yes |_|No

Please provide an explanation if the above information has not been given and any historical information that may affect the patient’s reaction to a cancer diagnosis.




	Date(s) that patient is unable to attend within the next two weeks:

For patients to be managed in a timely way for any eventual treatment, we aim to see them within 10 days of receiving this referral.  Please ensure that the patient understands this expectation and the clinical importance of making themselves available for urgent assessment.

	Please attach the additional clinical issues list from your practice system
Details to include:
Current medication, significant issues, allergies, relevant family history, alcohol status and morbidities

	Trust Specific Details
YDH:-Patients with Jaundice please request an USS if not already done.  
USS requested  |_|    
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