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VIDEOFLUOROSCOPY SWALLOW STUDY REFERRAL
IMPORTANT: THE REFERRAL CONSISTS OF THREE PARTS (SECTIONS A – C). PLEASE COMPLETE ALL SECTIONS BEFORE PROGRESSION TO SECTION C (REFERRAL)
Section A (READ ONLY):

Please note that referrals cannot be processed without ALL required information provided

Local SLT referring for videofluoroscopy swallow study is strongly encouraged to attend the study. 
Please note that we do not have access to interpreters except through language line.

Immediate feedback at the time of the study will not be provided.   Results will be shared with the referring SLT on the day of the study following review of images. 
Section B: (READ AND CHECK)

Suitability for VFS and contra-indications 
Referral for VFS must be clinically justified in line with IR(ME)R legislation. The suitability and safety of VFS is assessed on an individual basis. 
Suitability for VFS (Please tick all relevant): 
 The patient display symptoms of dysphagia at the oral, pharyngeal and/or upper oesophageal stage of the swallow and require further assessment/therapeutic information that cannot be gained from a clinical dysphagia assessment 

 The patient’s state of alertness/consciousness and medical status is appropriate for VFS 

 The patient has capability of accepting food and fluid into the mouth 

 The patient does not have an allergy to the contrast agent used for the procedure 

 The patient is able to be transported to the screening room for the procedure 

 The patient can be positioned safely for the procedure, taking into consideration their developmental age and any skeletal abnormalities 

 Silent aspiration is suspected 

 The patient presents with an unclear aetiology for the symptoms of dysphagia 

 The patient presents with a continued and unexplained history of chest infections and/or pneumonia 

 Anatomical or physiological reasons for the patient’s dysphagia suspected 

 The patient is suspected of having dysphagia that is contributing to nutritional, hydrational or pulmonary compromise 

 The patient is suspected of having swallowing difficulties specific to the oesophageal stage only (in this instance the patient may be more appropriate for a Barium Swallow) 

 A baseline of swallowing function be useful for future comparison 

 Further evidence is required to assist decision making regarding the patient’s nutritional needs (e.g. oral and/or non-oral methods) 

 Information regarding change in swallow function in relation to an implemented therapy program is required 
Contraindications for VFS (Please tick appropriate):

 Patient pregnancy (as determined by local procedures). 

 Medical instability and level of consciousness. 

 Where portable ventilation is not possible. 

 Difficulty maintaining an appropriate position. 

 Difficulty cooperating with the procedure. 

 Extreme distress. 

 Known or suspected adverse reaction to contrast media. 

 Nil by mouth for reasons other than dysphagia 

 Suspicion of large volume aspiration. 

 Recent history of respiratory distress/arrest due to aspiration. 

 Suspicion of fistulae

Section C: REFERRRAL

Date of referral ___________________
Patient details:

Name:







Dob:
NHS no:






Age:
Address:






Tel:
CCG:

Next of kin name:
Next of kin address:
Next of kin contact no:
GP (full name):
GP practice name and address:
GP contact no:
Referrer name and title:
Referrer address:
Referrer telephone:

Referrer email :

Medical diagnosis:
Parental consent obtained for referral?
( ) Yes

( ) No – Please note that referral will not be accepted without parental consent

Professionals involved: (Please provide full name, role and physical and email address)
Mobility:

Walking: ( ) Yes         ( ) No

Wheelchair (specify):

Seating requirements for study (Confirm ability to position patient for study – note it is not possible to obtain images where material obscures the view in a lateral feeding): 

History: (please provide brief description where relevant)

Feeding history (Provide brief history of feeding since birth):
Other relevant information:

Results of previous objective swallow assessments (VFSS, FEES)

Hospitalisations

Surgical procedures

Medication

Seizures

Safe guarding concerns: ( ) Yes - Please specify type:


( ) No
Transport required: ( ) Yes - Please specify type:



( ) No
Access to interpreter via Language Line required: 

( ) No 

( ) Yes - 
Please state language:




Parental/carer consent obtained for referral and distribution of report to relevant professionals:           ( ) Yes


( ) No
	Concerns regarding development: ( ) Yes     -    Specify              

                                                        ( ) No


	Infection status:
Additional comments:



Name: 

Contact information (including Telephone number and email address)
Please send referral to : Caw-tr.paedslt@nhs.net 

