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[Patient Name]	[DOB]	[NHS No]

Send completed referral forms via ERS. Contact 01342 414438 / qvh.cdc@nhs.net for any enquiries.

This CDC service provides structured assessment for patients with chronic, undiagnosed breathlessness (duration greater than 8 weeks). The pathway coordinates investigations including respiratory and cardiac diagnostics, followed by virtual multidisciplinary team review.

	Inclusion / Referral Criteria

	· Undiagnosed breathlessness of ≥ 8 weeks duration 
· Possible underlying cardiac or respiratory causes
· NT-ProBNP < 2000 (i.e. do not refer diagnosed heart failure)
· CXR with no significant abnormalities (e.g. consolidation)

Please complete & attach below the following mandatory recent investigations before referring into this service:
· Full blood count
· Renal profile and eGFR
· NT-ProBNP
· Chest X-ray (within 6 months or new if symptoms changed)
· Two-week peak flow diary (only if suspected Asthma/COPD)

	Exclusion Criteria

	· Red flag cancer symptoms – STOP: refer via Urgent Suspected Cancer pathways
· Patient is too unwell or unable to attend as an outpatient, or needs acute admission
· New onset hypoxia – with oxygen saturations <92%
· Patient is currently being investigated for the same problem by another specialist team – e.g. if under respiratory or cardiology already – STOP: Do not refer.
· Acute chest pain – STOP: refer to rapid access chest pain pathway or local ED
· NT-ProBNP >2,000 – STOP: refer to a Rapid Access Heart Failure pathway
· Rockwood frailty score ≥5 – consider local frailty services

	Patient Demographics
	GP Practice Details

	Surname
	
	GP
	

	First names
	
	Referral date
	

	DOB
	
	[Sex]  
	Email
	

	NHS No.
	
	BMI
	[BMI]
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	Email
	
	Practice ID
	

	Address
	
	Address
	

	Tel home
	
	Tel mobile
	

	Ethnicity
	 

	Supporting Accessibility Information

	☐ Accessibility adjustments required (e.g. cognitive, sensory, mobility). Please give details:      

	☐ Interpreter required. Preferred language:      

	☐ Carer attending/involved. Contact details:      

	☐ Permission to contact NOK/third party about referral if necessary

	Referral Type

		 Routine		

	Does the patient consent to this referral?	☐ Yes	☐ Best interests’ decision*	☐ No*
* Details:      

	Clinical Details and Reason for Referral

	What are the presenting symptoms?
☐ Dyspnoea	☐ Cough	☐  Sputum	☐  Wheeze	
☐ Cyanosis	☐ Fatigue	☐ Peripheral oedema	☐ Palpitations
☐ Dizzy/light-headedness	☐ Orthopnoea	☐ Other:      
Do they have a history of asthma?	☐ No	☐ Yes 
How long have they been having the symptoms?
☐ ≥8 weeks		☐ <8 weeks – STOP: please use an alternative pathway

	Presenting complaint / what is the reason for referral (including past medical history, family history etc. where relevant):
     

	Additional information:
     


	Additional History

	Infection Risk:
Is the patient known to have any of:
☐ MRSA	☐ Hepatitis B	☐  Hepatitis C	☐  HIV	☐  TB		
☐ Other:      
Radiographic Contrast:
Does the patient have any history of contrast reactions?	
☐  Yes:       
Contrast risk factors:
☐ CKD	☐  Diabetes	☐  On metformin	☐ Myeloma    	☐ ≥ 75 years	☐  None

As part of this pathway, spirometry +/- bronchodilator reversibility testing may be undertaken. Where clinically appropriate, a bronchodilator will be delivered as per lung function protocols. By ticking this box and signing this referral, you are agreeing for the medication to be administered to the patient, unless contraindicated.
☐  400mcg of salbutamol via MDI and Spacer device (4 puffs)

	Examination

	Details of any examination / physical findings here:
     


	Investigations

	Please complete and attach below the following mandatory investigations before referring into this service:
☐  Full blood count
☐  Renal profile and eGFR
☐  NT- ProBNP
☐  Chest X-ray (within 6 months or new if symptoms changed)

If suspected asthma/COPD:
☐  Two-week peak flow diary 

	Referred By

	Name
	
	Role
	

	Contact
	
	Date
	

	Signature
	     					 Electronic signature is acceptable



[Allergies]
[Current Medications]
[Active and past significant problems]
[Last 5 consultations]
[Investigations in last 12m]
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