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	Fast Track Urgent Suspected Cancer Referral: Thyroid



	Date of decision to refer:
	
	Date referral received at Trust:  
	



	
Patient Details

	Surname:                                             First Name:                                      Title: 

	
	DOB:   /    /                                      NHS Number: 

	
	Sex assigned at birth:  Male/ Female              
Gender Identity (if different from that above): e.g. Male (inc trans man) / Female (inc trans woman) / Non-binary  

	
	Ethnicity:                                              

	
	Patient Address: 
                                                                                                                     Postcode: 

	
	Contact numbers:
Home:                                Mobile:                       Preferred Contact:                             Email: 

	
Practice Details

	Registered GP Name: 

	
	Practice Name : 

	
	Direct line to the practice (Bypass) :

	
	Main:                                                   Fax:                                                  Email:

	
	Referring Clinician: 



   REFERRAL CRITERIA 
	Thyroid swelling with: 
|_| Solitary nodule, typically hard increasing in size
|_| Unexplained hoarseness or voice change associated with goiter
|_| Symptoms of tracheal compression
|_| Enlarged cervical nodules
|_| family history of endocrine tumour
|_| History of neck irradiation
|_| Pre-pubertal patients
|_| aged >65y



	
SYMPTOMS AND REASON FOR REFERRAL (ESSENTIAL)
	






INVESTIGATION RESULTS (ESSENTIAL)
	Please ensure the following recent blood results are available
TFTs
|_| Tests Requested







  PATIENT INFORMATION
  Please tick to confirm:
	|_|
	The patient is aware that this is a fast track referral to exclude cancer

	|_|
	Patient has been provided with a fast track cancer pathway information leaflet or sent an electronic link. Leaflet available in different languages at: https://cancermatterswessex.nhs.uk/fast-track-referrals/ 

	|_|
	Patient is expecting to be contacted by secondary care within 2 weeks and knows who to contact if this doesn’t happen.



  ACCESSIBILITY
  Please tick any of the following that apply to your patient:                                                         
	|_|
	Patient has cognitive impairment that may affect their mental capacity for consent. 
If yes, please confirm date best interests meeting completed: __/__/____

	|_|
	Patient has significant mobility impairment

	|_|
	Patient has significant sensory impairment (specify):

	|_|
	Patient will require an interpreter (specify):



  Rockwood Clinical Frailty Scale. Please tick most appropriate box:
	[bookmark: _Hlk187830510]Rockwood Clinical Frailty Scale (CFS)

	
CFS Score

1☐ Very Fit
2☐ Well
3☐ Managing Well
4☐ Vulnerable
5☐ Mildly Frail
6☐ Moderately Frail
7☐ Severely frail
8☐ Very Severely frail
9☐ Terminally ill

When scoring frailty in people with dementia the degree of frailty corresponds to the degree of dementia i.e. Mild dementia = CFS 5, Moderate dementia = CFS 6, Severe dementia = CFS 7

For more information: 
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2022/02/rockwood-frailty-scale_.pdf 





  CLINICAL INFORMATION
	Details of other significant medical history:

	Anticoagulation and / or antiplatelet medication – please state indication, medication taken and latest INR if applicable:



List or attach regular medication:



Allergies:







Version 1.1
Forms are reviewed every two years in line with the WCA process for fast-track referral forms.
Please contact the wessexcanceralliance@wca.uhs.nhs.uk
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