[bookmark: _Hlk143760443][image: ]Referral to Wound eClinic- GENERAL Wounds (Adult) 

	COMPLETION INSTRUCTIONS – ONE REFERRAL FORM PER WOUND

	1. Referral Criteria
            Check criteria for referral on the Ewound Clinic Referral Pathway    

	2. Photography consent, complete the Medical Photography Consent Form together with the patient or carer

	3. Referral form (complete and send within three days of taking the photographs to provide current representation of wound)

· If not using the Nikon Coolpix S333 (yellow) or Nikon Coolpix W150 (Blue) camera provided by the eWound clinic, ensure that your camera is registered with the Medical Photography Department

·  Take one photograph close up and one from a distance

· Complete the grey boxes on pages 2 and 3, then save the Referral form

· Please ensure that you have copied in a work colleague in case you are on leave and cannot be contacted with the response from the Tissue Viability Service. The Tissue Viability Nurse (TVN) response will go to both people

· Do not keep a copy of the Referral form or the photographs on your desktop.  To save your own copy of the Referral form you can print a copy and save in the patient’s notes or save onto your NHS shared or NHS home drive.


	4. Email the following to ewound.clinic@nhslothian.scot.nhs.uk 
· completed Referral form
·  signed Medical photography consent form 
·  Photographs x2


	If you want to refer this patient again and it`s been more than 2 weeks since last referral, you need to repeat the above process.




	Use of the NHS Lothian Virtual eWound Clinic is subject to the following referral instructions.
Staff should read the following documents before referring to the eWound Clinic:
· ‘Taking wound images with the Nikon Coolpix W150/S333 and emailing safely to the e-Wound clinic’
·  Ewound Clinic Referral Pathway 


	This e-clinic does not provide advice for life threatening situations/wounds
It is the responsibility of the nurses/doctor treating the patient to implement the care based on the information provided on the Referral form. 
The advice/recommendations provided by the department of Tissue Viability does not absolve the health care practitioner of their professional responsibility to the patient

	I have read and understood the above and agree to be bound by them. X



PLEASE COMPLETE FORM IN FULL – THANK YOU


[bookmark: Tissue_Viability_-_eClinic_Referral_Form][bookmark: Page-1]
Referrer’s Details (Please fill in blank boxes)
Name:							Job title:



Work address/base/locality:  



Contact Telephone Number:
Email Address:


Patient Details (Please fill in blank boxes)

Patient Name:							CHI Number:



Address and Postcode:


[bookmark: Check48]Patient or carer has consented to referral to the e-Clinic |_| new consent form for each set of photographs

Type of accommodation (click on relevant boxes)

Own Home		|_|			Care Home with qualified Nurses	|_|
Sheltered Housing	|_|			Care Home with no qualified Nurses	|_|
Other (please state)	


Reason for Referral

Date of Referral:	

Reason for Referral:

Wound Details

Wound site/location


Wound Type:	Pressure Ulcer	|_|	Surgical Wound	|_|		Leg Ulcer |_|
Trauma		|_|	Other – Please detail



Wound duration:


Length of time on caseload for this wound:



Exudate levels:				Exudate consistency:

Signs of Wound Infection: use the Scottish Ropper Ladder to identify stage of infection:
Wound odour (if present please describe)


Only complete this section if no measuring tape used on photographs (please use cms)



Wound length (cm)				wound width (cm)
 
Wound depth (cm)				Is there undermining?  	|_|   Is the wound tracking?  |_|


Internal structures seen – If YES, click on relevant box(es)

[bookmark: Check28][bookmark: Check29][bookmark: Check30][bookmark: Check31][bookmark: Check32]Tendon      	|_| 	Ligaments    |_| 	 Bone	|_| 	Bowel	|_| 	Muscle	|_| 	Blood vessels	|_|


[bookmark: Check34]Calcification	|_| 	Other, please state: 


[bookmark: Page-2]Has patient previously been referred to Tissue Viability? 

No |_|	Yes |_|  Date of referral 


Has there been deterioration or improvement in the wound? Please give details




Patients History
Relevant history (include past medical history and relevant information)
	



Allergies


Relevant blood test results (please give date and result)


For patients with leg ulcer, ABPI is mandatory (please give date and result)
ABPI to be obtained within the last 6 months, ensure Lower Leg Ulcers Pathway has been followed



Mobility/aids used 					Pressure ulcer risk				


Time spent up sitting 					MUST/Nutrition intake			


Incontinence


Mattress, cushion, or heel protection (if supplied, specify make and model)


Current Dressing Regime (fill in blank boxes)
Date commenced 				Frequency of dressing change 


Cleansing agent

Primary dressing					Secondary dressing




Previous dressings (include dates and advise if antimicrobials have been used in the last 3 months)




Conditions and Medications That Can Delay Healing (click on relevant boxes)

Rheumatoid/inflammatory diseases	|_|	Has osteomyelitis		|_|	Diabetes	|_|
Respiratory/circulatory			|_|	Anti-coagulants			|_|	Oedema	|_|
Incontinence             			|_|	Anti-inflammatory drugs    	|_|    	Steroids	|_|
Anaemia	Chemotherapy                   	|_|	Nicorandil 			|_|	Poor nutrition	|_|
Methotrexate               			|_|	Other                                                            

     
Referred to Other Specialties Click on relevant box

Dermatology	|_|	Plastics	|_|	Dietician |_|	Vascular |_|	Lymphoedema Service |_|
Diabetic Foot Clinic	|_|

[bookmark: additional]Additional Details and Comments e.g. cognition, continence status, social situation, care package

If pressure ulcer please state:
· position change regime
· pressure reducing mattress used
· pressure reducing seat cushion
· off-loading heel boots if applicable
· if up to sit and for how long                  
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