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	FRM4905/3 – Therapeutic Apheresis Services - Request for Extracorporeal Photopheresis (ECP) - GVHD
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	Patient Details

	Referring Hospital/Trust
	     

	Consultant Name
	     
	Consultant Contact Number
	     

	Ward/Outpatient
	     
	Ward Contact Number
	     

	First Name
	     
	Last Name
	     

	Date of Birth
	[bookmark: Text29]     
	Sex Assigned at Birth
	     

	
	
	Gender/Preferred pronoun
	     

	NHS Number
	[bookmark: Text32]     
	Hosp No 
	     

	[bookmark: _Hlk209529003]Patient Contact Details
	     
	Height (cm)
	     
	Weight (kg)
	     

	GP Name
	     
	GP Address (Inc postcode)
	     

	Individual funding request ref No. 
	                       N/A  ☐
	
	


 
	Diagnostic Criteria 

	Primary diagnosis pre transplant 
	     

	Chronic GvHD        ☐    
	  Acute on Chronic GVHD               ☐    
	
Acute GvHD                             ☐



	Mild   ☐
	Moderate     ☐
	Severe   ☐

	Steroid Dependent   ☐
	Steroid Refractory     ☐
	Unable to tolerate steroid    ☐

	Date of transplant
	          

	Date of onset of GvHD
	          

	Is this an urgent referral?
	YES    ☐          NO    ☐

	Clinical Research/Trial
	Yes
	☐	No
	☐	Trial Name
	          

	Organ Involvement including score.

	Which score system used? 
	          

	Skin  ☐  Score:           
	Liver  ☐  Score:           
	Mouth ☐ Score:            
	Joint  ☐ Score:            	Comment by Rebekah Johnson: Added scores next to each organ to highlight importance for score for each one

	Gut   ☐  Score:            
	Lung  ☐  Score:           
	Eyes ☐ Score:            

	Muscle ☐ Score:           
	Genital ☐ Score:            
	Other (Please specify)            

	
Please provide any other information specific to GVHD symptoms.

          






















	Treatment Location

	Is the patient suitable for treatment on the apheresis unit?
	Yes
	☐	No
	☐
	If yes, has transport been arranged?
	Yes
	☐	No
	☐	Own/Hospital?
	     





	Vascular Access

	The patient must have at least 2 adequate veins for use with 18G needle. TAS team will site these as part of the treatment.

	Is peripheral access adequate for procedure?

(If you are unsure, please contact the Apheresis Unit to arrange a vein assessment)
	     
	Has the patient got a CVC insitu?
	     

	
	
	Has a line insertion been arranged?
	     

	Date of line insertion (if applicable)  
	     
	Has line placement been confirmed by x-ray?  
	     




	Special Blood Requirements

	If a transfusion is required/may be required, has a Transfusion Associated Circulatory Overload (TACO) Risk Assessment been considered and/or completed? 
	Yes
	☐	No
	☐
	IRRADIATED
	     
	CMV Antibody NEGATIVE  
	     

	Other (please state)
	     



	Clinical History

	Is the patient pregnant? 
	Yes
	☐	No
	☐	N/A
	☐
	Medical History and Co-Morbidities

	Liver Failure ☐		Renal Failure ☐		ischemic heart disease ☐		Coagulopathy ☐		

  Aphakia  ☐                      HIT  ☐                                   Other ☐ (please specify)            







	Does the patient have a bleeding risk

	E.g. recent biopsy, medication, active bleeding, lumbar puncture. Please give details below.
Yes ☐		No ☐
     











		Any active infection
	Yes
	☐	No
	☐	Type of Infection
	     



Additional Details 
     






	Current Medication – including doses 	Comment by Rebekah Johnson: Added comment to ensure section isn’t ignored as they have already entered GVHD meds above	Comment by Claire Morris - TAS: I have removed that and just have all the medications in one place

	We need to know about medications which may be removed by apheresis or affect the safety of the procedure. Please provide a list of current medications – (Please ensure all immunosuppression/dose is listed for treatment of GVHD).
     










	Allergies

	     



	Please provide any blood, laboratory, or scan results

	Haemoglobin
	     
	Date of Sample
	     
	Haematocrit
	     
	Date of sample
	     

	Platelets
	     
	Date of sample
	     
	White Cells
	     
	Date of sample
	     

	Calcium
	     
	Date of sample
	     
	
	     
	
	     



	Other

	Special Considerations and/or Additional Relevant Information 
e.g. interpreter or communication aids, mobility status, aids, special diet, continence etc.

	


     



	Request for Apheresis Procedure form completed by

	Name
	[bookmark: Text43]     
	Email
	[bookmark: Text44]     

	Role 
	     
	Tel
	     

	Signature
	[bookmark: Text45]     
	Date
	Click or tap to enter a date.
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