
1 
 

Sheffield Neurology Outpatient Department Referral Guidance 2020 

 

This document aims to optimise care for patients with neurological symptoms and/or signs. It is based upon the ‘Suspected Neurological Conditions: Recognition and Referral 
in people aged 16 and over.’ NICE 2019 guidelines www.nice.org.uk/guidance/ng127  
 
It aims to provide clarity for both primary care and secondary care. Symptoms or conditions deemed more appropriate for primary care management will be associated with 
advice and support. Alternate pathways are also suggested where appropriate. 
 

 

Symptom Acceptance Criteria  Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Blackout  

 
www.nice.org.uk/guidance/cg109 

Strongly associated with features of 
epileptic seizure as per NICE Epilepsy 
guideline 
https://pathways.nice.org.uk/pathways/e
pilepsy  
 

Clear features of vasovagal syncope 

(simple faint) even in the event of 
convulsive features 
 
 
 
 

Usually managed in primary care 

  Suspicion of cardiogenic syncope 

 
Refer urgently to Cardiology 
 
 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Dizziness / Vertigo If persistent with brainstem signs Sudden onset persistent ? stroke and in 
whom benign paroxysmal positional 
vertigo does not account for the 
presentation. 
 
NB. If HINTS (head-impulse–
nystagmus–test-of-skew) test is 
negative this makes diagnosis of stroke 
very unlikely. 
 

Local or Sheffield Stroke pathway 
https://pathways.nice.org.uk/pathways/stroke 

  
 

Postural / movement sensitive Consider referral to ENT 

 If associated with alterations in 
consciousness ? Epilepsy refer in line 
with NICE epilepsy guidelines 
 

Acute recurrent (?Vestibular migraine) Treat as per BASH migraine guidelines 

  Associated with previous functional 
neurological diagnosis, unless new 
signs present 
 
 
 
 

Refer to local / community psychology 
services (eg IAPT) 

http://www.nice.org.uk/guidance/ng127
https://pathways.nice.org.uk/pathways/epilepsy
https://pathways.nice.org.uk/pathways/epilepsy
https://pathways.nice.org.uk/pathways/stroke


2 
 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice / 
Alternative pathways to consider 

Facial pain, atraumatic Persistent with numbness or abnormal 
neurological signs 
Ideally refer after MRI brain 

Suspected temporal arteritis ( in 
patients >age 50) 

Check ESR / CRP urgently .  
If elevated and patient has visual disturbance 
urgent referral to ophthalmology.  
If CRP elevated but no visual symptoms 
telephone referral to rheumatology 

 Trigeminal neuralgia, if refractory to first 
line treatment 

  
 
 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice / 
Alternative pathways to consider 

Gait unsteadiness  Associated with clearly documented 
abnormal neurological signs  
 
 

Sudden onset Local or Sheffield Stroke pathway 

  Rapidly progressive Refer urgently through Neurology on call 
 

   For adults with unsteadiness of gait who are at 
risk of falling follow NICE recommendations on 
multifactorial falls risk assessment and 
consider referral to the local falls prevention 
team 
https://pathways.nice.org.uk/pathways/prevent
ing-falls-in-older-people/preventing-falls-in-
older-people-overview 

  Gradual onset associated with Thyroid 
dysfunction, B12 deficiency 
 

Treat the associated medical condition and 
only refer if symptoms persist 

   Associated with previous functional 
neurological diagnosis, unless new 
signs present 
 

Refer to local / community psychology 
services (eg IAPT) 
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Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Handwriting difficulties Slow, small print ? Parkinson’s disease 
 

PD in patients aged > 75 yrs Refer to Care of the Elderly 

 ? Dystonia 
 

  

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Headache  
 

https://www.nice.org.uk/guidance/cg1
50 

 Sudden onset with or without clinical 
signs 

Sudden onset new headache - Urgent 
referral to local emergency department or 
acute admitting medical team 

 Persistent migraine failing to respond to 
at least 2 treatments 

Clear untreated migraine Manage according to NICE / BASH headache 
guidelines 

 Cluster headache 
 

Tension Type Headache Manage according to NICE CKS guidelines 

 Dysautonomic headache Medication overuse headache Manage according to NICE / BASH headache 
guidelines 

 Progressive morning headache with or 
without neurological signs without a 
suspicion of OSA 
 

Morning headaches associated with 
symptoms of obstructive sleep apnoea 
(OSA) 

Refer to local respiratory sleep clinic ? OSA 

 Severe unremitting progressive 
headache without visual symptoms 

Severe unremitting progressive 
headache with visual symptoms 

Refer urgently to eye casualty 

  Suspected temporal arteritis ( in 
patients >age 50) 

Check ESR / CRP urgently .  
If elevated and patient has visual disturbance 
urgent referral to ophthalmology.  
If CRP elevated but no visual symptoms 
telephone referral to rheumatology 

 Consider direct investigation or referral if 
headache with 

 new-onset neurological deficit / 
cognitive dysfunction / personality 
change  

 recent (typically within the past 
3 months) head trauma  

 headache triggered by cough, 
valsalva, sneeze or exercise 

 orthostatic headache    

 a substantial change in the 
characteristics of the headache 

 vomiting with no other cause 

 compromised immunity 

 history of malignancy 

 
 

 
 

  

https://www.nice.org.uk/guidance/cg150
https://www.nice.org.uk/guidance/cg150


4 
 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Facial weakness Bell’s palsy associated with known MS 
 

Sudden onset Local or Sheffield Stroke pathway 

 Bell’s palsy if there is doubt about the 
diagnosis and no improvement after 3 
weeks  

 If slow to resolve or aberrant reinnervation 
after 5 months consider referral to a facial 
palsy clinic (via ENT or Plastics/Oral 
Maxillofacial team) 
 

  Bell’s palsy not associated with any other 
medical conditions 
 

Treat with steroids if <72hrs from onset 
 
https://cks.nice.org.uk/topics/bells-palsy/ 
 

  Bell’s palsy associated with middle ear 
disease 
 

Refer urgently to ENT 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Limb weakness Slowly progressive without swallow 
impairment nor breathlessness 

Sudden onset Local or Sheffield Stroke pathway 

  Rapidly progressive +/- respiratory or 
bulbar weakness 

Refer urgently through Neurology on call 

  Sudden onset painful Urgent referral to Orthopaedic or 
Neurosurgeons on call 

  Associated with previous functional 
neurological diagnosis, unless new signs 
present 

Refer to local / community psychology 
services 

  Radial (wrist drop) or common peroneal 
(foot drop) compression neuropathy 
within 6 weeks of onset 

Refer for splints / orthoses. 
Review after 6 weeks if no improvement then 
refer to neurology out-patients 
 

  Cervical or lumbar radiculopathy without 
clinical signs if non progressive over 6 
weeks 
 

https://pathways.nice.org.uk/pathways/low-
back-pain-and-sciatica 

   Chronic cervical or lumbar radiculopathy 
with disabling symptoms, sphincter 
disturbance, age <20, clear myelopathic 
or radicular clinical signs 
 

Refer to orthopaedic or neurosurgery  

  

https://cks.nice.org.uk/topics/bells-palsy/
https://pathways.nice.org.uk/pathways/low-back-pain-and-sciatica
https://pathways.nice.org.uk/pathways/low-back-pain-and-sciatica
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Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Memory failure / cognitive 
deterioration  
 
https://pathways.nice.org.uk/pathway
s/dementia/dementia-assessment-
and-diagnosis 

Documented persistent, progressive 
cognitive deficit with or without other 
neurological signs in patients < 75 yrs 

If brief testing suggests concentration 
difficulties 

More likely to be caused by: 

 recreational, and some prescription, 
drugs  

 alcohol 

 affective disorders 

 stress.  
 

  Associated with chronic fatigue syndrome 
 

Refer to chronic fatigue services 

  Associated with anxiety, severe mental 
health problems or functional disorders 
 

Refer to mental health services 

  Associated with fibromyalgia Refer via Rheumatology fibromyalgia 
pathway 

  Associated with alcohol or drug abuse Refer to alcohol/ drug or mental health 
services 

  Chronic progressive memory 
impairment >75 yrs 
 

Refer to Old Age Psychiatry 

  Transient Global Amnesia 
  
A single episode of dense amnesia for < 
8hrs with complete recovery and no 
features of epilepsy  
https://gpnotebook.com/simplepage.cfm?
trip=1&ID=1174798411 
 

Reassure, no treatment required. Refer if 
episodes are repeated or epileptic features 
are present 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Posture distortion Persistent episodes of head or neck 
posture distortion refer for botulinum toxin 
treatment 

Clearly related to medication use Remove medication first, only refer to 
neurology movement disorder clinic if 
symptoms persist 
 

Dystonia Writer’s cramp, foot dystonia refer for 
botulinum toxin treatment 
 

  

  

https://pathways.nice.org.uk/pathways/dementia/dementia-assessment-and-diagnosis#content=view-node%3Anodes-initial-assessment-in-non-specialist-settings-and-when-to-refer
https://pathways.nice.org.uk/pathways/dementia/dementia-assessment-and-diagnosis#content=view-node%3Anodes-initial-assessment-in-non-specialist-settings-and-when-to-refer
https://pathways.nice.org.uk/pathways/dementia/dementia-assessment-and-diagnosis#content=view-node%3Anodes-initial-assessment-in-non-specialist-settings-and-when-to-refer
https://gpnotebook.com/simplepage.cfm?trip=1&ID=1174798411
https://gpnotebook.com/simplepage.cfm?trip=1&ID=1174798411
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Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Sensory symptoms Persistent distally predominant painless 
with or without neurological signs.  

If upper motor neurone signs present GP 
to request MRI brain and cervical spine 
(as indicated) 

Sudden onset, persistent Refer through the Stroke pathway 
 
https://pathways.nice.org.uk/pathways/stroke 

  Rapidly progressive (hours / days) Refer urgently through Neurology on call 
 

  Persistent distally predominant 
associated with other medical problems 
(excessive alcohol use, B12 deficiency, 
Thyroid dysfunction, Diabetes) 

Manage the associated condition and only 
refer if symptoms are progressive, disabling. 
Consider a pain team referral if pain is the 
predominant problem 
 
https://pathways.nice.org.uk/pathways/neuro
pathic-pain/neuropathic-pain 
  
 

  Carpal tunnel syndrome 
 

Refer via locally agreed pathways – eg via 
MSK Sheffield 
 

  Ulnar Neuropathy Refer via locally agreed pathways – eg via 
MSK Sheffield 
 

  Meralgia paraesthetica (lateral thigh 
symptoms without additional neurological 
signs) 
 

Reassure this is a benign condition. Refer to 
pain team if pain is severe 

  

https://pathways.nice.org.uk/pathways/stroke
https://pathways.nice.org.uk/pathways/neuropathic-pain/neuropathic-pain
https://pathways.nice.org.uk/pathways/neuropathic-pain/neuropathic-pain
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Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Sleep disorders Sleep seizures Pure insomnia Offer sleep hygiene advice 
Self help CBT  
 
‘Overcoming Insomnia and sleep problems’ 
by Colin Espie 
 

 Sleep behaviour disturbance 
(parasomnia , REM or non-REM) 

Isolated hypnic jerks Reassure and offer sleep hygiene advice 

 Excessive daytime somnolence due to 
suspected narcolepsy / cataplexy 

Isolated sleep paralysis Reassure and offer sleep hygiene advice 
Self help CBT  
 
‘Overcoming Insomnia and sleep problems’ 
by Colin Espie 
 

  Excessive daytime somnolence 
suggestive of obstructive sleep apnoea 
(OSA) eg elevated BMI, snoring, gasping 
at night 

Refer to a local respiratory sleep service ? 
OSA 
 

  Excessive daytime somnolence 
associated with functional neurological 
disorders, unless new signs present 
 

Refer to local / community psychology 
services (eg IAPT) 

  Excessive daytime somnolence 
associated with other medical problems 
(excessive alcohol use, B12 deficiency, 
Thyroid dysfunction, Diabetes, 
fibromyalgia, severe mental health 
problems) 
 

Manage the associated condition first 

  Excessive daytime somnolence 
associated with polypharmacy 
 

Attempt to remove sedating drugs 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Smell or taste problems If associated with signs suggestive of 
Parkinsonism 

Sudden onset atraumatic without 
neurological signs for less than 3 months 

Reassure unlikely to be serious, observe  

 If associated with brain stem neurological 
signs 

Persistent >3/12 without neurological 
signs 

Consider MRI brain -  if normal reassure, if 
abnormal refer as appropriate (head trauma – 
neurosurgery, tumour – neuro-oncology 
pathway etc) 

  Loss after a head injury This is a common sequeale of head injury 
and is often permanent 
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Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Speech, swallow or language 
problems 

Progressive slurred or distorted speech. 
Refer urgently if associated with swallow 
impairment. 
 

Sudden onset Refer via Stroke pathway 
https://pathways.nice.org.uk/pathways/stroke 

 
 

 If associated with breathlessness at rest 
or lying flat  

Refer urgently through Neurology on call 

 Dysphonia with structural pathology 
excluded by ENT, supported by normal 
MRI 

Dysphonia Refer to ENT 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Tics If associated with other neurological 
signs 

Isolated tic disorder and temporarily 
suppressible 

Reassure that this is a benign condition 

 If psychotherapy has failed  
(patients should be informed that the 
evidence base for therapy is poor and 
that treatments can have side effect) 
 

If psychological therapy has not been 
given 

Refer to local / community psychology 
services (eg IAPT) 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Involuntary movements Not suppressible for > 3/12 If suppressible or present for < 3/12 
 

See advice for tics 

  Clear blepharospasm 
 

Refer to Ophthalmology 

 Fasiculations with muscle wasting, 
weakness, bulbar dysfunction, spasticity 
or pain 

Fasiculations without muscle wasting, 
weakness, bulbar dysfunction, spasticity 
or pain 
 

Reassure this is a benign condition. Observe 
for progression or development of 
neurological signs 

Symptom Acceptance Criteria Criteria to suggest alternate pathway Alternative Referral Advice /  
Alternative pathways to consider 

Tremor Essential tremor failing to respond to first 
line treatment 

Patients aged >75 yrs Consider referral to Care of the Elderly 

 Head tremor Clearly associated with medications 
(Neuroleptics, sodium valproate, 
stimulants, ventolin, alcohol) 

Remove medication if possible and review 

 Tremor associated with extrapyramidal 
signs suggestive of Parkinsonism in 
patients <75. 
https://pathways.nice.org.uk/pathways/pa
rkinsons-disease 

Associated with other medical conditions 
(anxiety, thyrotoxicosis, hypoglycaemia, 
excessive alcohol use) 

Manage the other condition 

  Associated with a functional neurological 
disorder, unless new neurological signs 
present 

Refer to local / community psychology 
services (eg IAPT) 

  Untreated essential tremor  Treat with propranolol (guided by BNF) 

https://pathways.nice.org.uk/pathways/stroke
https://pathways.nice.org.uk/pathways/parkinsons-disease
https://pathways.nice.org.uk/pathways/parkinsons-disease
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Additional referral guidance: 

  
Autism or dyspraxia. Consider referral to Sheffield Adult Autism and Neurodevelopmental Service, Michael Carlisle Centre 75 Osborne Road, Sheffield S11 9BF 

 
Chronic Fatigue Syndrome/ME. Consider referrals to CFS/ME Service- Michael Carlisle Centre 75 Osborne Road Sheffield S11 9BF 

 
 
 


