[image: ]
Cheshire and Merseyside Familial Hypercholesterolemia Service (C&MFHS)
GUIDANCE FOR REFERRAL 
The C&MFHS does not undertake routine follow-up or prescribe / manage any lipid reducing medication. Therefore, PLEASE DO NOT REFER PATIENTS WHO ARE NOT ELIGIBLE FOR GENETIC TESTING.

Consider Familial Hypercholesterolaemia if there is at least one ‘YES’ in each of sections 1 and 2. 
(This equates to assessment via Simon Broome Criteria: Yes x1 in each of section 1 and 2 = Possible FH)
NB Patients should NOT be assessed based on the results from a single lipid profile.
After initial screen: 
· Exclude: hypothyroidism, diabetes mellitus, kidney (especially nephrotic syndrome), liver disease (especially cholestatic liver disease): review renal profile / liver profile / TFTs / HbA1c / urine dipstick.
· Identify and address modifiable risk factors ie, diet, obesity, alcohol intake, smoking.
· Repeat fasting lipid profile after 3 months.





	Section 1 - indicate with an X
	YES

	16 years or over: Pre-treatment total cholesterol >7.5 mmol/L OR Pre-treatment LDL-C >4.9 mmol/L
	  

	Under 16 years: Pre-treatment total cholesterol >6.7 mmol/L OR Pre-treatment LDL-C >4.0 mmol/L
	  

	Section 2 - indicate with an X
	

	Tendon xanthomata in patient, or in first-degree or second-degree relative*
	  

	Family history of myocardial infarction under 50 years of age in second-degree relative OR
	  

	Family history of myocardial infarction under 60 years of age in first-degree relative OR
	  

	Family history of raised cholesterol >7.5mmol/L in first-degree or second-degree relative >16 years
	  

	Family history of cholesterol >6.7 mmol/L in child or sibling aged under 16 years
	  

	*First-degree relative (FDR) mother / father /brother / sister / child.
Second degree relative (SDR) aunt / uncle / grandparent / grandchild
	

	 Section 3 - indicate with an X
	

	Premature corneal arcus (<45 years) 
These patients should be assessed by the using the FH Wales genetic testing assistant (see below), regardless of whether they meet the criteria in Section 1 and 2.
	  


Does the patient have:
DNA-based evidence of familial gene alteration (mutation) in a first-degree relative?
(Including parents of children detected in Child-Parent Pilot Screening Programme)





No    
Yes    

Complete referral to C&MFHS
If available, include a copy of mutation report and/or family member letter with the referral.
Email referral form to CM.FHS@nhs.net,  or post to:
CHESHIRE & MERSEYSIDE FAMILIAL HYPERCHOLESTEROLEMIA SERVICE
Liverpool Heart and Chest Hospital
Thomas Drive 
Liverpool L14 3PE



Eligible for genetic testing?
https://fhwalescriteria.co.uk/assistant.html


Yes 

No*

Manage lipids according to:
https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Summary-of-national-guidance-for-lipid-management-for-primary-and-secondary-prevention-of-cardiovascular-disea.pdf.




*If it is felt that a particular case merits further discussion, contact the C&MFHS on CM.FHS@nhs.net or 0151 254 3248



REFERRAL DETAILS: Date of referral: Click or tap to enter a date.
[bookmark: _Hlk131514675]Patient eligibility for genetic testing assessment
Genetic Testing Assistant - Genotype Calculation Results (Welsh Lipid Score)                                                                                                   
If patient has a score of 6 or above, they are eligible for genetic testing.
Unadjusted Score       

 
Age-Adjusted score       


OR
Dutch Lipid Clinic Network Score (DLCNS)      

If a patient has a score of 6 or above, they are eligible for genetic testing         

OR
Patient is a predictive case, or referred from Child-Parent Pilot Screening Programme	      


	Patient Demographics

	Patient Forename(s)
	
	Patient Surname:
	

	NHS Number
	
	Date Of Birth
	

	Home Tel No.:
	
	Mobile Tel No.:
	

	Address
	

	Ethnicity
	
	Special requirements: E.g. Language, Hearing, Visual, Learning Difficulties or Interpreter required.
	If Yes, please give details:


	GP Details

	GP Name
	
	GP Practice Code
	

	GP Email Address
	
	GP Telephone No
	

	GP Address
	


	Referrer details

	Referrer name:         

	Speciality:          


	Address:           

	Contact number/ email address:            



Blood Results: If any results are not available, please enter N/A
	
	Total Cholesterol 
(mmol/L)
	Triglycerides 
(mmol/L)
	HDL-Cholesterol
(mmol/L)
	LDL-Cholesterol 
(mmol/L)

	Pre-treatment results (if available)
DATE
	  
	  
	  
	  

	Latest Results (if different to pre-treatment results)
DATE
	  
	  
	  
	  



	Additional Information 

	
eg Current lipid-lowering treatment and dose 
Presence of stigmata (corneal arcus / tendon xanthomata)
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