
                                                           
		

PSYCHOSEXUAL THERAPY REFERRAL
For use with Sexual Dysfunctions with people over the ages of 18 years who live in the Berkshire East area only. For use for GP referrals and internal specialist area referral with the BHFT.
Please email referral to: gardenclinicadmin@berkshire.nhs.uk

	Forename:
	Surname:
	Address:




Postcode:

	Title:
	

	DOB:
	

	Gender:
	

	NHS number:
	Referral Route: GP or Internal

	Mobile:
	Referring Clinician:

	Home Tel no:
	Referring Department (internal only):

	Email:
	GP Details

	Ethnicity
	GP Address

	1st Language
	GP Tel No

	Interpreter required 
	GP Practice email

	Patient consent for us to contact via email:                                                                  
	Yes|_| No|_|

	Patient agree to voicemail message to be left:
	Yes|_| No|_|

	Is the patient willing to attend fortnightly therapy sessions
	Yes|_| No|_|

	Is the patient aware they will need time to complete exercises in between appointments
	Yes|_| No|_|

	If in a couple is the partner willing to attend some of the therapy sessions
	Yes|_| No|_|

	PLEASE IDENTIFY THE SEXUAL DYSFUNCTION FOR THIS REFERRAL (PLEASE TICK)

	MALE / MALE ANATOMY:                                                               
	FEMALE / FEMALE ANATOMY: 
	
	RECOMMENDATIONS:

	· Recent Sexual desire disorder –Recent no desire or interest in sex attributed to recent life events
· Sexual arousal disorder – Recent difficulty in becoming physically aroused May have desire but no arousal
· Orgasm disorder – delayed or absence of
· Sexual pain disorder
· Pain during penetrative sex
· Erectile dysfunction – either difficulty obtaining or maintaining an erection
· Ejaculation problems Rapid or premature – not learnt inevitability
· Delayed ejaculation more than 35-40minutes
· Retrograde ejaculation
· Peyronie’s disease
· Phimosis
· Sexual dysfunction as a result of recent physical medical treatment or cancer surgery
	|_|


|_|



|_|

|_|
|_|
|_|

|_|

|_|

|_|
|_|
|_|
|_|

	· Recent Sexual desire disorder –Recent no desire or interest in sex attributed to recent life events
· Sexual arousal disorder – Recent difficulty in becoming physically aroused. May have desire but no arousal
· Orgasm disorder – delayed or absence of
· Sexual pain disorder
· Pain during penetrative sex
· Inability to have penetrative sex - vaginismus
· Other pain disorders Vulvodynia
· Vestibulodynia
· Lichen sclerosus
	|_|


|_|



|_|

|_|
|_|
|_|

|_|
|_|
|_|

	REFERRAL CRITERIA
Please confirm the following investigations/test have been complete. These questions will facilitate prioritisation and ensure appropriate referral. Please note exclusion criteria is overleaf:

	MALE / MALE ANATOMY:                                                                
	FEMALE / FEMALE ANATOMY: 

	Blood Tests:
Testosterone Levels
TSH (Thyroid)
Prolactin/FSH/LH
Glucose
HBA1c
Lipids
	Confirm within normal range prior to referral  |_|
	Genital/pelvic examination to exclude:
Infection – BV/thrush, Herpes, Vulvitis,                                             PID, vuliti
Genital skin conditions (e.g. lichen sclerosus or lichen planus)
Gynaecological pathology (eg endometrosis or ovarian cysts)
Lymph involvement
STIs excluded
	
Yes|_| No|_|

Yes|_| No|_|

Yes|_| No|_|

Yes|_| No|_|
Yes|_| No|_|

	Blood Pressure
Cardiovascular risk assessment
Genital examination
Trial of medication sildenafil       (Viagra) if suitable
STIs excluded

	Yes|_| No|_|
Yes|_| No|_|
[bookmark: Check26]Yes|_| No|_|
Yes|_| No|_|

Yes|_| No
	Can a speculum be tolerated
Can a digital examination be tolerated
Have they every had a smear test
Does the patient wish to conceive
Is the patient currently having fertility treatment
Are they on contraception (If not and they wish to progress to penetrative sex please organise for contraception to be started)
	Yes|_| No|_|
Yes|_| No|_|
Yes|_| No|_|
Yes|_| No|_|
Yes|_| No|_|

Yes|_| No|_|




	Please consider a referral to Dermatology, urology, gynaecology or other departments if there is a significant physical condition which needs treating first.

	Presenting Problem (PLEASE COMPLETE)
Please use this space to add any more relevant examination findings and main reason for referral 












Please attach Past Medical History and relevant Social History 
Please attach results of investigations and drug history 


	

	Referral Date:
	Referrer Signature:
	Name & Address of G.P.:


	EXCLUSION CRITERIA 

Please check through this list carefully. Patients experiencing any of these areas need to have treatment/counselling to resolve first before a psychosexual referral.

· Chronic low desire or libido or clients who have never had a decent libido are not suitable for this service.
· Generalised anxiety, current depression, and/or high doses of antidepressants please complete an assessment for PHQ-9 scores for GAD -7. Scores indicating “moderate” will need to be referred to Talking Therapies first
· Mental Health Issues
· Under care of psychiatric team need to have sexual dysfunction treated within their own department
· Social anxiety – Refer to Talking Therapies or counselling
· Relationship issues actively separated or undergoing divorce proceedings need to be resolved prior to therapy. Consider Relate counselling
· Current PTSD – Consider EMDR or longer term therapy
· Anyone who has recent or historical passed experience of rape sexual assault domestic violence or emotional abuse need to be seen by specialist therapist first (eg Rape crisis interventions)
· Bereavement in the last year consider Cruise or generalised counselling
· Undergoing drug and/or alcohol treatment
· Current eating disorder
· We are unable to see clients transitioning, but once transitioned to help with sexual intimacy
· True sexual addition – please use assessment on ATSAC website. Patients can access this self-assessment and also self-refer for therapy.
· Any person awaiting court cases, for example rape, asylum. Their probation officer should be able to signpost to appropriate support during this time. 








