
Care pathway for Multiple System Atrophy (MSA), Progressive Supranuclear Palsy (PSP) & Corticobasal Degeneration (CBD)

Speech & Language assessment.
Early detection of dysphagia, cord dystonia, dysarthria.
Communication aids

PHYSIOTHERAPY Intermittent evaluation to maintain 
level of  mobility, fall prevention.
Ultimate wheelchair dependency
Community location dependant on patient’s locality and 
choice of centre
Ref
	
	
	
	

DIETITIAN
>5% weight loss from normal weight
BMI<18.5kg.m2
Reduced oral food and/or fluid intake 
Refer to community dietitians 

OCCUPATIONAL THERAPY
Fall prevention aids & adaptations
Mobility centre/chair assessment
Wrist splints
Ref: 
	 or Local Social Services

Urology /CONTINENCE referral
  
or District Nursing Hub  

Referral to PD clinicians

Referral to community PDN, 
Community nursing team 
hub and community matron if 
other co morbidities.

SOCIAL CARE  
Social care assessment, advice and ongoing support 
ref to local social services department 
For urgent health care needs requiring urgent 
intervention to avoid crisis refer to: 
 
 
 
 
 
 
 
Voluntary agencies to facilitate:
Family/carer support, Counselling, Respite via hospice 
Parkinson’s UK, 0808 80000303 
Information support worker, 08442253676 
Multiple System Atrophy Trust, 020 7940466 
PSP association, 01327 322410

Referral to palliative care, 
Palliative care Consultants if 
indicated via Central Point of 
access to facilitate symptom 
control. 
Early discussion of advanced 
life decisions preferred place of 
care, Tissue donation, Lasting 
power of attorney, DNA /CPR, 
artificial feeding.

Initial Assessment and ongoing management

Dysphagia/aspiration pneumonia (early in PSP)
Significant weight loss
Psychiatric complications
Frequent infections
Reoccurring admissions  

Development and confirmation of advanced care 
planning using ‘Planning your future care’
Suitable for addition to GP end of life care register 
and discussion at the end of life practice meeting

End of life approach

Provisional diagnosis of Parkinsonism via 
Consultant Neurologist, 
Elderly Care Physician

Differential diagnosis may take 24 months plus 
to confirm

Referral to Parkinson’s nurse practitioners for 
ongoing case management. Acute trust lead 
 or bleep, 
Community lead .
Holistic assessment and early identification of 
needs and timely referrals to ensure effective 
symptom management throughout the disease 
trajectory

Trial & review of drug therapy
Higher dose of 
Levodopa 250mg qds (MSA),
Amantadine (PSP,MSA) 

Diagnosis

UROGENITAL 	 - EARLY - Haematuria - Recurrent Urinary tract infections - Symptoms unresponsive to treatment - Consideration  for botulinum  toxin A  injections - Erectile dysfunction 
				    - LATE  indicators for long term catheterisation - Untreatable outlet obstruction - Intractable skin break down - Neurogenic bladder and retention, bowel dysfunction.

AUTONOMIC 	 - EARLY - Unexplained falls - Orthostatic hypotension  associated symptoms include light headedness, dizziness, leg weakness, fatigue and syncope - Sleep Apnoea - Eye movement disorders (PSP)
				    - LATE Vocal Cord Palsy and Laryngeal stridor - Dysphagia/ Cachexia recurrent chest infections

COGNITION  	 - EARLY - Cognitive or behavioural changes in PSP which may increase with disease progression - Depression - Emotional lability in both PSP and MSA

Improvement of patient experience & outcomes by 
•	 Management of patient and family distress 
•	 Avoidance of unscheduled admissions 
•	 Achievement of preferred place of care
•	 Recognition of spiritual & psychological needs
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Referral to  
Hospicecare services. To access 
Hospice at home and palliative 
care day support. 
Access to Marie Curie night 
visits, referral via palliative 
care team as above

Timely referral to identify Specialist 
within secondary care:

Lead by Parkinson’s Nurse Practitioner 
in collaboration with  patient’s General 
Practitioner and PD clinician.


