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1.  AIMS AND OVERVIEW 
 
 
Community paediatric teams tend to manage children with chronic conditions, often with complex additional needs., 
necessitating the involvement of multiple professionals, frequently from more than one agency The Support Needs 
System (SNS) exists to support community paediatric services by: 
 
• enabling early identification, assessment and monitoring of children with Support Needs 
 
• ensuring that information outputs meet the needs of practitioners and managers 
 
In achieving the above aims the Support Needs System should form an integral part of the way in which child health 
professionals work in the community 
 
Once a child has been referred to the service using SNS, and activated on the system, they will have a named local 
Community Paediatrician or Specialist Nurse who will be responsible for co-ordinating services to meet their particular 
needs. 
 
The system facilitates a child's needs and problems being accurately defined, and reviewed on a regular basis. 
 
Sharing of information among health professionals is promoted through the provision of regular summary reports to all 
those involved. 
 
Outputs (direct and via Business Objects software) will enable clinicians and managers to identify patterns of need to 
allow planning of various support services, and to facilitate retrieval of information for research and audit purposes. 
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2.  WHAT CONSTITUTES A SUPPORT NEED? 
 
Children may be deemed to have a Support need if they require additional facilities such as a therapy, piece of equipment 
or other resource, over and above those usually given to all children.  This additional requirement should be present for 6 
months or more. 
 
The clinical judgement of the professional is paramount in determining whether a child has support needs. 
 
It is not intended that the system should be used to facilitate monitoring of children who may be at risk of developing 
support needs at some time in the future, nor is it intended to create a list of children with certain defined conditions 
irrespective of whether the child has support needs or not. 
 
Criteria for referral and activation on the system should be locally determined and agreed, and should relate to the child's 
needs, but given below are examples of conditions illustrative of conditions that may or may not be appropriate for entry 
on the system: 
 
• A child with cerebral palsy, seizures and visual impairment: Yes 
 
• A baby with Down’s syndrome: Yes 
 
• A three year old with slight conductive deafness waiting for grommets:  No 
 
• A three year old with nerve deafness and speech delay:  Yes 
 
• A baby with two profoundly deaf parents: Possibly 
 
• A child with mild learning difficulties, myopia and conductive deafness:  Yes 
 
• A child with slight spelling and reading problems whose teacher says "He'll come on".   Wait and review 
 
• A school age child who has asthma and attends less than 50% of school time:  Yes 
 
• A school age child who has well-controlled asthma with no effect on daily life:  No 
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3. PROFESSIONAL INVOLVEMENT 
 
This outlines the possible involvement of various parties with the Support Needs System. 
 
 
• Health Visitor/School Nurse: the key person for identifying and referring pre-school and school age 

children to the service using the system and receives feedback at every stage of the process.  
 
• Responsible Clinician: this will usually be the community paediatrician, or in some cases a senior nurse 

within the community paediatric service. Some services may choose to have only the lead paediatrician for 
the service as responsible clinician, with other involved community paediatricians or specialist nurses 
designated as ‘assessors’.   

 
• Community Paediatrician (Community Child Health Doctor):  In many boards, the CCH doctor will also 

be the responsible clinician for a child. If the assessor is a Specialist Trainee, it is generally not appropriate 
for them to be designated Responsible Clinician.  

 
• General Practitioner: responsible for the primary care of children with support needs, may refer and may 

be involved in carrying out assessments of children with support needs. Receives feedback at each stage 
of the process. 

 
• Support Needs Department: Some Boards may have a specific department responsible for recording 

information, providing required outputs and maintaining standards and integrity of data. Others disseminate 
that responsibility in a structured and supported fashion amongst admin staff throughout their community 
paediatric service.  

 
• Speech Therapist/Physiotherapist/Occupational Therapist: may refer children with support needs and 

will receive summary of each assessment carried out on children with whom they are actively involved. 
 
• Hospital Consultant: may refer children with support needs and will receive summary of each assessment 

carried out on children with whom they are actively involved. In some Boards, systems are in place whereby 
summary reports are sent to a single contact point in the acute service (most often in Medical Records), to 
be added to either the paper record or scanned into the electronic record, so as to be available to all 
appropriate clinicians in the acute service. Some Boards have implemented electronic interfaces for limited 
data (eg appointment dates) to be read from one system directly into another.  
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4. CONFIDENTIALITY OF DATA 
 
 
The Support Needs System is one of the Scottish National Child Health Systems and receives data from the Community 
Health Index (CHI) system (ie updates on GP registration and home address) and as such is registered under the Data 
Protection Act. 
 
Those responsible for the system recognise that confidentiality of this sensitive information is of the utmost importance.  
No data concerning a particular child will be shared with professionals other than those directly involved with that child's 
care. 
 
Information for health or other agencies for planning purposes is generally anonymous (eg numbers with certain needs in 
certain age groups or geographic areas), and will be at the discretion of the local NHS Board.  
 
Parents/carers are generally present during assessments, and privy to the information that is being collected. 
 
Prior to referral of a child, verbal consent should be obtained from the parent or carer. The facility exists for written 
consent to be requested to retain the child’s details on the system. This dates from when the system was first set up, and 
was envisaged as operating to some extent as a register as well as a clinical system. Now, all services are expected by 
service users to be holding at least some clinical data on a computer system, in order to effectively run their service. 
Information should be made available to families as to the existence and capabilities of the Support Needs System, but 
written consent is not required for a child’s details to be entered on the system. If a Board chooses to retain cases active 
on the system in the ‘no planned assessment’ category at the point where they have been discharged from active 
community paediatric follow up, this should, whenever possible, be fully explained to the parent/carer (and patient 
themselves, if appropriate), and their verbal consent obtained. The advantages of remaining registered on the system 
should be pointed out, for instance so that they could be contacted if future developments were to take place in terms of 
service delivery, research or advice.  
 
Boards using the consent form have sometimes found it advantageous that it provides documentation of having discussed 
with parents/carers the sharing reports with other professionals.   
 
If parents are doubtful about the way the system works or the benefits to their child at any stage, they should be advised 
to discuss this with their responsible Community Paediatrician.  If they do not wish their child to be active on the system, 
the child's details will be removed from the Support Needs System and an alternative system would be needed to monitor 
these children. 
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5. REFERRAL FORM 
 
Boards using the Support Needs System will decide individually to what extent to employ the referral functionality built into 
the system. They may use this for certain professional groups of referrers, or may not use it at all, preferring to employ 
their standard referral systems (eg via SCI Gateway) used by referrers into multitudinous specialist services,  
 
For those that choose to use it, the Referral Form (see Appendix II) is a three part NCR form which it is anticipated will be 
used mainly by Community Nursing staff for identifying children. If used, these forms will be distributed to all Community 
Nursing staff and Community Child Health staff shortly before the system goes "live". 
 
The top copy (white) will be sent to the Community Paediatric Service (their Support Needs System department or local 
community child health unit/ Child development centre, according to how services are structured locally), the middle copy 
(blue) sent to the child's GP and the bottom copy (yellow) retained by the referrer. 
 
The Referral Form has 6 sections: CHILD'S DETAILS, REFERRER'S DETAILS, OTHER AGENCY INVOLVEMENT, 
REASON FOR REFERRAL, OTHER DETAILS and COMMENTS.  These sections are described below. 

 
 
5.1 GUIDELINES FOR COMPLETING REFERRAL FORM 
 
5.1.1.   Child Details 
 
CHILD’S DETAILS 
Name ……………………………………………………………… 
Address …………………………………………………………… 
……………………………………………………………………… 
Postcode ………………………………………………………….. 
Telephone ………………………………………………………… 
Date of Birth ………………………………………………………. 
 
Sex ………….. Male / Female (Please Circle) 
SCHOOL / NURSERY 
Name ……………………………………………………………… 

 
CHI Number …………………………………………………………. 
GP Name ……………………………………………………………. 
Address ……………………………………………………………… 
………………………………………………………………………… 
HEALTH VISITOR/SCHOOL NURSE (Please Circle) 
Name ………………………………………………………………… 
Address ……………………………………………………………… 
………………………………………………………………………… 
HEALTH PLAN INDICATOR 
Please circle    A (Additional),    I (Intensive),    C (Core) 

Address ………………………………………………………………………………………………………………………………………….. 
 

Please complete as much of this section as possible. It is not essential to provide the CHI number, but in order for the 
correct CHI number to be identified by the operators of the Support Needs System, please provide as much information 
on the child's name, address, postcode, date of birth and sex as you know. The correct date of birth is particularly 
important. 
 
Please also indicate whether the child was identified through routine surveillance.  An example of this is a child who was 
identified with congenital dislocation of the hip at the 6 week surveillance check. 
 
5.1.2.  Referrer's Details  

 
REFERRER’S DETAILS 
Name ……………………………………………………………… 
Address …………………………………………………………… 
……………………………………………………………………… 
………….………………………………………………………….. 

 
Job Title  … …………………………………………………………. 
Base Code ..…………………………………………………………. 
Telephone Number  ………………………………………………… 
Date of this Referral  

 

Please use this section to provide your details.  If you have a base code, please provide this. 
 
 

5.1.3. Other Agency Involvement 
 

Are any other agencies involved?  (Tick appropriate box) 
Social Work  Education  Voluntary  Other  

Comment [l1]: Form needs updated: 
there are now only two HPI categories 
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If ‘Voluntary’, please specify  
If ‘other’, please specify  
 

Please complete when the above agencies are already known to be involved. 
5.1.4. Reason for Referral 

 
REASON FOR REFERRAL   
 Please tick box and give further details below   
MEDICAL Congenital Abnormality …………………………………………….……...  1 
 Delayed Development:      Motor ……………………………………….  2 
  Speech and Language ……………………  3 
  Social/Personal Skills. …………………….  4 
 Visual Impairment ………………………………………………………….  5 
 Hearing Impairment ………………………………………………………..  6 
 Illness ………………………………………………………………………..  7 
 Behavioural …………………………………………………………………  8 
 Other ………………………………………………………………………...  9 
EDUCATIONAL Learning Difficulties …………………………………………..……………  10 
 School Related Problems …………………………………………………  11 
 Other …………………………………...……………………………………  12 
SOCIAL/FAMILY Socio-domestic Problems …………………………………………………  13 
 Child Carer ………………………………………………………………….  14 
 Significant Illness/Disability in Family member ………………………….  15 
 Other ………………………………………………………………………...  16 

 

 
Please tick each box as it applies to a child and provide more information on the dotted line.   If for example, the child has 
Down's Syndrome, please tick box 1 and specify "Down's Syndrome" on the dotted line.   

 
It is expected that most of the children you notify to the service will have more than one of the above factors.   
 
The following tables show examples of each criteria.  This is not intended to be an exhaustive list, but gives guidance as 
to the kinds of conditions expected. 

 
Criteria for referral should be locally determined and agreed and should relate to the child's needs. 
 
 

TABLE 1  MEDICAL 
Criteria Examples 
Congenital Abnormality Cleft lip and palate 
 Spina bifida/ hydrocephalus 
 Syndactyly  
 Chromosomal abnormality. For example: Cri du Chat 
  Down's Syndrome 
  Turner's Syndrome 
 Cystic Fibrosis 
 Phenylketonuria (PKU) 
 Galactosaemia 
Delayed Development Confirmed or suspected delay or disorder of the developmental categories listed. 
Illness A new or existing diagnosis or problem requiring a Support service.   
 For example: Brain injury following roadf traffic accident 
  Sequelae of meningitis 
  Perthes Disease 
  Malignancy such as acute lymphoblastic leukaemia 
  Anorexia nervosa. 
  
Behavioural Any behavioural problems severe enough to require additional services. 
Other Frequent attendance at Accident and Emergency for minor/major injuries, burns, 

scalds, ingestion etc. 
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5.1.5. Reason for Referral (CONTINUED) 

 
TABLE 2  EDUCATIONAL 

Criteria Examples 
Learning Difficulties Specific learning difficulties such as dysgraphia, dyslexia, dyscalculia. 
 Global learning difficulties: pervasive learning difficulties affecting all or most areas of 

cognition. 
School Related Non attendance.  For example: Truancy 
  Refusal 
  Phobia. 
Other Disturbed behaviour at any age sufficient to require intervention by professional staff. 

 
TABLE 3  SOCIAL/FAMILY  

Criteria Examples 
Socio-domestic Problems Child protection concerns. Poor/damp/inappropriate housing. Adverse financial 

circumstances;  frequent changes of address.  
Child Carer Child is involved in the care of parent or carer 
Significant 
Illness/Disability in Parent 

Physical or mental health problems sufficient to impair the parent's ability to care for 
the child or provide for appropriate support. 
Hereditary disease of parent. 
Parent with significant infection e.g. HIV, TB, Hepititis 

Other  
 
It is suggested that the above categories in Table 3 would normally be used only in conjunction with other 
factors in order to identify children with particular family and social needs. 
 

 
5.1.5 Other Details  
 
OTHER DETAILS   
Record of needs Completed …………………………………………………………………………..  17 
Child on Child Protection Register …………………………………..………………………………..  18 
 

This section is to provide additional details on the child.  Please tick box 17 if a record of needs has been completed (and 
provide date of completion if you know it) and box 18 if the child is on a child protection register. 
 
 
5.1.6 Further Information 

 
FURTHER INFORMATION   
………………………………..……………………………………………………………………………………….. 
………………………………..……………………………………………………………………………………….. 
………………………………..……………………………………………………………………………………….. 
What are the family’s concerns? ………………………………………………………………………………….. 
………………………………..……………………………………………………………………………………….. 

 

Please use this section to provide additional brief comments you may wish to make regarding the family and the child. 
 
   
 

Comment [l2]: Form needs update: 
Records of needs no longer exist. This 
should either be taken out or should say 
about eg Co-ordinated Support Plan 
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6. THE REFERRAL PROCESS 
 
6.1 OVERVIEW  
 

For those using this SNS functionality, the referral process is summarised below (dotted line indicates route of 
referral if CHSP is being used) 

 
Figure 3.0  Cycle of Events - Basic Diagram 
 

 
                                                                                                                                                                                                                                                       
           Adhoc           Routine            Routine                       Existing Database 
   Identification (A)  Identification (R)     Identification (C)       download (D) 

 
 

         * 
 
 
  
                            Referral form                                                           Data Download from Child Health Suveillance Pre-school 
                      sent to department           or Child Health Surveillance  School systems 
 

          * 
 
 
 

         Community Child Health Department 
 
 
 
 
 

                                                                                            Referral List generated 
 
 
 
 
 

                                                                                               Clinical decision to: 
 
 
 
 
 
 
                      

                       Assess      Delay                          Delay                Assessment                         Refer to a Specialist 
                   Immediately                     Assessment                                            Decision               not Required                        Community Clinician 

  
 
 

 
 
If boards are not using the nationally developed Child Health Surveillance Programme Pre-school (CHSP P-S) 
or Child Health Surveillance Programme School (CHSP S), the use of this process is optional.  
 
The purpose of the referral process is to group the children automatically by responsible clinician and to 
summarise the referrals from the previous week.  This is helpful in larger NHS Boards.  Secondly, it allows the 
responsible clinician to make a decision whether to confirm or reject the referral. This should assist in achieving 
consistency of criteria for children who go on to be assessed on a regular basis. 
 
If this referral process is not used, the Board will decide at which point in their referral process to activate the 
child on SNS – either when referral accepted, or when appointment set, or in Boards where an alternative 
system is used for appointing, activation on SNS may only take place at the time that details of a completed 
assessment are entered.  
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6.2   IDENTIFICATION OF CHILD 
 

A child can be identified in one of four ways: 
 
1. Ad hoc identification (A):  a child is newly identified as having support needs on a non-routine basis, and a 

referral is completed. 
 

2. Routine identification (R): a child is identified through routine surveillance (for example, congenital 
dislocation of the hip at the 6 week surveillance check) and a referral is completed. 

 
3. Routine identification (C): a child is identified through routine surveillance using the standard national child 

health surveillance review forms.  If the "referral to Support Needs" box is ticked on the surveillance form, 
then the child's details, problems identified and outcome of any previous referral (where appropriate) are 
downloaded to the Support Needs System. 

 
4. Existing Database Download (D): this applies at the time of implementing SNS in an area where the Board 

already has a computerised support needs system, to be replaced by SNS.  Children are downloaded from 
the existing system on to the new Support Needs System. 

 
 

6.3 REFERRAL LIST 
 

When details from the referral are either entered on the system (for ad hoc referral) or are downloaded from 
CHSP P-S/CHSP S (for routine referral), a referral list is generated for each responsible clinician detailing all the 
children who have been notified to the system since the last list.  The clinician will be selected by postcode, 
school or in some cases it may be appropriate for a clinician with a Support interest to be made responsible, for 
example, for a visual or hearing impairment. 
 
In some NHS Boards, it may be felt desirable to copy the referral list to the Nurse Manager.  This will be decided 
locally. 

 
REFERRAL LIST 

Responsible Doctor:  Dr Doctor2 
 

 
Please complete and return by 07/03/14 
 

 
CHI:  0101011234     NAME D.O.B.  01/01/01 
 Address 1 
 Town 
 County 
 Postcode 
  
 Problems:  Down’s Syndrome 
  
 Referrer (s) 
 Doctor 1 
 General Practitioner 
 Tel:  123456 
  

 Referred: A – Ad-hoc 
  

 GP HV/School Nurse 
 Doctor 1  Nurse 1 
 01382 999999 01382 000000 
   
 Deregistration status (if previously on system): 
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 Inactive – Child Moved Away 
  

 Date of assessments (if any): 
  

 Referrer’s special concerns indicated: 
 Family with high mobility 

6.3 REFERRAL LIST (CONTINUED) 
 
Responsible Doctor: 
Each list is headed with the name of the responsible clinician for each child listed, and the date the Referral List 
was printed. 
 
Child Details: 
Details of each child referred during the previous week are: CHI number, name, date of birth, address. 
 
Problems: 
The problems as completed on the Referral Form and/or the problems indicated at the last surveillance review 
are printed out. 
 
Referrer: 
There may be more than one referrer, in which case each referrer is listed, along with their telephone number 
and whether their referral was ad hoc or routine. 
 
The GP and Health Visitor  
The name and telephone number (where relevant) is listed. 

 
Deregistration Status: 
If the child had previously been on the system, and was being notified again, this would be indicated here, along 
with the reason why the child was discharged from the system the last time and the number of assessments 
which had been conducted. If appropriate, the child can be re-registered. 
 
Referrer's Support concerns: 
If there are any Support concerns indicated by the referrer, these will be printed here.  If the referrer has 
indicated that there are concerns, but does not wish these to be entered on the system, the text will be "Refer to 
Case Notes". 
 

 
6.4 CLINICAL DECISION 
 

On receipt of the referral list, the clinician is asked to answer the following questions on each child: 
 

1 To assess:   Today's date.................................................. 
 
Delay printing assessment form for..........................weeks 
(or)  Print assessment form immediately:               Yes/No 
Print Referral of Referral Decision for Referrer(s)   Yes/No                                    
Assess on........................at….…........(time)(or in months) 
Name of person performing assessment: 
............................................................................................ 
Assess at home or other setting?                                H/O 
Clinic where assessment to take place if not at home 
............................................................................................ 
Is there any delay due to staffing?                          Yes/No 
Print parent confirmation letter?                              Yes/No 
 
 

2 
 
 
 
3 
 
 
 
 
 
 
 
4 
 

To delay decision and review  
referral list again on....................................... 
Print Referral of Referral Decision for 
Referrer(s)                                        Yes/No 
To deregister because 
1. parents do not wish child to be on 
2. child has died 
3. child does not require assessment 
4. child has moved to another board 
5. child has moved out of the country 
6. child details entered in error 
 
To refer to another clinician: 
Name:........................................................... 

 
 
6.4 CLINICAL DECISION (CONTINUED) 
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6.4.1 Decision 1: To Assess 
 

 TODAY'S DATE: 
 If the decision is to assess, please give the date you completed this form. This is the only information 
which is mandatory if you complete this section. 
 
Decision 1a: To assess, but delay printing assessment form 
DELAY PRINTING ASSESSMENT FOR ..............WEEKS 
If you wish to assess, but wish to delay carrying out the assessment, indicate how many weeks you wish 
to delay the assessment for.   

 
 PRINT ASSESSMENT FORM IMMEDIATELY 

 If you wish to assess, and wish to do this immediately, circle YES. This will result in a First Assessment 
Form being produced for completion by a clinician.  It will contain the pre-printed referral details of the 
child. 
 
 PRINT NOTIFICATION OF REFERRAL DECISION FOR REFERRER(S)  YES/NO 
Circle Yes or No to request a letter to the referrer detailing decision taken regarding assessment. 
 

 PERSON PERFORMING ASSESSMENT 
Please provide this name if you wish the assessment form to be sent directly to the person performing 
the assessment.  (The name will be pre-printed on the front sheet of the assessment form).  
 
Circle O (Other) if the child is to be reviewed at a clinic.  If the place of review is different from your letter 
head, then specify the address where the assessment is to take place.    
 

 PRINT APPOINTMENT LETTER?               YES/NO 
If you wish the parent(s) to be sent a letter detailing your appointment with them, circle YES.  
 

6.4.2. Decision 2: To Delay Decision 
 

Complete this section if you cannot decide what action to take.  This acts as a "pending" file as there 
may be a reason for deferring a decision (as opposed to deferring the assessment), for example 
insufficient information available about the child's condition or progress.  The date entered for "review 
referral list again on ............" will be when you will receive another referral list containing the child's 
details. 

 
6.4.3. Decision 3: To Deregister 
 

In this case, a letter will be sent to the referrer indicating that the child has been removed from the 
system.  The existing data on the child will be held on the system, in case the child is referred again at a 
later date.  

 
6.4.4. Decision 4: To refer to another Clinician  

 

It may be appropriate to refer the child to a clinician with a Specialist interest in the child's condition/s. In 
this case, a referral list may be sent to this clinician containing the child's referral details, but this facility 
is optional.  In other words, it is not mandatory that a referral list with the child's details is sent to the new 
clinician.  If there is a local agreement simply to print an assessment form for completion by the new 
clinician, this can be done, by-passing the referral process. 

 
6.5 REFERRALS FROM OTHER SOURCES  

 

It should be noted that in some NHS Boards this referral process is not used.  Referrals are received 
from a range of professionals and a clinical decision is made as to whether the child should be assessed 
using SNS, in which case an appointment letter and assessment form can be generated on an ad hoc 
basis. 
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7. ASSESSMENT FORMS 
 
7.1 FORMAT 
 

The assessment forms are printed on a laser printer and the child's details already held on the system, either 
from a referral or from a previous assessment are printed on the forms.  This is designed to save time filling in 
the form, and to help ensure consistency in the information received because the assessor will be able to check 
at a glance what the previous details were. 
 
There are three versions of the assessment form: first, subsequent and unscheduled.  The content of the three 
forms is the same.  The variation exists in order to cater for the amount of pre-printed material each form 
contains.  The three variations are described below.  See also Appendix IV. 
 

 FIRST ASSESSMENT 
This contains pre-printed information from the referral form i.e. it contains basic information on a child, problems 
identified at the time of referral, GP, HV and referrer's details.  The clinician will then complete the child's first 
review details. 

 
SUBSEQUENT ASSESSMENT 
 This contains pre-printed information from the previous review. i.e. it contains the information held as described 
above, as well as information on functional assessment, services and information on other professionals 
involved. There is also the option to include a print out of the clinician’s most recent personal and shared notes.  
The clinician will then complete the child's next review details. 

 
 UNSCHEDULED ASSESSMENT 

This contains no pre-printed information. It is intended to be used as a first assessment form for those not using 
the referral process or for those who need to complete a review quickly without waiting for a pre-printed 
assessment form to be generated. 
 
The remaining sections describe each part of the assessment form, and if the forms are different in each of 
these sections, this will be described also. 
The first section on both the First Assessment and the Subsequent Assessment contains assessment details. 
The first section on the Unscheduled Assessment Form caters for the Child Details. 
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7.2.  ASSESSMENT DETAILS 
 

 
 
This section will be pre-printed on the first and subsequent but not on the unscheduled assessment form where it will 
be blank awaiting the input of this information.  If there are details which are incorrect, please amend.  If there are 
details which are not pre-printed, please add these. The date and location of the last assessment will be printed on 
any subsequent assessment forms. 

 
7.3. CHILD'S DETAILS 
 

 
 
This section will be pre-printed on the first and subsequent assessment forms but not on the unscheduled assessment 
form where it will have to be completed. If there are details which are incorrect, please amend. If there are details 
which are not pre-printed, please add these. 
 
The recorded ethnic origin of any child or parent should be the origin stated by that individual or their parent. 
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7.4 FAMILY DETAILS 
 
7.4.1 First Assessment Form / Unscheduled Assessment Form 
 

 
 

FAMILY DETAILS 
This section will not be pre-printed on a first assessment form, as it has not yet been entered on the system. 

• These details should refer to the household where the child is currently resident which may mean that 
for example foster parents or other relatives may need to be described in this section. If this is the 
case, the birth parent(s) details should be included under additional parent/carers.  

• Details of the child's mother, father and sibling(s) are requested.  
• Details requested for mother and father are: name, relationship, occupation and whether they are 

employed or not.   
• Relationship to the child is either a biological relationship or not biological (Other).   
• If the parent is a stepparent, categorise as "Other".  
• If it is relevant to record parental consanguinity, please record this on the problem list. 
• If any parent/carer has died, the relevant deceased box should be ticked to avoid any correspondence 

being sent out in that name.  
• Parent/Carer to be addressee will contain information on who receives a copy of the Parent/Carer 

Summary of Assessment. If Mother is selected the Summary is addressed to the mother, if Father is 
selected, the summary is addressed to the father. If neither are selected the summary is addressed to 
‘the couple’.  

• If specified at Health Board level, the system can automatically print a consent form for all First 
Assessment Forms and also for subsequent assessment forms where full consent has not been 
recorded.  

• The date that consent was obtained from the parent/carer should be recorded and also whether 
consent for electronic transfer of data has been given, should the child move to another area.  

SIBLINGS 
Siblings names are requested, their dates of birth and their relationship to the child.  If a sibling is a half sibling, 
then categorise as biological.  If a sibling is a stepsibling, or a non-biologically related fostered or adopted sibling 
then categorise as other. If entering ethnic origin it should be stated by the parents or young person.    The SNS 
Status refers to the siblings’ status on SNS (as in the key to status in Section 7.4.2) 
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7.4.2 Subsequent Assessment Form 
 

 
 

* Key to Status: 1= Active, not yet notified to clinician;   2 = Active, not yet assessed;   3 = Active, being assessed;   4 = Previously 
on system 

 
 This section will be pre-printed with details from the previous assessment.  The content of this section is the 
same as that in section 7.4.1. If these details are incorrect, please amend.  If there are details missing, please 
add these.  If a sibling is on the Support Needs System, the child's CHI number, name, date of birth, relationship 
and status are pre-printed.  If a sibling is not on the Support Needs System, the child's name, date of birth and 
relationship only are pre-printed. 

 
7.5  OTHER DETAILS 
 

 
Yes or no can be circled for each of the 2 questions required from this section. 

 
7.6 HYPOTHYROIDISM CALL/RECALL 
 
On subsequent assessment forms where a child has a confirmed diagnosis of Down’s syndrome (Read code 
PJ0..or any Read code beginning with PJ0) then if the child is involved in the Hypothyroidism screening this will be 
detailed on the form as will the status, i.e. Consent given, Awaiting consent, Child Screened and resulted awaited. 
 

 
 
 
 
 
 
 
 
 
 

Comment [l3]:  Form needs updated: 
there’s no such thing as a record of needs 
any more 
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7.7 GROWTH 
 

 
 
All the assessment forms now have a section for recording height, weight and head circumference with the 
relevant centiles and the child’s age. Any previous measurements recorded will also be displayed. In addition, birth 
weight (grammes) and gestational age (weeks) can be recorded. This information may already be electronically 
transferred from the SIRS system but if not can be added by the clinician.  
 
7.8  PROBLEMS 
 
Open problems also show the Read code term in brackets. 
 
7.8.1 First Assessment / Subsequent Assessment - pre-printed section 
 

 
 

 
The child's problems identified on the Referral Form (if used) will be pre-printed in the ‘Child’s Problems 
identified Previously’ section.  The section for assessment findings will contain the text ‘N/A (Referral Problem)’ 
so that the assessor is aware that this problem was identified by the referrer.  There is an option for NHS 
Boards, if they so wish, to Read code the problem.  If they do so at the time of data entry of the Referral Form, 
this will be pre-printed.  
 
In the next section ‘Please enter new problems below’ identify any problems you find with the child at this 
review.  The order of importance is the order in which these problems will be listed on the summary report of 
this assessment and in the subsequent assessment. 
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• Each Board should have a local protocol advising which problems should be coded using Read 
coding. There is an agreed national shortlist. Entry of Read codes will usually be carried out by clerical 
staff, but decisions as to which codes to use for each patient should be made by medical staff. 

• It is not necessary for the problem list appearing on the printed report to use Read-code wording If the 
clinician wishes to reword the problem list to be more readily understood by recipients, It is also 
possible for wording of the problem list for the Parent/Carer copy of the report to be different from that 
for other recipients. For that to be the case, an alternative description of the problem should be 
entered in the fourth column. E.g. Total anomalous pulmonary venous connection (supra cardiac type) 
can be described in the Assessment Findings (ie for Parent/Carer copy) as complex Congenital Heart 
Disease. If the Assessment Findings column is left blank then the description in the problem list will be 
used. 

 
If there are problems identified at the referral which are still pertinent, please include these also. 
 
All subsequent assessment forms will have the problems pre-printed from the previous review.  There is 
additional space for adding amendments / additions below the pre-printed problems.  There is a limit of 15 
problems for each child. 
 
On subsequent forms, under each problem bracketed in small print, will be the text related to the Read Code 
selected. This enables the clinician to ensure that the code is appropriate. 
 
 
Column 1: Indicates the order of importance of problems identified at the last review.   
 
Column 2: Problem description in free text pre-printed from previous assessment. This wording will be how the 
problem list is printed on reports sent to involved professionals, and also on the copy for parents/carers, unless 
an alternative is entered in column 4 
 
Column 3: Pre-printed Read code for each problem.  
 
Column 4: Problem description which will be sent to the parent or carer if the Parent Summary is issued. 
 
To close off a problem at a subsequent assessment, cross it out. 
 
On the unscheduled assessment form this section is section 6 and titled, ‘Child’s Problems Identified at This 
Assessment’. 
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7.9 CEREBRAL PALSY DETAILS 
 
This is a legacy from when there was a national cerebral palsy register, but can still be completed if considered 
useful.  It may be developed in the future to reflect changing practice in management of children with cerebral 
palsy. 
 
If a child had a diagnosis of Cerebral Palsy Read coded at the last assessment then at the next appointment the 
assessment form will have an additional section headed “Cerebral Palsy Register”. B  
 
7.9.1 Cerebral Palsy Register 
 

Cerebral Palsy Register                                                                                                                     Please indicate accordingly 
 
    
Limb Tone    
LEFT UPPER Decreased Normal Increased Variable RIGHT UPPER Decreased Normal Increased Variable 
LEFT LOWER Decreased Normal Increased Variable RIGHT LOWER Decreased Normal Increased Variable 
    
Limb Power    
LEFT UPPER Decreased Normal Increased Variable RIGHT UPPER Decreased Normal Increased Variable 
LEFT LOWER Decreased Normal Increased Variable RIGHT LOWER Decreased Normal Increased Variable 
    
    
Abnormal Movement Dystonic Dyskinesia Choreoathetotic Dyskinesia Ataxia None 

Single Most Predominant type    
    

Any History of Seizures? Yes No Not Known  
    

Acquired Post-Natally? Yes No Not Known  
 Age in months:    

Please complete if ‘Yes’ Likely Cause: Infection Accidental Non-Accidental R.T.A. 
  Other Please specify:  

 
 
Cerebral Palsy is defined as: 
 

• A group of disorders, i.e. an umbrella term; 
• Permanent but not unchanging; 
• Involving a disorder of movement and/or posture and of motor function; 
• Is due to a non-progressive interference/lesion/abnormality; 
• This interference/lesion/abnormality is in the developing/immature brain. 

 
 

7.10  FUNCTIONAL ASSESSMENT 
 
7.10.1 Guidelines for Completion 
 

Key  
Status at last Assessment 

 
Status at previous Assessment  

 
New status at this Assessment (Additional Supports Only) * 
Not Assessed NA 

 
 
These guidelines indicate how functional loss needs to be assessed. It is accepted that the guidelines may not 
embrace all the clinical scenarios, but that is where clinical judgement needs to be exercised.  Definitions for 
impairment and severe impairment are given below. 
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7.10.2 Definitions for Impairments and Severe Impairments 
 
For each category, if an impairment is present, then Yes should be circled. If No or NA is circled for any 
section then the relevant subsections do not require to be completed. The default setting is NA (Not 
Assessed). 

 
LEARNING AND MENTAL FUNCTION 

An indication of whether or not the patient has an impairment of learning and/or mental function i.e. 
Learning Disability, Specific Learning Difficulty, Concentration Impairment, Sleep Impairment Or 
Behaviour Impairment. 

 
Learning Disabilities  
An indication of whether or not the patient has learning disabilities, i.e. patient needs more support than 
their peers to understand new and/or complex information, learn new skills and to have a level of 
independence appropriate for their chronological age. 
 
Learning difficulties is a significant lifelong condition, which is present prior to the age of eighteen and 
which has a significant effect on a person’s development. This does not include specific learning 
difficulties such as dyslexia. 
 
A severe impairment of intellectual functioning is indicated by an IQ of less than 55. In the absence of 
formal psychometric assessment, this would be indicated by a requirement for extensive and pervasive 
support for adaptive and social functioning. In children this would be in keeping with cognitive function at 
a level of approximately half the child’s chronological age or less. 
 
Specific Learning Difficulty 
An indication of whether or not the patient has specific learning difficulties, such as dyslexia, dyscalculia, 
dysgraphia, etc. 
This should be a diagnosis given by a relevant professional following appropriate expert assessment. 
 
A severe difficulty is indicated by the need for a high level of support to realise their full potential, e.g. 
learning support, Information Technology, scribe, additional time for task completion 
 
Concentration Impairment 
An indication of whether or not the patient has difficulty in sustaining concentration at the level 
appropriate for their chronological age. 
 
Severe difficulty with concentration results in a significant impact on the ability to learn or complete every 
day tasks and activities. As a result, the patient requires a high level of support, or frequent modification 
of activities, to realise their full potential. 
 
Sleep Impairment 
An indication of whether or not the patient has difficulty with falling or staying asleep. 
 
This data standard is intended to capture individuals who have deficiencies of sleep, rather than 
disorders resulting in excessive sleep. 
 
Severe difficulty is such that the lack of sleep has a significant impact on the patient’s daytime activities, 
and/or on the quality of life of other household members. 
 
Behaviour Impairment. 
An indication of whether or not the patient displays behavioural problems not normally expected for their 
chronological age. Whilst this might include challenging behaviour it would also include a wider range of 
behaviours that might present as less challenging. This is not intended to capture purely emotional 
difficulties. 
 
A severe behavioural problem is such that the behaviour impacts significantly on the life of the patient 
and others, and/or requires modification to situations or activities on a frequent basis. 
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COMMUNICATION 

An indication of whether or not the patient has a limitation of their ability to understand and express 
themselves, taking into account the level appropriate for their chronological age. 

 
Language Comprehension Impairment Indicator  
An indication of whether or not the patient has a limitation of their ability to understand spoken language, 
taking into account the level appropriate for their chronological age.  
 
A limitation in the understanding of spoken language has an impact on communication because spoken 
language is the majority form of communication in our society. This data standard therefore captures not 
only those with limitations in intrinsic receptive language, but also those whose comprehension of 
spoken language is limited by hearing impairment.  
 
Indications of severe difficulty may include: predominant use of situational clues/familiar contexts; 
consistent requirement for supportive strategies, e.g. use of non-verbal cues such as gestures or 
symbols. In young children this would be in keeping with understanding of spoken language at a level of 
approximately half the child’s chronological age or less. 
 
Language Expression Impairment Indicator  
An indication of whether or not the patient has a limitation of their ability to express themselves using 
spoken language, taking into account the level appropriate for their chronological age. 
 
A limitation in the use of spoken language has an impact on communication because spoken language is 
the majority form of communication in our society. This data standard therefore captures not only those 
with limitations in intrinsic expressive language, but also those whose use of spoken language is limited 
by hearing impairment or motor difficulty.  
 
Indications of severe difficulty may include: a primary mode of communication other than speech; 
requirement for support in communicating with unfamiliar people or in unfamiliar contexts; for younger 
children, a level of expression at a level of approximately half the child’s chronological age or less. 
 
Social Communication/Interaction Impairment Indicator  
An indication of whether or not the patient has a limitation of their ability to communicate/interact socially 
with others, including peer group, as appropriate for their chronological age, language ability and mode 
of communication. 
 
Mode of communication includes signing, communication aids, etc. 
 
Severe difficulty may be characterised by impairment in interacting/using communication for social 
purposes at a level that impacts on the development of friendships, working and personal relationships in 
every day life. 

 
MOTOR SKILLS 

An indication of whether or not the patient has a limitation of movement, posture, balance, co-
ordination and or fine motor skills, taking into account the level appropriate for their chronological 
age. 

 
Gross Motor Skills Impairment Indicator  
An indication of whether or not the patient has an impairment in their maintenance of posture, and/or 
movements of the neck, limbs or trunk. 
 
This indicator should be considered within the context of expectations for chronological age and 
excludes impairment of fine motor skills. 
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A severe impairment is such that the patient is unable to maintain posture or perform gross motor tasks, 
without support from another person, despite the provision of appropriate aids or adaptations.  
 
Mobility Impairment Indicator  
An indication of whether or not the patient has a limitation of their ability to move about appropriately for 
their chronological age, without the use of aids or adaptations or support from another person. 
 
This indicator should be considered within the context of expectations for chronological age. 
 
A severe impairment is such that mobility is sufficiently impaired for the patient to be unable to move 
about without support from another person, even when using aids or adaptations. 
 
Fine Motor Skills Impairment Indicator  
An indication of whether or not the patient has a limitation in their ability to use their hands for fine motor 
tasks, such as grasping, manipulating, or releasing objects, taking into account the level appropriate for 
their chronological age.  
 
This indicator should be considered within the context of expectations for chronological age. 
A severe impairment is such that fine hand use is sufficiently impaired for the patient to be unable to 
carry out the majority of fine motor tasks with their hands without support from another person, despite 
the provision of appropriate aids or equipment. 
 

SELF CARE 

An indication of whether or not the patient has a limitation in their ability to perform routine self-care 
tasks, taking into account the level appropriate for their chronological age.  

 
Toileting Impairment Indicator  
An indication of whether or not the patient has difficulties with toileting (bladder or bowels) taking into 
account the level appropriate for their chronological age. 
 
A severe impairment is such that the patient requires assistance with toileting from another person 
despite the provision of appropriate aids or equipment, e.g. nappies, incontinence items, hoist and stoma 
bags. 
 
Feeding Impairment Indicator  
An indication of whether or not the patient has difficulties with feeding (either the process of getting food 
or drink to the mouth, or the process of eating/drinking/swallowing), taking into account the level 
appropriate for their chronological age.  
 
A severe impairment is such that the patient requires significant assistance in feeding (the process of 
getting food or drink to the mouth) despite the provision of appropriate aids or equipment. Alternatively, 
the patient requires non-oral feeding (supplementary or total) due to difficulties with the process of 
eating/drinking/swallowing. 
 
Dressing Impairment Indicator  
An indication of whether or not the patient has difficulties with dressing, taking into account the level 
appropriate for their chronological age. 
 
A severe impairment is such that the patient is dependent on another individual for assistance with most 
of the tasks of dressing.  
 
Requiring clothes to be set out before dressing, or assistance with fastenings, would not be considered 
as severe. Expectations for chronological age must also be taken into account. 
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Awareness of Danger Impairment Indicator  
An indication of whether or not the patient has impaired awareness of common hazards, taking into 
account expectations for chronological age. 
 
Severe difficulty with awareness of danger would mean that the patient requires supervision by another 
person in all situations to maintain safety.  
 

HEARING 

An indication of whether or not the patient/client has a hearing problem. 

 
Hearing loss and deafness is usually measured by finding the quietest sounds someone can hear using 
tones with different frequencies – which are heard as different pitches.  
 
Severe difficulty with hearing is categorised by a level of hearing impairment sufficient to have a major 
impact on ability to make sense of sounds including speech without the use of supports/equipment, e.g. 
hearing aids, signing. 
 
It may also be categorised by a hearing loss of greater than 70dB in the better ear averaged over 250Hz, 
500Hz, 1000Hz, 2000Hz and 4000Hz.  
 

VISION 

An indication of whether or not the patient/client has a sight problem. 

 
Normal vision would be defined as a corrected Visual Acuity of 6/6 or better using both eyes, at a 
distance, with no visual field loss and no identified cerebral visual impairment. 
 
Severe difficulty with vision would be categorised by the requirement for a high level of support from 
equipment (audio materials, Braille, low vision aids, long cane etc.) or from another person, in order to 
make sense of visual information.  
 
It may also be categorised by a corrected visual acuity equal to or worse than 6/18 using both eyes, at 
distance, and/or visual fields reduced to less than 20%. 
 
Additional Support 
Where Additional Supports are required ‘Yes’ can be circled and the specific support identified.  If there 
are no additional supports identified, and No or NA is selected then there is no need to complete the rest 
of this section. 
 
When Summaries of Assessment are produced, only categories where issues have been identified will 
be printed. 
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7.10.3 Case examples 
 

Five case examples of children with support needs are provided, with example guidelines of how each of these 
would be coded.   
 
The examples given are shown for the First Assessment.  The Subsequent Assessment has impairments pre-
printed from the previous review.  If there is a change, these should be scored through, and the new category 
circled. 
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7.10.4 Case example 1   
(The data that will be circled by pen is shown as bold in the following tables). 
 
A seven year old with recently diagnosed juvenile chronic arthropathy affecting most joints and with 
moderate learning problems. 
 

Learning and Mental Functions 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Learning Disability Yes No NA  Yes No NA 
    Specific Learning Difficulties Yes No NA  Yes No NA 
 Concentration Yes No NA  Yes No NA 

Sleep Yes No NA  Yes No NA 
Behaviour Yes No NA  Yes No NA 
Awareness of Danger Yes No NA  Yes No NA 

Communication 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Expression Yes No NA  Yes No NA 
    Comprehension Yes No NA  Yes No NA 
 Social Communication Yes No NA  Yes No NA 
Motor Skills 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Gross Motor Skills Yes No NA  Yes No NA 
    Mobility Yes No NA  Yes No NA 
 Fine motor skills Yes No NA  Yes No NA 
Self Care 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Feeding Yes No NA  Yes No NA 
    Toileting Yes No NA  Yes No NA 
 Dressing Yes No NA  Yes No NA 
Hearing 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Hearing  Yes No NA 
Vision 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Vision  Yes No NA 
Additional Supports Present  
 No Yes NA (if ‘Yes’ then please complete below) 
Respiratory Support No Yes (Circle if Relevant) Oxygen CPAP Ventilation  
Tracheostomy No Yes   
Enteral Feeding No Yes (Circle if Relevant) Nasogastric Gastrostomy Other  
Parenteral Feeding No Yes   
Intestinal Stoma No Yes   
Urinary 
Catheterisation 

No Yes (Specify  if 
Relevant) 

Intermittent Indwelling  

Urinary Stoma No Yes   
Renal Dialysis No Yes   
Internal Devices No Yes (Circle if Relevant) VP shunt Pacemaker Cochlear implant Other 
Wheelchair User No Yes (Specify if 

Relevant) 
Independent With Assistance  

Hearing Aids No Yes   
Glasses/Contact 
Lenses 

No Yes   

Low Vision Aids No Yes   
Communication aids No Yes (Circle if Relevant) Low Tech High Tech  

 
 No change to impairments:   
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7.10.5 Case example 2 
 
A ten year old with bilateral sensorineural hearing loss (70 dB loss) requiring hearing aids and Specialist support 
 

Learning and Mental Functions 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Learning Disability Yes No NA  Yes No NA 
    Specific Learning Difficulties Yes No NA  Yes No NA 
 Concentration Yes No NA  Yes No NA 

Sleep Yes No NA  Yes No NA 
Behaviour Yes No NA  Yes No NA 
Awareness of Danger Yes No NA  Yes No NA 

Communication 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Expression Yes No NA  Yes No NA 
    Comprehension Yes No NA  Yes No NA 
 Social Communication Yes No NA  Yes No NA 
Motor Skills 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Gross Motor Skills Yes No NA  Yes No NA 
    Mobility Yes No NA  Yes No NA 
 Fine motor skills Yes No NA  Yes No NA 
Self Care 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Feeding Yes No NA  Yes No NA 
    Toileting Yes No NA  Yes No NA 
 Dressing Yes No NA  Yes No NA 
Hearing 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Hearing  Yes No NA 
Vision 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Vision  Yes No NA 
Additional Supports Present  
 No Yes NA (if ‘Yes’ then please complete below) 
Respiratory Support No Yes (Circle if Relevant) Oxygen CPAP Ventilation  
Tracheostomy No Yes   
Enteral Feeding No Yes (Circle if Relevant) Nasogastric Gastrostomy Other  
Parenteral Feeding No Yes   
Intestinal Stoma No Yes   
Urinary Catheterisation No Yes (Specify if 

Relevant) 
Intermittent Indwelling  

Urinary Stoma No Yes   
Renal Dialysis No Yes   
Internal Devices No Yes (Circle if Relevant) VP shunt Pacemaker Cochlear implant Other 
Wheelchair User No Yes (Specify if 

Relevant) 
Independent With Assistance  

Hearing Aids No Yes   
Glasses/Contact Lenses No Yes   
Low Vision Aids No Yes   
Communication aids No Yes (Circle if Relevant) Low Tech High Tech  
 
         No change to impairments:  
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7.10.6 Case example 3 
 
A four year old child with mild clumsiness, slightly delayed speech and a left convergent squint. 
 

Learning and Mental Functions 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Learning Disability Yes No NA  Yes No NA 
    Specific Learning Difficulties Yes No NA  Yes No NA 
 Concentration Yes No NA  Yes No NA 

Sleep Yes No NA  Yes No NA 
Behaviour Yes No NA  Yes No NA 
Awareness of Danger Yes No NA  Yes No NA 

Communication 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Expression Yes No NA  Yes No NA 
    Comprehension Yes No NA  Yes No NA 
 Social Communication Yes No NA  Yes No NA 
Motor Skills 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Gross Motor Skills Yes No NA  Yes No NA 
    Mobility Yes No NA  Yes No NA 
 Fine motor skills Yes No NA  Yes No NA 
Self Care 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Feeding Yes No NA  Yes No NA 
    Toileting Yes No NA  Yes No NA 
 Dressing Yes No NA  Yes No NA 
Hearing 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Hearing  Yes No NA 
Vision 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Vision  Yes No NA 
Additional Supports Present  
 No Yes NA (if ‘Yes’ then please complete below) 
Respiratory Support No Yes (Circle if Relevant) Oxygen CPAP Ventilation  
Tracheostomy No Yes   
Enteral Feeding No Yes (Circle if Relevant) Nasogastric Gastrostomy Other  
Parenteral Feeding No Yes   
Intestinal Stoma No Yes   
Urinary Catheterisation No Yes (Specify if 

Relevant) 
Intermittent Indwelling  

Urinary Stoma No Yes   
Renal Dialysis No Yes   
Internal Devices No Yes (Circle if Relevant) VP shunt Pacemaker Cochlear implant Other 
Wheelchair User No Yes (Specify if 

Relevant) 
Independent With Assistance  

Hearing Aids No Yes   
Glasses/Contact Lenses No Yes   
Low Vision Aids No Yes   
Communication aids No Yes (Circle if Relevant) Low Tech High Tech  

 
  
         No change to impairments:  
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7.10.7 Case example 4 
 
An eleven year old child with mild learning difficulties, severe concentration difficulties and attention seeking 
behaviour including outbursts at home and at school. 
 

Learning and Mental Functions 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Learning Disability Yes No NA  Yes No NA 
    Specific Learning Difficulties Yes No NA  Yes No NA 
 Concentration Yes No NA  Yes No NA 

Sleep Yes No NA  Yes No NA 
Behaviour Yes No NA  Yes No NA 
Awareness of Danger Yes No NA  Yes No NA 

Communication 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Expression Yes No NA  Yes No NA 
    Comprehension Yes No NA  Yes No NA 
 Social Communication Yes No NA  Yes No NA 
Motor Skills 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Gross Motor Skills Yes No NA  Yes No NA 
    Mobility Yes No NA  Yes No NA 
 Fine motor skills Yes No NA  Yes No NA 
Self Care 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Feeding Yes No NA  Yes No NA 
    Toileting Yes No NA  Yes No NA 
 Dressing Yes No NA  Yes No NA 
Hearing 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Hearing  Yes No NA 
Vision 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Vision  Yes No NA 
Additional Supports Present  
 No Yes NA (if ‘Yes’ then please complete below) 
Respiratory Support No Yes (Circle if Relevant) Oxygen CPAP Ventilation  
Tracheostomy No Yes   
Enteral Feeding No Yes (Circle if Relevant) Nasogastric Gastrostomy Other  
Parenteral Feeding No Yes   
Intestinal Stoma No Yes   
Urinary Catheterisation No Yes (Specify if 

Relevant) 
Intermittent Indwelling  

Urinary Stoma No Yes   
Renal Dialysis No Yes   
Internal Devices No Yes (Circle if Relevant) VP shunt Pacemaker Cochlear implant Other 
Wheelchair User No Yes (Specify if 

Relevant) 
Independent With Assistance  

Hearing Aids No Yes   
Glasses/Contact Lenses No Yes   
Low Vision Aids No Yes   
Communication aids No Yes (Circle if Relevant) Low Tech High Tech  

 
  
         No change to impairments:  
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7.10.8 CASE EXAMPLE 5 
 
A two year old child with spastic quadriplegia, cerebral visual impairment and bulbar palsy associated 
with severe communication difficulties.  The child is unable to sit without support, has poor head control 
and requires assisted feeding, via gastrostomy.  Functional vision is still being assessed, as is the need 
for augmented communication. 
 

Learning and Mental Functions 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Learning Disability Yes No NA  Yes No NA 
    Specific Learning Difficulties Yes No NA  Yes No NA 
 Concentration Yes No NA  Yes No NA 

Sleep Yes No NA  Yes No NA 
Behaviour Yes No NA  Yes No NA 
Awareness of Danger Yes No NA  Yes No NA 

Communication 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Expression Yes No NA  Yes No NA 
    Comprehension Yes No NA  Yes No NA 
 Social Communication Yes No NA  Yes No NA 
Motor Skills 
Impairment Present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Gross Motor Skills Yes No NA  Yes No NA 
    Mobility Yes No NA  Yes No NA 
 Fine motor skills Yes No NA  Yes No NA 
Self Care 
Impairment present No Yes NA (if ‘Yes’ then please complete below) Present  Severe 
    Feeding Yes No NA  Yes No NA 
    Toileting Yes No NA  Yes No NA 
 Dressing Yes No NA  Yes No NA 
Hearing 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Hearing  Yes No NA 
Vision 
Impairment present No Yes NA (if ‘Yes’ then please complete below)  Severe 
    Vision  Yes No NA 
Additional Supports Present  
Impairment Present No Yes NA (if ‘Yes’ then please complete below) 
Respiratory Support No Yes (Circle if Relevant) Oxygen CPAP Ventilation  
Tracheostomy No Yes   
Enteral Feeding No Yes (Circle if Relevant) Nasogastric Gastrostomy Other  
Parenteral Feeding No Yes   
Intestinal Stoma No Yes   
Urinary Catheterisation No Yes (Specify if 

Relevant) 
Intermittent Indwelling  

Urinary Stoma No Yes   
Renal Dialysis No Yes   
Internal Devices No Yes (Circle if Relevant) VP shunt Pacemaker Cochlear implant Other 
Wheelchair User No Yes (Specify if 

Relevant) 
Independent With Assistance  

Hearing Aids No Yes   
Glasses/Contact Lenses No Yes   
Low Vision Aids No Yes   
Communication aids No Yes (Circle if Relevant) Low Tech High Tech  
   
         No change to impairments:  
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7.11  SERVICES 
 
7.11.1 Format 
 

Each clinician will be provided with a list of services on a plasticised card. These services can be inserted in the 
services section of the Assessment Forms detailing the status of each service.  The purpose of this list of 
services is to act as an "aide memoire" of the possible services required.  The list has been devised following 
consultation with all boards.  If this list does not cover all the services you require, please insert the name of the 
required service. 

 
7.11.2 Completion of Details for each Service 
 

For each service required by a child, the assessor is asked to complete if it is in place, if there is a service 
delivery issue and if a referral letter is required to be printed.  None of the data items described in this section 
are mandatory, because this information may not be available for some time. Guidelines as to how to complete 
each are given below. 

 
 

Enter Additional Services 
 SERVICE NO  

If a service is required, enter the service number.  This is the Read code on the plasticised sheet that 
lists all the services but the entry of this is not mandatory for the clinician. 

 
 NEEDS & SERVICES (SOCIAL/FAMILY, EQUIPMENT, EDUCATIONAL AND PROFESSIONAL SERVICES) 

 Identify needs and services – for example : Educational Needs, Social/Family Needs, Equipment Needs and 
Professional Services. Enter the service number or the service name, both are not required. 

 
  IN PLACE? 

Enter “Y” for “Yes” if the Service is in place.  
Enter “R” for referral to show that a referral has been made but the service is not yet in place. 
  

 SERVICE DELIVERY ISSUES? 
This should be recorded if a necessary service is not being accessed by the child. More than one can be 
entered. (See Service Delivery Issues box below) 

 
  

TICK TO PRINT REFERRAL LETTER 
This field applies to the Professional Services Section only.  If you wish a referral letter to be sent to the person 
supplying this service, place a tick in the box. Note that not all Boards choose to use this referral functionality – it 
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is also possible to refer using a copy of the standard report with an additional introductory paragraph for the 
service to which you are referring.  
 

7.11.3 Educational Needs  
 

Educational Needs Service 
Number 

 

Autistic Support 169 No explanation necessary 
Learning Support 170 No explanation necessary 
Local Authority Day Care 171 To include day nursery, children's centre, child minder etc. 
Mainstream Further Education 172 No explanation necessary 
Mainstream School (Modified) 173 To include adaptations to buildings etc. 
Mainstream School (Unmodified) 174 To include local facilities only 
Non-teach Auxiliary 175 Professional providing classroom or other support, for 

example, toileting assistance 
Nursery School (Modified) 176 See Mainstream School (Modified) 
Nursery School (Unmodified) 177 See Mainstream School (Unmodified) 
Pre School Age Home Teacher 178 Peripatetic pre-school teacher/nursery liaison teacher 
Pre-School Language Unit 179 No explanation necessary 
Pre-School Play Group 180 No explanation necessary 
School Age Home Teacher 181 Peripatetic teacher for school age children (not Specialist - 

see 93) 
Support Careers Advice 182 For example, a Specialist careers officer would provide such 

advice. 
Support Class Unit Mainstream 
School 

183 A small class/unit for children with support needs attached to 
a mainstream school 

Special Educational Needs Nursery 184 Nursery catering solely for children with support needs 
Special School (Day) 185 A school solely for day pupils with Support Needs 
Special School (Residential) 186 A school for pupils with support needs with a residential 

facility 
Specialist Further Education 187 An institution able to provide for children with support needs. 
Specialist Peripatetic Teaching 188 A teacher with Specialist skills, for example, in the teaching 

of visually impaired or hearing impaired children. 
Support as Braille User 189 No explanation necessary 
Support as Makaton User 190 No explanation necessary 
Support as Signing User 191 No explanation necessary 
Transport to School 192 Transport provided by the Education Authority 
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7.11.4 Social/Family Needs 
 

Social / Family Needs Service 
Number 

 

Care Allowance 115  
Child Minding / Day Care 116 Child minding other than that provided by the local authority 

(see 78  Local Authority Day Care) 
Disability Living Allowance 117 No explanation necessary 
Disposable Nappies 118 No explanation necessary 
Down’s Syndrome Association 119 No explanation necessary 
Family Counselling 120 Counselling provided by a variety of voluntary and statutory 

organisations including ongoing psychiatric support in a family 
context 

Financial Problems 121 To include grants from statutory/voluntary bodies including the 
Family Fund 

Foster Care 122 Care provided by the local authority social work department 
Genetic Counselling 123 Counselling provided by a clinical genetic service 
Home Help 124 No explanation necessary 
Inadequate Housing 125 Related to the child's support needs 
Modification to Existing House 126 No explanation necessary 
Respite Care 127 Within or outwith the child's home 
Self Help Group Support 128 No explanation necessary 
Support for Hearing Impaired 129 No explanation necessary 
Support for Visually Impaired 130 No explanation necessary 
Telephone 131 Related to the child's support needs, for example, to summon 

urgent medical help 
Voluntary Social Agency 132 No explanation necessary 

 
7.11.5 Equipment Needs 
 

Equipment Needs Service 
Number 

 

Aids - Daily Life Use 140 Related to activities of daily living such as bathing, feeding etc. 
Communication Aids 141 Forms of  augmented or alternative communication, for 

example, Blissboard, speech synthesizer etc. 
Enuretic Alarm 142 No explanation necessary 
Feeding Aid 143 To include nasogastric feeding or gastrostomy equipment 
Hearing Aid Provision 144 No explanation necessary 
Incontinence Care 145 To include incontinence pads or nappies 
Information Technology 146 Microtechnology aids excluding speech synthesis (see 46 

Communication Aids) 
Locomotory aid 147 To include rollators etc. 
Maintenance Of Posture Aid 148 To include Specialist seating and standing wedges 
Major Buggy 149 No explanation necessary 
Mechanical Ventilator 150 No explanation necessary 
Oxygen Therapy 151 No explanation necessary 
Powered Wheelchair  152 No explanation necessary 
Prostheses 153 To include artificial limbs, eyes 
Protective/Supportive Equipment 154 To include hoists etc. 
Respiration Monitoring 155 No explanation necessary 
Self-Propelled Wheelchair  156 No explanation necessary 
Special Beds 157 No explanation necessary 
Suction Equipment 158 No explanation necessary 
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Surgical Appliance Aid 159 To include Ankle Foot Orthoses (AFOs), Hip Guidance 
Orthoses (HGOs) 

Toy Libraries 160 No explanation necessary 
Visual Aid Provision 161 To include glasses, low vision aids, closed circuit television etc. 

7.11.6 Professional Services Required 
 

Equipment Needs Service 
Number 

 

Consultant Community Paediatrician 01 No explanation necessary 
Community Child Health Doctor 02 No explanation necessary 
General Practitioner 03 No explanation necessary 
Health Visitor 04 No explanation necessary 
School Nurse 05 No explanation necessary 
Neurosurgeon 06 No explanation necessary 
Paediatric Surgeon 07 No explanation necessary 
Paediatric Cardiologist 08 No explanation necessary 
General Surgeon 09 No explanation necessary 
Child and Family Psychiatrist 10 No explanation necessary 
Adolescent Psychiatrist 11 No explanation necessary 
Paediatric Neurologist 12 No explanation necessary 
E.N.T. Specialist 13 No explanation necessary 
Ophthalmologist 14 No explanation necessary 
Dermatologist 15 No explanation necessary 
Other Hospital Specialist 16 No explanation necessary 
Dentist 17 No explanation necessary 
Orthoptist 18 No explanation necessary 
Optometrist 19 Provides measurement of visual acuity 
Audiometrician – Health Service 20 No explanation necessary 
Audiometrician – Education 21 No explanation necessary 
Speech Therapist 22 No explanation necessary 
Physiotherapist 23 No explanation necessary 
Occupational Therapist-Social Work 24 No explanation necessary 
Occupational Therapist-Paediatric 25 No explanation necessary 
Dietician 26 No explanation necessary 
Podiatrist 27 No explanation necessary 
Educational Psychologist 28 No explanation necessary 
Clinical Psychologist 29 No explanation necessary 
Social Work 30 No explanation necessary 
Voluntary Agency 31 No explanation necessary 
Hospital Paediatrician 32 No explanation necessary 
Orthopaedic 33 No explanation necessary 
Police 34 No explanation necessary 
Reporter 35 No explanation necessary 
Audiology 36 No explanation necessary 
Chest Physician 37 No explanation necessary 
Careers Service 38 No explanation necessary 
Specialist Nurse 39 No explanation necessary 
Community Learning Disability Team 40 No explanation necessary 
Community Nurse Manager 41 No explanation necessary 
Consultant Radiologist 42 No explanation necessary 
Dental Services: Other 43 To include a dental hygienist 
District Nursing 44 No explanation necessary 
Enuretic Clinic 45 No explanation necessary 
Geneticist 46 No explanation necessary 
Head Teacher 47 No explanation necessary 
Homeopathy 48 No explanation necessary 
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Equipment Needs Service 
Number 

 

Incontinence Nurse 49 No explanation necessary 
Network Support Teacher 50 No explanation necessary 
Neurologist 51 No explanation necessary 
Orthodontist 52 No explanation necessary 
Orthotist 53 No explanation necessary 
Paediatric Endocrinologist     54  No explanation necessary 
Paediatric Haematologist     55  No explanation necessary 
Paediatric Urologist     56  No explanation necessary 
Paediatrician (Metabolic Disease)     57  No explanation necessary 
Parent Counsellor     58  No explanation necessary 
PE Specialist     59  No explanation necessary 
Plastic Surgeon     60  No explanation necessary 
Prosthetist 61 No explanation necessary 
Psychiatrist 62 No explanation necessary 
Rehab medicine 63 No explanation necessary 
Rheumatologist 64 No explanation necessary 
Social Worker for Hearing Impaired 65 No explanation necessary 
Social Worker for Visually Impaired 66 No explanation necessary 
Special Home Nursing 67 No explanation necessary 
Specialist School Nursing 68 For example, mental handicap or psychiatric nursing provided 

at school 
Specialist Teacher Microtechnology 69 No explanation necessary 
Family Planning Advice 70 No explanation necessary 
Other  99  

 
7.12 NEXT REVIEW  

 
 

This section is used to give details on the next review.  You may specify that you will be reviewing the child in "x" 
months, in which case the system will automatically calculate an approximate date; or you may specify a 
specific month or an exact date yourself.  If you know the time of the review and the location (either at the child's 
home or at the assessor's base address), then you will have sufficient details to send an appointment letter to 
the parent(s). 
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If you also indicate who will be doing the assessment, then the pre-printed assessment form can be sent directly 
to this professional in time for the next review.  Any additional information for planning the next appointment can 
also be recorded eg if an interpreter, reminder or transport is required.  It is also possible to note preferred days 
and times for future appointments and if a joint appointment would be desirable. The facility of being able to add 
free text in this section also allows it to be used for alerts, eg ‘check timing of autism assessment before 
appointing’ or ‘paediatrician to check progress with CAMHS before appointing’ etc. These will be visible in red to 
admin staff entering that child’s record.  
 
 

7.12 NEXT REVIEW (CONTINUED) 
If the child is moving to another unit within the same NHS Board, this can be entered on this section. The data 
entry staff can then transfer the patient to that unit if they are using the same system. If the child has to be 
deregistered from the system this should be entered on this section. This will be entered by the data entry staff 
and deregistration letters can be produced for all involved professionals after the assessment has been 
processed.  It is possible to keep a child on the system even if no further appointments are planned by setting 
the child’s status to 8.  This allows access to information and the ability to identify children with no planned 
assessment eg. being able to determine all the children with Down’s Syndrome. Their addresses as held by GP 
registration will continue to be updated via the CHI system. Functionality exists for the Board to automatically 
deregister these cases when they reach the age of 20.    

 
7.13      SUMMARY LETTER TO PARENT/CARER OF CHILD 

 
 
Columns 1:  These are the Parent or Carer details that have been entered on page 1 of the Assessment Form.  
If additional Parent/Carer details are entered on page 1 then the additional person may receive a copy of the 
Parent Summary. The words (Main Parent/ Carer of Child) will not be printed on any letters issued. 
 
Column 2: The Parent Summary can be separated into 5 parts and it can be determined by the clinician which 
bits of information you wish to be sent to the parent. Clinician can tick the box containing the information that the 
parent should receive on his/her summary. 
 
It should be noted that if Assessment Findings is ticked and nothing was entered into this column by the 
Clinician, the Parent Summary will display the Clinician's problem description. 
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7.14 PROFESSIONALS INVOLVED 
 

 

 
 
This section is to be used to provide information on all the key professionals for the child.  If indicated, each of 
these people will receive a summary of the current assessment, and a copy of the deregistration report if the 
child is removed from the system. 
 
Column 1:  These are the job title, name and address of the person who is actively involved with the child.  The 
Health Visitor/School Nurse (if applicable) and the General Practitioner will be pre-printed on the First 
Assessment Form.  All the professionals previously indicated as being involved with the child will be pre-printed 
on the Subsequent Assessment form.  Any other professionals involved with the child are to be included here.  If 
a professional is no longer involved with the child, please score through the details and this person will become 
"inactive" and will not be sent reports concerning a child. 
 
Column 2: Each professional identified will be providing one or more of the services indicated on pages 4 of the 
assessment form. Indicate in this column the service number of the service being provided, unless the job title is 
clearly stated in the previous column. 
 
Column 3: The summary of assessment can be separated into 5 parts and it can be determined by the clinician 
(within overall NHS Board policy) which groups of information you wish to be sent to each professional.  If you 
want the professional to be listed as being involved, but do not wish them to receive a summary (eg if a single 
copy is being sent to the medical records department of the acute service, rather than to each individual 
clinician), then do not tick any of the boxes.  If you wish only selected data to go to a professional indicate which 
data by ticking the appropriate box. Any free text you wish to appear on a summary for a particular professional 
may be entered in the notes section under that professional's details, in which case it will appear as an 
introductory paragraph in bold, above the shared notes in their copy of the report. . 
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If you tick the box indicating that a particular professional is the main recipient of the shared note then all other 
letters will be headed “The following section is a copy of notes for …..”  

7.15  CLINICAL NOTES 
 

11. NOTES (This Assessment)       
Personal Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Shared Clinical Notes      If intended for a particular recipient then please indicate for the Summary of Assessment others will receive a copy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This section allows the clinician to make notes (although more commonly these will be dictated) and these notes 
are entered onto the system. The notes from the previous assessment can be printed out on subsequent 
assessment forms.  
 
These notes are divided into 2 types. The first set of notes are personal notes for the clinicians attention only. 
The second set of notes are shared notes and they can be included in the Summary of Assessment for any 
involved professionals. 
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SECTION 8 

OPERATIONAL CHOICES  
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8.  OPERATIONAL CHOICES 
 
8.1 INTRODUCTION 
 

 The design of the system is based on two factors: that all boards wish to record the same core data; and that 
boards wish to use the system to suit their own clinical methods of working. 
 
There are therefore several ways the system can be accessed and used, but the core data will be the same.  
The decision as to how the system is to be used is a clinical decision, dependent on local practice.  The 
following sections describe the clinical decisions that must be made before implementation. 
 
 

8.2 ROUTE PATHS 
 

The following "routes" will show how the system can be used and which forms will be required at which stage.  
 
 
8.2.1 Route 1 

Route 1 is the simplest method of using the system.  The referral process is not used and the first assessment 
completed on a child will be an unscheduled assessment which will have no pre-printed details on the child. 
Alternatively, even though the referral form is not used, the child can be activated on the system prior to 
appointing, in which case demographic details will be populated into the First Assessment Form.  
 
Subsequent assessments will have the details of the child's previous assessments pre-printed. 
 
 

Assessment of Child by Community Child Health

Assess Further Not Assess Further

Summary of Assessment 
sent to key professionals

Deregistration Letter 
sent to  key professionals
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8.2.2 Route 2 
This route includes the use of the referral form and has already been described in section 6.1.  The diagram has 
been repeated below: 
                                      

                       

                        Ad Hoc                                                 Routine                                              Routine                                         Existing Database 
                    Identification (A)                               Identification (R)                                  Identification (C)                                      download (D) 

 
 
 

                                            
                                             Referral Form sent                                                                              Data download from  
                                                 to department                                                                       Child Health Surveillance systems 
                                                
 
 
                                                                                       
                                                                                    
 
                                                                                     Community Child Health Department 
 
 
 
 
 
                                                                                              

                                                                                             Referral List generated 
 
 
 
 
 
                                                                                               Clinical decision to: 
 
 
 
 
 
 

                  Refer to Specialist                                                  Delay                                              Assess                                              Assessment 
                Community Clinician                                          Assessment                                      immediately                                          not required 
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8.3 UNIT/LOCALITY DETAILS 
  

Before the system goes "live" the NHS Board must decide the time limits it wishes the system to impose.  The 
screens for entering these time limits are shown on the following page. 

 
U0013 screens 1 of 10 

 
 
 
U0013 screen 2 of 10 

 

Comment [l4]: What is a ‘therapy audit 
letter? Do they still exist? If not, take out. 
And since vision assessment clinics exist as 
well as the oral health ones, they should be 
listed amongst the forms on which logo can 
appear 
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U0013 screen 3 of 10 

 
 
 
U0013 screen 4 of 10 
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U0013 screen 5 of 10 

 
 
 
U0013 screen 6 of 10 

 
 
 

Comment [l5]: Does the “record of 
needs – future needs assessment” bit still 
exist? 
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U0013 screen 7 of 10 

 
 
 
U0013 screen 8 of 10 

 
 
 
 

Comment [l6]: Does this still exist? 
Records of needs don’t 
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U0013 screen 9 of 10 

 
 
 
U0013 screen 10 of 10 

 
 
 

NHSScotland SNS CLINICAL GUIDELINES  Page 54    Version 6.0 



8.3.1 Child Transfers 
 

This option will allow operators to transfer children off the unit from other units and onto the unit from other units. 
 
8.3.2 Decision to Assess 
 

The time limit between the referral being entered on the system, and the date you make a decision as to 
whether to assess the child, delay assessment, or to not assess at all. 
 

8.3.3 Multiple Future Assessment Appointments 
 

This option allows the users to set the system to allow more than one future appointment. 
 
8.3.4 Assessments 
 

Part 1: "Maximum time between assessments"; specify the maximum time (for each specified aged group) you 
wish before the system forces a print of overdue assessment forms for completion. 
Part 2: "Reminders after": interim reminders will be sent out before you reach the maximum time limit 

 
8.3.5 Consent 
 

The title of the NHS Board or area of the board that should appear on the consent letter should be entered here. 
 

8.3.6 Print CDS Consent Forms 
 
Check Yes or No and Community Dental Services consent request will be printed with first/unscheduled 
assessment forms. 
 

8.3.7 Children Pending Assessment Decision 
 
This will print a list of children for whom a decision on whether or not they will be assessed has still to be 
made. 
 

8.3.8 Approximate Assessment Appointments 
 
This will print a list of approximate appointments for the next X amount of weeks. Approximate 
appointments are made when users enter a number of months into the system as the next appointment 
date instead of an exact date. 

 
8.3.9 Assessment Schedule 

 
This will print a list of assessments scheduled. The list will be printed X number of days before the 
appointments and the list will cover a specified number of days. The list may be run by location or by 
professional. 

 
8.3.10 Summary of Assessment Print/Show Referrer/HV 

 
This option allows the users to view or not view inactive referrers on Summaries. This option also allows 
the users to display the Health Visitor or not display the Health Visitor if the child is over 6 years of age. 

 
8.3.11 Functional Assessment Page 

 
This will allow the user to set the default values if nothing is entered for an impairment or its severity. 
The default values can be not assessed (recommended) or no impairment. 
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8.3.12 Referral Lists & Assessment Forms 
 

“Referral Lists": Message requiring batch run of Referral Lists. Because the operator can choose when referral 
lists are printed, there is no pre-set timing of when these will be printed.  This time limit is to ensure that referral 
lists are indeed printed in the event of the operator failing to do so on a regular basis. 
"Assessment Forms": Message requiring batch run of assessment forms. As for "Referrals" above. Both options 
can be overwritten with the option to schedule automatic report printing. 
 

8.3.13 Print Batch Requested Assessment Forms 
 
If you have specified the approximate time for next review, the system will pre-print the assessment form ready 
for that review. You can specify in this field how much in advance you wish this assessment e.g. 2 weeks before 
review; 4 weeks before intended review. Closed services can be omitted from these forms when printed. 
 

8.3.14 Open Co-ordinated Support Plan - Transition Assessment 
 
If the clinician has recorded that a child has a co-ordinated support plan then this option will produce a prompt 
for the clinician on the assessment form x weeks before the child’s 15th birthday, for a transition assessment to 
be completed. 
 

8.3.15 TSH Testing 
 
This option allows the user to set the system to allow the TSH testing of pre-school children with a Read 
Code for Down’s syndrome. 
 

8.3.16 Summary of Assessment Footer Option 
 
The users can set footer options for Summary of Assessment/Parent Carer Summary/Appointment 
letters. The default is 1 inch or 1 ½ inch footer size. This option is required where NHS Boards have 
various logos in the footer of their headed paper.  
 

8.3.17 Unit Holidays 
 
Entering Unit holidays into the system will produce a warning message on the system if a user attempts 
to enter an appointment for a date specified as a unit holiday. 
 

8.3.18 Appointment Letters 
 
This will print batch requested Appointment letters X number of weeks before the assessment. The 
Appointment letter is the letter to the parent or carer detailing date, time and location of appointment. 
 

8.3.19 Print Flag 
 

This allows the user to set the default printing of the appointment letter. 
 

8.3.20 Description of System Appointment Letters 
 
The description entered here will be present at the top of the appointment letters. 
 

8.3.21 Appointment Letter Paragraph 
 
The user can enter data to be included in the appointment letters for specific clinics. 
 

8.3.22 Deregistration Letter Paragraph 
 

This allows the user to enter text that should be included in the deregistration letter. This is free text field. 

Comment [l7]: May need renaming 
within system 
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8.3.24 User Defined reports 
 

This page defines how any user defined report is set up. The user clicks on the appropriate boxes to 
determine which information will appear on every form for that report, eg Local Learning Disability Team 
Report. The user can then request these reports from the Summary of Assessment screen.  
 

8.3.25 Logo 
 
This page can be used to hold a logo to be printed when a user does not have access to headed paper. 

 
8.4 NHS BOARD DEFINED SERVICES 
 

Some services required by boards have not been included, for example, the Rowntree Trust.  For locally defined 
services which are not included in the lists above, there is an on-line facility whereby NHS Boards may define 
their own services. (There is a limit to the number of local services that can be defined).  
 
 

8.5 ORAL HEALTH 
 

The SNS is able to produce Oral Health Forms for use by Community Dental Services (CDS) and the 
details can then be recorded on SNS.  In agreement with the local community dentists SNS can produce 
future dental assessment forms at pre-defined ages. 
 
It is only possible to do this if consent for Community Dental Services has been recorded on the SNS. 
The Community Dental consent option must therefore be included on the standard SNS consent form 
and this needs to be decided locally. 

 
The information being gathered by the CDS for SNS is recorded below. 
 

 

Comment [l8]: I can’t seem to correct 
numbering 
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Comment [l9]: We need to insert a 
section showing the screens for the visual 
assessment function 
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SECTION 9 

SYSTEM OVERVIEW 
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9  SYSTEM OVERVIEW 
 
9.1 INTRODUCTION 
 

The Support Needs User Manual is available as a reference document for the operation of the system. Whilst 
clinicians do not require that level of detail, it is important that clinicians using the Support Needs System are 
aware of the meaning of the processes carried out by the system.  These are covered in the following 
sections. 

 
 
9.2 CHI AND SUPPORT NEEDS 
 

 As an interim solution to establish a link with the CHI (Community Health Index), basic details are held on the 
system of all children in the NHS Board aged 0-19, irrespective of whether they are on the Support Needs 
System or not.  This means that when a child is notified to the Support Needs System, the operators of the 
system can identify the child in the CHI database. 

 
 
9.3 CHILD STATUS 

 
9.3.1 What is the Status Number? 
 

 The numbers 0-8 refer to the child's "status" in both the CHI and Support Needs systems.  The numbers 1, 2, 
3 and 4 indicate the child's status in the Support Needs System. The numbers 0, 6, 7, and 8 indicate the 
child's status in the CHI database and can be seen on the computer system, but will not be seen on any 
reports of children who are on the Support Needs System. 

 
0 = Not yet active 

The child's details are held in the CHI database but the child has not been referred to the Support 
Needs System.   
 

1 = Active, not yet notified to Clinician 
The child has been referred, but has not yet appeared on the Referral List to the clinician. 
 

2 = Active, notified to clinician 
Child's details have been printed out on Referral List 
 

3 = Active, being assessed 
Child's first and subsequent assessments have been printed out. 
 

4 = Inactive (previously on System) 
The child has been on the Support Needs System, and is no longer on this system.   See section 9.4 
for details on reasons for deregistration 
 

5 = No longer applies. 
 

6 = CHI: Child Deceased 
Child has died and the details are held on CHI but the child has never been on the Support Needs 
System. 
 

7 = CHI: Child Transfer 
Child has transferred out of the NHS Board and the details are held on CHI but the child has never 
been on the Support Needs System.  
 

8 = No planned assessment 
Child’s details are still on SNS but no further appointment has been planned.    
 

9 = CHI: Inactive Child Redundant 
Child's details are redundant and have been marked as as being attached to another CHI number 
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9.3.2   How is the Status Number Changed? 
 

Change in status (0 - 4) of a child is always triggered by receiving or generating a report.  The diagram below 
shows at which point the status number changes. 

 
Status Number  Action Triggering Change in Status Number 

 

Notification entered on system Referral downloaded from CHSP

 notification list printed

Unscheduled assessment entered First assessment printed out

Deregistration Details entered

1

2

3

4

0 All Child Details held on CHI

 
 
 
9.4 REASONS FOR DE-REGISTRATION 
 

The following reasons can be used to indicate that the child will no longer be called for further review.   
 

1. parents do not wish child to be on 
2. child has died 
3. assessment no longer required 
4. child has moved to another NHS Board 
5. child has left the country 
6. child's details entered in error 
9. child has reached 20 years of age 
10. child failed to attend assessment 
11. child is due to or has left school 

 
If option 1 (parents do not wish the child to be on) is chosen, then all the child's details will be deleted from the 
Support Needs System, only retaining the child's CHI number, the status field indicating 0 (see diagram).  The 
system will retain a child's details for all options except option 1.  If a child is deregistered and then referred at a 
later date, the latest details will be available to update. 
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SECTION 10 
 

TSH SCREENING IN CHILDREN WITH DOWN’S SYNDROME 
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10. TSH SCREENING IN CHILDREN WITH DOWN’S SYNDROME 
 
A list of all the children with Down’s syndrome can be printed by inserting the Down’s syndrome Read code.  
When a child is allocated the Read code PJO.. or another Read code that indicates Down’s syndrome, the system 
will add the child to the TSH screening programme. 
 
The first thing to be printed is the parent consent letter.  
 
When the consent form is returned, the consent or refusal is recorded. If consent is given the TSH programme is 
triggered and the specified member of the nursing team will be notified of each child requiring testing. Identification 
labels will be sent to the school nurse to attach to the samples. There will be 3 labels per child. 2 of the labels are 
stuck onto the card that the sample is placed onto. These 2 labels contain the child’s details and the return to 
address (SNS data entry staff). The last label contains the CHI number and a space for the date the test was 
completed. This is completed by the school nurse and sent back to the SNS data entry staff. 
 
The results are returned to the data entry staff responsible for SNS. 
 
If the test is normal a letter will be sent to the parent, the clinician and any other selected professionals stating that 
the test is normal.  
 
If the test is abnormal or equivocal the clinician is informed and the parents are sent a letter informing them that 
the result has been abnormal or questionable and advising them that further assessment will be required. The 
system will allow referral letters to be produced at this point. 
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SECTION 11 

 
OUTPUTS 
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11  OUTLINE OF AVAILABLE REPORTS 
 
Reporting takes up a large part of the SNS as it provides communication between all parties concerned in a child 
with Support Needs. There are a number of reports available from the system and detailed below. 
 
 
11.1 -   RUN MANDATORY REPORTS 
 
This option produces a batch of Referral and Assessment Forms. 
 
 
11.2 -   REFERRAL REPORTS  
 
This option produces a list of children pending a decision on assessment as well as a list of referrals from the 
CHSP Pre-school and CHSP School system 
 

11.2.1 Children Pending Decision to Assess 
 
This option produces a list of children who are in a pending state as to whether they are to be assessed 
and includes the date on which the details are to be re-reviewed. 

  
11.2.2 Children Overdue Referral Decision 

  
This option produces a list of children who, according to NHS Board area pre-defined time limits, are 
overdue a decision on whether or not they should be assessed. 
 
11.2.3 Children Referred from CHSP 
 
This option produces a list of children downloaded from CHSP P-S or CHSP S. 
 
 

11.3 -   ASSESSMENT REPORTS 
 
This option produces a list of children whose appointment is overdue as well as reports on possible 
missed appointments. 
 
11.3.1   Assessments to Complete 
 
This option produces a list of children who have assessments (including approximate dates) scheduled. 
 
11.3.2   Assessment Schedules 
 
These options allow the user to produce lists of children with appointments on specific dates. The report 
will be by professional and list dates, times and locations for child's appointment. 

  
11.3.3   Approximate Assessment Appointments 

  
This option produces a list of children who have approximate assessment appointments. 

  
11.3.4   Children who have Missed Last 3 Assessments or more 

  
This option produces a list of children who have missed their last 3 assessment appointments or more. 
 
11.3.5   Anonymous Summary Of Assessment 
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This option allows the printing of a Summary of Assessment on which there are no identification details 
for the child, except where a name has been used in the shared clinical notes. 

 
11.3.6   Appointment Letters 
 
This option allows the printing of a batch appointment letters to confirm the date, time and location of an 
assessment. 
 
11.3.7   Children Overdue for Assessment 
 
This option produces a list of children who, according to NHS Board area pre-defined time limits, are 
overdue for assessment. 
 
11.3.8   Possible Missed Child Assessment 
 
This option produces a list of children who may have missed assessments. The assessment date has 
passed and no form has been returned to the data entry staff (or if form has been returned, the data has 
not yet been typed into the system). 
 
11.3.9   Assessments Completed 
 
This option is run to produce a list of children for whom an assessment has been completed. 
 
11.3.10   Blank Assessment Forms 
 
This option will allow the user to produce a number of blank assessment forms. 
 
11.3.11   Blank Consent Forms 
 
This option will allow the user to produce a number of blank Consent forms. 
 
11.3.12  Blank Cerebral Palsy Forms 
  
This option allows the users to print blank forms for collecting data on children with cerebral palsy. 
 
11.3.13  Summary of Assessment Time Lapse Report 
 
The Summary of Assessment Time Lapse Report allows the monitoring of the time between the 
Assessment form being entered onto SNS and the printing of the Summary of Assessment. 
 

 
11.4   SERVICE REPORTS 
 
This option produces batch lists of referral and therapy audit forms. A list of children receiving a specific service 
can also be produced. 

 
11.4.1   Unassigned Services 
 
This option will print a list of services and children where no professional is attached to the child’s 
assessment record as providing that service. This can be for a selected service or for all services. 
 
11.4.2  Service Referral Letters 
 
This option will allow users to print a batch of referral letters for children where the referral letter is 
requested from the assessment form. 
11.4.3   Number of Service Referrals for a Professional 
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This option allows the user to list the number of referrals received by each professional on SNS. 
 
11.4.4   Service Code Analysis 
 
This report will allow users to print a list of children who are receiving a specific service. 

 
 
11.5   DEREGISTRATION LETTERS 
 
A list of Deregistration letters for pre-assessment and post-assessment children can be produced. 
 

11.5.1   Deregistration After Referral 
 
This option will print deregistration letters for children who have not been assessed. The referral form 
has been received and the clinician has decided not to assess the child so the child has been 
deregistered. When deregistering the child the user must have selected print letters in batch and this 
option will print all batch requested letters. 
 
11.5.2  Deregistration After Assessment 
 
This option will allow users to print a batch of deregistration letters for children who have already been 
assessed and no longer require assessment. 
 

 
11.6   TRANSFER LISTS 
 
A list of transfers onto and off the Unit can be produced. 
 

11.6.1   Children Transferred Off  
 
This option will print a list of children transferred off the unit to another unit. All of the clinical data 
gathered for that child will be available to the new unit. The report will list the Child's Name, CHI number, 
address, date of birth, date referred and date(s) assessed. 
 
11.6.2 Children Transferred On 
 
This option will allow users to print a list of children transferred onto this unit from another unit where the 
child was active on SNS. All of the clinical data gathered for that child will be available to the new unit. 
The report will list the Child's Name, CHI number, address, date of birth, date referred and date(s) 
assessed. 

 
 
11.7   OTHER REPORTS 
 
A list of children with a specific Read code attached to their assessment record can be produced. 
 

11.7.1 Summary Information for Child 
 
This option will print a summary of information for a selected child. 
 
11.7.2 Data Protection Act Print 
 
This option will allow users to print all the information held on the system for a child for data protection 
purposes. 
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11.7.3 Read Code Analysis 
 
This option will allow users to print details of the children with a specific Read Code. 
 
11.7.4 Functional Assessment Query Report 
 
This option will allow users to print a report of children by functional impairment status eg a list of 
children with severe visual impairment. 
 
11.7.5 Number of Child Contacts/Inv. With Professional 
 
This option will allow users to print statistics on the number of clinical contacts for a clinician. 
 
11.7.6  Children with Record of Needs Completed/Co-ordinated Support Plan 
 
This report will print a list of children where record of needs or CSP has been completed. 
 
11.7.7 Number of Children with Status 1, 2, 3, 4 or 8 
 
This option will allow users to print the number of children on SNS with each of the above status. See 
section 9.3.1 for details of status. 
 

 
11.8   LIST OF… 
 
A list of children attending a particular school and children who have become active can be produced from this 
option. 
 

11.8.1 Children Attending School 
 
This option will print a list of children attending a specific school. 
 
11.8.2 Children Who have Become Active 
 
This option will allow users to print details of the children who have become active on the system 
 
11.8.3 Children Assigned to Profs/Org/Profession 
 
This option will allow users to print details of the children who are attached on the system to a 
Professional, Organisation or Profession. 
 
11.8.4 List of Deregistered Children 
 
This option will allow users to print a list of the children who have been deregistered from SNS. 
 
 

11.9   TSH PROGRAMME 
 
Labels, referrals and consent letters can be produced here for TSH screening. 
 

11.9.1   TSH Results – Parent Consent Letter 
 
This option will allow users to print consent letters to issue to parents for TSH Screening. 
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11.9.2   Letter to HV/School Nurse about TSH Child Inclusion 
 
This option will allow users to print details for the HV/School Nurse of children to be included in TSH 
Screening. 
 
11.9.3   TSH Labels (School Nurse) 
 
This option will print labels for TSH screening. 
 
11.9.4   TSH Results - Overdue 
 
This option will allow users to print a list of children for whom TSH Screening results are possibly overdue. 
 
11.9.5   TSH Results – Referral Letter 
 
This option will allow users to print result letters and referral letters for TSH Screening. 
 
11.9.6   TSH Results – Parent Letter 
 
This option will allow users to print result letters to parents for TSH Screening. 
 
11.9.7   TSH Results – GP Letter 
 
This option will allow users to print result letters to the GP for TSH Screening. 
 
11.9.8   TSH Screening Statistical Reports 
 
This option will allow users to produce statistic reports of children on TSH Screening. 

 

11.10   Batch Scheduling 
 
This option will allow users to print various reports from the system at a time that is most suitable to the 
running of the department. Users select to run the reports on a daily or weekly basis. The reports will run 
on that date and at that time and thereafter every x days/weeks at the specified time. 
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CORE INFORMATION 
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Core Information 
 
Listed below are the essential data items for the operation of the system. 
 
Category Data Item Explanation 

 
Child Details CHI Number Unique Identifier for each child 
 Forename Forename of the child 
 Surname Surname of the child 
 Date of Birth The date of birth is generated automatically from the first 6 digits of the 

CHI number. 
 Sex The sex of the child is generated automatically from the serial number of 

the CHI number. 
 Status The status of the child on the system; e.g. being assessed, moved to 

another Board etc. 
Child's Address Postcode The child's postcode is displayed 
 Street 

Locality 
Postal town 

The child's address details are displayed, including, street, locality and 
postal town. The postal town is mandatory. 

 Date Left The date the child left the previous address. (Mandatory only if left 
address). 

School School Details Name and Address of school 
 Date Left The date the child left the previous school. (Mandatory only if left school). 
Responsible 
Clinician 

Clinician Assigned by To select the Clinician who is to be responsible for the child : 
'P' - to assign by postcode 
'S' - to assign by school 
'O' - to assign manually 

GP Details G.M.S. Name The name of the GP with whom the child is registered. 
 C.H.S. Name This field is automatically generated if the child referred via CHSP. 
HV Details Name The name of the Health Visitor for the child 
Professional 
Involved 

Name: 
Title 
Forename 
Surname 

The name of other professionals involved with the child. 
The title e.g.. MRS, MISS, DR 
The forename of the professional 
The surname of the professional 

 Professional's 
Individual code 

A unique identifier for the professional. For doctors this is the GMC 
number. 

 Profession Code Enter the code to indicate which profession group this professional 
belongs to. For example, Health Visitor, GP, etc...Alternatively the 
system will list existing groups and select accordingly. 

 Active This is only required where there is a change of professional providing 
the service, whereby the original becomes inactive and the new 
professional becomes active. When inactive, no reports are sent to that 
professional. 

Organisation 
(applies to 
organisations e.g.. 
Schools, 
professional's 
bases) 

Name Enter the full name of the organisation or use the query to select the 
required organisation. 

 Organisation code An identifier for the organisation 
 School Specify if the organisation is a School 'S' or not 'O'. 'O' indicates 'other' 

for instance a hospital. 
 Postcode If the address exists, a pop-up screen with the full address is shown. If 

the postcode is not known, then the address can be searched for by 
using other address fields. (See optional items) 

Assessment 
Details 

Assessment date The assessment date for the child or enter the number of months from 
the current date to generate the assessment date. 
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Category Data Item Explanation 
 

 Referral Date Date referral completed. If referral process not used, this will be the date 
of first assessment. 

 Name of Referrer The professional who notified the child to the system. 
 Route of Referral Specifies how the child was referred: 

'A' - if via ad hoc assessment; 'R' - if via routine surveillance. 
If the child was downloaded from CHSP - PS, 'C' is displayed and cannot 
be altered. 

Confirmed 
Problems 

READ Code The READ code corresponding to the problem. 

 Confirmed problem 
description 

The description of the problem as identified at the assessment. 

 Close (Y/N) Used if the problem is closed. 
 Problem Ended The date the child was last assessed is automatically inserted by the 

system if the close field is set to 'Y'. 
Functional 
Impairments 

Developmental 
Category 

eg Communication. 

 Subsection of 
developmental 
category 

eg expressive language. 

 Presence impairment 
in each category and 
subsection 

Definition of impairment in data dictionary 

 Whether identified 
impairment is severe 

Definition of severe impairment in data dictionary 

Additional 
Supports 

List of possible 
supports 

Current supports as identified at assessment 

Services Service Code The number down the left side of the services section of the assessment 
form to indicate what service is required. 

 Description of Service Automatically generated by the service code. For example, Speech 
therapy, etc. 

Deregistration 
Details 

Reason for 
Deregistration 

If the child is to be deregistered, enter the appropriate reason code. 
Mandatory if child is to be deregistered. 
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Optional Information 
 
Listed below are the data items which are non essential for the operation of the system, but it is recommended that 
most of them are used. 
 
Category Data Item Explanation 

 
Child Details Other Forename Other Forename of the child 
 Previous Surname Previous Surname of the child (if appropriate) 
 Alternat Alternative Forename of the child (if appropriate). 
 Birth Surname at Birth (if appropriate). 
Child's Address Street Enter the street 
 Locality Enter the area. 
 Postal Town The postal town 
 Tel. No. The telephone number 
 Address Qualifier This allows additional information of the address to be entered, for 

instance a house name. 
Referral Details if 
using referral 
process  

Unconfirmed Problem 
Code 

The problem code associated with the problem number on the 
referral form. Mandatory if no READ Codes. 

 READ Code for 
unconfirmed problem 

The READ code corresponding to the problem identified on the 
referral or from CHSP - PS. 

 Problem Description The description of the unconfirmed problem. 
 Review Referral on 

(date) 
If unsure whether to assess the child, this is the date the child will 
be re-reviewed to establish if an assessment is required. 

 Date decided to 
assess 

If the child is to be assessed, enter the date the decision was 
made to assess the child. 

 Concerns Indicates if there are any particular concerns for the child. This is 
taken from the comments section of the form. 
If 'Y' is entered, a text field is displayed with the default 'REFER 
TO CASENOTES'. This can be overwritten and the field can be 
expanded further. 

Professionals 
Involved 

Base Code Enter the code relating to their place of work. For instance the 
code for the practice (if a GP) or the code for the clinic (if a Health 
Visitor). 

 GP Reference This field is used as another code beyond the GMC code and is a 
reference used by CHI/CHSP - PS. 

Assessment 
Details 

Delay Assessment  
Form 

If decision is to assess the child but delay printing the Assessment 
Form, enter the number of weeks to delay. 

 Clinician's Delay Specify if the Assessment is delayed due to the clinician or the 
parent: 
'S' - delay due to clinician 
'G' - delay due to parent/carer 
blank - no delay. 

 Perform Assessment Specify the location of the assessment: 
'H' = Home 
'O' = Other location 

 Assessor The name of the assessor who will carry out the assessment. 
Mother's Details Mother's Name 

Title 
Forename 
Surname 

 
The mother's title 
The forename of child's mother 
The surname of the child's mother 

 Relationship Whether the relationship is 'B' biological or 'O' other. 
 Occupation The mother's occupation 
 Employed Enter Y/N to indicate if child's mother is currently employed. 
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Father's Details Father's Name 

Title 
Forename 
Surname 

 
The father's title 
The forename of child's father 
The surname of the child's father 

 Relationship Whether the relationship is 'B' biological or 'O' other 
 Occupation The father's occupation 
 Employed Enter Y/N to indicate if child's father is currently employed 
Parent/Carer to be 
addressee 

Mother / Father Circle Mother and the Parent Summary will be addressed to the 
mother. Circle Father and the Parent Summary will be addressed 
to the Father. Circle both for both to be the addressee.  Leave 
blank and the Parent Summary will be addressed to Parent or 
Carer of...... 

Consent Date Parent/ Carer 
consent 

Enter the date the clinician received consent from parent or carer 
to include the child's details on the Support Needs System and for 
details to be transferred to another NHS Board, should the child 
move there.  

Additional 
Parent/Carer 
Details 

Name 
Address 
Relationship to Child 
 

Two additional parents/carers can be stored on the system. 

Sibling Details Place in family To indicate where the child is placed within the family. 
 Number of children The total number of children within the child's family. 
 CHI No. The CHI number of the child or query to select the required child. 

The child's name, date of birth and status is automatically 
displayed. Mandatory if sibling's name entered. 

 Relationship of sibling 
to child 

Enter 'B' for biological or 'O' for other. 

Services Details In place Yes, no or referred 
 Print Referral Letter Specify if and when a referral letter is to be printed: This is only 

required for professional services. 
 Service Delivery 

Issues 
Record all issues as per key. 

Organisation 
Details 

Education Code Enter the education code of the organisation. The user can look 
up the ISD school file to locate a school. 

 Department Enter the name of the department within the organisation. 
 Tel. No Enter the telephone number of the organisation. 
 Street The street name of the address or run a query to find the required 

street name. 
 Locality The area of the address or run a query to find the required area. 
 Postal Town the name of the postal town or run a query to find the required 

town. This item is mandatory. 
 Address Qualifier Enter supplementary address details. 
 Time Enter the time of assessment - format HH:MM using 24 hour 

clock. Used only if wishing to confirm appointment using Parent 
Appointment Letter. 
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APPENDIX II 

SAMPLE PAPERWORK 
 
 

For sample paperwork see local pack from local SNS administrator. 
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APPENDIX III 
 

EXAMPLE OF PARENT INFORMATION LEAFLET WHICH YOUR NHS 
BOARD MAY WISH TO USE 
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Your child may have Additional Support Needs. Within the next few weeks one of our community doctors will 
contact you to arrange a visit. During this visit he/she will discuss your child's progress. 
 
The NHS Board maintains an information system in order to enable regular developmental checks and 
immunisations to take place. We also wish to offer support and advice for children who may have Support Needs. 
 
What you can expect to happen ? 
 
A Community Paediatrician will be made responsible for co-ordinating your child's care in the community. 
 
Your child's progress will be reviewed at regular intervals ensuring that the best and most appropriate care is being 
provided. 
 
If your child is no longer found to have a Support Need he/she will be taken off the system. 
 
Health Professionals involved in caring for your child will receive regular updated information on your child's care. 
You will also receive a copy of a report to include in your child's health record. 
 
If you have any queries regarding the Support Needs System do not hesitate to contact your Community 
Paediatrician. 
 
Your GP is ............................................................................................ 
 
 
Your Health Visitor is .............................................................................. 
 
 
Your Community Paediatrician is  ........................................................... 
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APPENDIX IV 
 

ASSESSMENT FORMS 
 

Pdf versions are available and should be inserted into this section of the guidelines. 
  

Comment [l10]: Should we insert pdfs 
here? 
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APPENDIX V 
 

KEY DATES 
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Shown below is a graphical representation of the dates which are used by the system. They will be produced on a 
variety of reports and can be used in any searches or enquires of the system. 
 
 
 

Date Referred to system 
 
 
 
 
 

Date details entered  
onto system 

 
 
 
 

Date decide to re-review case     Date you decide   Date arranged to  
         to assess child      assess child 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

            Date of Assessment 
 

           Date child Deregistered 

Only assessment dates 
held as approximate dates 
are overwritten, 
but review count increments 
by one each time. 
 

Overwritten if 
different from 
actual 
assessment date 

       
         Review Decision 
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APPENDIX VI 
 

EXAMPLE OF SUMMARY AUDIT FORM 
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Support Needs System (Children) 
 

SUMMARY AUDIT 
 
CHI   Surname  Forename  DOB  Responsible Clinician 
 

      
 
 
Status: Active on system : being assessed 
 
1.    Date referred to the system:    DD/MM/YY 
2.    Date details entered on system:    DD/MM/YY  9999 Days from 1 to 2 
3.    Date clinician to review case:    DD/MM/YY  9999 Days from 2 to 3 
4.    Date clinician made decision to assess   DD/MM/YY  9999 Days from 3 to 4; If 3 null   
      days from 2 to 3 
5.   Date child first assessed:    DD/MM/YY  9999 Days from 4 to 5 
6.    Date(s) child subsequently assessed   DD/MM/YY  days between assessment 
      DD/MM/YY  days between assessment 
      DD/MM/YY  days between assessment 
      DD/MM/YY  days between assessment 
7.    Date child deregistered:    DD/MM/YY  9999 Days between 1 and 2 
 
Reason for deregistration   (if applicable) 
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APPENDIX VII 
 

SUMMARY OF CYCLE OF EVENTS 
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       Child Identified 0-19 inclusive 
 
 
 
       Adhoc             Routine           Routine          Existing Database 
Identification (A)      Identification (R)     Identification (C)            Download (D) 
 
 
 
       Referral form         Data Download from Child Health 
  sent to department         Surveillance Computer System 
 
 
 
 
 
                     Community Child Health Department 
 
Bypass Referral Process 
 
Unscheduled Assessment 
carried out                              Referral List Generated 
 
 
 
 
          Clinical Decision to 
 
 
 
 
 
    Assess      Delay       Assessment    Delay            Refer to Specialist 
Immediately  Assessment     Not Required  Decision         Community Clinician 
 
 
 
               De-reg Form to Referrer 
 
 
    Assessment Form to Clinician 
 
Notification of referral 
   decision to referrer 
           Assess Child and Record Results 
 
 
 
    Assessment Summary          Referral Letter     
  to involved Professionals      
    
 
           Assessment Summary 
               to parent or carer 
 
 
Dotted line indicates optional use of system 
        Clinical decision to: 
 
 
 
    Not Assess Further        Assess Further 
 
 
 
 
     Dereg Form to       Schedule Subsequent 
    all involved HPs            Assessment 
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APPENDIX VIII 
 

TSH SCREENING LETTERS 
 
 
These letters are only available in hard copy and should be inserted into this section of the guidelines. 
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