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Nottingham City and County Children’s Continuing Care Service
Referral Checklist
	Child / young person Details

	Name of child/ young person:
	

	Address:
	
	First Language:
	

	
	
	Translator/communication aid required
	No

	Date of Birth:
	
	If yes please state requirements:
	Yes

	NHS Number:
	
	Gender:                      
	    Male          Female             


	Family Details

	Mothers Name:
	
	Siblings details: 

Please provide any names and ages
	1.

	Contact Number:
	
	
	2.

	Fathers Name:
	
	
	3.

	Contact Number:
	
	
	4.

	Parental Responsibility

Held by 

Please tick / highlight
	Parent(s)

As above
	
	Parental Responsibility Name:
	

	
	Legal Guardianship
	
	Contact Number:
	

	
	LA Section 20
	
	Email:
	

	
	LA Section 31
	
	Address (if applicable)
	

	
	Other
	
	
	


	GP and Clinical Commissioning Group (CCG) Details

	GP’s Name, Address and contact number:
	
	Nottingham City
	

	
	
	Nottingham West
	

	
	
	Nottingham North and East
	

	
	
	Rushcliffe
	

	
	
	Newark and Sherwood
	

	GP Post code:
	
	Mansfield and Ashfield
	

	I can confirm that this is a Nottingham City / County CCG registered GP. The named child/young person is currently registered at this practice or was registered at the time they went into care and therefore the identified CCG remains the responsible commissioner.

Signed……………………………….. Name…………………………………. Date……………………


	Brief Medical History

	Diagnosis:
	

	Brief summary of needs:
	

	Currently within an NHS provision
	Yes    No
	If yes, please advise provision and contact details

(i.e. acute hospital and ward/CAMHS/Hospice)
	


	Current and assessments and provision

	Please identify if that the following have been completed (Please attach copies of reports)
	Yes/No
	If Yes please identify the outcome, if No please state reasons why not completed

	CAF 
	
	

	Health Assessment 
	
	

	Children’s Assessment
	
	

	CAMHS Assessment
	
	

	Education and Health Care Plan
	
	

	Resource allocation score / pathway
	
	

	SDQ Scoring (please identify score)
	
	

	Transition Plan / Worker
	
	

	Other
	
	


	Education

	Education Provider

Name and Address of School/Nursery:

(if applicable)


	
	Additional Health Support received in school:

	
	
	

	Current Year Group
	
	


	Short Breaks Provision

	Short Breaks Provider Contact detail:

(if applicable)


	
	Level of Support Provided:

i.e. number of hours/Direct Payment

	
	
	


	Consent

	Please obtain verbal consent
This referral cannot be accepted without consent
	Child / Young Person
	Parent / Carer

	They are aware that a referral has been made and consented to the sharing and obtaining of information to support this application
	Yes               No
	Yes               No

	They have been involved / contributed to the completion of this referral/checklist?
	Yes               No
	Yes               No

	Have they been given any further details regarding the service i.e. leaflet / web page?
	Yes               No
	Yes               No

	Additional Information: Please advise of any issues regarding obtaining consent i.e. Safeguarding, communication




Please note that ALL sections of this Referral Checklist, including headers, the equality monitoring and the completion checklist form must be completed IN FULL. If the appropriate information is not provided then the referral will not be accepted and will need to be resubmitted with the relevant information and this will delay the application.
	Referrer Details

	Date of completion
	

	Completed by: 
	

	Position:

	

	Organisation:
         
	

	Contact Details:
Contact Number Email 
	


	Office Use Only

	Received by:
	
	Date:
	

	Email  acknowledgement sent:
	   
	Admitted to SystmOne:
	

	Demographics complete
	   Yes     No
	Responsible CCG complete
	  Yes     No

	Consent complete
	   Yes     No
	Equality Monitoring complete
	  Yes     No

	Supporting Evidence attached
	   Yes     No
	Criteria Met
	  Yes     No

	Discharge SystmOne:
	
	Reason:

	Eligible on waiting list:
	
	Nurse Assessors informed Name:
	  


Which other organisations/teams are currently supporting the child/young person? Please include yourself/your organisation in this

	Name
	Involvement/Role
	Contact Details including Email
	Confirm input towards completion of Referral Checklist 

	
	
	
	Yes / No

	
	
	
	Yes / No

	
	
	
	Yes / No

	
	
	
	Yes / No

	
	
	
	Yes / No


Is the child already known and discussed at any multi – agency forums? For example Placement Panel, in house Forums, Team around the Child Meeting, Discharge planning meeting, Looked after Child Meeting etc. 

	Forum
	Date last held
	Contact and Key Items

	
	
	

	
	
	

	
	
	

	
	
	


	Please identify your reasons for initiating this referral?




	Please advise what you would like the outcome of this referral to provide (i.e. equipment, care support, activity, therapy session, additional school support etc.)




Please complete ALL 10 Care Domains stating an A, B or C score in each to best describe the child or young person that you are referring.
 Breathing (*)



	C
	B
	A

	Normal breathing, no issues with shortness of breath.

OR
Shortness of breath, which may require the use of inhalers or a nebuliser and has no impact on daily living activities.


	Episodes of breathlessness that do not respond to management and limit some daily activities.

OR
Requires: 

· low level oxygen therapy 

· Other interventions e.g. CPAP (Continuous Positive Airways Pressure) for intermittent times throughout the day or night. 
	Is able to breathe independently through a tracheotomy that they can manage themselves, or with the support of carers or care workers.

OR
Breathlessness due to a condition which is not responding to therapeutic treatment and limits all daily living activities.

OR
A condition that requires management by a non-invasive device to both stimulate and maintain breathing (non-invasive positive airway pressure, or non-invasive ventilation)

	Please identify the evidence attached to support the scoring above. (i.e. Respiratory Paediatrician report, Acute Respiratory Team report, Long Term Ventilation Nurse Specialist)



Communication 




	C
	B
	A

	Able to communicate clearly, verbally or non-verbally. Has a good understanding of their primary language. May require translation if English is not their first language.

OR
Ability to understand or communicate appropriately for age and developmental level. However, special effort may be needed to ensure accurate interpretation of their needs; e.g.
prompting to communicate their needs; may need additional support – visual support such as symbols, signing or support with hearing, e.g. use of hearing aids.
	Communication about basic needs is difficult to understand or interpret. Even when prompted or with support tools/communication aids and requires familiar people. Family/carers may be able to anticipate and interpret the child/ young person’s needs due to familiarity. Support is always required to facilitate communication.
Ability to communicate basic needs is variable depending on fluctuating mood.
	Even with frequent or significant support from family/carers and professionals, the child/young person is rarely able to communicate basic needs, requirements or ideas, even with familiar people.



	Please identify the evidence attached to support the scoring above. (i.e. SALT report, Portage report, Paediatrician report)



Mobility




	C
	B
	A

	Independently mobile. 
OR
Able to weight bear but needs some assistance and/or requires mobility equipment for daily living.
OR
Not able to consistently weight bear and uses aids such as standing / walking frames.
	Completely unable to weight bear but is able to assist or cooperate with transfers and/or repositioning.  Assessed as needing 2:1 for personal care interventions.
OR
In one position (bed or chair) for majority of the time but is able to cooperate and assist parents or carers.
	Completely immobile and unstable clinical condition such that on movement or transfer there is a high risk of serious physical harm.  Assessed as requiring 2:1 at all times.
OR
Where positioning is critical to physiological functioning or life.

	Please identify the evidence attached to support the scoring above. (i.e. Physiotherapy report, Occupational Therapist report, Risk Assessment)



Nutrition, Food and Drink (including vomiting)

	C
	B
	A

	Able to take adequate food and drink by mouth to meet all nutritional requirements.

OR
Needs supervision, prompting with meals, or may need feeding and/or a special diet.

OR
Able to take food and drink by mouth but requires additional/supplementary feeding and a carer to feed them.
	Dysphagia, requiring a management plan with additional skilled intervention to ensure adequate nutrition or hydration and to minimise the risk of choking, aspiration and to maintain a clear airway for example, suction;
OR
Unable to take any food and drink by mouth, but all nutritional requirements are being adequately maintained by artificial means, for example via a non-problematic PEG / gastrostomy.
	The majority of fluids and nutritional requirements are routinely taken by intravenous means. 

	Please identify the evidence attached to support the scoring above. (i.e. Dietician report, Speech and Language Therapist report)



Continence or Elimination
    
	C
	B
	A

	Continent of urine and faeces.

OR

Continence care is routine on a day-to-day basis and age appropriate for the child.

OR

Incontinence of urine managed through; e.g. medication, regular toileting, pads, use of penile sheaths.
OR

Has a stoma requiring routine attention.
	Continence care is problematic and requires timely intervention by a skilled practitioner or trained carer, i.e. has a stoma or requires intermittent catheterisation that needs extensive attention every day.                                                                   OR                                                                           Doubly incontinent but care is routine.
	Requires peritoneal dialysis or haemodialysis to sustain life.

	Please identify the evidence attached to support the scoring above. (i.e. Community Nurse report, Specialist Services report i.e. Continence Advisor)



Skin / Tissue Viability


	C
	B
	A

	No risk of pressure damage or skin condition.

OR
Risk of skin breakdown which requires preventative intervention, reassessment and monitoring daily, without which skin integrity would break down.


	Risk of skin breakdown which requires preventative intervention several times each day, without which skin integrity would break down.

OR
A skin condition that requires a minimum of daily treatment, or daily monitoring/reassessment to ensure that it is responding to treatment.
	Life-threatening skin conditions or burns requiring complex, painful dressing routines over a prolonged period.

	Please identify the evidence attached to support the scoring above. (i.e. Special Service report, Tissue Viability report, Community Paediatrician report )



Drug Therapy and Medication: symptom control (*)
	C
	B
	A

	Requires the administration of prescriptive  medication by a parent or skilled carer 

AND/OR

Symptoms are managed effectively and without any problems, and medication is not resulting in any unmanageable side-effects.

OR
Requires supervision/administration of and/or prompting with medication but shows compliance with medication regime.
	Requires the administration of prescriptive medication by a parent or skilled carer with monitoring because of potential fluctuation of the medical condition that can be non-problematic to manage. 

OR
Moderate pain which follows a predictable pattern or other symptoms which are have an effect on another care domain i.e. on movement or wound management care.
	Has a medicine regime that requires at least daily management by a registered nurse and reference to a medical practitioner to ensure effective symptom and pain management associated with a rapidly changing/deteriorating condition, where one-to-one monitoring of symptoms and their management is required
OR
Requires continuous intravenous medication, which if stopped would have a detrimental effect to underlying medical condition.

	Please identify the evidence attached to support the scoring above. (i.e. Paediatrician Report, Specialist Services report)



Psychological / Emotional Needs.

	C
	B
	A

	Psychological and emotional needs are not having an impact on their health and well-being.            OR                                                                             Periods of emotional distress (anxiety, mildly lowered mood) not dissimilar to those of age-appropriate peer group, which subside and are self-regulated by the child/young person, with prompts/ reassurance from peers, family members, carers and/or staff within the workforce.
	Mood disturbance or anxiety symptoms or periods of distress which do not readily respond to prompts and reassurance and have an increasing impact on the child / young person’s health and/or well-being.                                                                   OR                                                                              Due to their psychological or emotional state the child / young person has withdrawn from most attempts to engage them in support, care planning and/or daily activities.
	Rapidly fluctuating moods of depression, requiring specialist support and intervention, which have a severe impact on the child/young person’s health and well-being to such an extent that the individual cannot engage with daily activities.                         OR
Acute and/or prolonged presentation of symptoms of serious mental illness that places the young person at risk to his/her self and others; this will include high-risk, intentional self-harming behaviour.

	Please identify the evidence attached to support the scoring above. (i.e. CAMHS report, Therapist report, Social Care Core Assessment)



Seizures (*)



	C
	B
	A

	No evidence of seizure’s / altered states of consciousness (ASC).                                               OR                                                                        Diagnosis of epilepsy which is controlled by regular medication management.                              OR                                                            Occasional seizures or periods of unconsciousness that have occurred within the last three months which require the supervision of a carer or care worker to minimise the risk of self-harm.
	Seizures that result in unconsciousness and that may require frequent (more than monthly) skilled intervention to reduce the risk of harm and may require the administration of medication by a registered nurse or specially trained carer;

OR

Requires monitoring and intervention for autonomic storming episodes (e.g. using infusion pumps).
	Severe uncontrolled seizures, daily or more, resulting in unconsciousness that do not respond to treatment outlined in an established protocol, and results in a high probability of risk to his/her self or others.                                                             OR                                                                           Requires daily intervention by a registered nurse who will use clinical judgement to select and implement from a range of appropriate interventions to manage seizures and treat any related risks.

	Please identify the evidence attached to support the scoring above. (i.e. Paediatrician report, Specialist reports)



 Challenging Behaviour (*)


   
	C
	B
	A

	No episodes of challenging behaviour or behaviour that follows a predictable pattern posing no harm to self or others 

OR
Behaviours that indicate a marked difficulty in self-regulating his/ her behaviours e.g. Impulsive behaviours and/or self-neglect (self-neglect differs from parental neglect and is more applicable to adolescents). This is also separate from peer or cultural trends/uniform or identity.
	Likely to require ongoing, intense multi-agency involvement to maintain any infrastructure, and additional high-level support from several agencies.                                                             Usually requires direct specialist clinical assessment, treatment and review from specialist healthcare professionals / CAMHs in addition to those of frontline service.
	Demonstrates a consistent poor ability to self-regulate behaviours in maintaining personal safety and growth and development. The physical health and safety of the person or others is likely to be placed in serious jeopardy.

AND
Behaviours that create a barrier to intervention, requiring direct, urgent and intensive specialist clinical assessment, treatment and review from specialist healthcare professionals in addition to those of frontline services

	Please identify the evidence attached to support the scoring above. (i.e. CAMHs report, Risk assessment from placement / school)




About you – Equality Monitoring   
(If possible this section is to be completed with the child or young person)
Please provide us with some information about the child or young person.  This will help us to understand whether everyone is receiving fair and equal access to Children’s Continuing Care.  All the information you provide will be kept completely confidential.  No identifiable information about you will be passed on to any other bodies, members of the public or press.
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	Referrer please read and complete prior to submitting this referral:
Please add up the total care domain scores of A’s, B’s and C’s on pages 5 – 9. 
	
	Office use

	
	A:
	
	

	
	B:
	
	

	
	C:
	
	


A full Children’s Continuing Care Assessment is required if the referral threshold is met.  The referral threshold is:
· Two or more care domains with a scoring of ‘A’

· Combination of five or more care domains with a scoring of ‘A’/‘B’  

· One care domain with a scoring of ‘A’ if the care domain is marked with an asterisks (*)
All eligible scoring of an ‘A’ MUST be supported with written evidence by the identified health professionals.
There may be circumstances where you consider that a full assessment for Children’s Continuing Care is necessary, even though the care domain score does not meet the threshold.  If so, a full explanation should be given i.e. on-going safeguarding concerns or multiple disabled children within one family.
	Rationale for decision: (Please evident)
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         Do you have a disability as defined by    


         the Disability Discrimination Act  


         (DDA)?  Tick one box only





The DDA defines a person with a disability as someone who has a physical or mental impairment that has a substantial and long-term adverse effect on his or her ability to carry out day-to-day activities





YES	�          NO		�





3





           What is your sex?       


           Tick one box only


Male			�


Female 		�


Transgender		�





1





Which Age group applies to you?


            Tick one box only





	0-10	� 11-18	�








2





D Black, or Black British


	Caribbean	          �


	African		          �


Any other:








E Chinese or other ethnic group


	                                  �


Any other: 








What is your religion or belief?





Christian includes Church of Wales, Catholic, Protestant and all other Christian denominations.





None 			             �


Christian 		            �


Buddhist 		            �


Hindu 			           �


Jewish 			            �


Muslim			           �


Sikh			            �





Other:





5





        	What Ethnic group?


         	Tick one box only


A White


	British		                        �


	Irish		                        �


Any other:





B Mixed


	White and Black Caribbean	�


	White and Black African	�


	White and Black Asian	�


Any other:





C Asian or Asian British


Indian			            �


	Pakistani		            �


	Bangladeshi	                 	�


Any other:








4





               Which of the following best  


            describes your sexual orientation?                                                                           


Only answer this question if you are aged 


16 years or over





Heterosexual/straight	          �


Lesbian/gay woman	          �


Gay man		          �


Bisexual		          �


Prefer not to answer	          �





Other:





6





Please ensure that you have completed all sections in full prior to sending the referral.





Demographics / background information			Yes  □


Care Domains including evidence				Yes  □


All contact information provided				Yes  □


Equality Monitoring Questionnaire				Yes  □





Once all sections are completed in full, please email to:





� HYPERLINK "mailto:NCP.ChildrensContinuingCareService@nhs.net" �NCP.ChildrensContinuingCareService@nhs.net�





Please password protect all patient identifiable documents. Referral received via any other email address will NOT be acknowledged.





WHAT HAPPENS NEXT?


The CCCS will inform the referrer if the information provided indicates that a Children’s Continuing Care assessment is required within 1 working day of receipt.





This decision will be confirmed in writing, if a full assessment is not indicated the referrer will be contacted in writing explaining the reasons for this. 





If a referrer, parent/carer, or child or young person feels a decision not to undertake full continuing care assessment was incorrectly reached, they may request a full assessment, and this request will be given due consideration taking into account all the information available.





Where appropriate a full assessment will be completed within 5 working days by the Specialist Nurse Assessor. This assessment will be a holistic multi-agency process. The CCCS will present the case and recommendations to the decision making panel for approval of package within 28 days of referral.
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