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Consultant Paediatrician’s Responsibilities
This document is to be completed following an assessment by / Experienced Registrar under consultant supervision

Ensure that Clinical History and examination are clearly documented in a structured manner using this document
Ensure that the case is approached in the same systematic manner as would be appropriate to the investigation and management in any other serious paediatric illness
Be prepared to lead the discussions with parents, to explain the reasons for investigations and involvement of other agencies as appropriate

Be responsible for ensuring that all face discussions, nursing handovers and telephone conversations relating to the care of the child and all decisions made during such conversations are recorded in the child’s notes
Review and take into account all available information when assessing the case, especially before making a decision on the future management of the child.

Parents must be interviewed by a consultant in presence of a witness who should be a Health care worker
Check the Child Protection Register where there are child protection concerns

This is essential despite knowing the child protection registration status from health records
(To be completed for all child protection examinations in North Tees and Hartlepool NHS Trust)
PATIENT DETAILS:

	Name:


	
	DOB
	

	Address
	
	Hospital No.

Male /

Female
	

	Telephone
	
	Language / interpreter required
	

	GP
	
	School / Nursery/
HV
	


	Date referred and time
	
	Appointment time if applicable? 
	

	Date of Examination:
	
	Time started:


	Time completed:



	Place of Examination:
	                                                         Inpatient / outpatient  (circle as appropriate)



	Name of Doctor(s) performing Examination
	1.                                                                                  2.

	Name  and designation of nurse assistant
	

	Referred 

by
	Police  /  Social Services  /  GP  /  Other  (please specify)


	Name of person accompanying child for Examination
	
	Relationship to child:


	Accompanying

 Police Officer
	
	Address:


	Telephone No.

	Accompanying 

Social Worker
	
	Address:


	Telephone No.



	Family / child’s Social Worker
	
	Address:


	Telephone No.




Does child have a child protection plan   YES / NO     
Date plan started             
Informed / checked by: ……………………………………………………………………………………….
Are there any Legal Orders relating to the child   YES / NO   

If yes, name of Order: ……………………………………………………………………………………….….

If the child is on a Residence Order, who holds the Order:…………………………..

Relationship to child   (e.g. grandparent, aunt etc) : ……………………………….……………………….

Number of A&E attendances in last 2 years (check with A&E on CAMIS) ……………………………….

A&E notes requested or viewed on Scan file YES / NO

CONSENT

Please do not carry out examination unless clinically indicated, i.e. to perform lifesaving or urgent treatment, unless consent has been obtained. This should be provided by person with parental responsibility.  

If child is felt to be competent they can consent to the examination themselves. 

To carry out a routine examination without consent when not medically indicated can be classed as assault.

A separate form should be completed for colposcopy use. The medical illustration card will also need a signature.

Person/s with parental responsibility
Address if different from above
CONSENT TO EXAMINATION
I give my permission for a medical examination of the above chid.   I confirm that I have parental responsibility for the child.

I understand that the examination may include photographs and documentation of any injuries.

If necessary, this information will be shared with Police, Social Services, GP and School Health Services as well as other child protection agencies.

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

Print Name of Signatory …………………………………………………..

Examining Doctor ………………………………………………………….
Date ………………………….

GMC number ………………………………………………………………..

Nurse…………………………………………………………………………...   Date…………………………….

NMC number…………………………………………………………………..
FAMILY DETAILS:

	
	Full Names
	Age / Date of Birth
	Address

	Biological Mother
	
	
	

	Biological 
Father
	
	
	

	Mother’s Partner 
(if appropriate)
	
	
	

	Father’s Partner 
(if appropriate)
	
	
	

	Siblings
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	REASON FOR REFERRAL:



	PRESENTING HISTORY:                                                           Provided by:

                                                                                                     Profession (if appropriate):

Description of events(details including date and time of event)
PRESENTING HISTORY from Parent or Care Provider:                       Relationship to child :

Action taken by carer
HISTORY from child (if appropriate):                                                 Person’s present during history:

HISTORY OF PREVIOUS CONCERNS OR SOCIAL SERVICES INVOLVEMENT:

Please document from where / who information was obtained.



	BIRTH HISTORY:

Place of birth
Birth weight

Gestation

Delivery

Feeding



	IMMUNISATIONS:  Yes / No / Not Completed

Reason given if not complete:




A & E ATTENDANCES

Total number of attendances in last 12 months:

Please document information on attendances in last 12 months. 

Please note children attending A&E with trauma > 3 times in 12 months increases risk of NAI.

	Date


	Reason
	Outcome
	Notes obtained

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	PREVIOUS MEDICAL HISTORY:

Include medications




	DEVELOPMENTAL HISTORY include milestones and any concerns:




FAMILY HISTORY of household
	Mother’s /stepmother’s full name

	

	Smoker  

	Employment



	Alcohol
	Medical history


	Drugs
	Medication




	Father’s / Stepfather’s full name 


	

	Smoker

	Employment



	Alcohol

	Medical history



	Drugs
	Medication




Family history of bone disease     
YES / NO

Details

Family history of bleeding disorder    YES/NO

Details

Family Tree:

Siblings

Full name

Age

DOB

School
Address if different

PHYSICAL EXAMINATION
Remember:

Include general physical examination including growth and development;

Comment on child’s demeanour and emotional state;

Look for signs of neglect;

Record size, appearance and position of any injuries, note any swelling or tenderness;

Mark all injuries on body map and label correctly.

In cases of CSA use specific examination form

Record observations if taken

	TIME
	TEMP
	HR
	RR
	Was PEWS triggered
	Blood sugar
	SATS
	BP
	Pain

Score

	
	
	
	
	
	
	
	
	


	
	satisfactory
	unsatisfactory
	comments

	Clothes
	
	
	

	Cleanliness
	
	
	

	Hair and nails
	
	
	

	Nappy area
	
	
	

	Infestation
	
	
	

	Pallor
	
	
	

	Teeth
	
	
	


Palate(haemorrhage/petechiae)

Tongue frenulum

Ears (pinna and drums)
	Height
	                          
	Centile


	

	Weight
	
	Centile


	


GENERAL PHYSICAL EXAMINATION
Examine all parts of the body thoroughly. Note bruises and marks(and colour)
Record all lesions(whether accidental/ infective or non-accidental

Measure any lesions and marks and record the findings on the body chart

Arrange for clinical photographs after obtaining consent

Record measurements on a centile chart(Wt /Ht /OFC – 2 years of age 
LIST OF INJURIES

Remember to label with LETTERS and record on body maps with accurate measurements.
Remember to get photographs of all injuries.
​​​​​​​​​​​​




























































































































































































































































































































































































	Clinical

Photography


	Yes / No
	CAMSCOPE images taken


	Yes /  No

Reference number (s)
	

	INVESTIGATION

FBC

Coagulation

Skeletal survey

CT scan of head

Other bloods

Urine toxicology

(chain of evidence)

other


	YES/NO

YES/NO

YES/NO

YES/NO

YES/NO

YES/NO


	RESULT & DATE


	COMMENTS/ACTIONS if not done document reason.

	OTHER INVESTIGATIONS REQUIRED

Please specify which ones and date likely to be performed

 
	Extended coagulation screen

MRI scan of head

Bone scan

Other



	OPTHALMOLOGY

Include name and grade of doctor who performed examination and brief summary of findings
	Please state if this is felt to be needed and if answer yes date referral made. 

	IMPRESSION / DIAGNOSIS


	

	OUTCOME
	Admitted to ward

YES / NO
	Outpatient follow up

YES / NO


	With:

General Paediatrician

Community Paediatrician

Another opinion



	MEDICAL REPORT


	Date dictated

	Date typed

	Date sent



Signature of doctor carrying out examination______________________________________

GMC_________________________________________

Date_______________________________________

Signature of responsible social worker_____________________________________________

Name of responsible social worker_________________________________________________

Date__________________________________________

Signature of accompanying police officer____________________________________________

Name and rank of accompanying police officer_______________________________________

Date_____________________________________

INTERIM REPORT – can be copied for police & social worker


Include initial opinion, action plan for child and family as discussed with social services


Areas of concern or disagreement between professionals to be documented
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