	To make a referral send this form to:  All sections of this form must be completed for initial referral to the Specialist Children’s Service
Please use black ink and capital letters


Specialist Children’s Health Service
The Wood Street Health Centre
6 Linford Road, Walthamstow, E17 3LA
Telephone: 0208 430 7940  
Email: WFscsReferrals@nelft.nhs.uk
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	Only if you have attempted Section 3B proceed to complete and return the referral form to 
wfpaediatriccontinenceteam@nelft.nhs.uk
Please note your referral form will be rejected if you have not.




	Section 1
	 Consent and Information Sharing

	Note to referrer: It is important that the person with parental responsibility consenting is aware that information may be shared with other health professionals and external agencies such as education, social care or the local authority, where appropriate. 


	
Has the parent/carer/ guardian given consent for referral?	 ☐ Yes ☐ No  

Has the parent/carer/guardian/child/young person given consent for Information Sharing?  ☐ Yes ☐ No
If answered No – please specify reasons why: 

Enter text




	Section 2
	Service required (please tick)

	1.  ☐
	Paediatric Continence/Enuresis
	2. ☐
	Bowel Issues
	3. ☐
	Toileting Advisory Service




	Section 3
	Reason for referral and explanation of concerns. Please include specific functional, communication, sensory, motor difficulties, health, mental health, social needs or any identified risks. (Please attach relevant reports e.g. school)

	A. Reasons for referral: 
Enter text

	B. What strategies and advice have already been tried for 12 weeks and what was the impact (please specify): (MANDATORY). Practitioners, SN and HV include dates of the completed toileting assessment form.

For Enuresis: Have you ruled out urine infection & constipation? Increased fluids to 1l-1.5l for children 4 to 8 years, 1.5l -1.8l for children 9-13 years and 1.8l- 2l for 14 -18 years; stopped all fizzy, citrus & caffeine drinks e.g. orange juice, blackcurrant and coco cola. Going to the toilet on time and regularly for example every 2 hours. Double voiding at night. Stopping all fluids at least two hours before bedtime.

For Toileting: Have you tried increasing fluid intake to at least to 1l-1.5l for children 4 to 8 years, 1.5l -1.8l for children 9- 13 years and 1.8l- 2l for 14 -18 years, ruled out/treated any constipation, tried the child sitting on the toilet after mealtimes, regular visits to the toilet during the day. Tried child without nappies, or pants inside of nappies.

For Bowel issues: Constipation +/- faecal soiling/overflow following (Must have had review with GP) and commenced Movicol/Macrogol medication

Please state below: 





	Section 4
	Child / Young Person’s Details

	Child’s Name:	Enter text	Enter text
(First name)                            (Surname)
 				 
	Date of Birth: Enter text
(DD/MM/YYY)

	
	

	Known medical diagnosis: Enter text	
	M ☐  F ☐ Other ☐

	Full address and postcode: Enter text
	

	School / Nursery / College:
Enter text

	Language(s) primarily used: Enter text
	

	Home Telephone: Enter text
		
	School Nurse Contact Details:

	NHS Number: Enter text here
	Social Services FWI No: Enter text here
	Ethnicity:  Enter text

	GP Name: Enter text
	
	Nationality: Enter text

	GP Address / Surgery: Enter text 
	GP Telephone: Enter text




	Section 5
	Parent or Carer’s Details

	1st Parent / Carer’s Name: Enter text
	Relationship: Enter text

	
Address: Enter text

Postcode: Click or tap here to enter text.
	Do they have parental responsibility? Click or tap here to enter text.

	
	Telephone: Enter text

	Email Address: Click or tap here to enter text.
	Mobile:	Enter text

	

	2nd Parent / Carer’s Name: Enter text
	Relationship: Enter text

	
Address: Enter text
                                       	              
Postcode: Enter text
	Do they have parental responsibility? Enter text

	
	Telephone: Enter text

	Email Address: Enter text
	Mobile:	Enter text

	Specify if an interpreter is required: ☐ Yes ☐ No  
Language if required: Enter text






	Section 6
	Parent’s / Carer’s concerns and expectations. 

	What are parent’s/carer’s or school’s concerns?
Enter text


	What do they hope will change from this referral?  How will things be different?
Enter text




	
Section 7
	Please explain the impact of this problem on the child/young person’s daily life?

	Please describe the difficulties the child or young person is having in participating in daily life activities & feelings around incontinence.
Enter text




	Section 8
	Safeguarding (MANDATORY)

	Subject to Child Protection Plan Currently Y ☐ N ☐
(if Yes, please complete the below)
	Early Help                                Y ☐ N ☐

	Subject to Child Protection Plan in past     Y ☐  N ☐
	Is child under a TAC/TAF        Y ☐ N ☐

	Child In Need                                             Y ☐  N ☐
	Lead Professional Name: Enter text

	Type of Care Order if any: Enter text
Which local authority is responsible for the child?  Enter text

	Name of Social Worker: Enter text
	Social Worker Tel: Enter text

	Social Worker address: Enter text
	Social Worker email: Enter text

	Are there any safeguarding concerns?   Enter text




	Section 9
	Referrer details

	Date referral made (DD/MM/YYYY): Enter text

	Name:
	Enter text	Telephone No: Enter text

	Job Title:
	Enter text	Email: Enter text

	Address:
	Enter text

                                       


The Paediatric Continence Clinic assists parents / carers with the management of a child or young person with night wetting once they are over five years and daytime wetting from the age of four years until their 18th birthday.

Clinics are held on Monday, Tuesday, and Wednesday. Six appointments will be offered, including an initial consultation. Missed appointments without prior notice will be counted as part of the six allocated sessions. Should a patient require additional appointments, clinical discretion will be exercised to determine whether to offer further sessions.

Failure to attend appointments or comply with treatment may result in discharge from the service and could prompt a safeguarding referral.

Please note that the service has a lengthy waiting period of one year for the initial assessment. Therefore, it is essential that Tier 1 services are provided, and investigations are conducted in the interim.

Referral/Access criteria 
The service is accessible to children and their families registered to a GP in the Borough of Waltham Forest, or attending school within the borough, already toilet trained who are:  
· 5 years and older with night wetting 
· 4 years with daytime wetting
· 4 years with both day and night wetting, 
· Previously dry children / young person who begin to wet or soil themselves already toilet
· Children with sever constipation, overflow soiling 
Please note if no evidence of 3-6months of Tier 1 support has not been offered referral will be rejected.

Please use the following link for further Tier 1 support Childrens-continence-pathways-Resource-Pack.pdf

Tier 1 services can be provided by Tower Hamlets GP Care Group, 0-19 Children’s Services and can be accessed via telephone at 0300 033 6200 or by email at thgpcg.wf0-19SPA1@nhs.net.

PLEASE NOTE – Provision of containment products has changed – offer starts from 5th birthday, only after there is evidence of a minimum of 3-6 months of attempted toilet training, or clear evidence that a child/ YP is not going to be able to be successfully toilet trained e.g. neuropathic bowel/ bladder.
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