

Referral criteria for SPLASH (Somerset Paediatric Lifestyle Activity and skills for Self Help):Any child under the age of 2 years:
· Weight is above the 99.6th centile before the age of 6 months if birthweight > 50th centile or
· Weight has increased up by 3 centiles in 6 months or
· [bookmark: _Hlk174959068]Weight is above the 99.6th centile and at least one of:

a) A serious suspected or diagnosed comorbidity (e.g. hypertension, metabolic liver disease, idiopathic intracranial hypertension, obstructive sleep apnoea requiring intervention, non-alcoholic fatty liver disease, impaired fasting glucose.
b) Complex needs, including child safeguarding concerns with obesity as a primary concern.
c) Confirmed genetic cause for obesity or suspected genetic cause e.g. due to short stature, dysmorphic features, living with a learning disability or a physical disability.
d) Secondary cause of obesity such as pituitary surgery.

AND Family would like help to make changes for their child.

Any child between 2 and 5 years with:
· A BMI >3.5 SD above the mean
· BMI is above the 99.6th centile and at least one of:

a) A serious suspected or diagnosed comorbidity (e.g. hypertension, metabolic liver disease, idiopathic intracranial hypertension, obstructive sleep apnoea requiring intervention, non-alcoholic fatty liver disease, impaired fasting glucose).
b) Complex needs, including child safeguarding concerns with obesity as a primary concern.
c) Confirmed genetic cause for obesity or suspected genetic cause e.g. due to short stature, dysmorphic features, living with a learning disability or a physical disability.
d) Secondary cause of obesity such as pituitary surgery.

AND Family would like help to make changes for their child.


Note exclusion criteria: We unfortunately can’t accept referrals for children who have previously been supported by our SPLASH service
























[image: About us | Somerset NHS Foundation Trust]COMMUNITY PAEDIATRIC WEIGHT MANAGEMENT SERVICE REFERRAL FORM FOR SPLASH (Somerset Paediatric, Lifestyle, Activity and Skills for self Help) 

Identifying details: Record details of child or young person referred. See page 4 for extra information on starred items.  
	Surname
	
	First Name
	

	Any Previous Names
	
	NHS Number
	

	Ethnic Origin*
	

	Date of Birth
	

	Male/Female/Other
	
	Nursery/ School
	

	Address
	





	Name of GP

	

	
	
	GP Surgery
	



Details of Parents / Carers: See page 4 for extra information on starred items.                                                                
Note: Please only include the details of parents/ carers who wish to be actively involved with this service.
	Name 
	

	Relationship to Child or Young Person
	

	Address, if Different to Above.






	









	Telephone Number
	

	Contact E-mail Address
	


	Parental Responsibility
	NO  ☐
	YES ☐

	First Language
	

	Is an interpreter or signer required?
	NO ☐
	YES ☐

	Any additional learning needs?**






	NO ☐
    
	YES ☐ If yes, please give details. 



	Name 
	

	Relationship to Child or Young Person
	

	Address, if Different to Above.






	









	Telephone Number
	

	Contact E-mail Address
	


	Parental Responsibility
	NO  ☐
	YES ☐

	First Language
	

	Is an interpreter or signer required?
	NO  ☐
	YES ☐

	Any additional learning needs?









	NO ☐
    
	YES ☐ If yes, please give details. 


	Reason for referral







	

	Any suspected or confirmed co-morbidities of obesity (e.g. hypertension, metabolic liver disease, idiopathic intracranial hypertension, obstructive sleep apnoea requiring intervention, non-alcoholic fatty liver disease, impaired fasting glucose).







	Any other current diagnoses (i.e. Autism, ADHD, learning disabilities, delayed development and medical conditions such as Asthma).







	Advice previously given and child’s progress to date:






	Are there any emotional wellbeing concerns?
	NO ☐
	YES ☐  If yes, please give details.





	Are there child protection concerns?
	NO ☐
	YES ☐  If yes, please give details.





	Are there any professionals currently involved in child/families care (Please include name, job role and contact details, if known)

	NO ☐
	YES ☐  If yes, please give details.






 Reason for Referral (please see referral criteria above on page 1):  
Please include child’s weight and length/height; please scan in a copy of growth chart if available. 
	Date: 
	Weight (Kg):
	Weight centile:

	Note: Can use Growth Charts UK-WHO App for centiles
	Length / Height (cm):
	Height centile:

	
	BMI (kg/m2):
	BMI centile:




By signing below, I confirm that the parent / carer has given their consent for this referral	
	Referrer’s Signature
	

	Date
	

	Referrer’s Name
	

	Referrer’s Telephone No.
	

	Referrer’s Job Title
	

	Referrer/Team E-mail address
	

	Please return the completed form, by email to: splash@somersetft.nhs.uk. Please mark the referral ‘PAEDIATRIC REFERRAL’ in the subject title. DO NOT POST ANY REFERRALS.




*We collect information in relation to ethnic origin to allow us to monitor patterns and contribute to a national database. This will not impact the care given to the referred. It is considered separately to cultural identity, which will be considered with the family at the initial appointment, if the referral is accepted.  

**We collect information in relation to parental learning needs to ensure we are able to offer an inclusive service by making individualised adjustments, as needed. 
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