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TERMINOLOGY 

The following definitions may assist in accurate use of terminology: 

 Neurocognitive functions are selective aspects of brain functions - the ability to learn and 

use language, the ability to regulate attention, emotions, impulses (including movements 

and spontaneous utterances), social behaviours, and process sensory stimuli.  Like height, 

these traits may be significantly genetically influenced, and are present from birth. Like 

height, the statistical normal range changes, dependent on age. The societal norm for a 

selective neurocognitive function is defined by the general population and may be variably 

and narrowly defined. 

 A Neurodevelopmental disorder is a term used in DSM 5 and reserved for those who 

present with a ‘functional’ impairment in day to day life due to difference in one or more 

neurocognitive function which lie at the extreme of, or out with the normal range. 

 Neurodiversity is the statistical normal range of a function in a population at a particular 

age. Diversity is a trait of the whole group, not a specific individual.  

 Neurotypical is a term used to describe individuals where a selective neurocognitive 

function falls within the prevalent societal norm. 

 Neurodivergent is a term used to describe individuals where a selective neurocognitive 

function falls out with the prevalent societal norm.  

 

Terminology within this resource 

Recommended and preferred terminology in this field changes on a regular basis. Following 

consultation, we have made the decision to use the terminology in DSM 5, which is internationally 

agreed and has a clear definition.  

The document will refer mostly to ‘Neurodevelopmental Disorders’. However, we acknowledge the 

challenges with this term, which does not fully capture the need to consider the young person in the 

context of their environment and is deficit focused. 

We equally advocate the use of inclusive language, working within the Getting it right framework 
with a focus on ‘Additional Support Needs’ and being aligned to the neurodiversity movement 

(Singer, J. (2017). NeuroDiversity: The birth of an idea). We emphasise the benefits of a strengths based 

approach, which considers difference not deficit.  

In some contexts or related resources we will refer to neurodevelopmental differences or 

neurodevelopmental presentations and neurodevelopmental conditions. Some practitioners 

working in Scotland may choose to use these terms. 

Please note that although the resource and written information use this language, each individual 

and their family may have personal preferences about language used with/ about them and this 

should be respected. 
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USING THIS RESOURCE 

This practical resource has been developed by the Scottish Government funded National Autism 

Implementation Team (NAIT) to support practitioners in local health boards in the development 

and implementation of a local neurodevelopmental pathway for children and young people. This 

Scottish model is based on scoping of lived experience of children, young people and their families, 

literature evidence, clinical guidelines and consultation with expert practitioners and researchers 

in the field including autistic people. Although not designed for adult neurodevelopmental services, 

it could provide a helpful reference for practitioners in adult services. 

 

Using this resource 

This resource is intended for use by practitioners with relevant skills and experience in 

undertaking developmental assessment in children aged 0-18 years and fulfilling a range of roles in 

the implementation of the pathway, including: 

 Occupational Therapists 

 Paediatricians 

 Psychiatrists 

 Speech and Language Therapists 

 Psychologists 

 Nurses 

 Teachers 

 

Resources and Proformas are provided for each stage in the pathway  

 Getting it right 

 Pre-request for neurodevelopmental assessment  

 Request for neurodevelopmental assessment 

 Health service triage and allocation 

 Neurodevelopmental assessment 

 Diagnosis (as appropriate) 

 Post diagnosis (identification of needs) follow up 

 

Training and Mentoring 

There is an ongoing need for a range of learning opportunities, for all professionals working with 

children and families, to develop a workforce with knowledge and skills relevant to the frequency 

with which they come across individuals with neurodevelopmental differences and their role with 

those individuals. Professionals working at an ‘expert’ level will have a role in developing training, 

mentoring and learning resources for others within their locality and nationally. A 

neurodevelopmental approach will require cross-sector approaches and seeking to learn from 

experts within other disciplines as well as our own.  
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1 GETTING IT RIGHT 

All professionals working with children and families, in Scotland, including health professionals, are 
expected to follow the Getting it right approach and comply with related legislation.  
 
Getting it right is the national approach to improving wellbeing of children and young people. Some 
key information from the Scottish Government website https://www.gov.scot/policies/girfec/ is 
included here to support those implementing the neurodevelopmental pathway. 
 

 What is Getting it right? 

 What is the National Practice model? 

 The Named Person – A Clear Point of Contact 

 Planning, taking action and reviewing 

 Role of Health Professionals in Getting it right 

 
Getting it right for every child (GIRFEC) supports families by making sure children and young 

people can receive the right help, at the right time, from the right people. The aim is to help them to 

grow up feeling loved, safe and respected so that they can realise their full potential. 

Most children and young people get all the help and support they need from their parent(s), wider 

family and community but sometimes, perhaps unexpectedly, they may need a bit of extra help. 

Getting it right is a way for families to work in partnership with people who can support them, 

including health and education professionals. 

What is Getting it right? 

Getting it right for every child (GIRFEC) is based on children’s rights and its principles reflect 

the United Nations Convention on the Rights of the Child (UNCRC). It is for all children and young 

people because it is impossible to predict if or when they might need support. Getting it right also 

respects parents' rights under the European Convention on Human Rights (ECHR). The Getting it 

right approach: 

 

 is child-focused - it ensures the child or young person – and their family – is at the centre of 

decision-making and the support available to them. 

 is based on an understanding of the wellbeing of a child in their current situation - it 

takes into consideration the wider influences on a child or young person and their 

developmental needs when thinking about their wellbeing, so that the right support can be 

offered 

 is based on tackling needs early - it aims to ensure needs are identified as early as possible 

to avoid bigger concerns or problems developing 

 requires joined-up working - it is about children, young people, parents, and the services 

they need working together in a coordinated way to meet the specific needs and improve 

their wellbeing 

 

https://www.gov.scot/policies/girfec/
https://www.cypcs.org.uk/rights/uncrcarticles
https://www.echr.coe.int/Documents/Convention_ENG.pdf
https://www.gov.scot/policies/girfec/wellbeing-indicators-shanarri/
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The Getting it right approach has been tested and developed across Scotland since 2006. It is based 

on research evidence and the experiences of practitioners, families and children. It is central to all 

government policies which support children, young people and their families and is delivered 

through services and people who work with families. 

People working in partnership with children and families can draw on the eight wellbeing factors 

(also referred to as indicators) (SHANARRI) and the Getting it right National Practice Model to 

describe an individual’s strengths, what could be supported and how. These can be used by an 

organisation (such as the NHS or a local authority) or when services need to work together, for 

example to co-ordinate a child’s plan. 

Families can expect services and people supporting them to be responsive, respect their rights, 

choices and privacy, and, put them at the centre of decision-making and the support available to 

them. 

The Named Person – A Clear Point of Contact 

The information below is taken from the Scottish Government website in 2020 

https://www.gov.scot/policies/girfec/named-person/  

This contact will be someone whose existing role already involves providing advice and support to 

families. As each child grows up, their contact will change, with support usually provided by a: 

 Health visitor from birth to school age 

 Head teacher or deputy during primary school years 

 Head teacher, deputy or guidance teacher during secondary school years 

The family may be offered direct support from their named person or access to relevant services 

offered by the NHS, local authorities and third sector or community groups.   

Children, young people or their families can expect their contact to respond to their wellbeing 

needs, to respect their rights, choice, privacy and diversity. Children should be included in decisions 

that affect them. There is no obligation on children and families to accept the offer of advice or 

support from a named person. 

What is the National Practice Model?  

The Getting it right National Practice Model (Figure 1) is a tool for practitioners to help them to 

deliver staged intervention in an appropriate, proportionate and timely way through the local 

Getting it right child planning process. https://www.gov.scot/publications/girfec-national-

practice-model/  

When assessment, planning and action are needed, practitioners can draw on this Getting it right 

National Practice Model, which can be used in a single or multi-agency context, and: 

 provides a framework for practitioners and agencies to structure and analyse information 

consistently so as to understand a child or young person's needs, the strengths and 

pressures on them, and consider what support they might need 

https://www.gov.scot/policies/girfec/named-person/
https://www.gov.scot/publications/girfec-national-practice-model/
https://www.gov.scot/publications/girfec-national-practice-model/
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 defines needs and risks as two sides of the same coin. It promotes the participation of 

children, young people and their families in gathering information and making decisions as 

central to assessing, planning and taking action 

 provides a shared understanding of a child or young person's needs by identifying concerns 

that may need to be addressed 

 

Figure 1 

Planning, taking action and reviewing 

In the Getting it right approach, any child or young person who requires additional help should 

have a plan to address their needs and improve their wellbeing. This will be a single child's plan, 

but may involve more than one agency. 

Getting it right for every child promotes an integrated and co-ordinated approach to multi-agency 

planning. It looks to practitioners to work in accordance with legislation and guidance but also 

expects agencies to think beyond their immediate remit, drawing on the skills and knowledge of 

others as necessary and thinking in a broad, holistic way. For example, a care plan for a child looked 

after by the local authority, a health care plan, or an individualised education plan should be 

incorporated within the single child's plan where the child or young person's circumstances require 

this. 

Each local area has its own process for providing meetings with the team around the child, which 

include parents/ carers and where appropriate children and young people.  

 Within the neurodevelopmental pathway, we recommend that Getting it right planning take 

place where needs arise for children and young people and/ or their families within the 

home, school or community setting. 
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The Role of the Health Professionals in Getting it right 

What is my responsibility to the process?  

 Health professionals and service managers (along with a wide range of practitioners) have a 

responsibility to have an up to date understanding of the National Practice Model and 

Getting it right values and principles.   

 They should implement this guidance and follow current local and national procedures. 

 They are required to think about children’s wellbeing in the course of their day-to-day 

activities. This will include practitioners with direct responsibilities for children, and those 

with indirect responsibilities (for example, those delivering services to parent(s)/ carers or 

schools). 

 Practitioners with a particular focus in a specialist area (for example, Psychologists or Allied 

Health Professionals) have specialist assessment approaches that they use to analyse 

information about a specific area of a child’s needs. These specialist assessments form part 

of the holistic assessment of wellbeing, and should be considered in the context of the 

child’s life at home and in the wider community. 

 Practitioners are required to alert the named person when there is a wellbeing concern and 

respond to concerns shared with them in a timely and proportionate manner. 

 Practitioners have a responsibility to collaborate with the team around the child, to have 

informed consent and to facilitate good communication through attendance at meetings, 

email or telephone calls.  

 Provide relevant information to identify and evaluate adjustments and further 

interventions. 

What does collaboration mean within the context of neurodevelopmental assessment? 

 Engage as a partner in the Getting it right child planning process and prioritise child 

planning meetings. 

 Identify and communicate with the team around the child. Educational staff such as 

educational psychologists and school staff can support the assessment process through 

standardised and contextual assessment. 

 Education professionals, including teachers, are experts in their own right. The process 

needs you to share your health expertise in a collaborative process with the education 

professional’s expertise to come up with the right support for any particular child. 

 Parents are experts in their child and family and we should work in partnership with 

parents as part of the team. 

What does prevention mean within this context?   

 ‘Prevention’ in this context relates to prevention of risk to wellbeing of individuals with 

neurodevelopmental disorders through applying specialist health knowledge and practice 

to support inclusive and appropriately adapted environments at home, school and in the 

community’ 

 This can include providing joint health and education training sessions for front line 

teachers and support staff in early years and schools, drop in sessions for professionals or 
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parents involved in the day to day life of children with additional support needs, or parent 

supports (according to need and not diagnosis) or parent mediated interventions 

 Be aware and have working knowledge of the CIRCLE Framework for inclusive practice as a 

common language across health and education https://www.thirdspace.scot/circle/  

 Wellbeing may be supported simultaneously by an individualised approach allowing for: 

1. provision of timely and efficient diagnostic assessment 

2. assessment of need and provision of a range of supports according to need which are 

not diagnosis dependent (including e.g. written information , phone advice, parent 

groups and direct contact) 

 Request for assistance processes should allow for both of these to happen  

 Prevention is also about ensuring the process is robust enough to reduce the risk of over 

diagnosis or pathologising of normal behaviours 

What does this practically mean for me?  

 Ensure request for assistance processes are clear and transparent – not just where to refer 

and what forms, but provide clear and explicit reasons others might request your assistance 

(or re-request after a period of time). 

 Ensure your service is accessible to schools and families and that support is focused on 

naturally occurring environments. Allow schools and families to request assistance. 

 Understand and acquire knowledge about schools and early years establishments, their 

culture and day to day practice. 

 Although some aspects of diagnostic assessment are best undertaken in a clinic setting, 

health practitioners providing support to meet individual needs will have an increasing role 

in engaging in more collaborative approaches, including spending time in the classroom and 

in schools, problem solving how to support a child’s environment to change, rather than 

advising from afar. 

 Being respectful of school environment. Be mindful of time and direct class contact/backfill 

arrangements, accessing graded support structures and know how you contributed at what 

stage. 

 Health professionals share responsibility for the deployment of the child’s plan. 

‘Environment first’ means that you have an ongoing role at strategic and face to face levels 

and in creating and implementing universal, targeted and specialist provision over time. 

 A thorough exploration of presenting difficulties should be undertaken before determining 

that it is symptomatic of a neurodevelopmental condition.  

Do all children need a diagnosis to access help?  

They do not. While understanding of support needs can be enhanced by diagnosis, support should 

be provided according to need and not diagnosis.  

 No interventions or supports should be diagnosis dependent. 

 Diagnosis can happen before, during or after additional support provision at home, in an 

education setting or in the community.  

 Information from those around the child and family about how the child engages in their 

day to day environments is useful in the contextual assessment required for diagnosis. 

https://www.thirdspace.scot/circle/
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 It is important that professionals involved in implementing neurodevelopmental pathways 

from all sectors are familiar with their obligations and the local approach to delivery of 

Getting it right.  

 

Should requests for assistance lead to a diagnostic pathway or an assessment of support 

needs in home and school?  

Both – these can occur simultaneously and not sequentially. It may be the same people or different 

people undertaking these different assessments. 

The National Neurodevelopmental Service Specification for Children and 

Young People in Scotland (2021) 

The Children and Young People’s Mental Health and Wellbeing Taskforce reported findings in 2019 

and following on from this, published a National Service Specification for CAMHS and a National 

Neurodevelopmental Service Specification for Children and Young People. These outline minimum 

service standards. They are underpinned by the same principles and sit within the Getting it Right 

approach. They outline that Children and Young people aged 0-18 years, with neurodevelopmental 

differences and additional support needs will be able to access anticipatory, proportionate and 

relevant support through universal services, community services and specialist services, which 

includes diagnostic assessment and formulation. Diagnosis can be part of a therapeutic process and 

a preventative strategy through early, relevant support to children and families. The approach is 

outlined here in Figure 2: The Children and Young People’s Mental Health and Wellbeing model 

 

 

 

 

 

 

 

 

 

 

The Practice Framework detailed here, can be used alongside these Service Specifications, to 

support local area teams in implementing a neurodevelopmental pathway for diagnostic 

assessment, which is part of a local Getting it Right centred neurodevelopmental service. 
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2 DIAGNOSTIC CLASSIFICATION AND TERMINOLOGY 

Children may require assessment for a neurodevelopmental condition (alongside formulation, 

profiling and planning to meet their needs) when they present with difficulties, differences or 

additional support needs such as: 

•         Communication and social interaction difficulties or differences 

•         Difficulties with emotional regulation 

•         Co-ordination and / or movement differences  

•         Developmental delay or difficulties across a range of skills 

•         Intellectual difficulties or a need for adaptation to support learning  

•         Reduced independence in everyday environments, daily routines and activities 

•         Barriers to participation (e.g. aspects which prevent the child from fully engaging)  

 

Sometimes parents or referrers may have a different frame of reference when they request support 

to help understand a child or young person's needs. They may describe what they see, such as 

unexpected behaviours, signs of distress or obsessions and compulsions for example.  They may 

describe challenges in patterns of eating, sleeping, activity levels or passivity. These can all be 

indicators of a need for neurodevelopmental assessment. 

Diagnostic Classification 

Neurodevelopmental disorders are diagnosed following assessment by a multi-disciplinary team, 

with appropriate training, skills and skill mix. Assessment findings and evidence from both report 

and observation are ‘mapped’ to DSM 5 or ICD 11 diagnostic criteria. The assessment may result in 

overlapping diagnoses, including: Autism, ADHD, Intellectual Disability, Fetal Alcohol Spectrum 

Disorder, Developmental Language Disorder or Developmental Co-ordination Disorder. 

Clinical Guidelines 

There is no single SIGN or NICE guideline for neurodevelopmental disorders. The following are 

useful reference points: 

Table 1: Clinical Guidelines or guidance relevant to neurodevelopmental assessment 

Autism SIGN 145 (2016) Assessment, Diagnosis and Interventions for Autism Spectrum Disorder 

https://www.sign.ac.uk/assets/sign145.pdf  

 

ADHD NICE (2018) Attention deficit hyperactivity disorder: diagnosis and management 

https://www.nice.org.uk/guidance/ng87 

 

FASD SIGN 156 (2019) Children and young people exposed prenatally to alcohol. Scottish Guidelines 

to aid healthcare professionals in diagnosing Fetal Alcohol Spectrum Disorder (FASD) 

https://www.sign.ac.uk/assets/sign156.pdf 

 

SIGN Neurodevelopmental areas of assessment from FASD guideline 

https://www.sign.ac.uk/assets/neurodevelopmental_areas_of_assessment_criteria.pdf 

https://www.sign.ac.uk/assets/sign145.pdf
https://www.nice.org.uk/guidance/ng87
https://www.sign.ac.uk/assets/sign156.pdf
https://www.sign.ac.uk/assets/neurodevelopmental_areas_of_assessment_criteria.pdf
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Developmental 

Co-ordination 

Disorder  

Blank, R., Barnett, A. L., Cairney, J., Green, D., Kirby, A., Polatajko, H., ... & Vinçon, S. (2019). 

International clinical practice recommendations on the definition, diagnosis, assessment, 

intervention, and psychosocial aspects of developmental coordination disorder. Developmental 

Medicine & Child Neurology, 61(3), 242-285. 

https://onlinelibrary.wiley.com/doi/pdf/10.1111/dmcn.14132  

 

Developmental 

Language 

Disorder 

Bishop, D. V., Snowling, M. J., Thompson, P. A., Greenhalgh, T., & Catalise Consortium. (2016). 

CATALISE: A multinational and multidisciplinary Delphi consensus study. Identifying language 

impairments in children. PLOS one, 11(7), e0158753. https://speechandhearingbc.ca/wp-

content/uploads/2019/09/Identifying-Language-Impairments-in-Children.-Bishop-Snowling-

2016.pdf  

CATALISE Summary https://www.rcslt.org/-/media/Project/RCSLT/revised-catalise-2017.pdf  

https://www.acamh.org/topic/developmental-language-disorder/ 

 

Intellectual 

Disability  

See British Psychological Society link below: 

Useful references 
MacKay, T. (2009). Severe and complex learning difficulties: Issues of definition, classification 
and prevalence. Educational & Child Psychology. Vol. 26 (4), 9 - 18. 
The British Psychological Society. (2000). Learning Disability: Definitions and Contexts. 
Retrieved from The British Psychological Society: 
www.bps.org.uk/system/files/documents/ppb_learning.pdf 
 
This link is a useful reference for when it is not possible to complete formal assessments for ID.   
Developing behavioural indicators for intellectual functioning and adaptive behaviour for ICD-
11 disorders of intellectual development https://pubmed.ncbi.nlm.nih.gov/30628126/    
 

Sodium 

Valproate 

Spectrum 

Disorder 

Haskell, H. (2020). Cumberlege review exposes stubborn and dangerous flaws in healthcare.  
BMJ 2020; 370 doi: https://doi.org/10.1136/bmj.m3099  

ESSENCE  https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q 

British Psychological Society link: 

https://www.bps.org.uk/sites/www.bps.org.uk/files/Member%20Networks/Faculties/Intellectual%20Di

sabilities/Guidance%20on%20the%20Assessment%20and%20Diagnosis%20of%20Intellectual%20Disab

ilities%20in%20Adulthood.pdf 

 

 

Guidance on Digital Consultation for Neurodevelopmental Assessment and Diagnosis  

As a consequence of Covid-19, neurodevelopmental services and professional bodies have adapted 

and reviewed ways to undertake assessment and provide support with no or reduced face to face 

contact. Guidance can be found here https://www.thirdspace.scot/wp-

content/uploads/2020/08/NAIT-Guidance-on-Digital-Consultation-for-Neurodevelopmental-

Assessment-and-Diagnosis-August-2020.pdf   

https://onlinelibrary.wiley.com/doi/pdf/10.1111/dmcn.14132
https://speechandhearingbc.ca/wp-content/uploads/2019/09/Identifying-Language-Impairments-in-Children.-Bishop-Snowling-2016.pdf
https://speechandhearingbc.ca/wp-content/uploads/2019/09/Identifying-Language-Impairments-in-Children.-Bishop-Snowling-2016.pdf
https://speechandhearingbc.ca/wp-content/uploads/2019/09/Identifying-Language-Impairments-in-Children.-Bishop-Snowling-2016.pdf
https://www.rcslt.org/-/media/Project/RCSLT/revised-catalise-2017.pdf
https://www.acamh.org/topic/developmental-language-disorder/
https://pubmed.ncbi.nlm.nih.gov/30628126/
https://doi.org/10.1136/bmj.m3099
https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
https://www.bps.org.uk/sites/www.bps.org.uk/files/Member%20Networks/Faculties/Intellectual%20Disabilities/Guidance%20on%20the%20Assessment%20and%20Diagnosis%20of%20Intellectual%20Disabilities%20in%20Adulthood.pdf
https://www.bps.org.uk/sites/www.bps.org.uk/files/Member%20Networks/Faculties/Intellectual%20Disabilities/Guidance%20on%20the%20Assessment%20and%20Diagnosis%20of%20Intellectual%20Disabilities%20in%20Adulthood.pdf
https://www.bps.org.uk/sites/www.bps.org.uk/files/Member%20Networks/Faculties/Intellectual%20Disabilities/Guidance%20on%20the%20Assessment%20and%20Diagnosis%20of%20Intellectual%20Disabilities%20in%20Adulthood.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/08/NAIT-Guidance-on-Digital-Consultation-for-Neurodevelopmental-Assessment-and-Diagnosis-August-2020.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/08/NAIT-Guidance-on-Digital-Consultation-for-Neurodevelopmental-Assessment-and-Diagnosis-August-2020.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/08/NAIT-Guidance-on-Digital-Consultation-for-Neurodevelopmental-Assessment-and-Diagnosis-August-2020.pdf
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CHANGING PRACTICE 

In the recent past, diagnostic assessment focused on diagnostic presentations one at a time. All 

health boards in Scotland had a children’s autism pathway and ADHD has been a focus for all 

CAMHS pathways. Children and young people could wait for one type of assessment with one team 

of professionals and then start again, waiting on another pathway to see different people, looking at 

the same child or young person but with a different lens.  

Neurodevelopmental Service Specification 

The NHS Scotland Neurodevelopmental Service Specification (2021) provides information on ‘Key 

Deliverables’ and related guidance on multi-disciplinary practice and service configuration. 

Neurodevelopmental Pathways in Scotland 

In 2021, most areas in Scotland are developing neurodevelopmental pathways for children and 

young people but not all areas have this fully in place. Different health boards are seeking models 

and guidance to support their local pathway work with a shared approach between Education 

Professionals, Allied Health Professionals, Community Child Health and CAMHS.  

 Highland: The Neurodevelopmental Assessment Service (NDAS) in Highland is one 

example of an established Neurodevelopmental Pathway and their website provides helpful 

practical resources for professionals and families. 

https://www.chipplus.org.uk/information-packs/neurodevelopmental-assessment-

pathway  

 Fife: The Fife-Neurodevelopmental Questionnaire (F-NDQ) is a developmental history 

gathering form for use with parents, based on the ESSENCE-Q. For further information or to 

arrange free access for your health board, contact fife.f-ndq@nhs.scot 

 Dumfries and Galloway: The Neurodevelopmental Assessment Service (NDAS) is in place, 

and the team have shared a range of resources with the national NAIT ND pathways 

network. 

 

Research evidence and professional consensus in 2021: 

 There is recognition of the need for a neurodevelopmental, rather than single condition 

approach to assessment. 

 It is less likely for an individual to present with signs of only one diagnosis and much more 

likely to present with co-occurring neurodevelopmental presentations. 

 Individual professionals may have an enhanced or expert knowledge and skills in relation to 

one ‘diagnosis’ but  only an ‘informed’ or ‘skilled’ level for another.   

 A multi-disciplinary team approach is therefore recommended, where each individual being 

assessed can be directed to the relevant team members. 

 Diagnostic formulation should go beyond simply identifying the appropriate ‘label(s)’ but 

should also include information about strengths and support needs to help the individual 

and the team around them in ongoing planning for support in their everyday life. 

https://www.chipplus.org.uk/information-packs/neurodevelopmental-assessment-pathway
https://www.chipplus.org.uk/information-packs/neurodevelopmental-assessment-pathway
mailto:fife.f-ndq@nhs.scot
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 Neurodevelopmental conditions are lifelong but need not be framed within a ‘deficit’ model. 

The impact on day to day life depends on expectations and demands matching the 

individual’s strengths. 

 There is a need for early identification and support with evidence based pharmacological 

and non-pharmacological interventions for associated needs (e.g. sleep, mental illness or 

neurodevelopmental differences) with consideration of environmental adaptations. 

 No supports should be diagnosis dependent but diagnostic clarity can enhance support 

planning now and in the future. 

 There is now greater recognition of FASD and rather than start a new pathway, it makes 

more sense for this to be considered as part of existing or new neurodevelopmental 

pathways. 

 

Formulation and Getting it right 

 Formulation is a term used by health professionals to refer to a vital activity in a 

neurodevelopmental pathway.   

 Formulation refers to the development of a holistic understanding of a child or young 

person at a particular point in time; telling their story of development, strengths and 

difficulties from their perspective.   

 Information contributing to a formulation can be gathered in conversation and history 

taking with the family and the child or young person (at a developmentally appropriate 

level), and also gained from clinical observations gathered as part of the assessment 

process.   

 The formulation should include both strengths and difficulties which the young person 

experiences, and take account of their day to day experiences, in a similar approach to 

Getting it right child planning.  It is important that health and education professionals 

involved avoid duplication for the family and that families experience a joined up approach. 

 A formulation should aim to develop insight and understanding of the child or young 

person’s developmental profile, their strengths and potential difficulties, from their (or 

their parent/carer’s) point of view.  In so doing, these strengths can be maximised and 

future difficulties mitigated.   

 Formulation should be fed back to the family and (with consent) the wider system around 

the child.  Ideally formulation should be presented in a written and visual format. 

Formulation is more than simple feedback of information gathered in the assessment 

process.  Formulation does not require the child to meet specific clinical diagnostic 

thresholds and is distinct from, but additive to, any diagnosis.  

Formulation is an ongoing process and should be developed throughout the assessment process 

and beyond to understand the developing child.  Formulation should: 

 build a shared understanding of how the assessment information, gathered from a range of 

sources, can be interpreted; 

 broaden the conversation beyond diagnosis to support shared understanding of children 

and young people, where there is a lifelong neurodevelopmental difference; encouraging 

support needs to be addressed as they arise, regardless of diagnosis; 



© NAIT 2021, Children’s Neurodevelopmental Pathway Workbook  16  

 support understanding of neurodevelopmental strengths and difficulties or differences 

rather than deficits alone, and provide direction towards potential supportive adaptations 

to the environment around the child which should both mitigate potential difficulties and 

promote underlying strengths.   

Co-occurring mental health and adaptive support needs 

Using the approach outlined above should assist in the implementation of a pathway focussed not 

only on diagnosis but also on wellbeing, support, adaptations and intervention to improve 

participation in day to day life, however this is categorised. Neurodevelopmental differences are 

not considered to be mental health conditions. Mental illness and neurodevelopmental conditions 

are closely linked and young people with neurodevelopmental conditions may present with one or 

more conditions described as "mental illness".    

Mental health difficulties or illnesses may arise as a result of a mismatch between support needs 

arising from neurodevelopmental differences, and how these are understood and supported by 

those around them at different stages in life. Approaches to supporting mental health in individuals 

with neurodevelopmental differences usually require adaptation and consideration of lifelong 

supports/ adaptations in naturally occurring environments.  

Mental health conditions which might be encountered include, although this is not exhaustive: 

 Anxiety 

 Depression and mood disorders 

 Eating disorders 

 Sleep disorders 

 Trauma 

 Obsessive- Compulsive disorder 

 Psychosis 

In this pathway, the interaction between mental health support needs and neurodevelopmental 

differences should be considered together, in a preventative and responsive way, within the Getting 

it right framework. This pathway does not give specific advice about service configuration but 

highlights that support for mental health does not only take place in mental health services. Within 

health services, it may be that some mental health needs can be met within community or 

neurodevelopmental services while other needs, particularly needs involving more complex 

conditions or higher risk, may be better managed within specialist mental health services, with 

collaboration with neurodevelopmental specialists and the multi-agency team, where required.  

This will depend on the availability of local services, individual needs and with the preference of the 

child, young person, parent or carer considered in balance.    

Co-occurring sensory impairments 

Neurodevelopmental disorders are common in individuals, with sensory impairments: 

 Deafness 

 Presence of cochlear implants  

 Blindness  
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For example, ASD is 30 times more common in blind children than in the sighted population. 

Additional complexity in neurodevelopmental assessment arises and many tools included here are 

not standardised for this population. Practitioners require a highly expert set of skills and 

experience to undertake adapted assessments. 

Talking about ‘behaviour’ differently 

A behaviour is something a person does, such as an action or sounds and word as a response to 

something they experience. It can be intended to effect the environment or people around or it can 

be non-intentional. In assessment, judgements are made about whether the behaviour observed 

was expected or unexpected and whether it makes sense to the person and those around them. It 

might be a form of communication or self-regulation or it can signal that the person feels ok or that 

they are not ok.  

Young children, and children or young people with neurodevelopmental difference, may not find it 

easy to notice, to identify or to explain their responses to the environment, their internal sensations 

and their feelings and sometimes they will communicate these feelings or responses through their 

actions or sounds rather than words – which are sometimes understood as ‘difficult behaviour’.   

An individual does not need to be presenting with ‘outwardly difficult behaviour’ for a 

neurodevelopmental assessment to be helpful. Many individuals with a ‘female phenotype’ 

experienced delayed or missed diagnosis because they mask, avoid or internalise difficult 

experiences. 

Within the framework outlined here, we have deliberately avoided the use of more deficit focussed 

ways of describing ‘behaviour’, as if it is the focus of the problem within the child or a clinical 

challenge of lack of compliance to be resolved, rather than a sign that the people around the child or 

young person need to take time to better understand the situation.  

The observation of ‘distressed’ behaviour can signal that something is not going well for the child or 

young person or that there is a mismatch between the demands and expectations and/or how these 

are communicated to the child or young person and their capacity to understand and meet these 

expectations, in particular contexts.  

Practitioners are advised to work with the child or young person and the people who know them 

best, to consider the cause and source of actions and sounds the child or young person is observed 

using and what these might mean – whether or not they are intentionally trying to communicate 

these (e.g. pain, anxiety, emotional distress, low mood, joy, excitement etc.). Be aware that looking 

at ‘immediate triggers’ has limited benefit without a fuller understanding of the individual’s 

developmental stage, communication and sensory preferences and their physical and social 

environment - historically and over day to day and week to week time periods.  

The mindset and language professionals use in relation to behaviour matters. 

 

A View from those accessing Neurodevelopmental Services 

We recommend co-production and meaningful involvement of people who access services and 

support in local pathway development or review. See Appendix 7 for key points and reflective 

questions.  
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3 NEURODEVELOPMENTAL PATHWAY DIAGRAM 

The Neurodevelopmental pathway outlined here, is set within a Getting it Right framework and is 

based on the principles of proportionate support according to need and that no support should be 

diagnosis dependent. At the same time, a good quality, accurate and timely diagnosis, which follows 

clinical guideline standards is currently reported to be supportive and desired by most individuals 

with neurodevelopmental disorders and their families. Diagnostic assessment is desirable and 

beneficial for a range of reasons.   

The pathway is designed to be multi-disciplinary, and implemented through a collaborative and 

integrated approach between Community Child Health, CAMHS, Allied Health Professionals and 

Education Professionals. In some areas other professional groups will be involved. 

The following pathway diagram (page 19) represents a summary of the process, with guidance 

detailed more fully within the document in relation to: 

 Getting it right 

 Pre-request for neurodevelopmental assessment  

 Request for neurodevelopmental assessment 

 Health service triage and allocation 

 Neurodevelopmental assessment process and tools 

 Diagnosis  

 Post diagnosis (identification of needs) follow up 

 

Following diagnosis – in an ideal scenario nothing much should change, as support should not 

depend on this, however, the new knowledge arising from the assessment process can lead to 

specific post diagnostic needs for information, signposting and support. Diagnosis being shared 

might indicate this is a good time to review support and needs. 

Support needs usually need to be revisited, as the manifestation of neurodevelopmental differences 

changes over time and through different transitions.  

Local pathways, referencing this diagram, could include additional guidance and information about; 

 Contact information 

 Request for assistance processes 

 Local Getting it right planning processes 

 Local sources of information and support provided at universal, targeted and specialist 

levels 

 How information is shared with the people who need to know, including referrers, children 

and young people and their families seeking assistance, the multi-disciplinary team around 

the child or young person 

o Example leaflets are provided on the NAIT website and these can be adapted for 

local use  
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Children s Neurodevelopmental Pathway
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4 TIME STANDARDS 

There are no formalised or published time standards for diagnostic assessment in 

neurodevelopmental pathways.  NHS waiting time standards should be a key reference point for 

services, for whom this is one of many roles they fulfill. 

The National Neurodevelopmental Specification sets out a standard for requests for assistance and 

completion of Child’s plan, which may or may not include diagnostic assessment: 

‘Respond as soon as possible where requests for assistance are made (initially, within 4 weeks), and 

provide help within 18 weeks (defined as the start of the process of assessment, formulation and completion of 

child’s plan and diagnostic outcome where appropriate).’ 

The following indicators are suggested as a benchmark to report against for neurodevelopmental 

diagnostic assessment, as services are set up but these are not formally agreed. They can support 

workforce planning and help to set expectations with those undergoing assessment. 

Stage in Pathway 
 

Time standard/ indicator for diagnostic assessment 
proposed 

Pre-referral 
Initial information gathering 
 
Establish consent to refer/ request 
assistance and consent to share 
information 

Each service or local area will have standards for responding to 
concerns, Getting it right planning, information gathering and 
assessments 
The National Neurodevelopmental Specification states: 
 Offer a first appointment to all children and young people who 

have been identified (e.g. by a GP, a Named Person or a Children’s 
Planning meeting) as needing a neurodevelopmental assessment.  
This first appointment should be as soon as possible and no 
later than 4 weeks. 
 

Request for neurodevelopmental 
assessment 
Time from request for 
neurodevelopmental assessment 
accepted to 1st appointment after triage 

NAIT propose:  
No more than 12 weeks 

Diagnostic Assessment 
First appointment to last appointment 
 

NAIT propose: 
Core cases:  up to 6 weeks 
Complex cases: up to 22 weeks 

Diagnosis 
Last appointment to diagnosis made 
 
(This may include consensus that no 
diagnosis should be made at this time or 
that the individual does not meet 
diagnostic criteria) 
 

NAIT propose:  
Less than 1 week 

Diagnostic outcome decision made to 
diagnostic assessment outcome shared 
 

NAIT propose:  
Less than 1 week 

Total time  
From request/ referral accepted to 
diagnosis shared 

NAIT propose:  
Core cases:  No more than 19 weeks 
Complex cases: No more than 36 weeks 
 

Follow up meeting after diagnosis 
 

Within 8 weeks of diagnoses shared 
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5 PRE-REFERRAL OR REQUEST FOR NEURODEVELOPMENTAL ASSESSMENT 

A need for neurodevelopmental diagnostic assessment can be identified through the local staged 

intervention process at any age. Support based on current needs, should continue alongside 

diagnostic assessment.  

Information gathered and shared at the pre-referral stage supports an effective and efficient 

assessment process with timely and proportionate response to needs identified. Avoidance of 

duplication in information gathering is desirable. 

 

What concerns lead to neurodevelopmental assessment? 

A concern may be raised by the parents/ carers; child or young person; professionals in their 

education/ care setting or health professionals in relation to the impact of the following in day to 

day life: 

 Communication and Interaction 

 Emotional Regulation 

 Co-ordination and Movement 

 Development across a range of skills 

 Intellect and learning preferences 

 Independence in everyday environments, daily routines and activities 

 Barriers to participation 

The way these concerns are manifested will be different at each age and stage. 

Sometimes parents or referrers have a different frame of reference in their request for support in 

understanding needs. They may describe what they see, such as unexpected behaviours, signs of 

distress, obsessions and compulsions, and including patterns of eating, sleeping, activity or 

passivity. These can all be indicators of a need for neurodevelopmental assessment. 

 

Prior to a request for neurodevelopmental assessment, referrers should: 

 Identify indicators for concern through screening, surveillance, parent/carer interview and 

observations of the child or young person in naturally occurring environments of home, 

school or the community 

 Establish permission to refer and set expectations about the process (provide ‘leaflets’) 

 Provide a written outline of reasons for referral, including current strengths, concerns, 

parent/carer and young person’s views 

 Provide relevant background information about early development, any evidence of 

prenatal alcohol exposure and family history 

 Include any relevant reports, currently available, such as professional assessment from: 

 Community Paediatrician 

 Speech and Language Therapist 
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 Occupational Therapist 

 Child and Adolescent Mental Health professionals 

 Education professionals 

 Social Worker 

 Health visitors/ Nurses 

 Other 

 

Pre-referral Information Gathering and Assessment Tools 

Information can be gathered through interview, naturalistic or structured observation or 

questionnaires. These can be published standardised tools (see examples in Table 2), contextual 

assessment across school and home or non-standardised proformas. They are not diagnostic tools 

but rather provide mostly qualitative information to support clinical decision making and allocation 

to appropriate next steps. Each local team should agree the tools to be used in every case or in some 

circumstances. Many of these may also be used at the specialist assessment stage, if additional 

information is sought in a particular domain. (NB these are examples, and not an exhaustive list). 
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Table 2: Information Gathering and Assessment Tools 

Tool Summary Administered/ 

scored by 

Age and stage 

ESSENCE Q 

https://gillbergcentre.gu.s

e/english/research/screen

ing-

questionnaires/essence-q 

A one page list of yes/no questions to 

identify areas of concern, with room 

for brief elaboration. A useful 

screening questionnaire to gather pre-

referral information 

 Professional 

 Parent/Carer 

 Pre-school (0-5 years) 

 Primary (5-12 years) 

 Secondary (12-18 

years) 

Fife NDQ 

For further information or 

to arrange free access for 

your health board, contact 

fife.f-ndq@nhs.scot 

The Fife-Neurodevelopmental 

Questionnaire (F-NDQ) is a 

developmental history gathering form 

for use with parents, based on the 

ESSENCE-Q 

 Professional  0-18 years 

 Some questions should 

be omitted for the pre-

school/ early 

developmental stage 

Strengths and Difficulties 

Questionnaire (SDQ) 

 

A brief emotional and behavioural 

questionnaire, completed by parents 

 Health Visitor 

 Parent/Carer 

 Pre-school (0-5 years) 

 Can be used age 3-16 

years, and there is a 

young person version 

Griffiths Assessment 

https://www.hogrefe.co.u

k/shop/griffiths-scales-of-

child-development-third-

edition.html 

A standardised, observational, play-

oriented measure for assessing the 

rate of development in 

neurodevelopmental skills  

 

Paediatrician or 

other professionals 

with Griffiths 

training  

 

 From birth to age 6 

years 

CIRCLE Assessment 

Tools 

https://www.thirdspace.sc

ot/circle/education-

resources/ 

The CIRCLE Stages Tool (Pre-school) 

or the CIRCLE Participation Scales help 

to identify factors that support or 

interfere with participation in school 

life and/ or the frequency with which 

it applies to an individual child or 

young person 

 Education staff 

 Other 

professionals 

working in 

collaboration with 

education staff 

 Pre-school (0-5 years) 

 Primary (5-12 years) 

 Secondary (12-18 

years) 

Schools Participation 

Questionnaire 

(SPQ) 

https://www.thirdspace.sc

ot/circle/education-

resources/  

 

A measure to support understanding 

of involvement and engagement of 

children with additional support needs 

in the school context 

 Teacher  Primary school (5-12 

years) 

CAIDS Q 

https://gcmrecordsllp.co.u

k/the-child-and-

adolescent-intellectual-

disability-screening-

questionnaire-caids-q/ 

 

A quick, easy and accurate way of 

identifying children/young people 

who are likely to have an intellectual 

disability 

 Professional 

 Parent/Carer 

 6-17 years 

 

 

 

https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
mailto:fife.f-ndq@nhs.scot
https://www.thirdspace.scot/circle/education-resources/
https://www.thirdspace.scot/circle/education-resources/
https://www.thirdspace.scot/circle/education-resources/
https://gcmrecordsllp.co.uk/the-child-and-adolescent-intellectual-disability-screening-questionnaire-caids-q/
https://gcmrecordsllp.co.uk/the-child-and-adolescent-intellectual-disability-screening-questionnaire-caids-q/
https://gcmrecordsllp.co.uk/the-child-and-adolescent-intellectual-disability-screening-questionnaire-caids-q/
https://gcmrecordsllp.co.uk/the-child-and-adolescent-intellectual-disability-screening-questionnaire-caids-q/
https://gcmrecordsllp.co.uk/the-child-and-adolescent-intellectual-disability-screening-questionnaire-caids-q/
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Table 3: Information Gathering and Assessment Tools (continued) 

Tool Summary Administered/ scored 

by 

 Age and stage 

SCERTS Assessment 
https://scerts.com/  

A structured format, adapted to 

developmental stage (from non-

verbal to conversational level) 

based on observation in naturally 

occurring environments. 

Particular focus on social 

communication, emotional 

regulation and transactional 

supports 

Multi-disciplinary team 

trained in using 

SCERTS 

 All ages and 

communication 

stages 

Developmental and 

Well-Being 

Assessment (DAWBA) 
https://dawba.info/a6.html 

 

 

A set of interviews and 

questionnaires that can be done on 

a computer or face to face, 

Designed to gather information 

relevant to a range of DSM 5 

diagnoses 

 Education 

professional 

 Parent/Carer 

 Young person over 

11 years 

 Scored/ interpreted 

by health 

professional 

 Age 2-17 years 

The Dimensions tool 
https://dimensions.covwarkpt.n

hs.uk/ 

An online tool providing 

personalised information to 

support a person’s well-being and 

mental health. The tool creates a 

Dimensions report which provides 

information about self-care, local 

services and support for NHS areas 

who subscribe (In Scotland, NHS 

Fife CAMHS use this) 

 A parent/carer, an 

individual, GP or 

other professional 

can use the rating 

against a number of 

dimensions related to 

health and wellbeing 

 13 years to 

adulthood 

Gillberg Centre 2-5 

Questionnaire 

 

Standardised and validated 

questionnaires to gather clinical 

history relevant to the entire range 

of neurodevelopmental 

presentations. They can highlight 

areas for particular attention at 

future appointments 

 

The purpose is to find out how 

parents perceive their child’s 

strengths and difficulties in 

different areas of development  

 

FTF-T is meant to aid in early 

detection of children with 

ESSENCE problems, and thereby 

enable further examination and 

intervention 

 Parent Questionnaire  

 scored by 

professionals 

https://www.5-

15.org/pdf/2-

5_english-small-

children-2016-04-

07.pdf 

 2-5 years 

Gillberg Centre 5-15 

Questionnaire 

 

 

 Parent Questionnaire  

https://www.5-

15.org/pdf/515_en-

GB.pdf 

 

 Teacher 

questionnaire 

https://www.5-

15.org/pdf/515_en-

GB_teacher.pdf  

 5-17 years 

https://scerts.com/
https://dawba.info/a6.html
https://www.5-15.org/pdf/2-5_english-small-children-2016-04-07.pdf
https://www.5-15.org/pdf/2-5_english-small-children-2016-04-07.pdf
https://www.5-15.org/pdf/2-5_english-small-children-2016-04-07.pdf
https://www.5-15.org/pdf/2-5_english-small-children-2016-04-07.pdf
https://www.5-15.org/pdf/2-5_english-small-children-2016-04-07.pdf
https://www.5-15.org/pdf/515_en-GB.pdf
https://www.5-15.org/pdf/515_en-GB.pdf
https://www.5-15.org/pdf/515_en-GB.pdf
https://www.5-15.org/pdf/515_en-GB_teacher.pdf
https://www.5-15.org/pdf/515_en-GB_teacher.pdf
https://www.5-15.org/pdf/515_en-GB_teacher.pdf
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6 REQUEST FOR NEURODEVELOPMENTAL ASSESSMENT 

Request process 

 The NHS Scotland Neurodevelopmental Specification (2021) advises that local services should 

provide clear guidance and a single point of access for requests for assistance from health 

professionals 

 Each area will make available local information about the request for assessment process, 

information required and where to send requests 

 Once this information is received the triage team will consider the referral and contact the 

individual referred with a letter clarifying next steps    

 See suggested time standards, page 20  

Who makes requests? 

 This should be agreed and made available locally as processes can vary 

 Requests should always be made with consent of the individual being referred and/or their 

parent/carer 

 The initial concern is often raised by the parent/carer or health and education professionals 

involved in the day to day care of the child/ young person. The team around the child begin 

the process of gathering information 

 Usually the request for neurodevelopmental assessment follows pre-referral information 

gathering through a Getting it right planning process 

 Usually requests are from professionals, who have gathered relevant information, which 

indicates neurodevelopmental assessment 

Requests for assessment to be considered at the neurodevelopmental pathway triage 

meeting  

 These will be accepted from professionals who have collated the required pre-referral 

information 

 ‘Referrers’ should support the child/ young person and their family by discussing and 

clarifying expectations about the neurodevelopmental pathway (including sharing written 

information or leaflets) 

 ‘Referrers’ should ensure the relevant Getting it right process is in place to meet needs 

regardless of diagnostic outcome 

Information requirements 

Table 4 provides guidance on information requirements for requests for assistance. It is helpful if 

those making requests, as well as those receiving requests are provided with appropriate 

information and training.  
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Table 4: Information requirements with a request for assessment 

Information requirements with a request for assessment 

 

Before triage discussion check the following are available 

*Consent for referral  

*Referral form  

*ESSENCE-Q or similar screening information  

*Reports on:  

 Professional views and reasons for referral  

 Early Development and Family History (including Prenatal Alcohol history)  

 Parent/Carer views about strengths, concerns and expectations  

 Young Person’s views where appropriate  

 Relevant reports and assessments (e.g. Speech and Language Therapy, Child Planning  

meeting minutes) 

 

*Requests will only be considered with the essential information 

 

Table 5: Useful documents for referring professionals 

Useful documents for referring professionals 

Where to find examples 

of these which can be 

used as they are or 

adapted 

Request for assessment form: 

Each local area is likely to have its own procedures and forms to be used 

for the pathway 

 

Appendix 2 

 

Triage Form 

May be used as it is or adapted to support referrers to include all relevant 

information when requesting assessment 

 

Appendix 1 

ESSENCE-Q 

 

 

Appendix 3 

 

Neurodevelopmental Pathway leaflets for parents/ schools/ nurseries/ 

health professionals/young people 

 

Appendix 8 
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7 TRIAGE: KEY CONSIDERATIONS 

Who is involved in triage discussions?  

The triage team will include expert level practitioners representing key professions in the team 

with knowledge of the age span and breadth of neurodevelopmental presentations and local core 

and complex pathway options. For example: Paediatrician, Psychologist and Speech and Language 

Therapist.  

Planning  

The triage team will meet within routinely scheduled triage meetings to review requests for 

assessment and make decisions about next steps. Frequency and length of meetings depends on 

referral rate. 

Admin support to this meeting is recommended. For example, to: 

 collate referral information efficiently and undertake communication pre-referral, to 

support the relevant information being available and reduce waits for families 

 support with recording triage decisions via electronic health records, processing and acting 

on outcomes and appointments or letters needed 

 administer appointments and strategies in place to support attendance 

 monitor and collate data collection (e.g. number of referrals, triage outcomes and wait 

times) to support the triage team in planning 

 support across the pathway stages and monitor timely report writing and sharing 

Pre-referral information  

A standardised approach to information gathering and ongoing training for referrers about 

expectations, can support the triage team to have good pre-referral information. 

However it is very important to hold in mind that the reason the child is being referred for 

specialist assessment is because the referrer has different skills, may use different language and a 

different lens than the diagnostic team.  

 Information from referrers may unintentionally omit key information that adds complexity 

to the assessment 

 If someone has raised a concern that has got this far, it is important to take it seriously. Just 

because they do not articulate their concerns in a way that fits our triage prioritisation does 

not mean we should ‘reject’ the referral 

 As Chris Gillberg says ‘if a parent says there is a problem, there’s a problem’ – which may lie 

in the interaction between the child and their environment and a good understanding of 

both is helpful 

 Effective conversations with the person/ people raising concern should be undertaken 

through the Getting it right child planning process 

 The young person’s perspective should be sought (at a developmentally appropriate level) 
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Table 6: Useful documents for triage team 

Useful documents for triage team 

Where to find examples 

of these which can be 

used as they are or 

adapted 

Triage Form 

May be used by the triage team to review requests for assessment and confirm 

whether this referral has the right information and whether assessment is 

indicated 

 

Appendix 1 

NAIT Guide to Complexity in Neurodevelopmental Assessment 

May be used to develop shared understanding about deciding whether a ‘core or 

complex’ pathway is best followed 

https://www.thirdspace.scot/wp-content/uploads/2021/01/NAIT-Guide-to-

Complexity-in-Diagnostic-Pathways-2021.pdf  

 

Appendix 5 

 

Table 7: Triage Outcomes 

Triage Outcomes 
 

Outcome 
 

Actions Links to Getting it right 

Not accepted  

(adequate information shared 

and effective conversations with 

person raising concern) 

 

Collaboration in the Getting it right 

planning process for this individual 

 

Communication with person 

making request explaining the 

decision 

 

Signposting and advice in 

relation to presenting concerns 

Not accepted  

(not enough information) 

Communication with person 
making request explaining the 
decision, requesting specific further 
information or assessment 
 

Accepted – Core Pathway  Make initial formulation of 

possible differential diagnoses 

to trigger appropriate 

assessment an enlist the right 

professional team 

 Request any further 

assessments required prior to 

next appointment (see Table 8 

for examples) 

 Allocate appointments to 

complete assessment with 

professionals currently known 

 Confirm Getting it right child/ 

young person planning 

meetings and relevant staged 

intervention are in place 

 Link families with relevant 

parenting supports 

 Ensure families have received 

information about what to 

expect in the assessment 

process 

https://www.thirdspace.scot/wp-content/uploads/2021/01/NAIT-Guide-to-Complexity-in-Diagnostic-Pathways-2021.pdf
https://www.thirdspace.scot/wp-content/uploads/2021/01/NAIT-Guide-to-Complexity-in-Diagnostic-Pathways-2021.pdf
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to individual referred or local 

community team, following 

receipt of recommended  

assessments 

 Inform person making request 

of outcome 

Accepted – Complex Pathway  Make initial formulation of 

possible differential diagnoses 

to trigger appropriate 

assessment an enlist the right 

professional team 

 Request any further 

assessments required prior to 

next appointment (see Table 8) 

 On receipt of requested further 

assessments, allocate 

appointments with 

neurodevelopmental team 

allocated to take forward 

assessment. Named clinician 

identified. 

 Inform person making request 

of outcome 
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After initial information gathering and triage, the team may advise use further information 
gathering, prior to the face to face appointment: 

Table 8: Further information gathering 

Tool/ Assessment Summary Who administers/ 

scores the tool? 

Age and stage 

Social Responsiveness 

Scale 

 

 

Standardised tool. 

Useful where social 

communication 

differences are 

highlighted, to provide 

contextual information 

and clarity over 

whether or not there 

are discrepancies 

between home and 

school 

a) Parent/carer 

b) School 

Scored by health 

professional 

 Pre-school SRS 

 School age SRS 

Neurodevelopmentally 

informed school or 

nursery observation 

An observation in 

school/ nursery to 

gather information 

about key aspects of 

assessment in a natural 

setting, when there 

have been discrepant 

contextual reports from 

home and school  

A professional with 

enhanced or expert 

skills in diagnosis 

 

 

 Can be used at any age, 

when the observation 

can be made without 

the child/ young person 

being aware or 

uncomfortable  

 May not be suitable for 

secondary aged pupils 

 This observation should 

be considered but is not 

essential before 

proceeding with 

assessment. 

Conners Scale  

(Short form) 

Questionnaire report 

form used as  a 

screening tool to better 

understand whether 

the child or young 

person may benefit 

from further 

consideration of ADHD 

a) Parent/carer 

b) School 

Scored by health 

professional 

 6-18 years 

BRIEF ® 

Behavior Rating Inventory 

of Executive Function 

A short questionnaire 

designed to assess 

executive function in 

different contexts 

a) Parent/carer 

b) School teacher 

Scored by health 

professional 

 5-18 years 

 Including those with 

intellectual disabilities 

and attention disorders, 

traumatic brain 

injuries, 

neurodevelopmental, 

psychiatric, and medical 

conditions 
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8 THE ASSESSMENT 

Table 9: Standards for Assessment 

Standards for Assessment 

The assessment and diagnosis should follow clinical guidelines, where these exist  

(See Table 1) 

 

Neurodevelopmental assessment should ideally be conducted by a multi-disciplinary 

team and always by more than one person.  

 

Those undertaking assessment should have the relevant level of training and experience 

e.g. NES autism training framework 

 

One size does not fit all and the assessment required should be identified as early as 

possible as ‘core’ or ‘complex’ 

‘Core’ – which can be completed by the team currently involved or a the local community 

team  

‘Complex’ - which should be completed by a team identified at triage, who have skills 

required and time allocated or training in additional standardised diagnostic tools and 

formulation across different diagnoses 

  

Core assessments should be completed in 1-2 appointments with as much information 

as possible gathered in advance of the 1st appointment with the multi-disciplinary team 

around the child 

 

Complex assessments should be carried out by a multi-disciplinary team with expertise 

in the presenting differential diagnosis or co-occurring presentations  

 

Local area teams should consider sending relevant useful information to individuals and 

families prior to assessment, For example: 

 Information for you while waiting for your appointment 

 Neurodevelopmental information leaflets and website links 

 What to expect in an online or face to face appointment 

  

Reports should be written on the day of an appointment and shared as agreed 

within 2 weeks for: 

 each assessment appointment* 

 diagnostic outcome report 

 See Appendix 4 for example report template 
*It is noted that in some circumstances a single assessment may be carried out over more than one appointment 

 

Formulation and diagnosis should be made with explicit reference to diagnostic criteria 

DSM 5 or ICD-11 

 

Time from acceptance of referral to first appointment should be no longer than 12 weeks 

 

 

Local areas should consider including time standards in local pathways 
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9 ASSESSMENT TOOLS 

The neurodevelopmental assessment requires the following information.  

 Early Developmental History 

 Medical History 

 Current Presentation – self report/ informant report 

 Contextual Assessment – informant report or observation from naturally occurring 

environments (home, school or community) 

 Assessment and direct observation of the individual and their environment by clinicians 

 Child skills  

 Child functioning and participation in developmentally relevant activities/ interactions 

 The social and physical environment around the child and family 

Considerations 

 A range of standardised tools or non-standardised structured assessment approaches can 

be applied depending on the presenting concerns.  

 Clinical experience and team discussion should determine which assessments are required 

and for what purpose (e.g. is it being used to provide evidence that an individual’s 

presentation meets particular condition specific diagnostic criteria and/ or is it being used 

as a broader assessment of function, to inform support and planning). 

 A flexible and reflective approach rather than a ‘one size fits all’ leads to the best use of time 

and resources. 

 The standardised assessment tools listed below are the commonly used and recommended 

tools for diagnostic assessment but they may be also used to assess function.  

 This is not an exhaustive or a prescriptive list and clinical decision making should inform 

whether or not to administer a standardised assessment. 

 Assessments may be done in combination and for a range of purposes rather than 

sequentially and are not limited to information about one diagnosis (for example a team 

may do an ABAS as part of the assessment to inform formulation or to consider functional 

impact of differences observed and to explore if there is ID as well as ASD). 

 Several of the tools listed in Table 10 can be used for circumstances whereby the diagnostic 

criteria need an assessment of function (e.g. the COSA, SCOPE, AMPS, the Pragmatics 

Profile). 
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Table 10: Standardised Assessment tools recommended for particular presentations 

1. Assessment tools: Autism Spectrum Disorder 

 It is not essential to use standardised autism tools in clinical diagnostic assessment of possible 

ASD  

 Tools are used to standardise assessment of  

 Reported history from individuals, parents or education staff 

 Clinical observation 

 Contextual assessment 

 No diagnosis should be made based on one assessment tool outcome 

 They are recommended in complex cases 

 Training and experience in using these tools can improve clinical skills 

Tool/ 

Assessment 

Summary Who 

administers/ 

scores the tool? 

Age and stage 

ADOS  

(Autism 

Diagnostic 

Observation 

Schedule) 

A standardised autism diagnostic 

observational assessment, with a diagnostic 

algorithm. The protocol consists of a series 

of structured and semi-structured tasks that 

involve social interaction between the 

examiner and the person under assessment, 

adapted to 5 different developmental levels. 

ADOS trained 

practitioners 

18 months to 

adulthood 

ADI-R  

(Autism 

Diagnostic 

Interview-

Revised) 

A standardised, structured interview and 

response coding conducted with the parents 

of individuals who have been referred for 

the evaluation of possible autism or autism 

spectrum disorders. 

ADI-R trained 

practitioners 

Individuals at a 

developmental 

level of 2 years 

or above 

3DI 

(Developmental, 

Dimensional and 

Diagnostic 

Interview) 

A standardised, computer-based diagnostic 

interview for individuals with suspected 

ASD. It can be scored in terms of severity, 

frequency, and comorbidity. 

Easy and practical in its use, requiring 

minimal training and automation of 

reporting. 

3DI trained 

practitioners 

with access to 

computer with 

relevant 

software 

 From age of 3 

years  

 From age 2 

years with 

some 

modification  

 For adolescents 

and adults with 

some 

modification of 

wording 

DISCO 

(Diagnostic 

Interview for 

Social and 

Communication 

Disorders) 

An interviewer-based schedule for use with 

parents and carers to obtain a 

developmental history and description of 

the child or adult concerned, where autism 

is being considered. 

DISCO trained 

practitioners 

  All ages and 

stages 
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2. Assessment tools: ADHD 

 Standardised tools are commonly used but not essential in making ADHD diagnosis 

 They are used as a structured way to collect information about concerns raised at home and 

school in relation to attention, activity and impulsivity 

 These tools might be used at the pre-referral stage to support triage decisions 

 

Tool/ 

Assessment 

Summary Who 

administers/ 

scores the tool? 

Age and stage 

Conners 3 

ADHD Rating 

Scale 

 

A short and long form scale to assess 

likelihood of ADHD. Can be used for 

screening or as a diagnostic tool. 

a) Parent/carer 

b) School 

c) Self report by 

child 

Scored by health 

professional 

6-18 years 

SNAP IV 

Swanson, Nolan, 

and Pelham-

IV Questionnaire 

 

A screening tool for ADHD, which has high 

sensitivity but low specificity to clinical 

diagnosis 

Teacher and 

Parent rating 

scale 

6-18 years 

CADDRA 

The Canadian 

ADHD Resource 

Alliance 

This organisation has a range of 

downloadable forms for adults with 

suspected ADHD to support assessment. 

These may also be relevant for adolescents 

(The WEISS; SNAP IV; the Adult ADHD Self 

Report Scale) 

 Adolescents and 

adults 

3. Assessment tools: Global Developmental Delay and Intellectual Disability 

 Tools are used to measure 

 Intellectual functioning  

 Adaptive function and impact on an individual’s participation in everyday activities 

 These can inform assessment where other neurodevelopmental diagnoses are being 

considered and where intellectual ability is important context in understanding the individuals 

needs and strengths 

 They are not required for diagnosis of ID – (e.g. NHS Lothian have developed a pathway 

relevant across health and education) 

 

Tool/ 

Assessment 

Summary Who 

administers/ 

scores the tool? 

Age and stage 

Griffiths 

Assessment 

See Table 2 Professionals 

trained in 

administration 

Birth to 6 years 
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WISC-V 

(Wechsler 

Intelligence 

Scale for 

Children version 

5) 

A cognitive assessment/ intelligence test. It 
generates a Full Scale IQ score that 
represents a child's general intellectual 
ability. It also provides five primary index 
scores for different cognitive domains: 
Verbal Comprehension Index, Visual Spatial 
Index, Fluid Reasoning Index, Working 
Memory Index, and Processing Speed Index.  

Psychologist Age 6-16 years 

WPPSI-IV 

(Wechsler 

Preshool and 

Primary Scale of 

Intelligence) – 

Fourth edition 

A cognitive assessment / intelligence test for 
younger children.   

Psychologist 2 years 6 

months to 7 

years, 7 months 

ABAS -3 

(Adaptive 

Behavior 

Assessment 

System 3rd 

edition) 

A rating scale useful for assessing skills of 

daily living. There is also an adult self-rating 

form.  

 

The ABAS-3 covers three broad domains: 

conceptual, social, and practical, covering 11 

skill areas. Tasks rated focus on everyday 

activities required to function, meet 

environmental demands, care for oneself, 

and interact with others effectively and 

independently.  

Rating forms are 

filled out by the 

parent and a 

teacher 

 

Scored by 

professionals 

Birth to 

adulthood 

Vineland -3 

(Vineland 

Adaptive 

Behavior Scales, 

Third Edition) 

Semi-structured interview/ questionnaire to 

assess adaptive behaviour (Communication, 

Daily Living Skills, Socialisation, Motor Skills, 

Maladaptive behaviour). 

Parent/ Carer 

Teacher 

Birth to 

adulthood 

4. Assessment tools: Developmental Co-ordination Disorder 

 A qualified Occupational Therapist (OT) can undertake assessment of development using a 

range of standardised and non-standardised tools and approaches to establish developmental 

level, understand the child/young person’s profile and to inform planning and intervention for 

children and young people with suspected DCD 

 Standardised tools to are commonly used assess  

 physical skills  

 and the functional impact of these  

 In children with a learning/ intellectual disability, DCD should only be diagnosed if their 

physical co-ordination is significantly more impaired than their mental abilities 

 Although DCD may be suspected in the pre-school years, it's not usually possible to make a 

definite diagnosis before a child is aged 4 or 5 years 

 

https://en.wikipedia.org/wiki/Intelligence_test
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Tool/ 

Assessment 

Summary Who 

administers/ 

scores the tool? 

Age and stage 

Child 

Occupational 

Self-

Assessment 

(COSA) 

A child directed assessment designed to 

capture children's perceptions regarding 

sense of competence and importance of 

participation in daily living activities.  

Occupational 

Therapist 

trained in using 

the tool in 

collaboration 

with child  

7-18 years 

Short Child 

Occupational 

Profile (SCOPE) 

An observational assessment that 

determines how child and environment 

factors facilitate or restrict participation in 

daily living activities. 

Occupational 

Therapist 

trained in using 

the tool  

Birth-21 years 

Movement 

ABC-2 

(Movement 

Assessment 

Battery for 

Children) 

Used to identify a delay or impairment in 

motor development and whether there is a 

detrimental impact during activities at home 

and in school. 

Usually an 

Occupational 

Therapist. May 

also be used by a 

Physiotherapist  

or Paediatrician 

Full battery 3-16 

years 

Checklist 5-12 

years 

Assessment of 

Motor and 

Process Skills 

(AMPS) 

An observational assessment used to assess 

performance quality in tasks related to daily 

living 

 

Occupational 

Therapist 

trained in using 

the tool 

3 years to 

adulthood 

5. Assessment tools: Developmental Language Disorder 

 An individual’s language stage is important context for interpreting and selecting other 

relevant neurodevelopmental assessment tools or approaches 

 Standardised tools are not essential for diagnosis of DLD but are usually used to support 

diagnosis 

 A qualified Speech and Language Therapist (SLT) can undertake assessment of speech, and 

communication using a range of standardised and non-standardised tools and approaches to 

establish developmental level, understand the child/young person’s language profile and to 

inform planning and intervention 

 Assessment should consider receptive and expressive skills in: Phonology; Grammar (Syntax 

and Morphology); Verbal learning and memory; Word finding; Semantics (word meaning and 

vocabulary); Narrative and Pragmatics (Language Use) 

 SLTs should follow departmental guidelines when carrying out assessment of the language and 

communication skills of bilingual learners. This is likely to involve informal and diagnostic 

assessment across languages, with support from Education services and/or an interpreter as 

appropriate  

 Clinicians should consider the whole neurodevelopmental profile in interpreting assessments 

“These given difficulties are not a result of a sensory impairment, motor dysfunction or any 

other medical condition and cannot be attributed to intellectual disability or global 

developmental delay” (DSM 5) 
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Tool/ 

Assessment 

Summary Who 

administers/ 

scores the tool? 

Age and stage 

CELF-5 UK 

(Clinical 

Evaluation of 

Language 

Fundamentals - 

Fifth Edition) 

Battery of 14 subtests giving standardised 

scores 

 Index language scores for: core, receptive, 

expressive, content, structure and 

memory  

 Observation Rating Scale for evaluation of 

language in context 

 Pragmatics Profile and Pragmatic 

Activities Checklist to assess social 

communication skills 

Speech and 

Language 

Therapist 

5 years to 21 

years 11 months 

CELF-Preschool 

2 UK 

A standardised battery of subtests to 

measure a broad range of expressive and 

receptive language skills in young children. 

Speech and 

Language 

Therapist 

3-6 years 

The Pragmatics 

profile of 

everyday 

communication 

skills in 

children 

Non standardised questionnaire linked to 

developmental expectations of social 

pragmatic development. 

http://complexneeds.org.uk/modules/Module-2.4-

Assessment-monitoring-and-

evaluation/All/downloads/m08p080c/the_pragmatics_profil

e.pdf 

 

Speech and 

Language 

Therapist 

6 months and 

primary school 

age 

6. Assessment tools: Fetal Alcohol Spectrum Disorder 

Standardised Tools are recommended where possible to elicit significant difficulties in multiple brain 

areas.  The following list is not exhaustive, and aims to give suggestions of tests which could be utilized 

as per SIGN guideline (156) spanning cognition, adaptive function, academic function, sensory / motor, 

language, memory and executive function.  Measures of affect regulation should also indicate 

significant clinical impairment.   

There may be circumstances where use of indirect assessment methods are more appropriate.  In this 

case, clinicians should seek information from multiple sources e.g. use of screening instruments, direct 

observations and clinical interview.  Judgement as to whether a domain should be at a severity level 

equating to <2 Standard Deviations should ideally take place within a multidisciplinary team 

discussion.    

Tool/ 

Assessment 
Summary Who 

administers/ 

scores the tool? 

Age and stage 

Griffiths See Table 2  Birth to 6 years 

WPPSI-IV 

(Wechsler 

Preshool and 

Primary Scale of 

Intelligence) – 

Fourth edition 

See above in section on Global 

Developmental Delay and Intellectual 

Disability 

Psychologist 2 years 6 

months to 7 

years, 7 months 

http://complexneeds.org.uk/modules/Module-2.4-Assessment-monitoring-and-evaluation/All/downloads/m08p080c/the_pragmatics_profile.pdf
http://complexneeds.org.uk/modules/Module-2.4-Assessment-monitoring-and-evaluation/All/downloads/m08p080c/the_pragmatics_profile.pdf
http://complexneeds.org.uk/modules/Module-2.4-Assessment-monitoring-and-evaluation/All/downloads/m08p080c/the_pragmatics_profile.pdf
http://complexneeds.org.uk/modules/Module-2.4-Assessment-monitoring-and-evaluation/All/downloads/m08p080c/the_pragmatics_profile.pdf
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WISC-V 

(Wechsler 

Intelligence 

Scale for 

Children version 

5) 

 See above in section on Global 

Developmental Delay and Intellectual 

Disability  

Psychologist Age 6-16 years 

ABAS -3 

(Adaptive 

Behavior 

Assessment 

System 3rd 

edition) 

See above in section on Global 

Developmental Delay and Intellectual 

Disability 

Parent/ Carer 

Scored by 

Psychologist 

Birth to 

adulthood 

Vineland -3 

(Vineland 

Adaptive 

Behavior Scales, 

Third Edition) 

See above in section on Global 

Developmental Delay and Intellectual 

Disability 

Parent/ Carer 

version 

Teacher version 

Scored by 

trained 

professionals 

Birth to 

adulthood 

CELF-5 UK 

(Clinical 

Evaluation of 

Language 

Fundamentals - 

Fifth Edition) 

See above section on Developmental 

Language Disorder 

Speech and 

Language 

Therapist 

5 years to 21 

years 11 months 

Movement 

ABC-2 

(Movement 

Assessment 

Battery for 

Children) 

See above section on Developmental Co-

ordination Disorder 

Usually an 

Occupational 

Therapist. May 

also be used by a 

Physiotherapist  

or Paediatrician 

Full battery 3-16 

years 

Checklist 5-12 

years 

BEERY VMI 

(Beery-

Buktenica 

Developmental 

Test of Visual – 

Motor 

Integration) 

Assesses visual-motor skills in children and 

adults.   

Occupational 

Therapist 

2-100 years 

Sensory 

Processing 

Measure  

Obtains a picture of sensory functioning at 

home, school and in the community 

Occupational 

Therapist 

 

WIAT-III –

(Wechsler 

Individual 

Assesses reading, language and numerical 

attainment. 

Psychologist 4 – 25 years 11 

months 
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Achievement 

Test – Third 

Edition) 

BRIEF (Brief 

Rating 

Inventory of 

Executive 

Function) 

Assesses executive function in children and 

adolescents 

Usually a 

Psychologist 

5 – 18 years 

BADS 

(Behavioural 

Assessment of 

Dysexecutive 

Syndrome in 

Children) 

 Assessment of a number of aspects of 

executive function such as inflexibility and 

perseveration, impulsivity, planning and 

novel problem solving.  

Psychologist 7-16 years  

CMS  

Children’s 

Memory Scale 

Assessment of various memory functions Psychologist 5 – 16 years  

Conners 3 

ADHD Rating 

Scale 

 

See above section on ADHD  Parent/carer 

School 

Self report  

Scored by health 

professional 

6-18 years 

Test of 

Everyday 

Attention in 

Children – 2nd 

edition 

Standardised assessment of separate aspects 

of attention in children 

Psychologist 5 – 15 years  
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10  CONSIDERING DIAGNOSIS 

Reported and observed assessment information is collated and considered together in the process 

of formulation. This should also take account of views, preferences and expectations of the 

individual and family in relation to diagnosis.  

Where a particular diagnosis is identified as relevant to an individual, this should be made with 

reference to DSM or ICD criteria.  

The tables of evidence below can support clinicians in reaching agreement over whether there is 

sufficient evidence to give a particular diagnosis and support awareness that these are often co-

occurring. 

 

Reflections for clinicians 

Whilst the assessment process can lead to a diagnosis being clarified, the individual and family 

always have a choice about whether to proceed with assessment or to accept or disclose the 

diagnosis. Opportunities to discuss this should be provided at different stages during assessment 

and after. 

The diagnostic presentation assessed this way reflects a point in time, and while 
neurodevelopmental differences tend to be lifelong, they may or may not be experienced as 

problematic to the individual. Challenges may be externalised or internalised (and not always 

obvious to others) and personal strategies to adapt can be more or less effective. 

Support needs and need for information about how the diagnosis might affect an individual or 

family usually changes over time. 

The way differences are experienced and how they impact, is strongly influenced by demands, 

expectations and the nature of day to day environment. Individuals may present more clearly with 

a particular diagnosis at different points in life. There are instances where it is necessary to review 

and reconsider diagnoses given. 

Research evidence from diagnosed individuals and families indicates a preference for timely 

diagnosis. Although we aspire to needs being met regardless of labels, the reality is that diagnosis 

can help individuals and families to access the most relevant information and support for them, 

both now and in future.  

In particular, at points of transition, diagnosis can support an understanding of how 

neurodevelopmental differences affect an individual and the kinds of supports they might benefit 

from. 

When considering co-occurring mental health conditions, the need for different non-

pharmacological supports and interventions may be highlighted by a clear neurodevelopmental 

diagnosis. 
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11  SUMMARY TABLES OF EVIDENCE 

Summary tables are provided in the Appendix  

1. Autism Spectrum Disorder 

2. Attention Deficit and Hyperactivity Disorder  

3. Intellectual Disability 

4. Developmental Language Disorder 

5. Developmental Co-ordination Disorder 

6. Fetal Alcohol Spectrum Disorder 

 

 

  

A note on how to use the tables of evidence: 

Diagnosis involves taking a complex set of observations and information from a range of 

sources over time and considering this in relation to the agreed diagnostic criteria. Although 

algorithms and consistent descriptors are intended to make the process more reliable and 

robust, diagnosis can be as much of an art as a science and high levels of clinician expertise 

increases reliability. 

How can they be used? 

 These tables of evidence are intended as a summary tool for the clinical team, to 

support new and experienced practitioners to become familiar with diagnostic criteria 

and to allow discussion between team members about evidence gathered and what it 

means 

 They can be used to confirm whether there are discrepancies or agreements between 

different sources of information  

 They can help identify gaps in information required 

 Within a neurodevelopmental pathway, they may highlight the need to involve another 

professional in the team around the child 

 A tick in a box should indicate that due consideration has been given to developmental 

and contextual relevance of examples of observed signs and symptoms (e.g. quality, 

frequency, recency) 

What limitations are there? 

 They should not replace the complex and nuanced clinical reasoning of expert 

practitioners in the multi-disciplinary team 

 They should not be used as a list to tick every time you see one of these signs until there 

is enough for a diagnosis 
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12 DIAGNOSIS OUTCOME, FEEDBACK AND REPORTING 

Diagnosis is a helpful point to reflect on: 

 Information individuals/ families access about neurodevelopmental differences, how 

this affects them and things they can do that make life easier 

 Information individuals/ families access and about local Getting it right processes, 

supports and benefits/ entitlements 

 Support in place or where there are gaps in support 

 Questions or uncertainties that still exist 

Support  

In terms of support, if Getting it right planning is working well and the local area team follows the 

principle that no support is diagnosis dependent, not much should change for the individual or 

family. 

Ensure families understand how to request assistance in the future and what kinds of things they 

might seek assistance with. 

Information 

The main difference will be in the therapeutic value of knowing and understanding why an 

individual may be the way they are now and how this might be taken account of in future, 

particularly during key transitions. 

Different individuals react differently to diagnosis being shared and a personalised approach to 

sharing and supporting this experience is recommended. We all read and understand information 

best when it reflects our experience and information shared should be tailored and relevant and 

over time new information and up to date signposting is likely to be needed. This is not a one-off 

requirement. 

Table 11: Standards for post diagnostic support 

Standards for post diagnostic support 

Write report on day diagnostic decision is made and 

share report with family in a timely manner 

 

Follow local protocols for information sharing with the 

team around the child 

  

Share a report with the team around the child and family 

according to their preferences and consent 

 

Provide training and support to all health professionals 

involved in the pathway in relation to ‘Sharing difficult 

news’ 

 

Share locally agreed information to share on the day of 

diagnosis, relevant to the child and family attending 

 

Offer a ‘follow up’ appointment soon after the diagnosis to 

give the family an opportunity to ask further questions 

https://www.thirdspace.scot//wp-

content/uploads/2019/11/Family-
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and hear more about local Getting it right planning 

processes and sources of support  

[within 8 weeks of diagnosis] 

Follow-Up-Meetings-a-model-for-for-

post-diagnostic-support-in-child-

services-2018.pdf 

Make training and information available for school staff 

and the wider team 

For example 

https://www.thirdspace.scot/wp-

content/uploads/2020/01/NAIT-

Information-for-Schools-When-a-Child-

Receives-a-Diagnosis-of-Autism.pdf 

http://www.autismtoolbox.co.uk/home 

Staff should follow clear guidance about recommended 

sources of national and local support and advocacy for 

children and young people with a range of additional 

support needs 

For example 

https://enquire.org.uk/  

Staff should follow clear local protocols about linking 

parents in with parent mediated interventions and 

information sessions 

 

Parent information sessions supports and interventions 

should be offered before, during and after diagnosis. They 

should be adapted for 

 the age and stage of their child  

 children with neurodevelopmental differences  

 

For example 

https://www.thirdspace.scot//wp-

content/uploads/2019/10/NAIT-

Parent-Support-Map-The-Edinburgh-

Model-2019-1.pdf  

 

Table 12 provides suggested information to share with families on the day of diagnosis. This is not 

exhaustive and requires regular updating. Local teams can use this as a reference but may wish to 

develop their own locally relevant information  

https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Information-for-Schools-When-a-Child-Receives-a-Diagnosis-of-Autism.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Information-for-Schools-When-a-Child-Receives-a-Diagnosis-of-Autism.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Information-for-Schools-When-a-Child-Receives-a-Diagnosis-of-Autism.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Information-for-Schools-When-a-Child-Receives-a-Diagnosis-of-Autism.pdf
https://enquire.org.uk/
https://www.thirdspace.scot/wp-content/uploads/2019/10/NAIT-Parent-Support-Map-The-Edinburgh-Model-2019-1.pdf
https://www.thirdspace.scot/wp-content/uploads/2019/10/NAIT-Parent-Support-Map-The-Edinburgh-Model-2019-1.pdf
https://www.thirdspace.scot/wp-content/uploads/2019/10/NAIT-Parent-Support-Map-The-Edinburgh-Model-2019-1.pdf
https://www.thirdspace.scot/wp-content/uploads/2019/10/NAIT-Parent-Support-Map-The-Edinburgh-Model-2019-1.pdf
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Table 12: Examples of key web or published information to share on the day of diagnosis 

Examples of key web or published information to share on the day of diagnosis: 

Additional Support 

Needs 

Enquire guide for parents 

https://enquire.org.uk/3175/wp-content/uploads/2020/02/asl-guide-

parents-carers.pdf  

Autism  SIGN patient information booklets https://www.sign.ac.uk/pat145-asd.html 

Information about autism for children and young people  

https://www.sign.ac.uk/media/1159/pat145_young_people-large-print.pdf 

Scottish Autism and their Right Click Programme 

https://www.scottishautism.org/services-support/family-support/online-

support-right-click  

Scottish post diagnostic support for carers 

https://www.scottishautism.org/services-support/family-

support/information-resources/post-diagnosis-support-carers 

National Autistic Society 

https://www.autism.org.uk/  

ADHD Parent Zone 

 https://education.gov.scot/parentzone/additional-support/specific-

support-needs/disability-and-health/attention-deficit-hyperactivity-

disorder/  

ADHD Glasgow website 

http://www.adhdglasgow.org/what-helps/4590836810  

ADHD Foundation Leaflet 

https://www.adhdfoundation.org.uk/wp-

content/uploads/2020/07/WEBSITE_ParentCarer-Booklet.pdf  

Global Developmental 

Delay 

Contact Leaflet 

https://contact.org.uk/media/1158709/developmental_delay.pdf  

See Appendix 6 for NHS Lothian information sheet about GDD, Learning 

difficulties and Intellectual disability 

Intellectual Disability Mencap learning disability explained 

https://www.mencap.org.uk/learning-disability-explained  

RCPsych Leaflet 

https://www.rcpsych.ac.uk/mental-health/parents-and-young-

people/information-for-parents-and-carers/the-child-with-general-learning-

disability-for-parents-and-carers  

Developmental Co-

ordination Disorder 

NHS information on DCD 

https://www.nhs.uk/conditions/developmental-coordination-disorder-

dyspraxia/ 

Developmental 

Language Disorder 

DLD Factsheet in many languages 

https://radld.org/about/dld/dld-fact-sheet/ 

FASD NHS Ayrshire and Arran FASD website 

https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-disorder-

fasd/  

 

  

https://enquire.org.uk/3175/wp-content/uploads/2020/02/asl-guide-parents-carers.pdf
https://enquire.org.uk/3175/wp-content/uploads/2020/02/asl-guide-parents-carers.pdf
https://www.sign.ac.uk/pat145-asd.html
https://www.sign.ac.uk/media/1159/pat145_young_people-large-print.pdf
https://www.scottishautism.org/services-support/family-support/online-support-right-click
https://www.scottishautism.org/services-support/family-support/online-support-right-click
https://www.scottishautism.org/services-support/family-support/information-resources/post-diagnosis-support-carers
https://www.scottishautism.org/services-support/family-support/information-resources/post-diagnosis-support-carers
https://www.autism.org.uk/
https://education.gov.scot/parentzone/additional-support/specific-support-needs/disability-and-health/attention-deficit-hyperactivity-disorder/
https://education.gov.scot/parentzone/additional-support/specific-support-needs/disability-and-health/attention-deficit-hyperactivity-disorder/
https://education.gov.scot/parentzone/additional-support/specific-support-needs/disability-and-health/attention-deficit-hyperactivity-disorder/
http://www.adhdglasgow.org/what-helps/4590836810
https://www.adhdfoundation.org.uk/wp-content/uploads/2020/07/WEBSITE_ParentCarer-Booklet.pdf
https://www.adhdfoundation.org.uk/wp-content/uploads/2020/07/WEBSITE_ParentCarer-Booklet.pdf
https://contact.org.uk/media/1158709/developmental_delay.pdf
https://www.mencap.org.uk/learning-disability-explained
https://www.rcpsych.ac.uk/mental-health/parents-and-young-people/information-for-parents-and-carers/the-child-with-general-learning-disability-for-parents-and-carers
https://www.rcpsych.ac.uk/mental-health/parents-and-young-people/information-for-parents-and-carers/the-child-with-general-learning-disability-for-parents-and-carers
https://www.rcpsych.ac.uk/mental-health/parents-and-young-people/information-for-parents-and-carers/the-child-with-general-learning-disability-for-parents-and-carers
https://www.nhs.uk/conditions/developmental-coordination-disorder-dyspraxia/
https://www.nhs.uk/conditions/developmental-coordination-disorder-dyspraxia/
https://radld.org/about/dld/dld-fact-sheet/
https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-disorder-fasd/
https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-disorder-fasd/
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13. POST DIAGNOSIS FOLLOW UP 

In the weeks immediately following diagnosis, families tell us they like the opportunity to 

 Have a  face to face meeting with health and education professionals with expertise in both 

the ‘diagnosed’ presentation at this age and stage and with an up to date experience and 

understanding of the local Getting it right planning process 

 Ask questions 

 Receive information relevant to their family, including information about applying for 

benefits and where to get support to do so 

 Be supported to access local support groups, parent information/ education sessions and 

parent mediated interventions 

 Access supports that people recommend following assessment (for example home visual 

supports) 

For professionals a local post diagnostic pack is an efficient way to access information quickly. It is 

important to identify who will keep this up to date and how staff can access it. 

Support does not start and end with diagnosis or giving an information pack. Local teams should 

aim to ensure there are regular opportunities for individuals and families to review and discuss 

support, how needs are understood, how they change over time, information requirements and 

how easy it is for an individual or family to access the supports or advice given.  

Neurodevelopmental differences are lifelong and therefore there is a need to have a clear and 

transparent route to access supports across the lifespan at times of need. Anticipatory support in 

advance of transitions is also recommended. 
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14. TRAINING AND MENTORING 

To implement the Neurodevelopmental pathway effectively it is important that staff have 

knowledge, skills and confidence to do this work at all stages in their career.  It is essential that 

team members have a basis of good core skills and detailed knowledge of child development and 

‘atypical’ development, together with professional skills for practice within a neurodevelopmental 

team. 

There is an ongoing need to provide training, professional learning and coaching and mentoring in 

both standardised assessment tools (e.g. ADOS, DISCO, ADI-r) and non-standardised approaches to 

information gathering, observation, assessment and formulation. 

Education, training and workforce development resources for professionals are available through 

professional bodies and through a range of publicly funded sources. Some examples are: 

 NHS Education for Scotland https://www.nes.scot.nhs.uk/   

 Education Scotland https://education.gov.scot/improvement/learning-resources/ 

 National Autism Implementation Team https://www.thirdspace.scot/nait/  

 NHS Ayrshire and Arran https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-

disorder-fasd/  

 Autism Toolbox http://www.autismtoolbox.co.uk/nhs-education-scotland-autism-

resources  

 The Scottish ADOS consortium https://www.ed.ac.uk/lifelong-learning/ados  

The NES Training Framework outlines 4 practice levels which are adapted to make them relevant 

to a range of conditions (e.g. Dementia, Autism, and Trauma). They do not relate to any single 

profession but rather the frequency with which an individual works with people with a particular 

presentation and the role of the individual: 

 Informed 

 Skilled 

 Enhanced 

 Specialist/ Expert  

Although there is no Neurodevelopmental Training Framework, we recommend that 

neurodevelopmental teams reflect on the NES framework and consider what the local need is. 

For example, to introduce a ‘core/ complex pathway’ there may need to be a focus on building and 

maintaining capacity at enhanced and specialist/ expert levels within multi-disciplinary teams. 

The NAIT Professional Learning Framework draws on the NES Autism framework as an example of 

how local areas might adapt this model to fit within non-clinical settings 

https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Professional-Learning-

Framework-2020.pdf  

 

 

https://www.nes.scot.nhs.uk/
https://education.gov.scot/improvement/learning-resources/
https://www.thirdspace.scot/nait/
https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-disorder-fasd/
https://www.nhsaaa.net/services-a-to-z/fetal-alcohol-spectrum-disorder-fasd/
http://www.autismtoolbox.co.uk/nhs-education-scotland-autism-resources
http://www.autismtoolbox.co.uk/nhs-education-scotland-autism-resources
https://www.ed.ac.uk/lifelong-learning/ados
https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Professional-Learning-Framework-2020.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/NAIT-Professional-Learning-Framework-2020.pdf
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Learning from and with colleagues in practice is as important as more formal training. In a shift 

from a single condition pathway to a neurodevelopmental pathway, we will all have skills and 

knowledge to learn from colleagues. 

An example of resources with an Autism focus which could be adapted for a 

neurodevelopmental team 

You may wish to audit the skills and knowledge 

amongst professional service staff delivering the 

pathway. Here is an example of a tool. 

https://www.thirdspace.scot/wp-

content/uploads/2020/05/NAIT-

Knowledge-and-skills-survey-for-autism-

practitioners-undertaking-diagnostic-

assessment-in-child-services.pdf  

You may wish to consider whether your skills in 

sharing the diagnosis meet NICE standards 

https://www.thirdspace.scot/wp-

content/uploads/2020/01/Staff-skills-

Sharing-the-diagnosis-audit.pdf  

You may wish to support less experienced 

members of staff working with more 

experienced staff through a training and 

mentoring portfolio, where you can ‘watch one, 

do one and reflect’ on the core aspects of 

assessment for autism diagnosis 

 

https://www.thirdspace.scot/nait/diagnosis-

resources/ in the NES Autism Training 

Framework tab 

  

https://www.thirdspace.scot/wp-content/uploads/2020/05/NAIT-Knowledge-and-skills-survey-for-autism-practitioners-undertaking-diagnostic-assessment-in-child-services.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/05/NAIT-Knowledge-and-skills-survey-for-autism-practitioners-undertaking-diagnostic-assessment-in-child-services.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/05/NAIT-Knowledge-and-skills-survey-for-autism-practitioners-undertaking-diagnostic-assessment-in-child-services.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/05/NAIT-Knowledge-and-skills-survey-for-autism-practitioners-undertaking-diagnostic-assessment-in-child-services.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/05/NAIT-Knowledge-and-skills-survey-for-autism-practitioners-undertaking-diagnostic-assessment-in-child-services.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/Staff-skills-Sharing-the-diagnosis-audit.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/Staff-skills-Sharing-the-diagnosis-audit.pdf
https://www.thirdspace.scot/wp-content/uploads/2020/01/Staff-skills-Sharing-the-diagnosis-audit.pdf
https://www.thirdspace.scot/nait/diagnosis-resources/
https://www.thirdspace.scot/nait/diagnosis-resources/
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15. DATA COLLECTION 

Why is data important? 

Data is essential for quality assurance and quality improvement in a neurodevelopmental pathway 

and it informs service delivery. It is currently difficult to know what improvement is required to 

neurodevelopmental pathways in local areas because of limited availability of data. In order to 

monitor the implementation of evidence based guidelines and pathways, service should establish 

good quality and efficient processes for data collection, linked to standards being followed. 

 

Who gathers data? 

Service providers are best placed to routinely gather and share data to inform the efficiency and 

effectiveness of the pathway. Services should collect data to inform flow through their pathways 

and have processes in place to gather qualitative evidence on patient experience. This should 

include outcome and experience of service data. 

Within NHS Scotland, Public Health Scotland, Data and Intelligence provides health information, 

health intelligence, statistical services and advice that support the NHS in progressing quality 

improvement in health and care and facilitates robust planning and decision making. 

https://www.isdscotland.org/ 

Scientific research can also contribute to gathering data across services. 

 

What data can be collected routinely? 

A range of data can be collected and the following are key factors but are not an exhaustive list. 

 

It helps to understand factors which help us understand demand for a service: 

•         Number of referrals 

•         Characteristics of the individuals referred and individuals diagnosed (e.g. age, gender, risk 

factors present) 

•         Quality and usefulness of accompanying information received with referrals 

•         Triage effectiveness and outcomes and which factors lead to referrals being accepted or not 

•         Wait from referral to first appointment 

•         Number of contacts/ appointments offered and attended 

•         Wait from first appointment to last appointment 

•         Wait from referral accepted to diagnosis shared 

•         Diagnostic rate (of those assessed, how many receive a diagnosis of a neurodevelopmental 

condition) 

•         Co-ocurrence of different conditions 
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It helps to understand capacity to deliver services, for example: 

 The contribution of community teams and universal services across health and education to 

recognise and assess need and to plan to meet needs 

 The inclusion of all services directly involved in neurodevelopmental assessment and diagnosis 

 Workforce information (e.g. number of staff allocated, training and skills needs, gaps within the 

service and how these are compensated for) 

 Number of appointments offered per week 

 Time taken by professionals and families 

 Availability of accommodation and resources to deliver the service 

  

Demand and Capacity 

Guidance for neurodevelopmental teams on Demand and Capacity data collection and reporting has 

been identified as a need. 

NHS Scotland have guidance and tools: 

https://improvement.nhs.uk/documents/2099/demand-capacity-comprehensive-guide.pdf  

https://improvement.nhs.uk/resources/outpatient-capacity-and-demand-tool/  

  

Data collection examples 

 The Autism ACHIEVE Alliance previously undertook a national research project to gather data 

on Autism pathways in children and adults and to identify evidence based solutions to improve 

quality and efficiency of diagnostic assessment. Information is available here: 

https://www.thirdspace.scot/autism-achieve-alliance/  

 The National Autism Implementation Team https://www.thirdspace.scot/nait/  as part of a suite 

of work, are developing neurodevelopmental pathway data collection tools. Please contact us if 

you are interested in accessing these. 

 The Mental Health Access Improvement Collaborative (MHAIST) provided an opportunity for 

health professionals across Scotland to apply Quality Improvement Methodology to aspects of 

local neurodevelopmental pathways. The work has provided helpful examples of the power of 

projects undertaken locally https://ihub.scot/camhspttoolkit  

  

https://improvement.nhs.uk/documents/2099/demand-capacity-comprehensive-guide.pdf
https://improvement.nhs.uk/resources/outpatient-capacity-and-demand-tool/
https://www.thirdspace.scot/autism-achieve-alliance/
https://www.thirdspace.scot/nait/
https://ihub.scot/camhspttoolkit
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SUMMARY TABLES OF EVIDENCE:  

 Autism Spectrum Disorder 

 Attention Deficit and Hyperactivity Disorder  

 Intellectual Disability 

 Developmental Language Disorder 

 Developmental Co-ordination Disorder 

 Fetal Alcohol Spectrum Disorder 

 

 

 

 

A note on how to use the tables of evidence: 

Diagnosis involves taking a complex set of observations and information from a range of 

sources over time and considering this in relation to the agreed diagnostic criteria. Although 

algorithms and consistent descriptors are intended to make the process more reliable and 

robust, diagnosis can be as much of an art as a science and high levels of clinician expertise 

increases reliability. 

How can they be used? 

 These tables of evidence are intended as a summary tool for the clinical team, to 

support new and experienced practitioners to become familiar with diagnostic criteria 
and to allow discussion between team members about evidence gathered and what it 

means 

 They can be used to confirm whether there are discrepancies or agreements between 

different sources of information  

 They can help identify gaps in information required 

 Within a neurodevelopmental pathway, they may highlight the need to involve another 

professional in the team around the child 

 A tick in a box should indicate that due consideration has been given to developmental 

and contextual relevance of examples of observed signs and symptoms (e.g. quality, 

frequency, recency) 

What limitations are there? 

 They should not replace the complex and nuanced clinical reasoning of expert 

practitioners in the multi-disciplinary team 

 They should not be used as a list to tick every time you see one of these signs until there 

is enough for a diagnosis 
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1  SUMMARY TABLE OF EVIDENCE: AUTISM SPECTRUM DISORDER 

Summary Table of Evidence: Autism Spectrum Disorder 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one page, in 

order to identify ‘at a glance’ whether there is enough evidence to support a particular  diagnosis, combination of diagnoses or not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the 4 domains is lacking information. 

See pathway for assessment options 

 The table can be completed by a diagnostician individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 

Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the 4 diagnostic domains of DSM 5* diagnostic criteria  

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

DSM 5 requires the following for diagnosis of Autism Spectrum Disorder 
Must meet criteria A,B,C,D 

A. Persistent deficits in social communication and social interaction across multiple contexts, as manifested by the following, currently 
or by history (examples are illustrative, not exhaustive, see text): 

1. Deficits in social-emotional reciprocity, ranging, for example, from abnormal social approach and failure of normal back-
and-forth conversation; to reduced sharing of interests, emotions, or affect; to failure to initiate or respond to social 
interactions. 

2. Deficits in nonverbal communicative behaviours used for social interaction, ranging, for example, from poorly integrated 
verbal and nonverbal communication; to abnormalities in eye contact and body language or deficits in understanding and 
use of gestures; to a total lack of facial expressions and nonverbal communication. 

3. Deficits in developing, maintaining, and understanding relationships, ranging, for example, from difficulties adjusting 
behaviour to suit various social contexts; to difficulties in  sharing imaginative play or in making friends; to absence of 
interest in peers. 

Specify current severity: Severity is based on social communication impairments and restricted repetitive patterns of behaviour. (See 
table below.) 
B. Restricted, repetitive patterns of behaviour, interests, or activities, as manifested by at least two of the following, currently or by 
history (examples are illustrative, not exhaustive; see text): 

1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple motor stereotypies, lining up toys or 
flipping objects, echolalia, idiosyncratic phrases). 

2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns or verbal nonverbal behaviour (e.g., 
extreme distress at small changes, difficulties with transitions, rigid thinking patterns, greeting rituals, need to take same 
route or eat food every day). 

3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong attachment to or preoccupation with 
unusual objects, excessively circumscribed or perseverative interest). 

4. Hyper- or hyporeactivity to sensory input or unusual interests in sensory aspects of the environment (e.g., apparent 
indifference to pain/temperature, adverse response to specific sounds or textures, excessive smelling or touching of 
objects, visual fascination with lights or movement). 

Specify current severity: Severity is based on social communication impairments and restricted, repetitive patterns of behaviour. (See 
table below.) 
C. Symptoms must be present in the early developmental period (but may not become fully manifest until social demands exceed 
limited capacities or may be masked by learned strategies in later life). 
D. Symptoms cause clinically significant impairment in social, occupational, or other important areas of current functioning. 
E. These disturbances are not better explained by intellectual disability (intellectual developmental disorder) or global developmental 
delay. Intellectual disability and autism spectrum disorder frequently co-occur; to make comorbid diagnoses of autism spectrum 
disorder and intellectual disability, social communication should be below that expected for general developmental level. 
Note: Individuals with a well-established DSM-IV diagnosis of autistic disorder, Asperger’s disorder, or pervasive developmental 
disorder not otherwise specified should be given the diagnosis of autism spectrum disorder. Individuals who have marked deficits in 
social communication, but whose symptoms do not otherwise meet criteria for autism spectrum disorder, should be evaluated for 
social (pragmatic) communication disorder. 
Specify if: 

 With or without accompanying intellectual impairment 
 With or without accompanying language impairment  
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Summary Table of Evidence: Autism Spectrum Disorder 
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A* Interaction a. social approach Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. two way interaction Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. interest in others Y N 4 3 2 1 4 3 2 1 Y N Y N  

Nonverbal a. verbal/ nonverbal integration Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. using nonverbal communication (NVC) Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. understanding others NVC Y N 4 3 2 1 4 3 2 1 Y N Y N  

Relationships a. adjusting behaviour Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. imaginative play/ activities Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. quality of friendships  Y N 4 3 2 1 4 3 2 1 Y N Y N  

B* Stereotyped or 
repetitive 
behaviour 

a. motor stereotypies Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. uses objects repetitively Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. repetitive use of language Y N 4 3 2 1 4 3 2 1 Y N Y N  

Adherence to 
routines 

a. motor rituals Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. preference for sameness Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. reactions to change Y N 4 3 2 1 4 3 2 1 Y N Y N  

Restricted 
interests 

a. fixations Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. attachment/ pre-occupation Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. circumscribed/ pervasive Y N 4 3 2 1 4 3 2 1 Y N Y N  

Hyper or Hypo 
reactivity to 
sensory input 

a. indifference to pain/cold/heat Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. response to sounds/ textures Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. fascination with sensory aspects of 
materials (e.g. spinning/ touching) 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

C* Early Indicators a. differences/ difficulties in childhood Y N   

b. family history of ASD Y N  

c. risk factors for ASD present Y N  

D** Social, 
occupational, or 
other areas of 
current 
functioning 

a. self-care (e.g. eating, drinking, sleep, hygiene) Y N 4 3 2 1 4 3 2 1 Y N   

b. productivity (household routines, school, 

work, community, engaging in family activities) 
Y N 4 3 2 1 4 3 2 1 Y N  

c. Community life (scheduled or unscheduled 
community activities, recreation/ leisure) 

Y N 4 3 2 1 4 3 2 1 Y N  

E* Intellectual 
disability 

a. evidence of intellectual disability Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. evidence of language impairment Y N 4 3 2 1 4 3 2 1 Y N Y N  

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

**Headings to address Criterion D, taken from World Health Organisation (2013) International Classification of Functioning. Available at 

https://www.who.int/classifications/drafticfpracticalmanual.pdf accessed 21.02.2020 

 

Outcome 
 

⃝ Meets diagnostic criteria     ⃝ Does not meet diagnostic criteria     ⃝ Diagnosis unclear; undertake further assessment or review in ___ months 

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 

https://www.who.int/classifications/drafticfpracticalmanual.pdf%20accessed%2021.02.2020
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2 SUMMARY TABLE OF EVIDENCE: ATTENTION DEFICIT AND HYPERACTIVITY DISORDER 

Summary Table of Evidence: Attention Deficit and Hyperactivity Disorder 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one 
page, in order to identify ‘at a glance’ whether there is enough evidence to support a particular diagnosis, combination of diagnoses or 
not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the assessment domains is lacking 
information. See pathway for assessment options 

 The table can be completed by a diagnostician individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 
Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the diagnostic domains of DSM 5* diagnostic 
criteria  

 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

DSM 5 requires the following for diagnosis of Attention Deficit and Hyperactivity Disorder 
A. A persistent pattern of inattention and/or hyperactivity–impulsivity that interferes with functioning or development as 

characterised by (1) and (2) below: 
(1) Inattention: Six or more symptoms of inattention for children up to age 16 years, or five or more for adolescents age 17 years and older 
and adults; symptoms of inattention have been present for at least 6 months, and they are inappropriate for developmental level:  
 

a. Often fails to give close attention to details or makes careless mistakes in schoolwork, at work, or with other activities. 
b. Often has trouble holding attention on tasks or play activities. 
c. Often does not seem to listen when spoken to directly. 
d. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (e.g., loses focus, 

side-tracked). 
e. Often has trouble organizing tasks and activities. 
f. Often avoids, dislikes, or is reluctant to do tasks that require mental effort over a long period of time (such as schoolwork or 

homework). 
g. Often loses things necessary for tasks and activities (e.g. school materials, pencils, books, tools, wallets, keys, paperwork, 

eyeglasses, mobile telephones). 
h. Is often easily distracted 
i. Is often forgetful in daily activities. 

(2) Hyperactivity and Impulsivity: Six or more symptoms of hyperactivity-impulsivity for children up to age 16 years, or five or more for 
adolescents age 17 years and older and adults; symptoms of hyperactivity-impulsivity have been present for at least 6 months to an extent 
that is disruptive and inappropriate for the person’s developmental level:  
 

a. Often fidgets with or taps hands or feet, or squirms in seat. 
b. Often leaves seat in situations when remaining seated is expected. 
c. Often runs about or climbs in situations where it is not appropriate (adolescents or adults may be limited to feeling restless). 
d. Often unable to play or take part in leisure activities quietly. 
e. Is often “on the go” acting as if “driven by a motor”. 
f. Often talks excessively. 
g. Often blurts out an answer before a question has been completed. 
h. Often has trouble waiting their turn. 
i. Often interrupts or intrudes on others (e.g., butts into conversations or games) 

 
In addition, the following conditions must be met: 

B. Several inattentive or hyperactive-impulsive symptoms were present before age 12 years. 
C. Several symptoms are present in two or more settings, (such as at home, school or work; with friends or relatives; in other activities). 
D. There is clear evidence that the symptoms interfere with, or reduce the quality of, social, school, or work functioning. 
E. The symptoms are not better explained by another mental disorder (such as a mood disorder, anxiety disorder, dissociative disorder, 

or a personality disorder). The symptoms do not happen only during the course of schizophrenia or another psychotic disorder. 
Based on the types of symptoms, three kinds (presentations) of ADHD can be specified: 

 Combined Presentation: if enough symptoms of both criteria inattention and hyperactivity-impulsivity were present for the past 6 
months 

 Predominantly Inattentive Presentation: if enough symptoms of inattention, but not hyperactivity-impulsivity, were present for the 
past six months 

 Predominantly Hyperactive-Impulsive Presentation: if enough symptoms of hyperactivity-impulsivity, but not inattention, were 
present for the past six months. 

Because symptoms can change over time, the presentation may change over time as well  
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Summary Table of Evidence: ADHD 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders (DSM-5®). American Psychiatric Pub. PRIOR TO FIRST APPOINTMENT 
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A. Inattention: Six or more symptoms of inattention for children up to age 16 
years, or five or more for adolescents age 17 years and older and adults; 
symptoms of inattention have been present for at least 6 months, and they are 
inappropriate for developmental level: 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

1
. 

1. Often fails to give close attention to details or makes careless 
mistakes in schoolwork, at work, or with other activities. 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

2. Often has trouble holding attention on tasks or in play. Y N 4 3 2 1 4 3 2 1 Y N Y N  

3. Often does not seem to listen when spoken to directly. Y N 4 3 2 1 4 3 2 1 Y N Y N  

4. Often does not follow through on instructions and fails to finish 
schoolwork, chores, or duties in the workplace (e.g., loses focus, 
side-tracked). 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

5. Often has trouble organizing tasks and activities. Y N 4 3 2 1 4 3 2 1 Y N Y N  

6. Often avoids, dislikes, or is reluctant to do tasks that require 
mental effort over a long period of time (such as schoolwork, 
homework). 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

7. Often loses things necessary for tasks and activities (e.g. school 
materials, pencils, books, tools, wallets, keys, paperwork, 
eyeglasses, mobile telephones). 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

8. Is often easily distracted Y N 4 3 2 1 4 3 2 1 Y N Y N  

9. Is often forgetful in daily activities. Y N 4 3 2 1 4 3 2 1 Y N Y N  

10.  

a. Often fidgets with or taps hands or feet, or squirms in seat. Y N 4 3 2 1 4 3 2 1 Y N Y N  

b. Often leaves seat in situations when remaining seated is 
expected. 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

c. Often runs about or climbs in situations where it is not 
appropriate (adolescents or adults may be limited to feeling 
restless). 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

d. Often unable to play or take part in leisure activities quietly. Y N 4 3 2 1 4 3 2 1 Y N Y N  

e. Is often “on the go” acting as if “driven by a motor” Y N 4 3 2 1 4 3 2 1 Y N Y N  

f. Often talks excessively. Y N 4 3 2 1 4 3 2 1 Y N Y N  

g. Often blurts out an answer before a question is completed. Y N 4 3 2 1 4 3 2 1 Y N Y N  

h. Often has trouble waiting their turn. Y N 4 3 2 1 4 3 2 1 Y N Y N  

i. Often interrupts or intrudes on others (e.g., butts into 
conversations or games) 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

B. Several inattentive or hyperactive-impulsive symptoms were present before 
age 12 years. 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

C. Several symptoms are present in two or more settings, (such as at home, 
school or work; with friends or relatives; in other activities). 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

D. There is clear evidence that the symptoms interfere with, or reduce the quality 
of, social, school, or work functioning. 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

E. The symptoms are not better explained by another mental disorder (e.g.mood 

disorder, anxiety disorder, dissociative disorder, or personality disorder). Symptoms do 
not happen only during  course of schizophrenia or another psychotic disorder. 

Y N 4 3 2 1 4 3 2 1 Y N Y N  

 

Outcome 
⃝ Meets diagnostic criteria   ⃝ Does not meet diagnostic criteria   ⃝ Diagnosis unclear; undertake further assessment or review in ___ months 

 

Presentation is:  ⃝ Combined   ⃝  Predominantly inattentive   ⃝Predominantly hyperactive-impulsive 

 

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 

(1) 

(2) 
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3 SUMMARY TABLE OF EVIDENCE: INTELLECTUAL DISABILITY 

Summary Table of Evidence: Intellectual Disability 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one 
page, in order to identify ‘at a glance’ whether there is enough evidence to support a particular diagnosis, combination of diagnoses or 
not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the assessment domains is lacking 
information. See pathway for assessment options 

 The table can be completed by a diagnostician individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 
Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the diagnostic domains of DSM 5* diagnostic 
criteria  

 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

DSM 5 requires the following for diagnosis of Intellectual Disability 
Intellectual Disability (Intellectual Developmental Disorder) is a disorder with onset during the developmental period that includes intellectual 
and adaptive functioning deficits in conceptual, social and practical domains. The following three criteria must be met: 
 

A. Deficits in intellectual functioning, such as reasoning, problem solving, planning, abstract thinking, judgment, academic learning, 
and learning from experience confirmed by clinical evaluation and individualized standard intelligence testing 

 
B. Deficits in adaptive functioning that result in failure to meet developmental and sociocultural standards for personal independence 

and social responsibility. Without ongoing support, the adaptive deficits limit functioning in one or more activities of daily life, such 
as communication, social participation and independent living across multiple environment as such as home, school, work and 
community 

 
C. Onset of these development and  adaptive deficits during the developmental period 

 

DSM 5 guidance on Global Developmental Delay 
This diagnosis is reserved for individuals under the age of 5 years when the clinical severity level cannot be reliably assessed during early 
childhood. This category is diagnosed when an individual fails to meet expected developmental milestones in several areas of intellectual 
functioning, and applies to individuals who are unable to undergo systemic assessments of intellectual functioning including children who are 
too young to participate in standardised testing. This category requires re-assessment after a period of time. 
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Summary Table of Evidence: Intellectual Disability 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders (DSM-5®). American Psychiatric Pub. 

 
PRIOR TO FIRST APPOINTMENT 

FIRST 
APPOINTMENT 

M
EE

TS
 D

IA
G

N
O

ST
IC

 
C

R
IT

ER
IA

 

DSM 
Criteria  

 

Diagnostic 
Items Ea

rl
y 

D
ev

el
o

p
m

en
ta

l 

H
is

to
ry

 

A
ss

es
sm

en
t 

 t
o

o
ls

 

fo
cu

ss
ed

 o
n

 
in

d
iv

id
u

al
 c

o
gn

it
iv

e 
p

ro
fi

le
s 

R
ep

o
rt

ed
 

o
b

se
rv

at
io

n
 b

y 
ke

y 

in
fo

rm
an

t 
fr

o
m

 
ed

u
ca

ti
o

n
 s

et
ti

n
g 

N
ar

ra
ti

ve
 o

f 
C

o
re

 

Sy
m

p
to

m
s 

D
ir

ec
t 

O
b

se
rv

at
io

n
 

b
y 

p
ra

ct
it

io
n

e
r 

Intellectual Disability (Intellectual Developmental Disorder) is a disorder with 
onset during the developmental period that includes intellectual and 
adaptive functioning deficits in conceptual, social and practical domains. The 
following three criteria must be met: 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

A Deficits in intellectual functioning, such as reasoning, problem 
solving, planning, abstract thinking, judgment, academic 
learning, and learning from experience confirmed by clinical 
evaluation and individualized standard intelligence testing 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

B Deficits in adaptive functioning that result in failure to meet 
developmental and sociocultural standards for personal 
independence and social responsibility. Without ongoing 
support, the adaptive deficits limit functioning in one or more 
activities of daily life, such as communication, social 
participation and independent living across multiple 
environment as such as home, school, work and community 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

C Onset of these development and  adaptive deficits during the 
developmental period 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N 
 

 

Outcome 
 

⃝ Meets diagnostic criteria   ⃝ Does not meet diagnostic criteria   ⃝ Diagnosis unclear; undertake further assessment or review in ___ months 
 

     ⃝ Meets criteria for Global Developmental Delay 
 

 

  

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 
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4  SUMMARY TABLE OF EVIDENCE: DEVELOPMENTAL LANGUAGE DISORDER 

Summary Table of Evidence: Developmental Language Disorder 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one 
page, in order to identify ‘at a glance’ whether there is enough evidence to support a particular diagnosis, combination of diagnoses or 
not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the assessment domains is lacking 
information. See pathway for assessment options 

 The table can be completed by a diagnostician individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 
Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the diagnostic domains of DSM 5* diagnostic 
criteria  

 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

DSM 5 requires the following for diagnosis of Developmental Language Disorder 
The following  criteria should be present: 
 
A. Persistent difficulties in the acquisition and use of language across modalities (i.e. spoken, written, sign language or other) due to 
deficits in comprehension or production that include the following: 
 

1. Reduced vocabulary (word knowledge and use). 
2. Limited sentence structure (ability to put words and word endings together to form sentences based on the rules of grammar and 

morphology). 
3. Impairments in discourse (ability to use vocabulary and connect sentences to explain or describe a topic or series of events or have 

a conversation). 
 
B. Language abilities are substantially and quantifiably below those expected for age, resulting in functional limitations in effective 

communication, social participation, academic achievement, or occupational performance individually or in any combination 
 

C. Onset of symptoms is in the early developmental period 
 

D. The difficulties are not attributable to hearing or other sensory impairment, motor dysfunction or another medical or neurological 
condition and are not better explained by intellectual disability, intellectual developmental disorder or global  developmental delay 
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Summary Table of Evidence: Developmental Language Disorder 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders (DSM-5®). American Psychiatric Pub. 
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A. Persistent difficulties in the acquisition and use of language across 
modalities (i.e. spoken, written, sign language or other) due to 
deficits in comprehension or production that include the following: 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

 1. Reduced vocabulary (word knowledge and use). Y N 4 3 2 1 4 3 2 1 Y N Y N  

2. Limited sentence structure (ability to put words and 
word endings together to form sentences based on 
the rules of grammar and morphology). 

Y N 4 3 2 1 4 3 2 1 Y N Y N 
 

3. Impairments in discourse (ability to use vocabulary 
and connect sentences to explain or describe a topic 
or series of events or have a conversation). 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

B. Language abilities are substantially and quantifiably below those 
expected for age, resulting in functional limitations in effective 
communication, social participation, academic achievement, or 
occupational performance individually or in any combination 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

C. Onset of symptoms is in the early developmental period 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N 
 

D. The difficulties are not attributable to hearing or other sensory 
impairment, motor dysfunction or another medical or neurological 
condition and are not better explained by intellectual disability, 
intellectual developmental disorder or global  developmental delay 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

 

Outcome 
 

⃝ Meets diagnostic criteria   ⃝ Does not meet diagnostic criteria   ⃝ Diagnosis unclear; undertake further assessment or review in ___ months 
 

 

 

  

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 
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5 SUMMARY TABLE OF EVIDENCE: DEVELOPMENTAL CO-ORDINATION DISORDER 

Summary Table of Evidence: Developmental Co-ordination Disorder 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one 
page, in order to identify ‘at a glance’ whether there is enough evidence to support a particular diagnosis, combination of diagnoses or 
not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the assessment domains is lacking 
information. See pathway for assessment options 

 The table can be completed by a diagnostician individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 
Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the diagnostic domains of DSM 5* diagnostic 
criteria  

 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub. 

DSM 5 requires the following for diagnosis of Developmental Co-ordination Disorder 
The following 4 criteria should be present: 
 

A. Acquisition and execution of coordinated motor skills is substantially below what would be expected given the individual’s 
chronological age and opportunity for skill learning and use; difficulties are manifested as clumsiness (e.g., dropping or bumping 
into objects) and as slowness and inaccuracy of performance of motor skills (e.g., catching an object, using scissor or cutlery, 
handwriting, riding a bike, or participating in sports) 

B. The motor skills deficit in criterion A, significantly or persistently interferes with activities of daily living appropriate to the 
chronologic age (e.g., self-care and self-maintenance) and impacts academic/school productivity, prevocational and vocational 
activities, leisure, and play 

C. The onset of symptoms is in the early developmental period 
D. The motor skills deficits cannot be better explained by intellectual disability, intellectual developmental disorder, or visual 

impairment and are not attributable to a neurological condition affecting movement (e.g., cerebral palsy, muscular dystrophy, or a 
degenerative disorder) 
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Summary Table of Evidence: Developmental Co-ordination Disorder 

*American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders (DSM-5®). American Psychiatric Pub. 
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A. Acquisition and execution of coordinated motor skills is 
substantially below what would be expected given the 
individual’s chronological age and opportunity for skill learning 
and use; difficulties are manifested as clumsiness (e.g., dropping 
or bumping into objects) and as slowness and inaccuracy of 
performance of motor skills (e.g., catching an object, using scissor 
or cutlery, handwriting, riding a bike, or participating in sports) 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

B. The motor skills deficit in criterion A, significantly or persistently 
interferes with activities of daily living appropriate to the 
chronologic age (e.g., self-care and self-maintenance) and impacts 
academic/school productivity, prevocational and vocational 
activities, leisure, and play 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

C. The onset of symptoms is in the early developmental period Y N 4 3 2 1 4 3 2 1 Y N Y N  

D. The motor skills deficits cannot be better explained by intellectual 
disability, intellectual developmental disorder, or visual 
impairment and are not attributable to a neurological condition 
affecting movement (e.g., cerebral palsy, muscular dystrophy, or 
a degenerative disorder) 

 

Y N 4 3 2 1 4 3 2 1 Y N Y N 

 

 

Outcome 
 

⃝ Meets diagnostic criteria   ⃝ Does not meet diagnostic criteria   ⃝ Diagnosis unclear; undertake further assessment or review in ___ months 
 

 

 

 

  

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 
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6 SUMMARY TABLE OF EVIDENCE: FETAL ALCOHOL SPECTRUM DISORDER 

Summary Table of Evidence: Fetal Alcohol Spectrum Disorder* 

Guidance Notes 

 The Summary Table of Evidence provides an efficient way of recording and presenting information obtained through assessment 

 It has been designed to allow clinicians to view and compare information gathered from different elements of assessment, on one 
page, in order to identify ‘at a glance’ whether there is enough evidence to support a particular diagnosis, combination of diagnoses or 
not 

 In addition, if diagnosis is not possible, the Summary Table of Evidence, may indicate which aspect of the assessment domains is lacking 
information. See pathway for assessment options 

 The table can be completed by a practitioner individually, although preferably it would be considered by more than one person 

 To complete the form, use completed assessment tools, reports and proformas. Transfer the ratings given onto the Summary Table of 
Evidence using the key overleaf 

 Once completed, this form should provide a summary of evidence relating to each of the diagnostic criteria  

 The SIGN 156 Guideline group developed an algorithm for diagnosis linked to ICD criteria 
https://d3pw27xtndcm0o.cloudfront.net/Uploads/q/g/u/ginpodiagnosticalgorithmforfasd_496096.pdf 

 Within this algorithm the following are possible descriptors: 

 FASD without sentinel facial features 

 FASD with sentinel facial features 

 At Risk of FASD 

 DSM 5 uses the following terminology: 

 Other Specified Neurodevelopmental Disorder (315.8) alongside a qualifier e.g. “Other Specified Neurodevelopmental Disorder 

(associated with prenatal alcohol exposure) or ND-PAE.    

SIGN 156 requires the following for diagnosis of FASD (with or without sentinel facial features) 
The following criteria should be fulfilled : 
 

A. Prenatal alcohol exposure confirmed or unknown but suspected 
B. There are 3 sentinel facial features which may be present and indicative of this diagnosis. These are:  

 Palpebral fissure length (PFL) < 3rd centile 

 Thin upper lip (rank 4 or 5 of the University of Washington Lip-Philtrum Guide) 

 Smooth philtrum (rank 4 or 5 of the University of Washington Lip-Philtrum Guide)  

 Practitioners should note whether a) less than 3 are present b) all 3 are present.  
Presence supports diagnosis of FASD with sentinel features. Absence can still lead to the more prevalent/ or more common 
diagnosis of FASD without sentinel features 

C. Evidence of pervasive and long-standing brain dysfunction, which is defined by severe impairment (a global score or 
a major subdomain score on a standardised neurodevelopmental measure that is ≥2 SDs below the mean, with appropriate 
allowance for test error) in three of more of the following areas of assessment: 

 motor skills 

 neuroanatomy/neurophysiology 

 cognition 

 language** 

 academic achievement 

 memory 

 attention 

 executive function, including impulse control and hyperactivity 

 affect regulation 

 adaptive behaviour, social skills or social communication 
**NB: Impairment is also present when there is a large discrepancy between receptive and expressive language composite scores 
and the lower of the two discrepant scores is at least one standard deviation below the mean. 

D. For infants and children under 6 years, pre-natal alcohol exposure together with microcephaly is a clear diagnostic indicator. If 
microcephaly is not present but other factors are, they should be considered ‘At risk’ for FASD 
 

 

*NB: Current guidance is that the DSM 5 terminology is only for use for research purposes. In practice in Scotland SIGN 156 recommends use of 

the DSM category of Other Specified Neurodevelopmental Disorder and the use of the descriptor associated with Alcohol Exposure 

 

https://d3pw27xtndcm0o.cloudfront.net/Uploads/q/g/u/ginpodiagnosticalgorithmforfasd_496096.pdf


65 

 

Summary Table of Evidence: Fetal Alcohol Spectrum Disorder 
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A. Prenatal alcohol exposure confirmed or known Y N           Y N Y N  

B. Presence of sentinel features           Y N   Y N  

1. Short palpebral fissure length (PFL)            Y N   Y N  

2. Thin upper lip            Y N   Y N  

3. Smooth Philtrum            Y N   Y N  

C. Evidence of pervasive and long-standing brain 
dysfunction, which is defined by severe impairment (a 
global score or a major subdomain score on a 
standardised neurodevelopmental measure that is ≥2 
SDs below the mean, with appropriate allowance for 
test error) in three of more of the following areas of 
assessment (see SIGN 156 for full detail and 
guidance): 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 motor skills 
 

Y N 4 3 2 1 4 3 2 1 Y N Y N Y N  

 neuroanatomy/neurophysiology 
 

Y N         Y N Y N Y N  

 cognition 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 language 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 academic achievement 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 memory 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 attention 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 executive function, including impulse control 
and  hyperactivity 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 affect regulation 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

 adaptive behaviour, social skills or social 
communication 
 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

D. Microcephaly is present Y N         Y N      

E. History of Epilepsy  Y N         Y N      

F. There is clear evidence that the symptoms interfere with, 
or reduce the quality of, social, school, or work 
functioning. 

Y N 4 3 2 1 4 3 2 1   Y N Y N  

G. Has consideration been given to whether the symptoms 
co-occur with or have possible contribution of  genetic, 
physical, neurodevelopmental or mental disorders or 
adverse childhood experiences  

Y N           Y N Y N  

  

Child’s name: 

Date of birth: 

Contact details/ CHI: 

Date completed: 

Completed by: 

Key: Is this an area of challenge?                                              

4 None of the time 

3 Some of the time 

2 Most of the time 

1 All of the time 
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APPENDIX 1: CHILD NEURODEVELOPMENTAL PATHWAY TRIAGE CHECKLIST 

Identifying information 

Name of referred individual:  
 

DOB/ CHI:  

GP:  

Date referred with screening tools 
completed: 

 

Name and source of referral:  

Has this individual been known to the 
neurodevelopmental team previously? 

 

Does the individual already have a 
neurodevelopmental or other condition 
diagnosed? 

 

Date of triage discussion:  

 

Required Information 

Before triage discussion check the following 
are available: 

Available/ 
Missing 

Comments 

Consent for referral   

Referral form   

ESSENCE-Q   

Reports on:   

 Professional views and reasons for referral   

 Early Development and Family History   

 Parent/Carer views about strengths, 
concerns and expectations 

  

 Child/young person’s views    

 Relevant reports and assessments available 
(e.g. Speech and Language Therapy, Getting 
it right child planning  meeting minutes) 

  

 If key information is missing, contact referrer to request missing information. Do not accept 
referral.  

 Follow local Getting it right planning process to address support needs 
 If key information is available, proceed with triage 

 

High Risk Factors 
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Do any of the following apply to the 
individual? 

Yes/No/ 
unknown 

Comments 

Global Developmental Delay   

Intellectual Disability   

Neurological disorder (e.g. epilepsy)   

History of speech delay   

History of speech regression   

Born prematurely (<35 weeks)   

Family History of neurodevelopmental disorders 
(e.g. ASD, ADHD) 

  

Family history of mental health difficulties?  
(e.g. depression, anxiety) 

  

Pre-natal exposure to alcohol   

Other relevant information    
 
 
 
 

 

Complexity Factors within child and family context 

Do any of the following apply to the 
individual? 

Yes/No/ 
unknown 

Comments 

Possible co-occurring presentation (e.g. ASD 
with ADHD, FASD, mental illness) 

  

Substance misuse 
 

  

Experienced trauma, neglect, abuse   

Looked after and accommodated (LAAC)   

Other diagnosis (physical, mental health)   

Sensory impairment (vision, hearing)   

English not their first language   

Individual or family factors (e.g. previously 
declined or apprehensive about assessment 
process) 

  

Previous assessment for ASD or other 
neurodevelopmental presentation 

  

Other   
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Complexity Factors within the clinical context 

Do any of the following apply in the clinical 
context? 

Yes/No/ 
unknown 

Comments 

Second opinion   

Clinical uncertainty or differences between 
professionals regarding how to proceed 

  

Local team gaps in service or (e.g. Maternity 
leave or other absence ) 

  

Local team knowledge, skills  or confidence do 
not to match this presentation (e.g. age group, 
nature of neurodevelopmental profile, lower 
incidence presentations, such as deaf children 
with possible autism, experience of or access to 
specialist assessment tools) 

  

Other complexity related to service 
configuration affecting triage decision 

  

 

Additional Information Comments 

Referrer’s opinion: 
 

 

Individual/ family expectation: 
 

 

 

What do those who know the child/ young person think describes their neurodevelopmental 
presentation? 

 Referrer Parent/Carer Child/ Young 
Person 

Others if discrepant 

ADHD     

Autism Spectrum Disorder     

Attachment difficulties     

Global Developmental Delay 
(under 6 years)  

    

Intellectual Disability (over 6 
years)  

    

Developmental Language 
Disorder  

    

Developmental Co-ordination 
Disorder 

    

Fetal Alcohol Spectrum Disorder 
 

    

Other (please state) 
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Triage Outcome 

What has been agreed? Yes/ No Action required 

Is this an appropriate referral for 
neurodevelopmental assessment? 
 

  

Is there sufficient information to proceed? 
 

  

Core pathway: Diagnostic assessment to 
proceed through current Community team or 
CAMHS team who know the child and family 
 

  

Complex pathway: Diagnostic assessment to 
proceed through Multi-disciplinary 
neurodevelopmental team. 
Identify key professionals to complete 
assessment 
 

  

Further questionnaires to be sent out:  
School/ Home? (e.g. SRS, Connors) 
 

  

Lead Clinician 
 

  

Who will action and share outcome? 
 

  

Next appointment dates to be sent out 
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APPENDIX 2: REQUEST FOR NEURODEVELOPMENTAL ASSESSMENT TEMPLATE 

This form should be completed and returned together with: 
 
1. Parent/Carer views about strengths, concerns and expectations, gathered at pre-

referral stage 
2. Child/ young person’s views where appropriate 
3. Early developmental history 
4. Family history 
5. Relevant reports and assessments available 
6. Professional concerns and reasons for referral 
 
Person making the request           Designation and agency  
 
  
 
 
 

Address:  

  
  
 

 

 Contact telephone number:           Email address: 
  
 

  
 

As a referrer I have discussed the following with parents/carers and child/ young 
person: 

 
 Support is not diagnosis dependent and they should continue to seek support 

through local Getting it right child planning processes 
 Sometimes the process is quite quick, or it may take some time. I have provided the 

family with information about who to contact with any queries as they wait 
 They will be supported to access relevant information and support by those who 

already know them 
 Diagnostic assessment happens over time and we need to collect information from a 

range of people, as well as making observations. The assessment may take place in a 
range of settings  

 Sometimes there are separate appointments and sometimes the people who already 
know your child can make the diagnosis  

 The assessment via the Pathway will aim to determine whether or not their child 
meets criteria for diagnosis of one or more neurodevelopmental disorders (e.g. 
Autism Spectrum Disorder,  ADHD, DCD …) and will include recommendations for 
next steps, which take account of the local planning process 

 Sometimes the team cannot reach a decision about diagnosis and in such 
circumstances, may seek to gather more information, or allow some time to pass 

 
Information about child or young person being referred 
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Child or Young 
Person’s name 

Gender DOB CHI  number 

 
 

   

 
Names of parents/carers:     Contact numbers:  
 
 
 
 
Relationship to child or young person:   Email address: 
 
 
 
Address:        
       
Yes  No  
  
 

 
School or Educational setting:    GP Contact: 
 

 
 
 

 

Agencies/ 
services 
involved 

Already 
known? 

Y/N 

Consent to 
contact? Y/N 

Named professional/ Contact number 

Health Visitor 
 

   

Speech and 
Language 
Therapy 

   

Occupational 
Therapy 

   

Physiotherapy 
 

   

[Additional 
Support for 
Learning 
team] 

   

School or 
Early years 
setting  

   

  

 

 

 

 

 

 

 

 

 

 

 
Consent to make this request given by:  

Parent/ carer name:         Date: 

Child or young person (where required)      Date: 
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Hospital 
Consultant  

   

Educational 
Psychology 
Service 

   

Community 
Paediatrician 

   

Child and 
Adolescent 
Mental Health 

   

Third sector 
 

   

Social Care 
 

   

GP  
 

   

School Nurse  
 

   

Other services 
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Please describe your concerns regarding this child’s development: 
(attatch additional sheets if required): 
 

Social interaction (awareness of others / interest in people / seeking contact with others /success in 
initiating and maintaining interactions /awareness of feelings and emotions of themselves and others and how 
to respond flexibly/ giving comfort / peer relationships and interactions / turn taking / social use of eye gaze / 
gesture / unexpected social behaviour). 

 
 
 
 
Social communication (understanding of and response to social communication used by others, use of 
language for range of functions / topic selection and sharing of interests with others / selection and 
maintenance of conversation /awareness of listener / vocabulary development / voice control, tone, volume, 
rate, expression / response to interaction / understanding of complex and non-literal language /understanding 
of gesture, tone and facial expression.) 
 
 
 
 
 
 

Flexibility of thought (pretend play / social imagination / preference for routine and predictability / 
resistance to change /repetitive or stereotyped behaviour or movements / passions and specific interests or 
‘obsessions’ / all consuming interests) 
 
 
 
 
 
 

Attention, hyperactivity and impulse control (attention and concentration / focus on task / 
hyperactivity, fidgeting, frequent body movements / forgetfulness / day dreaming / emotional dis-regulation / 
lack of sense of danger / organisational skills / peer relationships / oppositional behaviour) 
 
 

 
 

 
 
Language (level of understanding, speech clarity, expressive language skills, selective mutism, fluency 
(stammering)). 

 
 
 
     
 
Physical health (diagnosed conditions, treatment, medications, hospital admissions, impact, sleep) 

 
 

 
 
 
Learning / development (school performance, attendance, current support etc.) 
 
 

 
 
 
 



76 

 

Family circumstances (bereavements, marital breakdown, parental mental health / domestic 
violence / social care involvement / alcohol / addiction, parent additional support needs etc.) 
 

 
 

 
 
What do team members suspect describes the child’s neurodevelopmental 
presentation?  (Please tick all that apply) 
 

 Referrer Parent/Carer Child/ 
Young 
Person 

Others  

ADHD 
 

    

Autism Spectrum 
Disorder 

    

Attachment 
difficulties 

    

Global 
Developmental 
Delay (under age 6)  

    

Intellectual 
Disability (over 6 
years) 

    

Developmental 
Language Disorder  

    

Developmental Co-
ordination Disorder 

    

Fetal Alcohol 
Spectrum Disorder 

    

Other (please state) 
 
 
 

    

 

 
What is the parent/ carer and young person’s expectation of the process and 
outcome? 
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APPENDIX 3: ESSENCE Q 

The ESSENCE-Q and other assessment tools can be freely downloaded. Available at 

https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q  

Hatakenaka, Y., Kotani, H., Yasumitsu-Lovell, K., Suzuki, K., Fernell, E., & Gillberg, C. (2016). Infant 

Motor Delay and Early Symptomatic Syndromes Eliciting Neurodevelopmental Clinical 

Examinations in Japan. Pediatric Neurology, 54, 55-63.  

 

 

 

 

 

 

 

 

 

 

 

https://gillbergcentre.gu.se/english/research/screening-questionnaires/essence-q
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APPENDIX 4: REPORT TEMPLATE 

 

 

7 [DEPARTMENT] 

8 [ADDRESS 1] 

[Postcode] 
[phone&/email] 

9 PRIVATE AND CONFIDENTIAL 

Date: 

[to whom] 

10 [ADDRESS 1] 

[Postcode] 

 
Your ref: 
Our ref: 

 
Neurodevelopmental Assessment Report 

RE: [Name, address, dob, CHI, school attended] 

Referral information 

[Xxx] is a [x] year old boy, who has recently undergone assessment from a range of 
professionals to further understand the nature of his strengths and difficulties and to 
explore whether or not he meets diagnostic criteria for one or more Neurodevelopmental 
Disorders and whether there are any underlying explanations.   

In particular, concerns were raised by [his parents/carers/ education setting] over 
difficulties with [e.g. social communication/ emotional regulation/ development and 
learning across a number of areas/speech and language/ movement and sensory 
processing/ levels of activity and attention focus/ peer relationships/ play and leisure/ 
vision/ hearing/ sleep/ mood …] 

[clinicians’ names] met with [Xxx]’s parents on [date] to discuss the outcome of the 
assessments. 

Conclusion 

Following the assessment process and findings detailed below, we used the DSM5 
diagnostic criteria and concluded that Xxx does meet criteria for a diagnosis of [Autism 
Spectrum Disorder, ADHD, together with Developmental Language Disorder and 
Intellectual Disability…] 

Assessment overview 

Our assessment team brings together information obtained from: 

NB This template can be adapted for 

individuals and clinicians should amend 

contents in [brackets]; deleted where 

appropriate and add detail as required 
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 Parents/ carers about the child’s early development and relevant family history.   
 Parents/ carers, health professionals and  nursery/ school reports about his current 

skills in different contexts  
 Getting it right planning meetings and processes 
 Standardised [Autism/ ADHD etc…] Questionnaires  
 Medical assessment of the child (reported separately) 
 Speech and Language Therapy assessment (reported separately) 
 Occupational therapy assessment (reported separately) 
 Direct observation and interactions with the child, 

 

[you may wish to state how this applies to this family where relevant, e.g. Getting it right 
planning meeting held on…] 

[Parental report of social behaviours was obtained through an interview as well as written 
questionnaires. ] 

[School / Nursery report of social behaviours was obtained through written questionnaires 
and/ or observation] 

[Child assessment considered: two way social interaction; speech and language; verbal and 
non verbal communication; understanding of emotions and perspective taking; restricted 
and repetitive behaviours; sensory interests and preferences, play and imaginative/ 
creative use of materials, learning, attention focus, peer relationships and interactions] 

Assessment findings 

Early development (reported to clinicians) 

[Features to describe/ summarise include signs of [ASD, ADHD, DLD, DCD, ID, FASD, other] 
reported and observed:  

e.g signs commonly observed in children with NDDs were present in his early development, 
including: 

 Delayed emergence and slow development of language 
 Babbling/ differences as a baby 
 Reduced use of eye contact  
 Absence of pointing to share attention as well as request at the typical age  
 He was difficult to engage as a young child, in two way interaction? 
 History of regression of skills at any point. 
 As language emerged he presented with unusual language development, including 

past/ongoing use of immediate and delayed echolalia, and repetitive use of 
language; use of jargon; unusual or adult like language  

Relevant medical and family history 

[Describe/ summarise] 

e.g. NDDs in a family member increases the chance of NDDs in the child/ young person.  

 Summarise relevant family history of ASD or related conditions 
 Associated or underlying medical conditions identified or investigations completed/ 

planned 
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Current presentation (observed directly by clinicians ) 

[Describe/ summarise] 

 State how observatrion was made (e.g. standardised tool/ structured non 
standardised observation in clinic etc..) 

 Outline context for observations made, opportunities presented to the child/ young 
person to engage and state objectively what happened [e.g in the 1:1 setting of the 
clinic when adults adapted their communication, he was able to play with a range of 
toys available, tending to spend 1-2 minutes on each activity or when his favourite 
snack was in sight, he initiated communication with his parent to request the snack 
by pulling them to it etc…] 

 Describe aspects of development being observed and observations of how the child 
responded to ‘presses’ made 

Contextual assessment 

Contextual assessment confirms that his presentation in home and school settings is 
consistent with observations in clinic.  

[e.g. The parent and school GARS/SRS -2 (Social Responsiveness Scale) questionnaires both 
support the diagnosis of ASD.] 

Or  

There was a discrepancy in reported signs of ASD between nursery and home/ clinic 
[describe] 

Relevant Speech, Language and Communication assessment  

[Describe/ summarise] 

e.g. Assessment for takes account of bilingual/ dual language family 

Receptive and expressive language delay? As this provides a context for expected two way 
interactions. 

o Characterise/ Summarise  
o Comprehension; response to name, ability to follow directions, overliteral 
o Expression; typical utterance example; ongoing delayed or immediate 

echolalia or other unusual language use; highly repetitive language 
o Social use of language to request attention, request help, greet others, talk 

about things outside the here and now, initiate conversations, ask others 
questions for information or for social purposes … comment on difficulties 
observed/ strengths 

Relevant Occupational Therapy assessment  

[Describe/ summarise] 

Relevant Mental Health assessment 

[Describe/ summarise] 

Relevant Cognitive assessment 

[Describe/ summarise] 
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[optional detail can be added depending on diagnoses which are relevant]  

Child assessment – current presentation with regard to signs of ASD in DSM 5 

A. Social communication and interaction Persistent deficits in social communication 
and social interaction across multiple contexts, as manifested by all 3 of the following: 

1. Social-emotional reciprocity  
 Social approach with others – do they initiate, engage, respond, inappropriate or 

odd approach 
 Failure of normal back-and-forth conversation/ play;  
 Reduced sharing of interests, emotions, or affect;  
 

2.  Non verbal communication used for social interaction 
 Reduced eye gaze to initiate, maintain or terminate and interaction?  
 Reading facial expressions, body language and emotions in others? 
 Use and understanding of pointing and other gestures? 

3. Developing, maintaining, and understanding relationships,  
 Difficulties adjusting behaviour to suit various social contexts 
 Play with other children – motivation or interest to engage, duration, frequency, 

quality 
 Friendships – success or difficulty with this  
 Evidence of early symbolic/ imitative play; creative or imaginative play and sharing 

imaginative play with others  
 Able to follow others’ agenda?  
 Theory of mind 

 
B.      Restricted, repetitive patterns of behaviour, interests, or activities Persistent 
deficits in Restricted, repetitive patterns of behaviour, interests, or activities as manifested by 
at least two of the following: 

1.       Stereotyped or repetitive motor movements, use of objects, or speech  
 simple motor stereotypies,  
 lining up toys or flipping objects,  
 echolalia,  
 idiosyncratic phrases 
 body movements – rocking, spinning 
 Hand flapping 
 Posturing and complex mannerisms  

2.       Insistence on sameness, inflexible adherence to routines, or ritualized patterns of 
verbal or nonverbal behavior  

 distress at small changes/ fear of new things or changes to familiar things 
 How are transitions if not supported? (finishing one thing and moving on to the 

next) 
 Give examples of being flexible/ inflexible in thinking and behaviour 
 Is he focussed on an activity he enjoys and keep doing it repetitively,  
 greeting rituals or any routine that has to be carried out in the same way each time 



84 

 

 need to take same route or eat same food every day (e.g. only eating from a green 
plate) 

 Different behaviour outwith familiar routines  

3.       Highly restricted, fixated interests that are abnormal in intensity or focus  
 strong attachment to or preoccupation with unusual objects,  
 describe any obsessions, unusual or perseverative interests 

4.       Response to sensory input or unusual interests in sensory aspects of the environment  
 Type of play preferred 
 Unusual play (sensory, lining up, interest in parts of objects, repetitive, solitary) 
 Sensory responses e.g. hyperacusis; mouthing, licking; texture preferences/ 

avoidance; response to firm touch or light touch;  low response to pain/ 
temperature; excessive smelling of objects;  need for movement; visual interests/ 
fascination- peering, lining up, lights;  

Diagnostic conclusion 

Symptoms or differences in neurodevelopment were present from early childhood (but 
may not become fully manifest until social demands exceed limited capacities) 

Symptoms together, limit and impair everyday functioning. 

Based on all of the available information, we concluded today that Xxx does meet the 
criteria for the diagnosis of [Autism Spectrum Disorder, etc…] 

 

Information, signposting  

At the appointment today we shared the following information with the family: 

[e.g. 

 SIGN leaflet 
 Information on national recommended website 
 Information on relevant local support organisations 
 The process for applying for DLA] 

 

Next steps 

[e.g. 

 Support is ongoing and co-ordinated through the Getting it right planning process 
 We will share information about relevant parent supports with the family 
 Medical review in 2 months  
 SLT follow up will be ongoing  
 Request support from ASD outreach teaching service] 

 

Please do not hesitate to contact us with any queries about this report, 

 

Signed 
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Names of clinicians 

designations 

CC  

 Parents 
 CCH 
 NHS file 
 School/ Nursery 
 ASD outreach teaching service  
 SLT  
 OT 
 CAMHS
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APPENDIX 5: NAIT GUIDE TO COMPLEXITY IN DIAGNOSTIC PATHWAYS 

NAIT Guide to Complexity in planning for Assessment and Diagnosis of 
Neurodevelopmental Presentations 

Why is complexity important? 
The NAIT Children’s Neurodevelopmental Pathway and Guidance (2021) provides guidance for services 
and practitioners to support implementation https://www.thirdspace.scot/nait/diagnosis-resources/ .  
This pathway includes a flexible approach centred on early identification of ‘core’ and ‘complex’ 
assessment requirements. Effective and efficient services take a flexible approach based on complexity. 
This supports professional involvement to happen as close the child’s own community location as possible, 
in a proportionate manner, avoiding unnecessary duplication. If a local team who see the child first are 
confident of a straightforward diagnostic conclusion, there is no need for appointments with another set 
of professionals to go over the same assessments and discussions. The biggest challenges presenting are 
not always the most complex in terms of diagnosis and it is important not to conflate these things. 
 
Complexity in neurodevelopmental assessment is a notion requiring further definition. This guide provides 
information to support consensus and understanding of factors influencing the identification of level of 
complexity in a clinical diagnostic assessment scenario. The same core aspects of assessment must be 
completed for all individuals but ‘one size does not fit all’.  
 
Where there is less complexity, assessments are completed more locally, in fewer appointments and 
through a smaller team. Standardised assessment tools may not be required in all aspects of assessment. 
Diagnosis can be made relatively quickly. 
 
Where there is more complexity, this should be identified early to avoid duplication and considered when 
allocating staff with the right skills and experience. We should avoid looking at only one condition at a 
time. More appointments may be necessary and standardised assessment tools are often recommended. 
 
A programme of training and mentoring and an effective multidisciplinary system of triage together with 
good relationships and communication between local teams and specialist or centralised teams supports 
robust clinical decision making. 
 

Neurodevelopmental Disorders  
Neurodevelopmental disorders are recently described in DSM-51 and ICD-112. They refer to distinct but 
overlapping and co-occurring diagnostic categories in which individuals present with lifelong differences in 
development across a range of domains. Diagnostic labels include: 
 

 Autism Spectrum Disorder3,4 

 ADHD5 

 Intellectual Disability6 

 Developmental Co-ordination Disorder7 

 Developmental Language Disorder8 

 Fetal Alcohol Spectrum Disorder9 

 Tic Disorders 

 Other Specific Learning Difficulties 
There is no single evidence based clinical guideline for neurodevelopmental disorders and practitioners 
working within a neurodevelopmental framework must refer to single condition guidelines3-9. Until now, 
research into effective and efficient pathways has focussed on each of these diagnostic categories 
separately10.   

https://www.thirdspace.scot/nait/diagnosis-resources/
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The neurodiversity11 movement provides an important perspective and a shift from a focus on deficit to a 
focus on difference. Within the ‘Getting it right’ framework12, no support should be diagnosis dependent 
but the value of timely and good quality diagnostic assessment is recognised. 
 
Aspects of development which might be affected or require support and indicate a need for 
neurodevelopmental assessment include: 
 

 Communication and Interaction 

 Emotional Regulation 

 Co-ordination and Movement 

 Development across a range of skills 

 Intellect and learning preferences 

 Independence in everyday environments, daily routines and activities 

 Barriers to participation 

Sometimes parents or referrers have a different frame of reference in their request for support in 

understanding needs. They may describe what they see, such as unexpected behaviours, signs of distress, 

obsessions and compulsions, and including patterns of eating, sleeping, activity or passivity. These can all 

be indicators of a need for neurodevelopmental assessment. 

 

Pathways for assessment and diagnosis 
Neurodevelopmental pathways aim to take account of all overlapping or co-occurring diagnoses in one 
process of assessment through multi-disciplinary teams. The range of professionals in each team and 
improved joint working across teams should reflect the change from single condition/ single service clinical 
pathways to a multi-disciplinary ‘Getting it right’ focussed approach. 
 
Information shared (with consent) between all other colleagues who may be supporting the child and 
family is key to an effective and efficient process. It reduces duplication and enhances interpretation of 
clinical assessments. It may make a situation that seems complex or unclear, more straightforward for the 
neurodevelopmental assessment team. 
 
Currently most neurodevelopmental pathways are configured to be in either Children’s services or Adult 
services but some lifespan models are emerging. 
 

Triage 
Triage is a process described more fully in the NAIT guidance, to review, prioritise and plan for all requests 
for neurodevelopmental diagnostic assessment in a given week or month. It takes place following a 
request for assessment and is used to make best use of information gathering and resources to match to 
individuals and to facilitate an effective and efficient process. A key aspect of triage discussions is 
identifying whether requests should follow a ‘core’ or a ‘complex’ pathway. 
 
The NAIT triage form can support this process (see below). 
 
In a Children’s (0-18) Autism pathway13 it was found that 20-25% of referrals followed a ‘core’ pathway 
after triage and most of these were under 7 years of age. The remaining 75% were ‘complex’. It is not yet 
known whether this is to be expected in an established neurodevelopmental pathway.  
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In a Lothian adult neurodevelopmental pathway in 2019, 30% of referrals had not been previously known 
to Mental Health Services and 70% had been. This might similarly represent groups who need different 
approaches to assessment in a pathway to meet the needs of adults. 
 

Factors affecting complexity 
 Sometimes the most ‘severe’ presentation is not the most complex and nor is the ‘milder’ 

presentation the most straightforward. 

 The number of complexity factors may or may not add up to a complex scenario. 

 In different contexts a particular presentation may or may not be complex for the team 
undertaking assessment. 
 

Complexity is related to the following combination of factors: 
 

Complexity within the individual being assessed 
a) Individuals with a presentation in keeping with more than one co-occurring diagnosis: 

 Genetic or chromosomal abnormalities 

 Other neurodevelopmental disorders or intellectual disability 

 Attachment disorder 

 Mental health condition 

 Sensory impairment (e.g. blind, deaf) 
 

b) Individuals who are at this point in time, very poorly regulated in one or more environments. They 
may as a consequence be hard to engage in assessment, or it is hard to draw diagnostic 
conclusions from the assessment. Adaptations made to undertake the assessment need to be 
taken into account in drawing conclusions. 

 
c) Individuals who belong to groups where diagnosis is commonly delayed or overlooked. Our system 

may not notice/ consider neurodevelopmental differences or may attribute differences to reasons 
other than their neurodevelopment, particularly pre-referral. These groups include: 

 Females or those with a ‘female phenotype’ 

 Individuals who are or have been looked after and accommodated or who have experienced 
adverse childhood experiences 

 Individuals from black and minority ethnic communities and/or from bilingual families 
 

d) Individuals who internalise, mask or camouflage their difficulty or who present with ‘mild’ 
symptoms.  

 This may or may not be intentional and may or may not serve as a useful coping strategy 

 The effort it takes to get through each day can be huge and have knock on effects, so that what is 
observed is the mental health consequence. Supporting wellbeing requires an understanding of 
neurodevelopment 

 They may present with ‘mild’ symptoms because their needs are well met, however in order to 
optimise supportive environments and experiences throughout life it us helpful to clarify 
diagnoses and the nature of the individual’s lifelong neurodevelopmental difference in a timely 
manner. This is useful to understand now, as they develop, as demands change and for transitions, 
or when faced with less optimal environments and planning for better support. 
 

 Family factors 
e) Discrepancy 
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 There may be discrepant findings between reported and observed signs of 
neurodevelopmental differences across contexts (e.g. home, school and clinic contexts). It may 
be that the individual does present differently or that people observing have a different lens 
on observation and assessment 

 There may be different views within the family or between the individual, family members and 
professionals in relation to whether or not there are concerns which should be addressed 
through diagnostic assessment or differences in opinion about what these are 

f) Neurodevelopmental conditions within the wider family 

 A parent/carer or partner may also have literacy, communication or learning difficulties or 
may have a particular need for adaptation in the way information is discussed and shared 

 The diagnostic process for an individual can affect others in the family who may need support 
to understand whether or not they then wish to seek diagnostic assessment 

g) Language or Cultural differences 

 There may be a need to be under assessment with a team best placed to provide information 
in languages other than English 

 There may be a need to engage translation or interpreting services with staff who are familiar 
with relevant vocabulary and terminology may or may not add complexity  

 There may be a need to consider whether differences in aspects of experience or interaction 
arise out of cultural differences between a family and the dominant culture 
 

In the ‘clinical’ environment or context 
h) The clinical team configuration 

 Skill, experience and resources of professionals in the team (e.g. if the team usually sees 
school aged children, they may view a pre-school child as complex, whereas another team 
may not) 

 In a neurodevelopmental service all team members may be starting to develop knowledge and 
skills in areas new to them. There may be a professional group missing from the team. 

 A team working in a new pathway may have a different threshold for complexity than a well 
established team. 
 

i) Missing information can increase complexity and this can be affected by: 

 the level of access to a person who can give a good quality developmental history (e.g. in older 
individuals, individuals who are looked after adopted or fostered, where parent/carer has a 
learning difficulty or other vulnerability) 
 

j) Recruitment and retention 

 Reductions in availability of experienced staff due to retirement, maternity leave, and other 
recruitment and retentions issues in areas of particular specialism 

 

Other environmental factors 
k) Suitability of support to meet needs 

 Individuals, who have their needs well met, may already be well understood by those around 
them at present and may present with less obvious signs. This could add or reduce complexity 

 
l) Rural and remote areas 

 The smaller team may be more prepared to meet all needs arising but there may be some 
aspects of complexity, in situations that occur less often, which require out of area 
consultation or support. Pre-arranged agreements are usually in place 

 Accessibility and travel to clinics may add complexity in some areas, affecting decisions about 
the assessment process 
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m) COVID-19  

 This has had a significant impact on service delivery and considerations in terms of who 
gathers information, how we assess within very different daily and clinical contexts, including 
through use of digital technologies. It also impacts on supports, information and interventions 
and how these are accessed by individuals and families.  

 Further information is available here: https://www.thirdspace.scot/wp-
content/uploads/2020/08/NAIT-Guidance-on-Digital-Consultation-for-Neurodevelopmental-
Assessment-and-Diagnosis-August-2020.pdf  
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CHILD NEURODEVELOPMENTAL PATHWAY TRIAGE CHECKLIST 

Identifying information 

Name of referred individual:  
 

DOB/ CHI:  

GP:  

Date referred with screening tools 
completed: 

 

Name and source of referral:  

Has this individual been known to the 
neurodevelopmental team previously? 

 

Does the individual already have a 
neurodevelopmental or other condition 
diagnosed? 

 

Date of triage discussion:  

 

Required Information 

Before triage discussion check the following are 
available: 

Available/ 
Missing 

Comments 

Consent for referral   

Referral form   

ESSENCE-Q   

Reports on:   

 Professional views and reasons for referral   

 Early Development and Family History   

 Parent/Carer views about strengths, 
concerns and expectations 

  

 Child/young person’s views    

 Relevant reports and assessments available 
(e.g. Speech and Language Therapy, Getting 
it right child planning meeting minutes) 

  

 If key information is missing, contact referrer to request missing information. Do not accept 
referral.  

 Follow local Getting it right planning process to address support needs 

 If key information is available, proceed with triage 
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High Risk Factors 

Do any of the following apply to the individual? Yes/No/ 
unknown 

Comments 

Global Developmental Delay   

Intellectual Disability   

Neurological disorder (e.g. epilepsy)   

History of speech delay   

History of speech regression   

Born prematurely (<35 weeks)   

Family History of neurodevelopmental disorders 
(e.g. ASD, ADHD) 

  

Family history of mental health difficulties?  
(e.g. depression, anxiety) 

  

Pre-natal exposure to alcohol   

Other relevant information    
 
 
 
 

 

Complexity Factors within child and family context 

Do any of the following apply to the individual? Yes/No/ 
unknown 

Comments 

Possible co-occurring presentation (e.g. ASD with 
ADHD, FASD, mental illness) 

  

Substance misuse 
 

  

Experienced trauma, neglect, abuse   

Looked after and accommodated (LAAC)   

Other diagnosis (physical, mental health)   

Sensory impairment (vision, hearing)   

English not their first language   

Individual or family factors (e.g. previously 
declined or apprehensive about assessment 
process) 

  

Previous assessment for ASD or other 
neurodevelopmental presentation 
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Other   

Complexity Factors within the clinical context 

Do any of the following apply in the clinical 
context? 

Yes/No/ 
unknown 

Comments 

Second opinion   

Clinical uncertainty or differences between 
professionals regarding how to proceed 

  

Local team gaps in service or (e.g. maternity 
leave or other absence ) 

  

Local team knowledge, skills or confidence do not 
to match this presentation (e.g. age group, 
nature of neurodevelopmental profile, lower 
incidence presentations, such as deaf children 
with possible autism, experience of or access to 
specialist assessment tools) 

  

Other complexity related to service configuration 
affecting triage decision 

  

 

Additional Information Comments 

Referrer’s opinion: 
 

 

Individual/ family expectation: 
 

 

 

What do those who know the child/ young person think describes their neurodevelopmental 
presentation? 

 Referrer Parent/Carer Child/ Young 
Person 

Others if discrepant 

ADHD     

Autism Spectrum Disorder     

Attachment difficulties     

Global Developmental Delay 
(under 6 years)  

    

Intellectual Disability (over 6 
years)  

    

Developmental Language Disorder      

Developmental Co-ordination 
Disorder 

    

Fetal Alcohol Spectrum Disorder 
 

    

Other (please state) 
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Triage Outcome 

What has been agreed? Yes/ No Action required 

Is this an appropriate referral for 
neurodevelopmental assessment? 
 

  

Is there sufficient information to proceed? 
 

  

Core pathway: Diagnostic assessment to proceed 
through current Community team or CAMHS team 
who know the child and family 
 

  

Complex pathway: Diagnostic assessment to 
proceed through multi-disciplinary 
neurodevelopmental team. 
Identify key professionals to complete assessment 
 

  

Further questionnaires to be sent out:  
School/ Home? (e.g. SRS, Conners) 
 

  

Lead Clinician 
 

  

Who will action and share outcome? 
 

  

Next appointment dates to be sent out 
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APPENDIX 6: INFORMATION ABOUT LEARNING DELAYS, DIFFICULTIES AND DISABILITY AND 

INTELLECTUAL DISABILITY* 

What does having a Learning Disability or Intellectual Disability mean? 

A learning disability and an intellectual disability are the same thing. This is a lifelong 
condition that means: 

 You have significantly reduced ability to understand new or complex information or 
to learn new skills. 

 You have reduced ability to cope independently. 
 It starts in childhood with a lasting effect on development. 

You may also hear the terms:  
 
Global Developmental Delay (GDD) – This is used to describe delay in development of a 
preschool child, when a child has not reached key milestones of development in a number of 
areas such as communication, motor skills, social interaction, processing information, and 
remembering skills.  
 
Learning Difficulty – This is generally used in educational settings to describe difficulties 
with particular aspects of learning. Some examples might be difficulty with aspects of 
communication, organisational skills or difficulty in skills involved in reading, maths and 
writing. The child does not have difficulties in all aspects of learning.  
 
If a child with Global Developmental Delay has not caught up with their peers by the age of 
6 years then it is more likely that they will go on to have an Intellectual Disability. 
 
A person with an Intellectual Disability may have difficulties with: 

 Learning new information- Learning new skills may take a long time and need many 
repetitions, e.g. to do up a zip, use the toilet, etc. 

 Using the same skill in different situations (generalisation) - E.g. if a child is 
taught how to queue in the dinner hall, they may find it hard to queue in a shop. 

 Abstract concepts – Such as: thinking about the future, imagining ideas that are not 
real or ‘in the here and now’, e.g. time (e.g. later, soon), feelings, money. 

 Communication - Understanding and using language and making their needs and 
feelings known to others.   

 Problem solving - It can be hard to make sense of information and to know what to 
do. 

 
Developmental milestones 
Like all children and young people, children with an Intellectual Disability will continue to 
learn new skills but at a slower rate. A child with an Intellectual Disability will not reach 
every milestone at the same time as other children of the same age and may never reach 
some milestones fully. This is because thinking skills will always be reduced compared to 
most people their age.  
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The level and type of support someone needs is different at different ages and stages. It 
depends on: 

 Individual factors, including the level of their Learning Disability 
 Family factors including supports around them and demands on them. Having a child 

with disability can impact on your employment and financial situation 
 The adaptations in place in day to day environments of home, school and in the 

community 
 
With the right kind of understanding and support every child can still make progress, 
participate meaningfully in daily life and experience success. 
 
Thinking skills are only one part of a person and everyone will have their own personality 
and pattern of strengths and interests, as well as needs.  
 

Information and support  
 You can get information and support from your child’s education setting and other 

professionals involved in the team around your child, regardless of whether they have a 
specific diagnosis. Your child might be considered to have Additional Support Needs.  
 

 If you do not currently have Getting it Right Child planning meetings in place, you can 
request a meeting through your school or early years setting. This is a chance to discuss 
strengths, concerns and to make a plan for any additional support you and your family need. 
 

 You may be entitled to apply for financial support, such as Disability Living Allowance For 
more information, discuss with professionals you know and see 
https://www.gov.scot/publications/supporting-disabled-children-young-people-and-their-
families/pages/financial-support/  

 
 There are many children and families with similar experiences. There are organisations set 

up to support people with Intellectual Disability/Learning Disability and their families: 
 

Enquire The Scottish Advice service for families of children and young people 
with Additional Support Needs https://enquire.org.uk/  

Contact   Offers information and advice for parents of children with any special 
needs or disability. http://www.contact.org.uk 

MENCAP Leading UK charity for people with learning 
disabilities.https://www.mencap.org.uk 

Foundation for people 
with Learning 
Disabilities      

http://www.learningdisabilities.org.uk 

 
Children 1st Parent Line https://www.children1st.org.uk/help-for-families/parentline-

scotland/ 
 

*Adapted with permission from NHS Lothian CAMHS Learning Disability and LD CAMHS NORTH DERBYSHIRE (2020) 

https://www.gov.scot/publications/supporting-disabled-children-young-people-and-their-families/pages/financial-support/
https://www.gov.scot/publications/supporting-disabled-children-young-people-and-their-families/pages/financial-support/
https://enquire.org.uk/
http://www.cafamily.org.uk/
http://www.contact.org.uk/
http://www.mencap.org.uk/
https://www.mencap.org.uk/
http://www.learningdisabilities.org.uk/
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A View from Individuals and Families Accessing Neurodevelopmental Services  
 

Who is the pathway for? 
The most important people in any neurodevelopmental pathway are those who seek to access it and 
who engage in the local process for assessment, support and diagnosis. There is little or no published 
literature reporting on the experiences of children and young people or their families involved in 
diagnostic assessment as part of a neurodevelopmental pathway. This is primarily because very few 
services yet operate an established neurodevelopmental pathway.  
 

Waiting for diagnosis 
Although waiting for diagnosis should not mean waiting for support – the experience of those waiting 
is that the diagnostic process can and does change their understanding of themselves or their child 
and what type of support and information are provided. Additionally, when diagnosis is clarified, a 
community of peers with similar experiences is opened up. 
 
Previous consultations in Scotland, including the Scottish Autism Strategy reports and the Children 
and Young People’s Neurodevelopmental Taskforce, highlight that diagnosis really matters to people 
who seek and receive a diagnosis. They also highlight the challenges of rejected referrals and delayed 
or missed diagnosis which limit access to timely and appropriate information and support.  
 
Further local or national consultation may build on these key points and reflective questions over 
time. 
 
It is important to reflect on whether our own attitude or that of local multidisciplinary professionals to 
the benefits or possible negative outcomes as a result of diagnosis is in keeping with the view of the 
community affected by neurodevelopmental diagnoses. 
 

‘Nothing about us without us’ 
There is however, lots of evidence from those seeking and receiving assessment for single conditions 
(e.g. Autism, Fetal Alcohol Spectrum Disorder, Intellectual Disability, Developmental Language 
Disorder). This literature supports the strong aspiration that local area pathway development and 
review groups using this resource should involve co-production through including users of the 
pathway and experts by experience at all stages. This has been referred to as ‘Nothing about us 
without us’ and is an important principle.  
 
In writing this resource for professionals, (The Children’s Neurodevelopmental Practice Framework) 
we have had some input from experts by experience who have shared the following view: 
 
“I fully agree with a Neurodevelopmental pathway approach. It is holistic, sensible and caring. All 
these condition specific routes are such a waste of professional time and resource across health and 
education. It is also very likely to improve knowledge and understanding across the services, reduce 
silo working” 
 
The information for professionals is “all very helpful and practical” and “unambiguous and ambitious 
for families and individuals” 
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Key Points and Reflective Questions 
 
Based on our small consultation in 2020-21 and the literature reviewed, some key points arose, 
together with some reflective questions that local area teams can consider in relation to their own 
practice. These are summarised below: 

 

1. Keep families of  individuals being assessed informed at every stage of 
the process 

Families have told us that they can easily become anxious and concerned if they think ‘nothing is 
happening’ and this will be especially true for parents/ carers if their child is presenting ‘clear 
difficulties’ and causing real family concern. Much of the information gathering will be going on 
behind the scenes and parents are likely be quite unaware of the depth, diversity and complexities of 
this input. Make sure families understand this, through providing information in range of ways. 
Remember that being told once may not be enough for people to hold and make sense of the 
information. It is important to check that the message intended is the one understood by families. 
Service providers should endeavor to provide timely information at the level and in the amount 
suitable for all families.  

  

2. Keep individuals being assessed informed about the process in a 
developmentally relevant way 

Service providers and the adults around the child, should endeavor to provide information at the level 
and in the amount suitable for the individual child or young person.  
Those at an earlier developmental stage, may need information at a simple level and linked to the 
here and now.  
Some children and young people may not need to know they are being ‘assessed’ or may not 
understand what this means. They may benefit from visual supports in preparation for an 
appointment on the days leading up to it. The clinic team may be able to provide these, for example 
pictures of the place they are going or the people they might see. They may need to know: 

 they will go in the car/ on the bus to a place 

 they will see some new/ familiar people to play/ look at books/ talk 

 that their parents will talk to the new people too 

 that they can take a snack/drink/ favourite toy/ activity 

 that their parents will stay with them/ or not if they have to attend without them in the 

room 

 when it’s finished they will go home 

Think about the words or visuals you use, for example if you say we are going to the hospital or a 
doctor, they may have other associations with these words. There may be alternative words you can 
use that describe what the child will experience.  
 
For those at a later developmental stage it may be appropriate to do the same as above and to 
provide information or answer queries on a need to know basis – ie what is relevant and important to 
them rather than all of the things the adults know or think. Individualised Social Stories may be 
helpful for some, to help them to understand what to expect, when and with whom. Some individuals 
may be aware that they are undergoing assessment and understand why. Some may not. Some 
individuals may be aware that they experience challenges or that they do some things differently 
from many of their peers. Some may not. Some children and young people will be ok with going along 
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with their parents without questioning why, others may be seeking a diagnosis and understanding of 
their own differences and others may not wish to take part in the assessment process. 
 

Reflect on the nature and type of information shared with families and individuals 
Service providers, together with those accessing services can consider a) How clear and accessible is 
the information about the diagnostic assessment process? b) How predictable is the assessment 
process?  - do things happen at the time and in the way families and individualsexpect? Do different 
professionals give consistent information? and c) How can the process be made more positive/ 
desirable? 

3. Make the request for assessment and support process clear to families, 
especially when the decision is made not to proceed with diagnostic 
assessment 

It is important that those seeking assessment understand how to access this support at different 
stages of concerns being identified. When concerns are raised (particularly by parents) and the 
criteria for assessment is not met, there may be feelings of confusion and upset. Being rejected by 
people who have never seen (and are not going to see) your child can feel quite dismissive.   
 

Reflect on the request for assessment process 
Questions might include: a) Are individuals/ families clear about how to request assessment and are 
they supported to do so? Do they know why the assessment is proceeding or not? b) Have they been 
made aware that a further request can be made if circumstances/ presentations change or they 
disagree with the decision? and c) Is information provided and support in place to address concerns 
raised and challenges experienced by the individual and family? – what is this and is it helpful? 

 

4. Help set expectations about waiting times and provide a point of 
contact 

For different individuals in different areas, there can be a wide range of timescales in accessing 
different steps in the pathway. Explain the process of assessment to families, along with plans to 
provide immediate support through the Getting it right child’s plan. When there is going to be a 
period of time to wait for particular appointments, let families know how long that is likely to be 
(even if this is an approximate time) and who to contact/ how to contact them if they have not heard 
after a period of time. 

 
Reflect on how well shared expectations are communicated with and understood by families 
For example a) do families feel informed? b) are families signposted to seek a child or young person’s 
planning meeting and other forms of relevant support? c) do professionals have access to relevant, 
accurate information about waiting times and sources of support? 
 

5. At assessment appointments 
The experience on the day of an appointment is also important to individuals and families who may 

have had to make many plans and adjustments to get there. 

 If possible, set your environment up for success. Remove things from reach that should not be 

touched by the child or young person and create a calm, safe and clutter free space with 

resources that provide opportunity for social communication and sensory regulation. 

 Avoid unnecessary waiting – start and finish at the time you have said and keep appointments 

to a duration that is manageable at this age and stage.  

 If possible, ensure the child is not present or is well occupied during parent interviews. 
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 If possible, avoid unnecessary duplication by ensuring professionals have accessed and read 

relevant previous reports. 

 Start by clarifying the family and individual’s aspirations and expectations of the appointment, 

what will happen, the duration of the appointment. Give them an opportunity to ask 

questions and raise issues at the start and ensure they know about further opportunities to 

ask questions following this appointment. 

 Actively listen to the individual and family. 

Reflect on feedback from those who attend appointments and ask them about a) what worked well/ 
could be better - in advance of the appointment, at the appointment and after it b) the environment in 
the ‘clinic’ setting and c) the communication of the professionals they meet 

 

6. No supports should be diagnosis dependent 
Families might falsely believe that they can only get the support they need following a diagnosis. 
Reinforce the message that no support is diagnosis dependent, with families/ individuals and consider 
whether they are sufficiently supported with practical holistic help whilst waiting for assessment. This 
is particularly necessary if the waiting list is lengthy. Parents can almost be in a holding pattern during 
this period and the assessment day can loom large and become a destination as opposed to an 
information day.   
 
Before, during and after diagnosis, individualised planning is essential, for example although parent 
and family supports may be offered – do these actually meet the needs of this family or of children 
with neurodevelopmental needs. Some programmes or interventions may leave families feeling like a 
failure because the strategies are not suitable for their child’s presentation, or they may be at a fairly 
universal level when the individual and family need a much more targeted approach. 

 
Reflect on support provided according to need within your service 
You could consider a) does your service limit access to supports before diagnosis and if so how can this 
be addressed? b) are supports offered before, during and after diagnosis developmentally relevant and 
individualised to meet particular needs or is there a bit of a ‘one size fits all’ approach? c) how well are 
health, education and other services working together to meet the range of needs that arise locally 
and d) are families potentially wasting time on attending programmes that are not right for them or 
finding out information that is not relevant? 

 
7. Quality and timing of information provided is more important than 

quantity 
On the day a diagnosis is shared, parents or children and young people are unlikely to absorb great 
tranches of information. Each individual will take in and remember different bits of information from 
what they hear. It is important to check what they have understood and to link them to ongoing 
sources of support in their local area and to the professionals they will link with. 
 
As well as receiving information, individuals may need the opportunity to ask questions and discuss 
their understanding of how this relates to them with people with the relevant expertise and 
knowledge. 
Timing of such opportunities to receive and discuss information is important and totally dependent on 
the individuals involved.  Different information is usually required over time as the child or young 
person grows through new stages.  
 



104 

 

A range of accessible material is best (written information, videos or websites) and our mantra would 
be quality and relevance, not quantity, of information. 

 
Reflect on a) what information is shared?  b) how is information shared with families? c) is this 
accessible? and d) are there opportunities both on the day of diagnosis and after, for the individual 
and family to have conversations with health and education professionals with suitable experience and 
knowledge about both the diagnosis and its implications and the range of financial, health, 
educational or other supports? 

 

8. Parents don’t know what they don’t know 
As well as really listening to parents, professionals need to provide guidance and orientation to 
families to help them identify what is most likely to be important and essential for them to know at 
different points in time. Parents tell us they can waste years trying to source information only to find 
out it wasn’t that relevant. Avoid putting pressure on families to come up with ideas and questions or 
to articulate what they need in terms of support without providing some frames of reference. It might 
help to signpost families to ALISS ‘A Local Information Service for Scotland’ https://www.aliss.org/  

 
Reflect on how professionals support families to ask the right questions and focus on key information 
 

9. Overall Reflective Questions 
 Is your pathway multi-disciplinary and fully embedded in Getting it Right for Every Child 

principles and values https://www.gov.scot/policies/girfec/principles-and-values/ ? 

 How do you include experts by experience in the development and review of your local 

pathway – particularly people with recent or current experience of going through children’s 

diagnostic assessment pathways? 

 Do you have ways to evaluate the experience of neurodevelopmental assessment and 

support as reported by individuals and families locally? 

 How accessible are your request for assistance processes, both to families and professionals? 

 No supports should be diagnosis dependent – how well does your local area/ service adhere 

to this principle? 

 Are individuals/ families sufficiently supported with practical help while waiting for 

assessment 

 Do individuals and families know exactly who, and how, to contact for information and 

support (thinking particularly of those who choose not to accept the involvement of a named 

person) 

 Are professionals who share diagnostic outcomes informed about local and national provision 

relevant to those they work with? 

© NAIT 2021 
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APPENDIX 8: NEURODEVELOPMENTAL PATHWAY LEAFLET EXAMPLES 

These leaflets have been designed and included in the resource as a template. Local teams can print 

and use them as they are. Alternatively they can be adapted to make them more relevant to a local 

area. For example adding contact information and local websites or they could be used during 

consultation with autistic children and young people and their families locally to co-produce a local 

leaflet. 

 

 



Please use this space to note down any questions you 
may have, or information you would like to share with us. 
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The Neurodevelopmental Service 
for Children and Young People 

 

Information for parents and carers 

This leaflet provides information about how professionals 
take a team approach to provide assessment, diagnosis 

and support of children and young people who may have a 
Neurodevelopmental Condition 
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What is a Neurodevelopmental Condition?  

Neurodevelopmental difficulties can affect children and 
young people’s development, including their learning, motor 
skills, communication, behaviour and/or social development. 
Children and young people may experience difficulties across 
different areas.  

These areas could include: 

- Independence Skills 

- Motor skills 

- Social Communication Skills 

- Play/Flexibility 

- Sensory/Regulation 

- Academic and Learning 

- Attention, Memory, Organisation and Planning Skills 

- Emotional Wellbeing / Mental Health 

- Attachment and Relationships 

While symptoms and behaviours often change as a child 
grows older, some difficulties are more long-standing.  

Neurodevelopmental conditions most commonly include:  

- Attention Deficit Hyperactivity Disorder (ADHD)  

- Autism Spectrum Disorder (ASD)  

- Fetal Alcohol Spectrum Disorder (FASD)  

- Intellectual Disability  

- Developmental Language Disorder 

- Developmental Co-ordination Disorder 
 

Many neurodevelopmental difficulties overlap and interact.  

Assessing your child’s profile of needs usually involves a 
range of professionals. This approach is described as multi-
agency or multi-disciplinary. 

What happens in the assessment?  

With your consent, information will be gathered from a 
number of sources. The time the assessment process takes 
varies depending on what needs to be done. 
 
The assessments may take place in a variety of settings 
(home, school/ nursery or clinics or through use of digital 
technologies, phone or video calls). 
 
During the assessment we will draw on the following 
information:  

- Your child’s early development  

- How your child engages and learns in different settings 
and with different people  

- Current use and understanding of language, 
communication, social interaction, movement and 
activity, play/ leisure and imaginative or flexible 
thinking.  

It might be helpful to think about these areas in advance of 
the assessment appointment and you could use the space on 
the back of this leaflet to make notes for yourself. 

What happens next?  

Once all the required information has been gathered, you will 
be offered an appointment to finalise and share the outcome 
with you (usually within a month). Sometimes this will be a 
clear outcome or diagnosis. However, if it is not possible to 
decide, we may agree to review progress in a few months 
time, or occasionally ask the opinion of another team.  



A report summarising the assessment and diagnosis will be 
shared with you, your child or young person where relevant 
to them and with your consent it will be shared with involved 
professionals. 

How do we get support?  

Appropriate support for a child or young person is co-
ordinated through the Getting it right Planning Meeting 
process, usually arranged by Health Visitors or schools 
depending on the age of a child or young person.  
 
You do not have to have a diagnosis to receive support and it 
is offered according to assessment of need.  
 

Who is in the assessment team?  

The team is made up of many professionals and it is unlikely 
that you will see them all. They have regular meetings to plan 
stages of assessment for children and young people who 
may be affected by Neurodevelopmental conditions. 
 
The team members involved with your child may include: 

- Community Paediatricians  

- Psychiatrists 

- Speech and Language Therapists  

- Occupational Therapists 

- Psychologists  

- Education staff 

- Other professionals 
 

The professionals your child will see depends on the types of 
differences you have noticed. Information and support will 
also be sought from a range of other professionals that 
currently or historically may have been involved with your 
child. 

Community Paediatricians  

Community Paediatricians are children and young people’s 
doctors who specialise in childhood neurodevelopmental 
disorders, childhood disability and complex medical conditions. 
Our role in the team is to find out about your medical needs and 
whether there are any tests or treatments you might need.  

Psychiatrist  

Psychiatrists work with children and young people to work out 
and understand their neurodevelopmental, emotional, 
behavioural and mental health needs. We will work together to 
understand these. Sometimes we can use medication to help 
too. 

Speech and Language Therapist (SLT)  

Speech and Language Therapists assess children to identify 
why children and young people may have speech, language or 
communication difficulties. We identify and facilitate 
implementation of support that can be provided at home, school 
and in the community, to enable the child to communicate, 
understand, engage and participate to their full potential.  

 

 



Occupational Therapist (OT)  

Children’s Occupational Therapists assess and advise children 
and families on how they can participate in daily activities to 
enable them to become as independent as possible. This 
includes general self-care, school, work and play/ leisure 
(dependent on the age of the child or young person). We may 
also investigate sensory processing difficulties.  

Clinical Psychologist  

Clinical Psychologists assess children and young people to 
understand the links between their early experiences, how they 
think, feel, learn and behave and how this may affect their 
health, wellbeing and development. Sometimes we provide 
psychological therapies, where these might be helpful. 

Education staff  

The staff in your child’s school or early years setting often know 
your child well and can provide information about how they are 
in the day to day setting of school. Educational Psychologists 
and specialist teachers may also assess children and young 
people to identify their strengths and difficulties in school or 
other educational setting. Education staff often co-ordinate 
Getting it Right planning meetings which focus on strengths 
challenges and solutions for a child, young person and their 
family before, during or after diagnostic assessment. 
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The Neurodevelopmental Service 
for Children and Young People 

 

Information for young people 

This leaflet provides information about what happens when 
you are assessed because you might have a 

Neurodevelopmental Condition 
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What is a Neurodevelopmental Condition?  

A neurodevelopmental condition describes differences in a 
person and the way their brain processes information, that 
affects their day to day life. These conditions very common 
and affect at least 10% of the population. An assessment 
can: 
 

1. Help you and others to understand you better and to 

understand how things can be done to support your 

health and wellbeing now and in the future 

2. Offer a diagnosis, to help you and others to understand 

and find out more about your thinking style and how 

you make sense of the world around you 

 

What differences might we notice? 
 
Neurodevelopmental differences or difficulties can affect 
children and young people in a range of ways as they grow. 
This might include a need for support with: 
 

 learning in school 

 using your hands or moving around, or being active 

 paying attention to other people’s focus or being easily 

distracted 

 remembering things and being organised 

 understanding other people 

 talking and communicating with family, friends, adults 

or strangers 

 how you feel and express emotions 

 controlling impulses and reactions 

 your friendships and relationships with others 

 finding shared interests with others 

 a strong preference for predictability and difficulty with 

unexpected things happening 

 daily habits and routines (e.g. sleep, eating, washing 

and dressing, organising your things, travelling to and 

from school, social activities) 

 places that are busy or where there are loud noises 

 

How do neurodevelopmental differences affect 
people? 
 
Although these differences will always be part of who you 
are, they do not always have to be a problem. Your strengths 
or difficulties in these areas and how well these are 
understood can affect your confidence, independence and 
whether other people comment on your ‘behaviour’.  
 
The people around you and places you spend time in can be 
more or less supportive of you. Some things that seem small 
to others can be really hard for you (e.g. being in a noisy 
crowded place). Simple adaptations can make things easier 
for you (e.g. being allowed to move class 5 minutes before 
the bell).  
 
Your experiences and behaviours often change as you get 
older. Some differences are less of a problem and some lead 
to difficulties that continue. New difficulties can arise because 
others expect different things of you as you get older. 
 



Other people in your family or your friends might also have a 
neurodevelopmental condition. They may seem to be like you 
in some ways or they may be different and not at all like you. 

 
What Neurodevelopmental conditions are 
diagnosed?  
 
Following assessment you may or may not be given a 
diagnosis. You may have more than one. The most common 
diagnoses are: 
 

 Attention Deficit Hyperactivity Disorder (ADHD)  

 Autism Spectrum Disorder (ASD)  

 Fetal Alcohol Spectrum Disorder (FASD)  

 Intellectual Disability  

 Developmental Language Disorder 

 Developmental Co-ordination Disorder 

Other less common conditions are also considered. 
 

Assessing your profile of needs usually involves a range of 
professionals. This approach is described as multi-agency or 
multi-disciplinary. 

What happens in the assessment?  

Information will be gathered from you and other people who 
know you well. You may be asked to agree that this can 
happen. They might fill in questionnaires.  
 

You might be given appointments to see the assessment 
team. 
 
The assessment appointments may take place in different 
places (e.g. home, school/ nursery, health clinics or through 
use of digital technologies, phone or video calls). You will be 
told where your appointments are and when they are. 
 
During the assessment the professionals will usually ask 
questions, such as how you are affected by the differences 
listed above, now and in the past. They may ask you to do 
some assessment activities. 

You could use the space on the back of this leaflet to make 
notes for yourself. 

What happens next?  

Once all the required information has been gathered by the 
team, you will be offered an appointment to finalise and 
share the outcome with you. Sometimes this will be a clear 
outcome or diagnosis.  
 
Sometimes no diagnosis will be given. However, if it is not 
possible to decide, we may agree to see how things are 
going, in a few months time, or occasionally ask the opinion 
of another team.  

A report summarising the assessment and diagnosis will be 
shared with you, your parent/carer and involved 
professionals. You will be asked to give your consent to 
share the report. 

 



How do I get support?  

You do not have to have a diagnosis to receive support and it 
is offered according to assessment of need.  
 
Appropriate support for a child or young person is co-
ordinated through the Getting it right Planning Meeting 
process, usually arranged by staff in your school, depending 
on the age of a child or young person.  

Who is in the assessment team?  

The team is made up of many professionals. They have 
regular meetings to plan stages of assessment for children 
and young people who may be affected by 
Neurodevelopmental conditions. You are unlikely to see all of 
these professionals. 
 
The team members involved with you may include: 

- Community Paediatricians  

- Psychiatrists 

- Speech and Language Therapists  

- Occupational Therapists 

- Psychologists  

- Education professionals 

- Other professionals 
 
The professionals you will see depends on the types of 
differences you have noticed. Information and support will 
also be sought from a range of other professionals that 
currently or historically may have been involved with your 
support. 

Community Paediatricians  

Community Paediatricians are children and young people’s 
doctors who specialise in childhood neurodevelopmental 
disorders, childhood disability and complex medical conditions. 
Our role in the team is to find out about your medical needs and 
whether there are any tests or treatments you might need.  

Psychiatrist  

Psychiatrists work with children and young people to work out 
and understand their neurodevelopmental, emotional, 
behavioural and mental health needs. We will work together to 
understand these. Sometimes we can use medication to help 
too. 

Speech and Language Therapist (SLT)  

Speech and Language Therapists work with people of all ages, 
to identify why you may have speech, language or 
communication difficulties in different settings. We identify and 
facilitate implementation of support that can be provided at 
home, school and in the community, to enable individuals to 
communicate, build relationships, understand, engage and 
participate to their full potential.  

Occupational Therapist (OT)  

Children’s Occupational Therapists assess and advise children 
and families on how they can participate in daily activities to 
enable them to become as independent as possible. This 
includes general self-care, school, work and play/ leisure 
(dependent on the age of the child or young person). We may 
also investigate sensory processing difficulties.  



Clinical Psychologist  

Clinical Psychologists assess children and young people to 
understand the links between their early experiences, how they 
think, feel, learn and behave and how this may affect their 
health, wellbeing and development. Sometimes we provide 
psychological therapies, where these might be helpful. 

Education staff  

The staff in your school or education setting often know you 
well and can provide information about how you are in the day 
to day setting of school. Educational Psychologists and 
specialist teachers may also assess children and young people 
to identify strengths and difficulties in school or other 
educational setting.   

Education staff often co-ordinate Getting it Right planning 
meetings, which focus on strengths, challenges and solutions 
for a child, young person and their family before, during or after 
diagnostic assessment. 
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