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[image: image1]Laboratory notification form - Strictly Confidential

Surveillance of primary congenital hypothyroidism (CHT)
Reporting Instructions:

Please report any child up to and including 5 years of age who, during the past month, has

i. been referred for diagnostic confirmation following a newborn screening test result suggestive of primary congenital hypothyroidism, 

OR

ii. been confirmed with a diagnosis of primary congenital hypothyroidism (known or considered likely to be present from birth), based on a serum TSH ≥10mU/l. 

Excluding: Children with secondary CHT due to pituitary under-production of TSH; children with acquired hypothyroidism.

If there is doubt about whether the child fully meets the case definition, please notify.
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Appendix A
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Section A: Reporter Details 


�
1.1�
Date of completion of questionnaire:�
��
�
�
1.2�
Name of person completing form: �
�
�
�
1.3�
Laboratory name: �
�
�
�
1.4�
Telephone number: �
�
Email:�
�
�
�
1.5�
Who is the responsible clinician?�
�
�
�
1.6�
Clinician’s contact details:�
�
�
�
�
�
�
�






Section B: Case Details 


�
2.1�
NHS No: �
��
(or equivalent Scottish CHI or Northern Irish Health & Social Care number)�
�
�
2.2�
Laboratory Reference No.�
��
�
�
�
�
2.3�
Hospital No:�
��
Not Known�
��
�
�
2.4�
Postcode (first half): �
��
�
�
�
�
2.5�
Sex:  �
M�
��
F�
��
Date of birth:�
��
�
�
2.6�
Child ethnicity*: �
��
Details of ethnicity (if relevant)�
�
�
�
2.7�
Country of birth (if known):�
�
�
�
�
�






Appendix A: Coding for Ethnic Group (ONS 2001 for UK wide data collection)





�
�
Ethnicity Code�
�
�
A�
White�
1�
Any White background�
�
B�
Mixed�
2�
White and Black Caribbean�
�
�
�
3�
White and Black African�
�
�
�
4�
White and Asian�
�
�
�
5�
Any Other Mixed background, please specify in Details section�
�
C�
Asian or Asian British�
6�
Indian�
�
�
�
7�
Pakistani�
�
�
�
8�
Bangladeshi�
�
�
�
9�
Any Other Asian background, please write in Details section�
�
D�
Black or British Black�
10�
Caribbean�
�
�
�
11�
African�
�
�
�
12�
Any Other African background, please write in Details section�
�
E�
Chinese or other ethnic group�
13�
Chinese�
�
�
�
14�
Any Other, please write in Details section�
�
F�
Unknown�
15�
Ethnicity not known�
�






Section C: Details of Newborn Screening 


Testing ORIGINAL bloodspot sample�
�
�
�
�
3.1a�
Date newborn bloodspot arrived at lab:�
��
Not Known�
��
�
3.1b�
Date newborn bloodspot was reported:�
��
Not Known�
��
�
3.1c�
What was the whole blood TSH level?�
�
mU/L�
Not Known�
��
�
Repeat testing on SAME  bloodspot sample�
�
�
�
�
�
3.2a�
Was the screening test repeated on the same bloodspot sample?�
Yes�
��
No�
��
Not Known�
��
�
3.2b�
Date newborn bloodspot was reported:�
��
Not Known�
��
�
3.2c�
What was the whole blood TSH level?�
�
mU/L�
Not Known�
��
�
Testing NEW bloodspot sample�
�
�
�
�
�
3.3a�
Was a new bloodspot sample requested to test for congenital hypothyroidism?�
Yes�
��
No�
��
Not Known�
��
�
�
If YES:�
�
�
�
�
�
�
�
3.3b�
On what date was it reported?�
��
Not Known�
��
�
3.3c�
What was the whole blood TSH level?�
�
mU/L�
Not Known�
��
�
�
�
�
�
�
�
�
3.3d�
Why was a new bloodspot required?�
Borderline first screen result�
��
Other�
��
�
�
Born preterm�
��
If OTHER, please provide details:�
�
�
�
�
�
�
�
�
Referring to a clinician after a positive result�
�
�
3.4a�
On what date was the child first referred to a clinician?�
��
Not Known�
��
�
3.4b�
To which clinician was the child referred?�
�
�
�
�
3.4c�
Clinician’s contact details:�
�
�
�
�
3.5�
Who informed parents of the screening result?�
�
Not Known�
��
�
�
�






Section D: Pregnancy/Birth Details 


�
4.1�
Birth weight�
�
grams�
Not Known�
��
�
�
4.2a�
Was the child:�
Term�
��
Preterm(<37 completed weeks gestation)�
��
Not Known�
��
�
�
4.2b�
Gestation:�
�
weeks +�
�
days�
Not Known�
��
�
�
4.3�
Which of the following is the child:�
Singleton�
��
Twin�
��
Triplet�
��
�
�
�
�
Other (please specify):�
�
Not known�
��
�






Section E: Laboratory Reference Ranges for Screening 


�
5.1�
What is your laboratory range for a borderline screening result: (NB on whole blood newborn bloodspot sample)�
�
mU/L�
�
�
5.2�
What is your laboratory range for a positive screening result:


(NB on whole blood newborn bloodspot sample)�
�
mU/L�
�






Thank you for taking the time to complete this Questionnaire 


If you have any questions about the study please do not hesitate to contact the investigators:�
�
Telephone:�
�
Email:�
�
�
<<If a paper questionnaire, additional contact details will be provided>>�
�
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