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Developmental Assessment And The School-
Aged Child
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Introduction
Developmental assessment of a school-aged child is broader than checking height, weight, and a list
of milestones. Between approximately five and twelve years, children develop physical competence,
increasingly complex reasoning, academic skills, emotional regulation, social identity, independence,
and the early changes of puberty. Assessment therefore combines growth measurement, physical
examination, developmental surveillance, school performance, behavioral and mental-health review,
family history, safety evaluation, and the child’s own account. It must also be individualized for
culture, language, disability, chronic illness, and social circumstances.

The original case concerns Zoey, an active and creative twelve-year-old girl who was born to a mother
with diabetes, spent eight days in neonatal intensive care, and is now described as underweight
compared with peers. A sound assessment should not assume that her neonatal history caused a
current problem, nor should it judge her health by comparison with classmates alone. It should
establish her growth pattern, nutritional status, pubertal development, functioning, strengths,
concerns, and need for follow-up.

Developmental Surveillance Versus Formal
Screening
Developmental surveillance is a continuing process conducted through observation, conversation with
the child and caregivers, review of school functioning, and attention to concerns. Formal screening
uses a standardized, validated instrument for a defined purpose. The American Academy of Pediatrics
recommends structured developmental screening at specific early-childhood ages, while surveillance
continues throughout childhood. When a school-aged child, parent, teacher, or clinician raises a
concern, additional standardized assessment is appropriate rather than reliance on clinical impression
alone (American Academy of Pediatrics, 2017; American Academy of Pediatrics).

School-aged assessment should be collaborative. The clinician asks what is going well before focusing
on deficits. A parent may notice sleep, appetite, family relationships, or behavior at home; a teacher
may identify attention, language, reading, mathematics, or peer difficulties; and the child may report
bullying, anxiety, pain, body-image concerns, or family stress that adults have not recognized.
Conflicting reports do not mean that one person is inaccurate. Children often function differently
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across settings.

Physical Growth and Health
Height, weight, and body mass index should be plotted on age- and sex-appropriate growth charts
over time. A single percentile is less informative than the trajectory. A naturally small child who
follows a consistent curve may be healthy, while crossing downward through percentiles can indicate
inadequate intake, malabsorption, endocrine disease, chronic inflammation, food insecurity, eating
concerns, or another condition. Pubertal timing also affects growth: children may become relatively
lean before or during a growth spurt.

For Zoey, the label “underweight” should be confirmed rather than inferred from appearance or
comparison with peers. Assessment should include previous measurements, family growth patterns,
meal access, dietary variety, gastrointestinal symptoms, energy level, menstrual history if applicable,
medications, dental health, and signs of chronic disease. Laboratory testing should be driven by
history and examination rather than ordered automatically. Her high activity is a strength but raises
questions about whether energy intake matches expenditure.

A comprehensive physical review includes blood pressure, vision, hearing, oral health, sleep, physical
activity, immunization status, respiratory and cardiac symptoms, musculoskeletal function, and injury
risk. Family history of diabetes is relevant, but being born to a mother with diabetes does not by itself
diagnose Zoey with diabetes or explain low weight. Risk-based screening decisions should follow
current clinical guidance.

Cognitive and Academic Development
Children in middle childhood increasingly use logical operations for concrete problems. They
understand classification, sequence, cause and effect, time, and multiple features of a situation more
effectively than younger children. Around twelve, some begin to use more abstract reasoning, but
development varies and depends on experience, instruction, language, and context. Piaget’s stages
can organize observation, yet they should not be treated as rigid age boundaries (Piaget & Inhelder,
1969).

Assessment should ask about attendance, grades, reading fluency and comprehension, written
expression, mathematics, homework, executive function, and whether the child receives educational
support. A sudden decline may reflect vision or hearing problems, attention difficulties, learning
disorders, sleep deprivation, anxiety, depression, trauma, bullying, family disruption, or inconsistent
instruction. The purpose is not to diagnose a learning problem from one visit, but to identify a pattern
requiring school records, standardized testing, or referral.

Zoey’s creativity and intelligence should be explored through examples: What does she enjoy making,
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reading, solving, or imagining? Does she complete tasks? Can she organize materials and plan
multistep work? Strength-based questions improve engagement and reveal abilities that grades alone
may not capture.

Language and Communication
By school age, language assessment focuses less on the number of words a child knows and more on
comprehension, narrative organization, vocabulary depth, pragmatic communication, and the ability
to adapt speech to different settings. Multilingual children should not be judged as deficient merely
because proficiency differs across languages. Assessment must consider exposure, instruction, and
culturally appropriate communication.

The clinician should talk directly with the child using clear, age-appropriate language. Open questions
such as “Tell me what a normal school day is like” produce more information than repeated yes-or-no
questions. The child should be given time to answer without a parent speaking for her.
Communication aids or interpreters should be used when needed.

Social and Emotional Development
Peer relationships become increasingly important during middle childhood and early adolescence.
Children compare themselves with others, learn cooperation and conflict resolution, and develop a
more differentiated self-concept. Friendship quality matters more than simply counting friends.
Assessment should address belonging, bullying, online interactions, family relationships, emotional
regulation, and access to supportive adults.

At twelve, a portion of the visit should occur privately, according to local law and clinical policy, with
confidentiality and its safety limits explained. Topics may include mood, anxiety, self-harm, substance
exposure, sexuality, abuse, eating behavior, and safety. Private conversation does not exclude
parents; it helps the young person begin participating responsibly in health care. Any immediate
threat of harm requires appropriate safeguarding.

Erikson’s Industry and Identity
Erikson described school age primarily through the tension between industry and inferiority. Children
gain confidence by mastering valued tasks and receiving realistic recognition. Repeated humiliation,
exclusion, or expectations that are either impossible or too low can foster feelings of inadequacy.
Early adolescence introduces the challenge of identity versus role confusion as young people explore
values, affiliations, goals, appearance, and future roles.

Zoey may stand near the transition between these themes. Positive reinforcement should be
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specific—praising persistence, planning, cooperation, or improvement rather than giving empty
approval. Adults should offer meaningful choices without expecting a twelve-year-old to make every
decision alone. Erikson’s theory is useful as a lens, not a clinical test. A child can show industry in art,
sport, caregiving, technology, or friendships even when school performance is uneven (Erikson,
1963).

Puberty and Sexual Development
Pubertal development varies substantially. At twelve, some girls have begun menstruation and have
advanced breast development, while others are earlier in the process. Assessment should be
respectful and private, explain what will happen before examination, and avoid shaming language.
Menstrual history includes timing, regularity, pain, bleeding, access to products, and school
disruption. Puberty education should cover normal variation, hygiene, consent, body autonomy, and
reliable sources of information.

Clothing choices and peer groups can reflect identity, culture, comfort, or belonging; they should not
automatically be interpreted as rebellion. A clinician should distinguish healthy independence from
changes accompanied by risk, coercion, severe conflict, or functional decline.

Modifying Assessment for the Individual Child
Assessment modification means improving access and validity, not lowering expectations. A child with
sensory, motor, intellectual, communication, or attention differences may need additional time, a
quieter environment, visual supports, alternative response methods, or information from several
settings. Trauma-informed practice avoids sudden touch, explains choices, and allows a trusted
support person when appropriate. Cultural humility requires asking families about beliefs and
priorities rather than attributing behavior to ethnicity.

For an underweight active child, the clinician may use a dietary history and growth review while
avoiding stigmatizing comments about body size. For a child with school concerns, teacher
questionnaires and psychoeducational evaluation may be useful. For a child with chronic illness,
assessment should include treatment burden, participation, and the effect of absences on learning
and peers.

Assessment Plan for Zoey
Zoey’s visit should begin with her and her caregiver’s priorities. The clinician would review her
longitudinal growth chart, diet, activity, sleep, puberty, menstrual status, elimination, symptoms,
medications, and family history. Physical examination would include vital signs, growth measures,
general and pubertal development as appropriate, and systems suggested by history. School
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achievement, attention, friendships, mood, bullying, online activity, and safety would be discussed.

Her neonatal history and maternal diabetes should be recorded but not allowed to dominate current
assessment. If her growth curve is stable, examination is reassuring, intake is sufficient, and
functioning is strong, monitoring and nutrition guidance may be appropriate. If she has crossed
percentiles, delayed puberty, gastrointestinal symptoms, fatigue, restrictive eating, food insecurity, or
another warning sign, targeted investigation and referral would be justified. The plan should be
explained to Zoey in language she understands and should recognize her creativity and activity as
assets.

Conclusion
Developmental assessment of a school-aged child is a multidimensional, continuing process. Growth
charts remain useful, but they cannot replace review of physical health, puberty, cognition, school
performance, language, emotions, relationships, safety, and social conditions. Erikson’s concepts of
industry and emerging identity help explain important developmental tasks, while individualized
clinical assessment determines whether support or referral is needed. For Zoey, the most defensible
approach is to verify her growth pattern, listen to her own perspective, assess function across home
and school, and respond to identified concerns without converting normal variation into disease.
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