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	Ein cyf / Our ref: 030/22/FOI 


	Dyddiad / Date: 10th June 2022


Further to your request for information dated 21st April 2022, I am pleased to provide the following response. Please accept our sincere apologies for the delay.
Your request and our response:

1. Please confirm what the criteria was for accepting (or not) referrals for Autistic Spectrum Disorder (ASD) and Pervasive Developmental Disorder (PDD) in the Child and Adolescent Mental Health Services (CAMHS) in the years 2008 to 2012.
Betsi Cadwaladr University Health Board (BCUHB) was formed on 1st October 2009, we are therefore unable to provide any information prior to this date.

Due to changes in staff and referral pathways, BCUHB can only confirm referral criteria from 2011 onwards for accepting referrals in CAMHS, please see the embedded document below. 
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2. Once a referral was accepted for a possible case of ASD, what was the protocol used for assessment and diagnosis?
For CAMHS, all referrals had an initial mental health assessment followed by a Multi-Disciplinary Team (MDT) meeting at which the need for further treatment or assessment would be decided. If the decision was to assess for ASD, the protocol was Autism Diagnostic Interview-Revised (ADI-R), Autism Diagnostic Observation Schedule (ADOS), school observations, and an MDT discussion. Early on in this period there was an Autism Panel with Local Authority and educational psychology representation where cases diagnosed by CAMHS needed to be ratified but that was disbanded between 2009 and 2012. 
3. What was the protocol for assessment, diagnosis and treatment of specific phobias by CAMHS during 2008 to 2012?
All referrals had an initial mental health assessment, the findings of which would be presented to a MDT feedback meeting. Following this a decision would be made whether to signpost to another organisation, provide brief intervention (4-6) sessions, or be allocated to the therapy team for a longer term piece of work.
4. I note in your response to a different FOI, that prior to 2010, "diagnosis (for ASD) using standardised methods was dependent on the external training acquired by individual staff members, however some have had training such as ADI-R since the 1990s". Was there a Health Practitioner within CAMHS at Bangor who was qualified to diagnose ASD and PDD between 2008 and 2012 and if yes, what method was used to diagnose? 
BCUHB can confirm that there was a health practitioner within CAMHS at Bangor, who was qualified to diagnose ASD and PDD between 2009 and 2012.  The method used at this time to diagnose was ADOS and ADI-R, although they may not have been used routinely in the earlier period, and assessment may have been based on observation of the child and semi-structured interview with parent / carer.
5. Can you please name those clinicians who were qualified to assess and diagnose ASD/PDD?
The following staff members were qualified to assess and diagnose ASD/PDD between 2009 and 2012: 

· Dr Trish Girling then Senior Clinical Psychologist 

· Dr Robin Owen, Clinical Psychologist 

Please note that Section 10 of the Data Protection Act 2018 makes provision for a data subject to exercise a right to prevent processing in particular circumstances and Section 11 states that an individual can request that their personal data is not processed for the purposes of direct marketing. This includes the sale of that data to third parties for such purposes. In this case, the individuals captured by this request have stated that they do not wish their personal data to be used for purposes other than that to which it was supplied to us, or for direct marketing purposes. Please note that a Clinical Psychologist and a Senior Clinical Psychologist have not provided consent for their details to be disclosed.
Please also note, a further four staff members have left the service, we are therefore unable to seek their consent to disclose their information to you. It is likely that there were also some locum Consultant Psychiatrists employed during the specified time period, however due to the time that has lapsed we are unable to confirm names. 
6. Is there a Specialist Practitioner within BCUHB who is trained to treat children or adults who present with severe specific phobia/s which impede their lives and future opportunities? If not, has BCUHB ever referred a child or adult out of area for treatment?

There is no specialist practitioner within BCUHB who is trained to treat children or adults who present with severe specific phobias.  
Due to the time lapse the leads are not aware of a child or adult who has been referred out of area for a specific severe phobia. All CAMHS staff would be trained to work with anxiety cases, and if required they could refer to a colleague for treatment of a specific phobia, if they felt that they did not have the skills to undertake this work. If the service did not have the skills required to manage a severe disorder we would liaise with colleagues in Tier 4 services (i.e. the North Wales Adolescent Service (NWAS), the Forensic Adolescent Service (FACTS) and the Kite team (community outreach)), who may advise that an out of area placement is required.

We welcome correspondence through the medium of Welsh
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Betsi Cadwaladr University Health Board 
Specialist Child and Adolescent Mental Health Services  


Referral Criteria for Assessment for the Referral-based Tier 2/3 Service 
 
 
The Health-led Specialist Child and Adolescent Mental Health Services (SpCAMHS) will work with statutory and Third 
Sector partners to improve and maintain the emotional well-being, mental health and psychological development of all 
children and young people in North Wales presenting with the following difficulties, by providing, as appropriate, 
specialist consultation, assessment, intervention and training. 
 
 
1. Significant low mood, loss of interest, loss of enjoyment, reduced energy, increased tiredness, decreased 


activity level, poor concentration, low self-esteem, guilt, sleep and/or appetite changes, ideas/acts of self-
harm or suicide which interferes significantly with normal developmental functioning. 


  
2. Intense / disproportionate levels of fear for an event, situation, object or person, often with avoidance, which 


interferes significantly with normal development and functioning. Hyperarousal, sleep and concentration 
difficulties, panic attacks, and excessive reassurance-seeking may be observed.  In addition, tension, 
restlessness, behavioural difficulties including verbal and physical aggression may be exhibited in the 
presence or anticipation of feared situations.   


  
3. Delayed and/or protracted recovery (more than one month) following trauma, with repetitive, intrusive 


recollection of the event in memories, daytime imagery or dreams (flashbacks). A sense of emotional 
numbness and increased evidence of hyperarousal - irritability, anger outbursts, poor concentration, sleep 
disturbance, exaggerated startle response, jumpy or on-edge.  Avoidance of situations that remind the young 
person of the trauma, talking about it, or activities associated with it.   New onset of aggression and new fears 
without obvious link to the trauma. In younger children, there may be new separation anxiety and repetitive 
play may occur in which themes or aspects of trauma are expressed.   


  
4. Distressing intrusive thoughts/obsessions and/or repetitive rituals/compulsions which interfere significantly 


with normal functioning and are not explainable in a developmental context. 


  
5. Significant weight loss resulting from avoidance of eating and/or excessive exercise, most often associated 


with fear of fatness and body image distortion. Persistent preoccupation with food, regular episodes of over-
eating and frequent self-induced vomiting or use of laxatives. 


  
6. Suicidal ideation, or serious self-harming behaviours such as overdoses or cutting, or other presentations. 
  
7. Inattention, hyperactivity, and impulsivity which interfere significantly with normal developmental functioning. 


Difficulties with social interaction, social communication and social imagination and thought which interfere 
significantly with normal developmental functioning. Severe motor and/or vocal tics which interfere 
significantly with normal developmental functioning. 


  
8. A persistent repetitive pattern of serious or high risk behaviours, with several instances of aggressive 


behaviours against people, animals or property that may be characterized as destructive, threatening, 
physically cruel, deceitful, or disobedient. This may also include persistent stealing, intentional injury, fire 
setting or forced sexual activity. 


  
9. Bizarre behaviour, disorganized thinking and/or speech, decreased emotional expressiveness, diminished or 


loss of contact with reality, social withdrawal. Hallucinations, delusions, confused and disturbed thoughts, and 
a lack of insight and self-awareness. Significant mood swings - elevated levels of energy and/or 
impulsiveness alternating with episodes of low mood. 


  
10. Some children and young people may be accepted for assessment where the level of severity presented 


does not meet the threshold for any of the categories above but where there are difficulties consistent with at 
least 2 of the categories above at a less severe level, where 2 or more of the following risk factors are 
also present: parental mental health disorder, history of domestic abuse, parental alcoholism or drug abuse, 
parental criminality, history of abuse or neglect, child looked after by the local authority, adopted child, severe 
dysfunction in parent/child relationship enduring since infancy, significant non-school attendance, previous 
significant self-harm e.g. significant cutting/burning or previous overdose. 


 
Specialist CAMHS Planning Network August 2011 






