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Foreword 

It was an immense honour to be asked to write this foreword, 
and to be able to introduce a wonderful collaboration that will 
make a real everyday difference to people and their families 
and carers, supporting practitioners and professionals alike.  
 
As Chief Officer of the South Lanarkshire Health and Social Care 
Partnership (2016 -2021), I was approached by both Ramon 
Hutchingson, the Co-ordinator of ARCH (the Autism Resources 
Coordination Hub), and Thom Kirkwood formerly from Autism 
Network Scotland with a proposal to pilot a programme called 
the Development and Wellbeing Assessment tool (DAWBA) – a 
tool originally developed in the 1990’s with considerable 
evidence-based research and proven practical application. The 

DAWBA complemented the “My Autism Profile,” an accessible, early self-assessment and 
profiling tool developed at the ARCH, which was co-productively developed. The expertise 
of Bill Colley, Chair of the Scottish Attention-Deficit / Hyperactivity Disorder (ADHD) 
Coalition charity, in using the DAWBA added much valuable insight. Working together 
brought a real meeting of minds with one crucial ambition – to make sure autistic people 
and others with neurodevelopmental conditions owned, guided and self-directed their 
screening, assessment, support, and care activity. 
 
The Health and Social Care partnership did not hesitate to support this pilot, the DAWBA 
was clearly a well-researched and accredited programme. It is important to note that 
DAWBA sits comfortably alongside existing NHS diagnostic processes and clinical tools. It is 
heartening to see the model so widely endorsed and already being successfully used by 
bodies such as NHS England and Wales, The British Association of Social Workers, The British 
Psychological Society, and the National Institute for Mental Health in the U.S. as well as 
currently being used in Denmark as a diagnostic approach. 
 
The strengths of this approach include  
 

• A timely, cost-effective indicative assessment 

• Help to reduce screening waiting times faced by many children and young people in 
relation to suspected neurodevelopmental conditions including autism, ADHD, and 
other psychological and clinical conditions.  

• With both the backlog associated with the pandemic, and significant pressure on 
services the tool offers the chance to identify children and young people’s indicative 
presentation at an earlier stage, enabling crucial interventions to be mobilised in a 
timely, tailored and person--centred manner, whilst other formal diagnostic and 
assessment processes were still pending. 

• Getting the right services and supports, at the right time, delivered by the right 
people is an additional benefit the tool offers, aligning seamlessly with current 
national and local policy and strategic aspirations including amongst many others; 
‘Getting It Right for Every Child,’ ‘Fulfilling the Promise’ and ‘Inclusion as Prevention’ 

 

Val De Souza 
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The DAWBA embodies the spirit of co-production, ensuring that the child or young person is 
firmly at the very centre of all considerations relating to their lives, and both they and their 
networks of support remain fully engaged and consulted in all decision-making processes 
using a robust rights-based approach. 
 
We are now currently at the threshold of a post-COVID Scotland, where a recovery plan and 
fairer future for all is promised, particularly those in need of clinical or social care 
interventions and no better time for this DAWBA Pilot in Scotland. 
 
You will read in the following report that the initial aspirations for the DAWBA have been 
met, and indeed exceeded. Many participants report that by being kept central to the entire 
process from beginning to end, the choices, flexibility and control they have exercised in 
relation to the supports offered to improve their lives, has been truly respected. This is 
warmly welcomed and a credit to those who had the vision and tenacity to believe in this 
project and generate such significant changes and outcomes for these communities. 
When reading the following report, you may also make the following observation 
“uninformed solutions do not solve problems,” and the DAWBA offers us all; individuals, 
parent carers, volunteers, and professionals a real chance to make informed and genuinely 
co-created decisions together with the communities we serve.  
 

Val de Souza  
Chief Officer (Retired)  

South Lanarkshire Health and Social Care Partnership  
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Executive Summary 

1. The results of the pilot project support recommendations made by Woolgar et al in 

the 2014 NSPCC report that the SDQ/DAWBA could play a valuable role in addressing 

the currently unmet needs of non-clinical professionals at an earlier juncture when 

timely and informed decision-making and planning for children and young people 

(and their families) is required and could prove invaluable.  

 

2. The SDQ/DAWBA could be deployed as a cost effective/high-impact measure to 

reduce the well-documented consequences of prolonged wait times and diagnostic 

bottlenecks which can delay interventions by non-clinical professionals and negatively 

impact on those users and carers affected by their decisions. A core strength of the 

SDQ/DAWBA is its capacity to generate highly accurate indicative profiles at/closer to 

the point of need when informed decision-making is paramount.  

 

3. The SDQ/DAWBA as used in this pilot, could offer significant “invest-to-save” benefits 

with respect to ‘Getting It Right’ for children and young people to avert placement 

breakdown, declining mental health and poor long-term outcomes. 

 

4. The pre-diagnostic properties of the SDQ/DAWBA could also support non-clinical 

professionals to gain greater insight into the severity, complexity and potential 

consequences of children and young people’s unmet support needs as well as 

potentially averting avoidable crises.  

 

5. Considerable potential exists for the SDQ/DAWBA to be deployed at an 

epidemiological level to inform broader planning objectives across large population 

sets (e.g., local authority/health board). 

 

6. The objectivity of the DAWBA could reduce potentially adversarial exchanges 

between users, carers, and other resource gatekeepers by re-focusing discussions on 

a less potentially biased manner and at a more asset-based level to the benefit of all 

concerned.  

 

7. The project did not elicit any major unforeseen consequences or negative responses 

from participants their families or project partners.  

 

8. Further research should be undertaken to determine with greater accuracy the 

impact of the SDQ/DAWBA on professionals working with young people, and the 

practical implications of a wider, non-clinical assessment approach of this type. 

 

9. Access to the project and the benefits of participating were universally welcomed by 

parent/carers as well as the majority of supporting practitioners and professionals.  

 

10. The rated assessments delivered a higher degree of ‘equitable empowerment’ for 

participating individuals, their parent carers, informal networks of support, teaching 
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staff, allied health professionals, mental health practitioners’ and social care staff 

leading to shared, timely and informed interventions. 

Overview 

The pilot team undertook this exploratory baseline pilot project as a ‘coming together of 

minds’ after collaborative exchanges considering the potential non-clinical application of the 

Strengths and Difficulties Questionnaire (SDQ) and the Development and Well Being 

Assessment (DAWBA) - both tried and tested assessment tools. This evolved into 

consideration of the DAWBA as a triage tool applied in practice, a proposition mooted in 

an NSPCC paper by Woolgar (et al) in 2014 titled; - ‘What Works in Preventing and 

Threatening Poor Mental Health in Looked After Children’ as well as reflecting on other 

reviews, reports, and action plans.  

These early discussions raised some ‘What if?’ questions; -- 

➢ What if  
❖ There was an accurate, timely, cost effective, supportive assessment 

process available that could provide a detailed, indicative wellbeing 
profile of various neurodevelopmental conditions and psychiatric 
disorders.  

❖ This could help select and direct the allocation of resources for further 
assessment, earlier identification, and/or timely, tailored support 
services by encouraging joined up approaches. 

❖ A pilot study could identify if the SDQ/DAWBA might improve 
collaborative practice to the benefit of assessed individuals, their 
families, support practitioners, and professionals? 

❖ A baseline study could identify challenges and enabling factors 
required for improved partnership working. 

❖ Potential revenue, resources and quality of life savings might ensue 
from a modest investment in such an approach? 

❖ The combined clinical & non-clinical application of this approach could 
bring formal and informal support networks together, reducing 
adversarial exchanges?  

 

Conclusions  
 
The strengths we identified in using the SDQ/DAWBA:  
 

➢ The SDQ/DAWBA instrument can provide timely, cost-effective, and unbiased 
indicative assessments 

➢ Implementation is likely to lead to significant reductions in initial screening 
processes, and consequential waiting times faced by many children and young 
people., a factor identified in several reports including The Audit Commission for 
Scotland in 2018.  

➢ With both the backlog associated with the pandemic, and significant pressure on 
services the tools offer the chance to identify children and young people’s indicative 
presentation at an earlier stage, enabling crucial interventions to be mobilised in a 
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timely, tailored and person--centred manner, whilst other formal diagnostic and 
assessment processes remain pending. 

➢ Getting the right services and supports, at the right time, delivered by the right 
people aligning seamlessly with current national and local policy and strategic 
aspirations including amongst many others; ‘Getting It Right for Every 
Child,’(GIRFEC), ‘Fulfilling the Promise’ and ‘Inclusion as Prevention’ 

➢ The approach did not conflict with, or contradict other assessment approaches, 
whether clinical or otherwise such as, ADOS, ADI-R, DIMENSIONS, ESSENCE or 
SCERTS. 

➢ In contrast with current widely acknowledged delays, assessment took an average 
92 days from consent to identified actionable outcomes, interventions, or diagnosis 

➢ 74.87% of suggestions were identified as actionable thus far 
➢ Final reports informed decisions regarding identified needs 
➢ Self-directed partnerships enhancing practice between formal and informal 

networks  
➢ There were significant Improvements in: 

o Service targeting 

o Tailored Interventions  

o More timely Interventions 

o Enhanced self-directed partnership actions  

o Enhanced/Improved multi-disciplinary & parallel working 

Suggestions/recommendations:  

1. Improvements could be made to the user-experience (UX) of the on-line 
assessments through: 

i. greater use of visual supports 
ii. enhanced section on environment and sensory issues 

iii. improved accessibility for ‘Apple’ technology  
iv. creation of an optional ‘app’ format  

 
2. The inclusion of a supplementary questionnaire for social care professionals would 

broaden the scope of the wellbeing assessments to facilitate enhance multi-
professional dialogue. 

 
3. Additional support may be required in completing questionnaires, due to literacy 

and or language barriers.  

 

4. Development of this pilot or equivalent model incorporating a piece of multi-

disciplinary learning which might promote the identified benefits of timely consent 

to share of information. This could also lead to a shared starting point where 

practitioners could agree and share the same assessment report, in practice with 

service users and their networks of support.  

 

5. A formal academic randomised control study could explore in greater depth the 

benefits of an enhanced, holistic, and truly inclusive wellbeing overview assessment, 
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with timely, targeted services, tailored interventions and the benefits for individuals 

and their families.  

 

6. A financial modelling exercise could be undertaken to consider the potential cost-

saving benefits such an approach could offer in terms of social return on such an 

investment.  

 

7. Further research into the efficacy of the SDQ/DAWBA in assessing the needs of non-

English speaking children and young people. 

The data (a very brief overview): 
 

➢ 11 Project Partners  
➢ 8 Nominating partners for participants.  
➢ 51 Participants 
➢ 37 Completions and report issues.  
➢ 21 Feedback and evaluations 
➢ 172 Questionnaires; comprising a mix of individuals, parent carer and professionals 
➢ 117 Self-directed report and advocacy responses shared. 
➢ 329 Indicative Wellbeing Concerns  
➢ 207 Suggestion for further Considerations 

➢ 155 (74.87%) Actions identified in partnership between families and professionals   

This unfunded project was designed and delivered with no conflicts of interest. 

“As parents it was particularly good to see something that captured a more holistic 
overview of our daughters’ challenges. It confirmed we needed support, further 

assessment, and explanations. Without this our daughter could well have ended up 
leaving school with no supports.” 

  
 

“As both a parent and lead practitioner, I found this pilot to be very partnership 
orientated, individualising and supportive for and to all”  

 

“A report like this would enable us to 
make better more informed decisions” 

Childrens Panel Members 

“This could be 1000 times better 
than what we have at present”  

Team Leader, Youth Justice, Social Work 

The pilot team would like to thank our partners, our participants, and their families as 
their partner professionals. Thank you. 
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Introduction 

Like all positive things they often start by an informal 
conversation, this Innovatively Individualising Triage 
Pilot Baseline Assessment is no different. Four years 
ago, Thom Kirkwood formerly from Autism Network 
Scotland was introduced to the Development and Well 
Being Assessment Tool, DAWBA, by Bill Colley, 
Educational Neurodevelopmental Specialist, who at that 
time had been using the tools for more than three 

years. The outcome of this triggered a big What if? And 
several other related questions we posed:  
 
What if there was an accurate, cost effective and person-centred assessment tool available 
which could provide a comprehensive indicative profile as well as highlight various 
neurodevelopmental and/or psychological conditions. A timely, non-biased way to select 
and direct the allocation of targeted services with tailored interventions, and suggest the 
need for further assessment where required, enabling a ‘whole team’ approach?  
 

➢ What if  
i) there was an accurate, cost effective, supportive assessment process 

available that could provide a comprehensive indicative wellbeing 
profile of various neurodevelopmental conditions and psychiatric 
disorders.  

ii) this could help select and direct the allocation of resources for further 
assessment, earlier identification, and timely, tailored support 
services by encouraging ‘whole team’ approaches Granulated further 
for this pilot to two questions?  

 
➢ Would a pilot study identify whether the SDQ/DAWBA could potentially offer 

improved collaborative practice to the benefit of assessed individuals, their families, 
support practitioners, and professionals? 

 
➢ Could a baseline study identify the challenges as well as enabling factors required for 

improving collaborative partnership working, and what potential benefits this could 
result in a social return of investment? 

 
It has been used as an assessment tool in a number 
of UK national surveys as well as other countries 
internationally, the totality of which highlighted its 
accuracy. One of these studies suggested it was time 
for an ‘evidence test.’  Thom concluded that an ideal 
subject to assess the practical application of the 
DAWBA as a triage tool was a close relative. 
 
By DAWBA as Triage we mean, - Can a DAWBA overview 
report be useful to and for non-clinical professionals, families, 
to enable service targeting and informed decision making. 

The coming together of 

minds from advocacy and 

education with a shared 

joint concern on the need to 

‘get better’ at assessing 

‘needs at an earlier stage.’ 

“If this assessment was used 

earlier in a relative’s 

assessment, would it have 

provided both reassurance 

and more beneficial 

information more informed 

decision making and could it 

for others going forward?” 
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The SDQ/DAWBA, is an internationally tried and tested diagnostic tool created by Professor 
Robert Goodman, Child and Adolescent Psychiatrist, Kings College London in the mid-
nineties. The tool has more than 4500 academic and peer reviewed citations within a 
searchable database of DAWBA publication. [1]  
 
The SDQ/DAWBA questionnaires were duly completed and to Thom’s surprise the rated 
report outlined his relative’s presentation and indicative support needs with remarkable 
accuracy, as well as posing several further considerations including family reassurance. 
Thom recalled a previous discussion he had with a group of health clinicians in his former 
role as Director, The Patients Association. This related to another assessment approach; the 
Balint Method.[2] At the time this was and remains as a comprehensive approach to mental 
health needs. When considered alongside the DAWBA, something of a flashbulb moment 
occurred and the journey which eventually led to the present pilot was set in motion. This 
was the realisation that both approaches represented accurate, comprehensive, and timely 
overviews of mental wellbeing needs. 
 
In support of this insight, a significant Case Review into the death of a young person caused 

by suicide within one local authority area concluded that [3] 

 

 
and with one consideration 
within the areas to consider 

 
 
 

 
Question: Could we build on previous learning?  
 
This baseline exploration assessment was initiated to 
build on previous higher-level research looking into the 
efficacy of the DAWBA and take this a step further 
forward to look at the tool’s practical application and 
potential to improve early identification. 
 
This was a question posed in 2014 by NSPCC, Rees 

Centre, University of Oxford - ‘What Works in 

Preventing Poor Mental Health in Looked After 

Children’ [4]   

‘Strategic planning of mental wellbeing and mental 
health services, informed by data on need and 
outcomes, should ensure that mental health 

expertise and resources are more evenly spread 
across the support continuum.’ 

 

‘Greater involvement of local mental health experts, working in operational services 
and schools, in planning and strategy. Shared design of mental health services across 

primary and secondary health, social care and schools aiming to strengthen the 
whole continuum of services from prevention through to targeted expert help.’ 

‘ 
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Could there be a potential benefit and impact for those not in the looked after system if 

assessed using the SDQ/DAWBA?  

The ‘usefulness’ of assessment instruments in research depends on their ability to detect 
change in individuals over time; their usefulness as clinical screening tools depends on 
whether they are capable of predicting mental health service need (when used by non-
clinicians) or, for clinicians, whether they can help to select and direct the allocation of 
resources or further diagnostic assessments. Ease of use Preventing and treating poor 
mental health in looked after children is also an important consideration. Taking this range 
of uses into account, key findings that emerged from the review included:  

 

         Note – In Scotland we now refer to ‘Looked     
         After Children as ‘Care Experienced.’  

 

Question: Who could be potential beneficiaries? 
 
Adopting a pause to enable reflection, this brought to the fore a number of questions –
associated to unmet needs from challenges faced by individuals, parents, and carers, as well 
as clinical and non-clinical professionals.  

‘The SDQ, Child Behaviour Checklist 
(CBCL), Children’s Global 

Assessment Scale (CGAS) and 
DAWBA can be scored and assessed 

to determine children’s clinical 
needs. The SDQ, CBCL and CGAS 

may be more useful as broad 
measures of well-being than for 

assessing specific conditions.’ 

 

‘The reliability of assessments 
depends on who is completing the 

instrument; in what context; and the 
skills of the person interpreting 

them…’ 

 

‘Use of the Strengths and Difficulties Questionnaire (SDQ) with looked after children 
has been shown to provide a good estimate of the prevalence of mental health 

conditions, allowing the identification of children with psychiatric diagnoses based on 
the Development and Well-Being Assessment (DAWBA).’ 

 

‘Caregivers’ and teachers’ 
responses on the SDQ have 
proven to be more useful than 
self-reports and its use as a 
screening tool during routine 
health assessments for looked 
after children has been shown to 
increase the detection rate of 
socio-emotional difficulties.’ 

 

‘The DAWBA’s use of diverse 
types of questions and added 

focus on patterns, duration and 
impact of symptoms may explain 
why it is most effectively used by 
clinicians, especially with complex 
cases where clinical judgements 

are needed.’ 
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This Infographic 
illustrates our initial 
view that the 
answer to this could 
be wide and varied.  
 
 
 
 
 
Question: What are the potential barriers reported most frequently, from parents, carers, 
and professionals alike?  
 

• undue clinical diagnostic waiting times, 

• undue waiting times for in-school assessments  

• undue waiting times for social care assessments and interventions, 

• “The right hand doesn’t talk to left,” practitioners in different settings delaying or 
failing to share their assessments with individuals, families and across agencies  

• bureaucracy and requests for assistance taking too long,  

• Individual and family views and experiences being excluded, dismissed, or even 
ignored  

• there are not enough knowledgeable people within the workforce,  

• why do we not listen to each other? 

• we need a shared language!  
 

Such barriers 
‘an unmet 
need’ see 
image opposite 
are very real 
and prompt the 
need for urgent 
changes in 
practice. They 
are also 
supported by a 
growing body 
of evidence 
that there are 

systemic 

weaknesses in terms of the cohesion between agencies and lack of collaborative 

assessment and planning between agencies principally education and child and 
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adolescent mental health. These impact provision for children with additional support needs 
on a daily basis and outlined in reports including All our Children and All Their Potential [5] 
Not Included, Not Engaged, Not Involved [6]  
      
What are Scotland’s overarching intentions? Are there improvements that can advance 
and support those intentions?  
 
The intention, here in Scotland is clear. The direction of policy and legislation is towards 
early intervention, inclusion, and equality. However, these remain aspirational principles. 
Unfortunately, they still falter when it comes to joined up delivery. 
 
“Could a multi-disciplinary, non-clinical early identification approach be of benefit utilising 
the SDQ/DAWBA?”  We believed so, hence our discussions in developing this pilot.  
 
One would expect differing perspectives in the answers, but we thought there had to be 
better ways of operating cohesively toward improved delivery in practice associated to  
GIRFEC,( Getting it Right for Every Child), [7] and supporting the implementation of the 
National Practice Models [8] whilst at its core supporting Scotland’s continued 
implementation in practice of UNCRC,[9]  and incorporation into Scots Law. [10]  
 
 
 

We therefore recognise - The United 

Nations Conventions on the Rights of 

the Child, ratified in the UK in 1991, 

formerly at least in theory, into 

practice consideration 1992, and 

decided to align the pilot with these 

principles; person-centred, human 

rights based, and consent driven.  

 
 
 
We know the development and well-being assessment tool has been successfully used in a 
number of national surveys including key public bodies, for example: -  
 
The report of a survey carried out in 1999 by Social Survey Division of the Office National 

Statistics on behalf of the Department for Health, the Scottish Health Executive and the 

National Assembly for Wales – ‘The mental health of children and adolescent in Great 

Britain’[11] and by NHS Digital Mental Health of Children and Young People in England, 

2017,[12] and Mental Health of Children and Young People in England, Wave Two Follow Up 2021 
[13]  
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The pilot team also believed that as well as improving practice, inclusive integrated thinking 
could offer potential benefits for taxpayers’ pounds and potential societal return on 
investment expounded in the Microsegmentation Report March 2018. [14] 
 
Evolving into broader strategic considerations, we realised a series of additional, yet 
significantly relevant considerations especially with connectivity and cohesion in practice 
aligned within policy. An opportunity to identify investment proficiency! 
 
In parallel, ARCH, South Lanarkshire and The Renfrewshire Autism and Neurodiversity 
Project, Renfrewshire HSCP joined the discussions as potential pathway partners, with 
Renfrewshire seeking participation for adults only. Given the DAWBA’s academic citations 
predominantly related to children and young people, it was recognised there was insufficient 
academia to support such a consideration.  
 
Further discussions including clinical oversight, ethics and processes, strategic potential as 
well as practical implementation continued within a professional context across Scotland. 
Inclusive of reflection on Why what we do matters? 
 
For this pilot project we have - the coming together of minds from individuals, families, 

education, social work/care, mental health, and advocacy, with the shared joint concern on 

the need to ‘get better’ at assessing ‘needs at an earlier stage.’ 

After considerable deliberation we arrived at the conclusion that there was justification to 

establish a study to explore the use of the potential of practically applying the SDQ/DAWBA 

as an early identification profiling triage tool within a Scottish context guided by our 

fundamental what if’s?  
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Why what we do matters!  
 
Despite Scottish Government ASN funding increase overall, even pre-pandemic, certain 
departmental or specialist funding has not kept pace with the increase in demand.  
 
It could be reasonably argued more so, when account is taken of comorbidity rates and the 
prevalence figures of children and young people in both the care and youth justice systems.  

It seems there is scope to use the SDQ/DAWBA as a triage tool in supporting those at the 
front-line and articulated by the following anecdotes:    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“This family is struggling, it is 
evident it is not poor parenting, I 

need this child assessed” 

Social Worker  

“I can’t help this child until I 
know what the issues are?”  

Teacher  

“I know there is something wrong 
with my boy but what?” 

Parent  

“I know this girl needs 
support, but I can’t access an 

assessment to give me my 
starting point?” 

Teacher   

Teacher  
“I have to find a suitable placement for this child but cannot make a 

judgement without knowing what their needs are.” 

Social Worker  
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The need for change has been articulated via increasing demand, lived experiences and data 
drawn from research. In addition to qualitative sources the pilot team sought to build and 
expand upon previous work, including reviews, reports, and academia. We agreed that a 
baseline study of a timely, comprehensive indicative wellbeing profile could support the 
principles of inclusion as prevention and address findings such as those below: 
 
 
In an investigation by 
Scottish Public 
Services Ombudsman 
[15] into the Moray 
Council’s decision 
make around one 
family affected by 
autism and other 
complex issues, they 
found  
 
 
A Significant Case 
Review [16] of one 
young autistic person 
within one local 
authority areas 
concluded that  

‘Under complaint (a) we found that the records evidence 
that the attitude of social work was at times judgemental 

and based on pejorative private opinions’ and ‘Under 
complaint (a) we found that there were numerous and 

significant failings in relation to gathering and taking into 
account relevant information when making decisions 

regarding the children’s care and education’ 

‘… concerns were not always shared effectively with all key 
partners, as they were being considered in isolation’ 

“I need access to an assessment 
that will help me support this 
young person here and now.” 

Social Worker  

“My daughter will have left 
school without the help she 

needs to meet her needs due to 
very long wait times” 

Parent  

“As dad I am along with my daughter’s teachers fed up trying blindly to 
meet a need when we don’t know what it is!” 

Dad  



 
 

19 

 

 

In respect of Initial Case Reviews 

(ICR’s) and Significant Case Reviews 

(SCR’s) a recent Cultural, Artistic and 

Scientific Knowledge for Prevention, 

Access, and Retrieval (CASPAR) [17] 

briefing stated,  

 

 

In April 2019, pre covid the Scotsman 

[18] reported a data analysis 

presented by the Scottish Childrens 

Services Coalition, a leading 

children’s campaign group which 

highlighted 

 
 
 
And from The Scottish Government 
Commissioned All our Children All 
Their Potential [5]  
 
 
                                    and                                                                A System which  
 

 

With the DAWBA’s proven history as child and adolescent mental health assessment tool, if 

utilised, due its comprehensive wellbeing overview may provide an opportunity to reflect 

and build on access to and accessibility of accurate assessment information useful and 

beneficial for other non-clinical practitioners, across education and social work and more.  

It was concluded by project partners that it was worthwhile undertaking this Innovatively 
Individualising Triage Pilot, as an observational baseline assessment project. Our purpose 
would be to identify the benefits of the SDQ/DAWBA applied as a non-clinical profiling tool 
and focus upon:  
 

➢ identifier of individual strengths and difficulties 
➢ identifier of underlying indicators  

‘Issues around addressing the mental 
health and wellbeing concerns of older 

children mean young people aren’t being 
referred to Child and Adolescent Mental 
Health Services (CAHMS) or children’s 

social care appropriately.’ 

‘…a “dramatic increase” in the number of 
Scottish school pupils identified with a 

range in neurodevelopmental conditions…. 
autism up by 101%, child mental health 

problems up by 252% emotional and 
behavioural challenges up by 87%, those 

with communication challenges up by 
293%...’ 

 

“30.9% of children and young people in schools 
in Scotland have an additional support need” 

“That additional support for learning 
is not visible or equally valued within 

Scotland’s education system….” 

“… devalues and demoralises children 
and young people who learn and 

achieve in other ways…” 
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➢ provide an enhanced holistic person-centred overview benefit to (a) individual (b) 
parents (c) practitioner (d) professional  

➢ associated timeline prompting more timeous for targeted and tailored 
interventions  

➢ associated cost, time, and timeline savings  
➢ value of SDQ/DAWBA Report as supporting information for subsequent clinical 

diagnosis 
 
with an overarching consideration re potential impact on early identification, for earlier 
targeting of service provision and individualised tailored interventions. 
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The Assessment Tool (Information supplied by DAWBA Team) 

The DAWBA is a package of interviews, questionnaires and rating techniques designed to 
generate ICD-10 and DSM-IV or DSM-5 psychiatric diagnoses on 2–65-year-olds. The DAWBA 
covers the common emotional, behavioural and hyperactivity disorders, without neglecting 
less but sometimes more severe disorders. You can consult a list of diagnoses covered. 

Information is collected from up to three sources:  

• An interview with the parents of 2–17-year-olds.  
• An interview with 12–25-year-olds themselves.  
• A questionnaire completed by teachers or another practitioner of 2–17-year-olds.  

The DAWBA interviews can be administered either by humans or by computers. For the 
ever-increasing proportion of young people and parents who are at home with computers, 
the computer-administered interviews [19] have the advantage of cutting out the cost of 
employing an interviewer. Below is a screenshot selection of the online provision.  
 

 
In addition, some respondents find it easier to be honest with a machine than a person. 
There is also a convenience factor since a growing number of respondents can complete the 
'online' DAWBA from home or work. But there are also many circumstances where having 
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an interviewer is an advantage. It is quick to train DAWBA interviewers and previous clinical 
experience is not essential, see Interviewers' Instructions [20]  
 
The interviews and questionnaires involve a mixture of closed questions such as "Does he 
ever worry?" and open-ended questions such as "Please describe in your own words what it 
is that he worries about?" With the computer-administered interviews, the respondent 
types the open-ended answers into the text boxes. With the interviewer-administered 

interviews, it is the interviewer who transcribes the answers. Interviewers can also add 
comments to the transcript, e.g., about a respondent's difficulty understanding questions, 
or about a respondent's reluctance to speak about specific topics.  

To increase acceptability and reduce costs, the interviews and questionnaires have 
deliberately been kept as short as possible. As a rough guide to length, the parent interview 
takes around 50 minutes to administer to a community sample. The corresponding youth 
interview takes around 30 minutes to administer to a community sample. The teacher 
questionnaire takes around 10-15 minutes.  

The length of interviews is further reduced by skip rules that allow entire sections to be 
omitted when screening questions indicate that the child is extremely unlikely to have the 
diagnoses covered by those sections.  

Information from the different informants is drawn together by a computer program that 
also predicts the diagnosis or diagnoses, generating six probability bands, ranging from a 
probability of less than 0.1% of having the relevant diagnosis to a probability of over 70% of 
having the relevant diagnosis. The computer-generated predictions may be enough for 
some research studies, but for clinical use and some research studies, the computer 
predictions are not the finishing point - they are simply a convenient starting point for 
experienced clinical raters who decide whether to accept or overturn the computer 
diagnoses (or lack of diagnoses) in the light of their review of all the data, including 
transcripts.  

The DAWBA combines the simplicity of respondent-based measures with the oversight of a 
counsellor or psychologist. Getting respondents to complete the interview online can 
reduce costs by 80% or more. If interviewers are needed, then using non-clinical rather than 
clinical interviewers reduce costs. Skilled clinical investigators are expensive and scarce - the 
DAWBA uses them very economically. For example, the 1999 British nationwide survey 
employed around three hundred non-clinical interviewers to assess over 10,000 children - 
but only required two clinical raters back at base.  

The initial validation study of the DAWBA suggested it had considerable potential as an 
epidemiological measure and promise as a clinic assessment Goodman et. al., 2000. [21] A 
decade of subsequent experience has confirmed this. The DAWBA has been used in all the 
British nationwide surveys of child and adolescent mental health, Meltzer, Gatward, 
Goodman, & Ford, 2003. [22] These surveys, and similar surveys in many other countries, 
have generated reasonable prevalence rates, and shown the expected pattern of 
association between disorders and independent risk factors - thereby providing further 

https://www.ncbi.nlm.nih.gov/pubmed/10946756
https://www.ncbi.nlm.nih.gov/pubmed/12745331
https://www.ncbi.nlm.nih.gov/pubmed/12745331
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evidence for the validity of the DAWBA. The DAWBA has also taken off as a clinical 
assessment in a wide range of contexts and countries.  

Over and above the routine rating process adopted by the DAWBA, as part of this pilot we 
have a dual overview of the algorithmic generated report. Firstly, by a high experienced, 
trained rater, followed by further overview not just to the generated report, but to the 
rater’s overview considerations and suggestions. Consultant Clinical Psychologist do this 
second overview.  

In ensuring a robust and objective rating process, a two-tiered screening arrangement was 
put in place. The first rating was undertaken by a DAWBA trained and accredited rater, 
followed by a second tier of clinical oversight by a Consultant Clinical Psychologist.  

Later reference is made to identified conditions within the final generated wellbeing profile, 
and both ‘probable diagnosis’ and ‘indicative diagnoses’ referenced. 
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Advocacy Response 

The pilot team are consciously aware of the challenges autistic individuals, their families, 

and those with other neurodevelopmental conditions often have in accessing timely, 

targeted, and tailored interventions. Equally the demands and pressures practitioners and 

professionals have in their endeavours to meet those needs via targeted service provisions.  

We are all appreciative through our experiences irrespective of our roles, that some of the 

interfacing conversations in addressing these challenges can be complex, uncomfortable 

and in far too many situations become unnecessarily adversarial.  

Advocacy can play a significant contributory role in alleviating aspects of those challenges, 

whilst at the same supporting and enabling individuals, their families, practitioner, and 

professionals to achieve solutions for going forward in positive collaborative ways. 

Unfortunately access to advocacy for autistic people and those with other 

neurodevelopmental conditions and their families is currently a postcode lottery of 

commissioned or grant funded services, often part of statutory advocacy provisions.  

There is already a national strategic context to meeting the challenges of access to 

advocacy, often controlled by eligibility criteria, which has the dual impact of service 

limitation.  

Individuals’ families and communities/ groups of people may need a range of diverse types 

of advocacies, and it is vital that advocacy provision is available appropriate to need, 

delivered by the right people at the right time.  

Advocacy need has been recognised across a range of reports and plans, for example, The 

Promise, [23] The Accountability Gap, [24] ASL Action Plan, [25] The Autism and Advocacy 

Exploration Report, [26], The Microsegmentation Report, [14] the latter two both part of the 

Scottish Strategy for Autism. Most recently the Autism and Advocacy Policy Action Paper 

Jan 2022 [27], which is due to be followed up by further submission to policy leads by the 

Autism Advocacy Network.  

Given the significant and clearly known gaps in advocacy provision, the pilot team in shaping 

the pilot determined along with the DAWBA Report that we would provide an advocacy 

component by means of ‘Advocacy Response’ intended as a helpful guide in suggesting 

further steps.  

When it comes to autism and other neurodevelopmental conditions, one realises advocating 

is often and more often than not, more than a single issue and it is about the person, the 

team including family, the processing and system, with outcome beyond more than an 

output.  

The focus of considerations and suggestions from a DAWBA report, have within the 

advocacy response have taken account of the overall common interest holistic advocacy 

approach via a positive collaborative partnership where all adopt a co-productive 

participatory engagement resource in practice.  
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The objective is a ‘gentle suggestive nudge’ for Inclusion as Prevention by Inclusive and 

Together.  

In adhering to a rights-based approach, it was suggested to twenty-five participants and 

their families that they may have had a statutory access to Independent Advocacy provision 

due to mental health or additional support for learning legislation. Unfortunately, twenty-

three were unsuccessful, two were successful, one receiving advocacy, the other family 

support. Does this in itself highlight an advocacy supply problem or narrow eligibility 

criteria?  
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Analysis 
 
As well as the raw data we are able to pull on from the DAWBA reports, Participant 
Overviews, we have also included the evaluation questionnaire which follows. We have 
incorporated responses from those into our critical analysis, statistical analysis, case studies 
and reflective learning.  

 
Evaluation Questionnaire  

 

We have one more request from you. Would you, your supporters be so kind as to complete 
this evaluation questionnaire below.  
 
This has been an exciting and interesting baseline exploratory project. This project team and 
our nominating partners would like to thank you for participating. We thank your 
supporters, family, practioners and professionals who have help you.  
 
It is important to re-emphasise this project was unfunded and the pilot team committed to 
this without remuneration.  
 
Evaluation Questions  
 
Please tick your nominating partner agency  
 

Nominating Partner  Cross One 

AISee  

ARCH – Autism Community Resource Hub -- ARCH   

CLC Consultancy   

COAST – Champions of Autism Spectrum Together  

RANP – Renfrewshire Autism and Neurodiversity Project   

SAIL – Supporting Autism in Lanarkshire   

Silent National Partner   

Work it Out   

Other Please Name   

 
 

Did the project information leaflet and consent form inform you sufficiently with where 
applicable 

further granulated information from your nominating partner agency.  
 
                           Yes                     No  
  
Did this collectively explain your rights?     Yes                            No  
 
Did you request any reasonable adjustments made?    Yes                            No  
 
 
 

Please indicate  
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How did you find the questionnaire?  
 
 
 

What would you suggest could be done to make it easier and or more relevant? 
 
 
 
 

Was there anything you thought obviously missing?  
 
 
 
 

Did you find the report useful?                                                 Yes       No  
 
Did you think it was accurate re you?                                     Yes                           No  
 
 
 
 

Do you propose to use the report?                 Yes                            No  
 
Do you intend to, or have you shared the report?               Yes                            No 
 
Who do you intend to share the report with?                 
 
 
 
 
 
 

How do you propose, if at all, to use the report? 
 
 
 
 
 

Do you think it will add value in determining any outcome with the people or services you 
share the report with?  
                    Yes                             No  
 
 
 
 
 

Will it contribute to a reduction in adversarial conversations with people about your care, 
diagnosis or in place support?  
 

Please indicate.  

 

Please Indicate.  

 

 

Please indicate.  

 

 

Please indicate.  

 

 

Please Indicate – (e.g., Teacher, Spec Teacher, Ed.Psych. Clinical Psych. GP. SALT. OT.) 

You can indicate as many people or organisations as you wish.  

 

 

 
Please indicate.  

 

 

Please indicate. 

 

 

Please indicate.  
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Has it help to attain targeted service to support you and or tailored supports for you? Please 
cross all that are applicable or appropriate. 
 

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation  

Identify General Learning Profile/Plan  

Identify Strengths and Weaknesses  

Potential Islands of Competence   

Promote Self Esteem / Reinforcement of success  

Promote Positive Interactions   

Enhanced Transitions  

Social Skills Assessment   

Support Self Awareness  

Masked Disorder or Masking weaknesses  

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX   

Social Competence Functions /Language SPLD/Comms Passport  

Cognitive Functioning /Profiling/ Match to Attainment   

Sensory Assessment and Profile   

School Adjustments re Anxiety / Demand Led Challenges   

Academic Adaptations re Curriculum   

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors  

Executive Function Deficits  

Determine Risks (Self Harm/Substance/Sexual)   

Eating Difficulties   

CBT potential Benefits re Anxiety/OCD   

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development  

Clarification of Age/Stage expectations/supports   

Psychological Interventions re PTSD   

Family supports   

School Staff Supports   

Individual feeling safe (inclusive of social fears)  

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult   

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   
Other  
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As a professional supporter did you find the report informative?         Yes              No  
 
Did the report information assist you to target service better with tailored supports? 
 
 
 
 

Did the report enable you and or such service to tailor support more beneficially for the 
individual?  
 
 
 

Do you think such a report is beneficial in early more holistic wellbeing identification?  
 
 
 
 

Was the soft advocacy response, where issued, useful as a guide?        Yes         No  
 

 
 
 

It is worth noting that all the way through this pilot process, participants, families, and 
partner practitioners and or professionals were asked to inform us which policy/practice 
areas they could identify potential benefits. All evaluation and feedback points, many 
repetitive have been incorporated into the report and or the selection of case studies.  

 
Critical Analysis 
 
Given that the principal aim of the project was to evaluate the efficacy of the DAWBA as a 

comprehensive indicative wellbeing profiling triage instrument to inform thinking and 

planning for professionals working with children and young people, this section of the 

report will focus not only the DAWBA per se, but on the practical considerations involved in 

making it available to that client group (including for example, social workers, teachers, 

residential care managers, youth justice workers, members of the Children’s Panel, etc.) or 

as appropriate to the team around the child.  

 

 

 

 

Additional Comments 

 

Please expand.  

 

 

 Please expand 

 

Please expand.  

 

 

Please expand.  
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The process 

 

 

Beneficial to begin with by 

illustrating the participants 

overall journey within this 

pilot project, see illustration 

opposite.  

    

 

 

 

 

When a new referral was registered with the project and completed the compliance 

process, the case was passed by the Project Coordinator to the DAWBA Rater with the 

following information: 

1. Age of child/young person (CYP) 

2. Gender of CYP 

3. Number of structured interviews required 

4. Type of interviewee 

 

No further information was provided. 

The project Coordinator then assigned an identification code (e.g., J13M) to allow both 

Rater and Coordinator to liaise over the interview process without compromising data held 

exclusively by the coordinator. 

Interviews slots were then generated by the Rater and the on-line links sent by email to the 

coordinator who then distributed these to the client. 

On completion of the interviews, the Coordinator would alert the Rater who would then 

complete a draft rating profile before sending this as an inclusive part of the full DAWBA 

report to the Clinical Supervisor, who would then either endorse the report or suggest 

additional information, changes in style or tone, or make any other recommendation before 

the report was forwarded by the Project Coordinator to the client, along with a soft 

advocacy response.  
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The rating processes 

The specificity and sensitivity of the DAWBA algorithm have been established through the 

normal scientific process of peer reviewed research. The rating process, whereby these 

initial findings are then used to guide the development of a full profile requires considerable 

experience in the field of diagnostic assessment across a range of developmental and 

mental health conditions and the rater must have the confidence to ‘challenge’ an indicative 

finding or suggest that others are added-in as considerations. 

Thus, in terms of the study group: 

➢ Initial suggestions of OCD were sometimes dismissed/over-ruled if the behaviours 

were comforting rather than intrusive. 

➢ Indications of Bipolar disorder were frequently questioned or over-ruled due to the 

age/stage of the client, and if there was no evidence of true ‘mania’ or if 

‘hyperactivity’ might provide an alternative explanation 

➢ Where ASD emerged as a strong possibility, anxiety and phobias were considered in 

this context rather than as discreet disorders. 

➢ ASD was occasionally suggested as a possibility where not otherwise indicated if 

there was sufficient evidence to suggest that self-report was itself influenced by this 

condition. 

➢ Where ‘trauma’ was suggested in the client history, PTSD might not be rated if the 

full diagnostic criteria were not evident in client responses. 

➢ CD and ODD were treated with caution in clients with ASD or ADHD where 

behaviours were context-specific (e.g., prompted by anxiety). 

 

In all cases, and as would be expected in an exercise of this nature, the main 

recommendations or suggestions were for further assessment using specialised clinical 

services, or for further information gathering. 

Receipt of 
request

•Email processed (5 minutes)

•Interviews generated (5 minutes)

•Interviews sent to Coordinator (2 minutes)

Rating 
Process

•DAWBA initial ratings read and analysed (20 minutes)

•Ratings cross-referenced against open-text answers (15 minutes)

•Probability ratings given for DSM5 and ICD 10 conditions (10 minutes)

•C-GAS and HoNOSCA ratings provided (5 minutes)

Report

•Clinician's notes (15 minutes)

•Suggestions for next-steps and/or support (5 minutes)

•Draft report issued to clinician

•Liaison with clinician

•Submission of final report to Project Coordinator
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Clinical oversight 

The pilot did not seek to employ the DAWBA to generate diagnoses or initiate treatment, 

rather this was an opportunity to see how a generalised profile might be of benefit to non-

clinical professionals. However, to maintain a degree of rigour in the assessment process all 

generated indicative profiles were reviewed by a clinical psychologist to ensure that they 

met a minimum standard for accuracy by those who would be potentially using them. 

This also allowed potential actions to be attuned to the requirements of local available 

clinical and social services. 

There were no significant disagreements between the Rater and the Clinical Supervisor, but 

the latter was able to add further insight on occasions and to suggest changes of style and 

tone to avoid potential difficulties in consulting with existing clinical professionals and 

ensure the DAWBA was regarded as offering added value and insight rather than challenge 

pre-diagnosed conditions. 

Risk Management 

Prior to the establishment of the project, consultations took place with experienced DAWBA 

raters to determine what, if any, risks might arise. 

The principal concern that emerged from those discussions was the issue of ‘safeguarding’ 

and how the project team should manage any disclosures that could indicate immediate risk 

to a CYP. 

It was agreed that the Rater and Clinical Supervisor would alert the Project Coordinator at 

the earliest opportunity should such a situation arise, and that the coordinator would them 

contact the referring agency to determine what action should be taken. One of the Pilot 

partners retains a ‘Reserved Function’ via a statutory agency in this regard. Agreement was 

reached that any potential Child or Public protection concerns would be involve his 

guidance. 

Four such cases arose and were actioned by the 

project coordinator via pilot partner with ‘Reserved 

Function’ within 2-3 hours of issue being flagged up.  

Three out of the four had already been seen by 

CAMHS with each having a determination. One, 

more severe, had an imminent appointment with 

local CAHMS Crisis Team.  

Instances of severity we hope would always be met 

by the fundamental principles within Scotland’s 

Suicide Prevention Action Plan 2022-2025, ‘Creating 

Hope Together’ [28] by the practice inclusion of  

 

“I have already had a positive 
response to this report from the 

CAMHS” Crisis Team.” 

  
 

 

“……. Time, Space,  

Compassion…” 
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In the event where, any person may be at risk of significant harm, national guidance for 

child and adult protection would be followed. If this came across as imminent, then 

emergency services would be informed.  

The second set of risks concerns possible ‘false positive’ and ‘false negative’ results, i.e., that 

a condition might be suggested by the DAWBA that was not actually present or one missed 

that should have been included in the final profile. 

Given that the project was not aiming to provide definitive diagnoses, any subsequent 

demonstration of inaccuracy would fall into the field of diagnostic uncertainty’ rather than 

being classified as an error. In many cases, DAWBA probabilities were matched against 

DSM5 criteria to ensure diagnostic compliance and only time will tell how prospectively 

accurate the DAWBA was at identifying the correct range of psychiatric and psychological 

conditions provided in the probability profile. 

A third identified risk is the potential for parents/carers to misinterpret an indicative 

suggestion to imply that a definitive diagnosis had been given. This, despite considerable 

efforts to clarify the purpose the indicative profile to all participants, this possibility has 

been shown to have occurred and one requiring further consideration. 

In cases where abuse or neglect may be under consideration as a factor in a CYP’s 

presentation, the DAWBA made no attempt to contribute towards this differential 

formulation but instead offered additive value in identifying potential independent factors 

which could also be part of that process. 

Furthermore, accuracy in assessment hinges on the quality of information disclosed and this 

varied in this pilot as it does in the clinical situation. 

Finally, the project was not aimed at providing or initiating treatment but guiding support 

and thus a recommendation based on one indicated condition would not be likely to cause 

harm if a different one was present. 

Recommendations/Suggestions 

The dilemma facing the Rater and Clinical Supervisor was how best to convey the findings of 

the DAWBA rating in terms of the language and nomenclature employed. 

At an early stage it was decided to re-phrase ‘recommendations’ to ‘suggestions’ to reduce 

the risk of offence to those who might feel that the project was attempting to undermine or 

challenge existing services. 
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As indicated above, the most common 

suggestion was for further assessment 

and in particular the value that could be 

added to an understanding of a CYP’s 

needs by a comprehensive school 

observation. It is worth emphasising:  

 

In terms of practice, this approach fits nicely and complimentary to and along with the 

DAWBA in terms of undertaking welling being assessments, it is supportive under the 

GIRFEC framework [7] alongside assessments for reasonable adjustments and additional 

support for learning needs. The DAWBA assessment is available within the NHS provisions 

and can be used within existing assessment pathways.  

 

In other cases, it was suggested that allied health professionals might undertake 

assessments to determine with more precision, the current function of a CYP in terms of 

speech, language, and communication, or where issues had been indicated with respect to 

sensory processing. 

In a small number of cases, the level and/or complexity of need suggested that 

families/carers may benefit from additional support, but this could not be explored in any 

depth without reference to the locale, and the availability and capacity of existing services. 

However, the suggestion itself could encourage those involved in supporting the CYP to 

investigate specialist maintained, third sector, or other options, and was thus considered to 

be worth including in the final report. 

“Those involved in the DAWBA ratings 
noted the potential added-value to the 
assessment process of good quality school 
observations exploring pupil mood, 
behaviour, and social interactions in both 
structured and unstructured environments 
to demonstrate functioning in more than 
one domain.”  

 

“DAWBA raters frequently suggested that an understanding of pupil needs would be 
enhanced by input from allied health professionals and in particular speech and 
language and occupational therapists.” 
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Critical Analysis Summary 

1. The administration process worked effectively and efficiently but could be improved 

in the following ways: 

a. DAWBA IDs should be used in preference to Coordinator-generated 

identification codes 

b. The update tools in the DAWBA system, including the ‘To Do’ list could be 

used more effectively by the Rater to assess on-going progress 

c. There is a yet un-demonstrated concern that information disclosed in the 

participant’s overview might be excluded from the DAWBA interview because 

the participant may wrongly conclude that the Rater already has access to it. 

 

2. Whilst there was confidence that the ratings were valid, the robustness of the results 

could be improved, by: 

a. Providing on-line support prior to the issuing of interviews to explain the 

process prior to completion 

b. Providing support to help participants understand the value of more in-depth 

open-text answers, particularly with reference to the. 

i. Frequency of behaviours 

ii. Intensity of behaviours 

iii. Impact of behaviours 

c. Increasing the number of interviews 

d. School participation 

 

3. Participants might benefit from having direct access to the Rater or Clinical 

Supervisor to understand what the final DAWBA report means. 

4. Some minor glitches in the DAWBA itself require attention, and specifically the 

gender pronouns used in the report which can mis-identify individuals. 

 
Statistical Analysis  
 
From the pilot partnership, the key geographical partners via the ARCH - Autism Resource 
Coordination Hub - are strategically South Lanarkshire Health and Social Care Partnership, 
and South Lanarkshire Council with the following third sector or inhouse partners, namely; 
Action for Children, Champions of Autism Spectrum Together, Support Autism in 
Lanarkshire, Work it Out -Including --Social Inclusion Project, Youth Justice South 
Lanarkshire. 
 
The other three partners were: Bill Colley CLC, Caledonian Learning and Care – Educational 

Specialist & Neurodevelopmental Specialist. Thom Kirkwood, AISee Consultancy – 

Advocating Inclusion Specialist, Change Agent, and Trainer and Renfrewshire Autism and 

Neurodiversity Project.  

Neurodiversity Voice was integrally inclusive throughout, inclusive of neurodiverse 

individuals, parents, carers, and professionals.  
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Most pilot partners were Nominating Partners, where they could nominate individuals for 
participation. Others provided both nominations and expertise, others just expertise.  
 
 
 
 
In this infographic, one can 
see the number of nominees 
per nomination partner.  
 
 
 
 
 
 
 

 
 
 
The target age range for 
nominated participants was set 
between 7 years old to 23 
years old, with a caveat, we 
would accept a small number 
below 7 and over twenty-
three, with the aim of 
objective learning and 
comparisons if and where 
possible.  
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The neighbouring infographic 
provides the breakdown the age 
demographics of the project 
participants. In line with modern 
thinking and of course consent. We 
enabled self-identified gender, as 
per the infographic below. We did 
not provide a choice option. We 
simply allowed an open box within 
the Participant Overview document, 
to enable the individual/parent 
carers or legal guardians to enter 
their own choice. 
 
 
 
 
The participants came from across 
Central Scotland, the majority from 
West Central, with the remainder 
from East Central. The infographic 
below provides a further 
breakdown. 
 
   
 
 
 
 
There were six provision/services sectors from which the participants came. Unsurprisingly 
the majority came as expected from within education. What was surprising, was the small 
number of combined sector participants e.g., education/social work, education/social care, 
employability/social care. There were only five identified as combined.  
 
 
 
The nomination process 
was via a nominating 
partner, as this built in an 
additional safeguard for 
participants and their 
families, as well as the pilot 
project itself. The six sectors 
and their associated 
participant numbers can be 
seen in the visual opposite.  
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In respect to Granular Contribution the level of commitment from individuals, their 
parent/carer, legal guardians, to attain initial commitment from a professional to complete 
a questionnaire on child or young person’s behalf was exceptionally promising.  
 
Taking account of fifteen participants who drop out (29%,) equating to forty-three 
questionnaires issued that were not completed, - this still left thirty-one questionnaires 
either not started or insufficiently completed to enable a contribution. See information 
visual opposite.  
     
We, like families were surprised, by the fact that twenty-five educational professionals 
committed to individual and or parent to completing a questionnaire on an individual’s 
behalf, supporting their assessment, yet only one third were duly completed.  
 
 
 
 
Despite this negativity, for 
unexplained reasons, it 
would appear it has not 
deterred individuals and or 
parent carers  
from self-directing report and 
advocacy responses across 
their networks of both 
professionals and non-
professionals as shown on 
the following infographic.  
 
        
 
From the SDQ/DAWBA Reports, we were able to identify as per infographic below, 
indicative concerns. Concerns sufficiently justified to the nominating partner that 
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participation in this pilot would be beneficial These are illustrative of explanations for some 
of the challenges and concerns being raised by either individuals, their parents/carers, or 
legal guardians and/or professionals with professionals.  
 
 
The DAWBA algorithm, 
provides an indicative 
probability of diagnosis. The 
computer prediction is never 
an absolute "no" or "yes"; 
instead, the individual is 
assigned to one of six 
probability bands, ranging 
from less than 0.1% likely to 
more than 70% likely.             
     

 
From this pilot’s data, autism 
for example, we can deduce 
there is an estimated 16-24 
individuals with a varying 
likelihood of between 15% to 
70% probability of receiving a 
formal diagnosis.  
 
Using the same example, one 
of the ‘benefits’ of this 
assessment instrument 
depends on the effectiveness 
and complimentary and 
supportive skillsets between 
the rater and clinical 
psychologist, in providing 
additional strategic insight 
into current and future need.  
 
Without use of this assessment instrument, delay in any diagnostic assessments that can 
impact on timely interventions could be implemented by other professional disciplines.  
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Within the pilot, the SDQ/DAWBA reports, collectively identified and suggested as chart 
below, areas for considerations for further explorations and or interventions.  

We learnt that we were able to engender less adversarial conversations. Whilst at the same 
time augment improved horizonal conversations between individuals, parent carers and 
professional alike, supporting input and co-created outputs into actions 
 
As a result of this parallel multi-disciplinary inter-communicative approach our average 
timelines both per stage of our process and overall are illustrated in the following visual.  
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Outcome:  An average of  

 
 
 
 
 
 
 
 
 
 
 
                                                                         
 
 
 

 
from consent to intervention implementation or diagnosis. 

 

Outcome:  Based on suggestions for consideration from the DAWBA report and soft touch 

advocacy response. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

partnership identified actionable rate reported.  
 
Are we answering either of our two big questions? One can deduce statistically and in 
practice, the partnership approach of placing children and young people at its core, (with 
the one person one report ethos, and a supportive soft advocating response) is having some 
impact. 
 

Included is a random selection of case studies.  

92days

ys  

74% 
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Case Studies 

Case Study Sample A 

Summary Profile Pilot Categorisation — Health and Education.  

Participant in this case study a resident in Central Scotland, attending a mainstream school. 

Despite pursuing professional diagnostic assessment for a number of issues and concerns, 

yet, even with professional acknowledgement. Whilst investigative assessments are 

underway and have been for some time, there is no assessment conclusion or definitive 

plan of action in terms of treatments, interventions, or support. It is for this reason, after 

independent advice and guidance, it was suggested, participation in this pilot project could 

be beneficial. Our hope is that it may provide some reassurance and steps, no matter how 

small, towards much requested and sought-after diagnosis and supports. Given the child’s 

lack of development and capabilities, the online questionnaires for this assessment were 

completed in this instance by, mum, dad, and a family support person.  

Participant Overview 

With no clear diagnosis yet. This individual’s growth is unusual since pre-birth, she has 

always been exceedingly small for her age and the family have been told that some of her 

features point to a genetic condition or syndrome. This may include a neuro-development 

disorder, a learning disability or possibly autism and that “bits of her brain are missing,” as 

well as being informed she has the mind of a much younger child.” A recent Brain scan 

showed some brain abnormalities and possibly something called “Temporal Cortical 

Hypoplasia” as well as a number of other flags, a sleep disorder, a heart murmur, 

Hyperacusis and Symbolic Agnosia.  

  

This child has also experienced a lot of earache and respiratory complaints and she has 

constant stomach issues and bowel problems. Sleep is always difficult and more recently 

she has been having sleep seizures. She is waiting for a follow up brain scan under general 

anaesthetic and referred for an Autism Assessment (standardized screening), but the family 

have been told this can take 18+ months to happen. 

  

SOCIAL AND EMOTIONAL ISSUES:  

These date back to pre-school; been told she is “emotionally all over the place” She has 

difficulty concentrating and coping with background noise and loud noises. Too many 

people around her at once make her anxious. She often gets stressed and frustrated and 

tends to hit out and fight if there are too many children around her, she has separation 

anxieties and going into school causes her to get really upset. Although once she is there she 

usually settles down. She hates any type of change – e.g.: even a slight change of furniture 

or décor She is happy and affectionate child, but she is not keen on being touched, kissed, 

or cuddled. She also hates wearing clothes and hates dressing or being dressed and she 

tends to strip-off indoors whenever she can. 
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In 2020, it became known she has been a victim of child-on-child sexual abuse which has 

made her even more emotional. This individual is soon to start seeing a CAMHS worker.  

 LEARNING ISSUES:  

While she really loves being active, doing well at physical activity such as gymnastics and 

cycling and roller skating etc., she still cannot read or write or sound letters out as she 

struggles to read even simple words like “and,” “no” and “it “. She cannot complete quite 

simple schoolbook tasks such as reading, writing, drawing, craft etc., In comparison with her 

classmates she is well behind where she should be, having still not reached “early level” 

stage.  

 

The school have only very recently started putting in some exceedingly small support 

strategies in for her. We have been struggling for a long time with no help.  

  

The family from advice and guidance from Enquire and CYCPS have submitted a request for 

a coordinated service plan. 

 

Development and Wellbeing Assessment Summary 

This DAWBA profile was generated as part of 

a Scottish Pilot Project which aims to explore 

the use of the DAWBA in non-clinical settings 

as a triage/pre-diagnostic assessment 

instrument. Ratings are based on the 

probability estimates generated by the 

DAWBA algorithm and are informed by open-

text data from the respondents. They are not 

to be regarded as concrete ‘diagnoses’ but 

‘working hypotheses’ to assist in planning 

and decision-making. Complex profile with 

reasonable consistency between 

respondents. Medical concerns noted in 

terms of impact on young person (YP) and 

family. Possible chromosonal atypicality 

noted.           

Further assessment may benefit from multi-

disciplinary diagnostic service viz differential 

dx. High probability of neurodevelopmental 

disorder and comorbidity. Autism risk 

identified with key diagnostic criteria met for 

full assessment (e.g., ADIr/ADOS). As a 

pervasive developmental disorder, ASD risk 

may support intervention decisions re other 

areas of need, including post-trauma support. 

Specific processing needs of ASD clients 
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should be considered when attempting any 

generic support (e.g., CBT). ASD risk informs 

understanding of possible contributory 

factors viz separation anxiety, specific and 

social phobia, generalised anxiety, and 'ODD' 

and conduct 'disorder'. ODD and CD not 

currently rated for this reason - i.e., that 

behaviours may be explained better in terms 

of autistic regigidities and needs rather than 

as discrete disorders per se. Biploar over-

ruled due to age/stage and lack of evidence of 

true elevated mood rather than hyperactive 

episodes. ADHD indicated.  

Academic difficulties noted and suggestive of 

potential benefits of assessment for specific 

learning difficulties (e.g., 

dyslexia/dyscalculia/dysgraphia) and cognitive 

function. Assume vision and hearing have been 

assessed as 'normal'. If not, testing may be of 

benefit. Intellectual +/- developmental delay?  

                        

Suggestions: 1) Differential diagnostic assessment with focus on genetic and 

neurodevelopmental contributions to needs profile. 2) OT assessment re sensory profile and 

possible development of 'sensory diet' to minimise stress. 3) SALT assessment to determine 

receptive and expressive language capacity. 4) Communication passport based on SALT 

assessment to assist YP in communicating with adults and peers. 5) Cognitive assessment to 

determine current level of function (both at home and at school) and reasonableness of 

age/stage demands being made of the YP. 6) Academic adaptations to curriculum and 

environment (sensory/attentional challenges + social demands) 7) Psychological 

interventions re post-traumatic support to be informed by idiosyncratic processing needs of 

a (potentially) autistic YP 8) Support for the family in terms of understanding contradictory 

needs for 'sense of safety', structure and routine, as well as stimulation and challenge. Help 

to identify triggers and to de-escalate meltdowns. 9) Support for school staff in terms of 

understanding YP's complex needs and vulnerability. Emphasis of helping YP to feel safe 

with respect to environment and relationships. 
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Advocacy Response  

The demonstrates multiple and complex pre-diagnostic probability with working hypothesis 

suggesting the likelihood of syndromic diagnosis, thus highlighting the current overarching 

challenges that the child, her family, and practitioners and professionals collaborating with 

her are facing.  

Based on the information available and consideration of the key questions. (See below.)  

We would strongly suggest assisting in planning and supportive decision making, strong 

advocating support for a plan, with an overall focus on GIRFEC and the SHANARRI 

components.  

It is, however, more the content of a good plan that is significant rather than the type.  

There are many ingredients and inclusions in making a good plan. 

https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-

df2e09e1b146 

Delivery of direct advocacy provision is not part of the pilot. In this instance we signposted 

https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-df2e09e1b146
https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-df2e09e1b146


 
 

46 

 

to two advocacy organisations, where acceptance and access may/will be subject to 

eligibility criteria.  

Delivery of direct advocacy provision is not part of the pilot. In this instance we signposted 

to two advocacy organisations, where acceptance and access may/will be subject to 

eligibility criteria. 

In consideration of a good plan, this may include some or all the following and more 

depending on further assessment:   

• Outcome focussed to benefit the individual, make targets achievable and 

measurable 

• Undertaking of further assessment and identification  

• Ensure holistic education and social development both in and out of school  

• Encompass the individual as far as capacity enables in the development of their plan 

to the best of their own capability (provide supportive advocacy if required) (use 

supportive communication tools if appropriate)   

• Take account of hidden sensory issues often a key trigger for meltdowns, a trigger 

and solution analysis may be helpful.  

• Have an initiative-taking partnership approach which includes individual, 

parent/carers, practitioners 

• Be inter-agency connected, health, social care, including third sector clubs etc. if 

appropriate  

As we all know beneficial outcomes for an individual are based on positive collaborative 

partnership working, including between parents and professionals and professional to 

professional. We would suggest this is critical in this instance to enable joint delivery of 

suitable and timely interventions to meet the individual’s needs.  

Feedback and Actions Taken.  

 

  

 

 

 

 

 

 

 

 

“We were delighted to have been referred to this pilot via a legal professional who 

works within children’s rights. We found the questionnaire’s challenging and very 

thorough.” Parents 

 

“As parents we found it very 

reassuring that we were aware of 

our daughter’s complex challenges. 

The report confirmed that we 

needed support, further assessment, 

and explanations, not just for us, but 

for the professionals that also 

collaborate with our daughter.” 

 

 

 

“The soft advocacy response 

empowered both of us as parents, 

our daughters support practitioner 

and teacher to advocate better for 

our daughter’s needs.” 
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“It has taken us a long time to get this far, and it is too early to state what will actually 

be put in place to support and bring about improved outcomes.” 

 

 

 “We felt there could be 

improvements by the a) 

questionnaires could have 

supportive visuals or explanation 

videos, b) an advocacy 

professional could hold 

responsibility for accountability 

and coordination of information 

flow associated to progress via 

TAC meetings.” 

 

 

 Observationally, this family and their professional partners can envisage actions if 
implemented having a positive impact of delivery within the following policy areas –  
 

➢ Getting it Right for Every Child, [7] 
➢ The Promise [23] 
➢ The Accountability Gap [24] 
➢ All Our Children All Their Potential [5] 
➢ The Additional Support for Learning Action Plan (ASLIP) [25] 
➢ The Neurodevelopmental Specification: Principles and Standards of Care [29] 
➢ United Nations Convention on the Rights of the Child [9] 
➢ The Equality Act. [30] 
and more.  

 

 

“Our hope and objective were to encourage more meaningful joined up person centred 

approach in relation to education health and social inclusion and to improve a joined 

up working practice to enable more focused discussions in our daughters TAC 

meetings, reducing conflict both between professionals, and professional practitioners 

and us parents.” 

 

 

 

“We shared the DAWBA report and explanation leaflet with the following professionals 

-- Teacher, Head Teacher, Educational Psychologist, GP, CAMHS, associated AHPs, and 

with local authority Inclusion, ASL and Needs Service Manager.” 

 

 

“We appreciated the referral to an 

advocacy service. We did not get 

advocacy. We got some family 

support to help us at TAC meetings 

and with communications with 

professionals and service managers. 

Too early in practice to determine 

the direction of actions.” 

“Thank you for enabling us via this 

pilot.” 
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Case Study Sample B  

Summary Profile Pilot Categorisation —Further Education/ Employability/Social Care.  

The participant in this case study is a young adult, resident in Central Scotland, part time 

college, and in receipt of SDS Package. Despite pursuing employability options for the last 3 

years, nothing has transpired to date. This young person and his family hope that 

participation within the pilot may bring some cohesion and better understanding of the 

young person to the fore to enable accessibility to with reasonable adjustment to inclusive 

opportunities.  

Participant Overview.  

I am a 22-year-old young adult who has autism. I struggle with social situations and require 

constant prompting to behave appropriately. I love people; however, I find friendships 

exceedingly difficult. I say inappropriate things and say things that people find rude and 

upsetting. I am unaware of dangerous situations and have no sense of stranger danger, so I 

speak to everyone and think that everyone is my friend. This makes me very vulnerable, and 

I was arrested a few years ago and had to go to Govan police station. This was a very 

frightening and scary time for me. I only spoke to the lady and was trying to be friendly. 

My anxiety levels can escalate very, very quickly. I struggle with time and if I do not do 

something at a certain time, I can become frustrated and angry. I require support to keep 

calm and stay on a green I require this support everyday several times a day. 

I have no concept of money. I love to shop, and I can open an eBay account as a guest. This 

has got me into a lot of trouble with my mum as I bought a few trains at £225.00 each. I am 

trying to work on having a better understanding of money and trying to learn how to 

budget. This is extremely challenging for me and |I get frustrated when I have spent my 

weekly allowance .I search for the bank cards when my mum goes to bed or goes out into 

the garden .I want to go on a plane next year if I am well enough so I know I will need to 

save for this . 

I live at home with my mum and my brother. I would like to live on my own when I am older. 

Mum came over to my house and I can make her dinner. My brother and his girlfriend can 

also visit me. I love my family very much and enjoy the family parties that we have. I love 

when my mum’s friends come over. 

I really enjoy the club one evening a week. I get to see my friends there and we have lots of 

fun. 

We chat and laugh. We also support each other if any of us are struggling with things at 

college or at home. 

This participant disclosed two previous diagnoses, autism and learning disability. 
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Development and Wellbeing Assessment Summary 

Autism. Other consideration depression, ??Mania/bipolar??ADHD combined. 
 
Consistent responses from self and parent/carers supported by open-text information. 
Autism diagnosis appears secure and may explain specific and generalised anxieties, social 
communication and interaction difficulties, and routines/obsessions. OCD not discounted 
but main intrusive feature appears to be 
associated with time rather than 
discomfort in the activities/thought 
patterns per se. Worth exploring further. 
Impact of life events noted and especially 
loss of grandparent. Associated with onset 
of depressive features in profile. Possible 
unresolved issues around bereavement viz 
impact on family routine and personal 
interactions. Bip/ADHD worth exploring 
further and specifically nature of elevated 
mood v hyperactivity. Auditory hallucinations noted. No current evidence of self-medication 
but possible unmet need re mood. Also explore potential dysregulated sleep and impact on 
daily function. Pattern/severity etc. Treatment options could be informed by ADHD/Bip Dx 
and assessed alongside current treatment programme. DAWBA profile supports further 
investigation and potential differential Dx for comorbidities common in ASD population. 

Advocacy Response 
Given this young person DAWBA report and Participant Overview both complementary to 

one another demonstrates a number of probability factors with working hypothesis.  

In this case one may consider advocating for further investigations as indicated within the 
DAWBA report as well as consideration for occupational inclusion and bereavement support 
via for example-  
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a) Sharing the DAWBA with his Psychiatrist or Psychologist 
b) Employability or further programmes at college. 
c) Seasons for Growth programme to support his bereavement understanding. 
 
It may also be worth considering supporting DM to complete a My Autism Profile to help 
him understand his own condition. My Autism Profile 
https://www.southlanarkshire.gov.uk/downloads/file/13763/my_autism_profile                                                                                                                                                     
                                                                                                                                                           
It is also our understanding that this young person is entitled to Independent Advocacy 
under current mental health legislation re his autism. Search the SIAA 
https://www.siaa.org.uk/find-an-advocate/ 
 
Feedback and Actions Taken.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“We found the report fully accurate and informative, and it noticed some underlying 

concerns we felt could be there. Concerns over and above already diagnosed autism 

and intellectual disabilities.”  

“We felt it could be useful to have a stronger component re environmental and sensory 

challenges/concerns.”  

“We found the questionnaires comprehensive and thorough. Being online was a big 

benefit as one could log in and out completing in sections as need be. Supporting 

processing.”  

“Would suggest increased visuals.  

Would suggest consideration of making it an app as oppose online questionnaire thus 

enabling improved ease of use.” 

“My sons and I self-directly shared the report with my son’s psychiatrist and used it to 

support our underlying concerns. We also used the report to support our actions in 

respect of his self-directed support provisions.”  

https://www.southlanarkshire.gov.uk/downloads/file/13763/my_autism_profile
https://www.siaa.org.uk/find-an-advocate/
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52 

 

 

Through our family’s equity level discussions with professionals, we envisage the on-
going actions positive impact on and of delivery within the following policy areas –  
 

➢ Getting it Right for Every Child,[7] [if this was done whilst still within education] 
➢ The Promise [23] 
➢ The Accountability Gap [24] 
➢ All Our Children, All Their Potential [5] 
➢ The Additional Support for Learning Action Plan (ASLIP) [25] 
➢ The Neurodevelopmental Specification: Principles and Standards of Care [29] 
➢ United Nations Convention on the Rights of the Child [9] 
➢ The Equality Act [30] and UNCRPD [31] 
➢ The National Mental Health Strategy 2017-2027 [32] 
➢ The COVID Recovery Strategy – A Fairer Future [33] 
and more 

 

“My sons psychiatrist found the report informative and used it as a supportive guide in 

his considerations re further assessment.”  

“As both a parent and lead practitioner, I found this pilot to be very partnership 

orientated, individualising and supportive for and to all”  



 
 

53 

 

Case Study Sample C 

Summary Profile Pilot Categorisation —Education/CAMHS 

The participant in this case study is a young adult, currently progressing through high school 
and experiences difficulties with social communication and interaction and inflexibilities 
that impact her daily life.  
 
Participant Overview.  

I am a 14-year-old girl, in my second year in high school. I live at home with my brother, 

sister, mum, and two dogs. I have always had problems with noise as long as I can 

remember. I cannot cope with loud noises like banging, shouting etc. I have trouble getting 

to sleep most nights, sometimes rocking myself to sleep. Mum says I have been like this 

since I was a baby.  

I do not cope well with changes and find it hard to work up the motivation to do things 

sometimes. Finding school difficult as there are so many people and so much noise that it 

overwhelms me. I get incredibly stressed out and anxious about it.  

I fond friendship a struggle too as I often think my friends do not like me or find me 

annoying as I often do not understand what they mean, sometimes by their actions or by 

what they say. I sometimes get upset and think it would be better if I were not here because 

of the way my thoughts are.  

I also have tics which I cannot control, and I do not know how to stop them either.  

I struggle to concentrate for extended periods of time, feeling as though I forget things 

quickly, especially if I need to carry out a few instructions one after the other.   

I get angry and stressed out at trivial things.  

Development and Wellbeing Assessment Summary 

General profile is of a young female with elevated levels of anxiety, low resilience, and 
currently depressed. Discrepancy between self and parent symptom reports is not unusual. 
Specific and social 
phobia noted and rated 
accordingly. Insufficient 
data for ASD to be 
considered an elevated 
risk, but subtle 
indications of difficulties 
with social 
communication and 
interaction and 
inflexibilities warrant 
further investigation. 
Presence of both motor 
and vocal tics suggestive 
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of TS (or similar) and thus of underlying NDD contribution to presentation. Strengthens 
relatively weak evidence base for attention disorder and supports parental comments re 
weak executive function and organisational skills. Understanding of female ADHD 
phenotype may help with further assessment and understanding of difficulties. 
 
Further investigation into social understanding and communication skills, and collateral 
information on learning and behaviours (esp. social interaction) would help. Quantitative 
info on extent and quality of peer relationships would support formulation. Sensory 
difficulties? Worth exploring to establish full range and impact. Unclear whether true mania 
or pro-dromal psychosis are present. Responses suggest not, but vigilance necessary. 
Suggestions for considerations: 1) Holistic assessment considering both emotional and 
developmental contributory factors (esp. tics), 2) Further information on current academic 
attainment and cognitive performance, 3) School observation with focus on social 
function and social skills, 4) Short sensory profile to establish extent, if any, of sensory 
difficulties (with possibility of sensory diet to alleviate stress), 5) Strengths-based approach 
to building peer relationships and self-esteem, 6) Availability of 'trusted adult' with whom 
she can communicate her concerns 
 
 

Advocacy Response 

This young person’s DAWBA report demonstrates a number of indicative possibilities, which 
one would suggest following up on. Treatment to help control TICs can have impacting 
benefits on an individual confidence with potential positive knock on to other aspects of life. 
 
In her case one may consider advocating for further investigations as indicated within the 
DAWBA report as well as consideration for additional support via 
 

a) Sharing the DAWBA with her GP for further referral or psychologist for further 
assessments. Risk has been identified re suicidal planning. 
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b) Consider the use of Handicalender https://www.abilia.com/en/our-
products/cognition/memoryand- 
calendars/handicalendar, could be supportive app for remembering. 

 
        c) Explore options or access to befriending or support provision. 
d) If she thinks her voice is not being heard at school perhaps one could approach My Rights 
My Say. 
 
Disclaimer - The above is based on the outcomes of the Development and Well Being 
Assessment and the Participant Overview. It has been issued for consideration and 
suggestion. It is up to the individual, subject to 
capacity, the parents/carers, legal guardians, in partnership with practitioners and 
professionals to decide and determine what actions are taken if any going forward. 
 

Feedback and Actions Taken.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“. Our daughter found it very helpful 

she felt included about her, for her. 

Enabling those who supported her to be 

more informed and do a better job.” 

  
” 

.”  

“Opportunity to have a stronger 

component re environmental and 

sensory challenges/concerns.”  

“We found the questionnaires 

comprehensive and thorough.” 

“Would be used to have more pictorial 

supports.  

Provision of telephone support.” 

“The report and advocacy response empowered our daughter, ourselves as parents, and 

her key teacher to advocate better for our daughter’s needs.” 

 

“It already has, it has changed the whole outlook of the TAC meetings they are more 

inclusive, especially of taking our daughters views into consideration. We are fully 

supportive of this process now, whereas before it was a constant battle.” 

. 

“As parents it was very good to see something that captured a more holistic overview 
of our daughters’ challenges. It confirmed we needed support, further assessment, and 
explanations. Without this our daughter could well ended up leaving school with no 
supports. “ 

 

.”  

“We shared our daughters report with her key teacher, headteacher, GP. CAMHS. And 

other Allied Health Professionals.” 

  
 

.”  
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Table re Suggestion for Consideration and Self-directed Partnership Identified areas of 

action  

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation  

Identify General Learning Profile/Plan  

Identify Strengths and Weaknesses X 

Potential Islands of Competence  X 

Promote Self Esteem / Reinforcement of success  

Promote Positive Interactions  X 

Enhanced Transitions  

Social Skills Assessment   

Support Self Awareness  

Masked Disorder or Masking weaknesses X 

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX   

Social Competence Functions /Language SPLD/Comms Passport  

Cognitive Functioning /Profiling/ Match to Attainment  X 

Sensory Assessment and Profile   

School Adjustments re Anxiety / Demand Led Challenges  X 

Academic Adaptations re Curriculum   

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors  

Executive Function Deficits  

Determine Risks (Self Harm/Substance/Sexual)   

Eating Difficulties   

CBT potential Benefits re Anxiety/OCD   

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development X 

Clarification of Age/Stage expectations/supports   

Psychological Interventions re PTSD   

Family supports   

School Staff Supports  X 

Individual feeling safe (inclusive of social fears)  

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult  X 

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   

Other   
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“Thank you for enabling us to be part of this pilot.” “Know me better - Enables 
us all more.” 

 

 
“This assessment approach should be used for more young people who are 

struggling.” 
 

 

 

 
 

 

 

 

 

 

 

 

 

 

“Guidance and Support for learning teachers took note and actioned accordingly, 

especially associated to daughters’ anxiety, which impacts across all her daily life.” 

 

Through TAC discussions as actions are implemented it could be having positive impact 
of delivery within the following policy areas –  
 

➢ Getting it Right for Every Child, [7] 
➢ The Promise [23] 
➢ The Accountability Gap [24] 
➢ All Our Children All Their Potential [5] 
➢ The Additional Support for Learning Action Plan (ASLIP) [25] 
➢ The Neurodevelopmental Specification: Principles and Standards of Care [29] 
➢ United Nations Convention on the Rights of the Child [7] 
➢ The Equality Act [30] and UNCRPD [31] 
➢ The National Mental Health Strategy 2017-2027 [32] 
➢ The COVID Recovery Strategy – A Fairer Future [33] 
and more 
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Case Study Sample D 

Summary Profile Pilot Categorisation —Education 

This is young male resident in Scotland, transitioning between secondary with a number of 
challenges that are impacting on his daily life, while waiting for assessments.  
 

Participant Overview.  

This young person has a range of different difficulties which are educational and 

developmental. In Primary 5 he was assessed by Speech and Language Therapy due to 

concerns mum had over his understanding of words – hearing words and then repeating 

them back differently, and word recall issues. The school were initially very resistant to this 

as he is articulate and can talk fine. However, SaLT came back with a language disorder 

which has not been catered for by his high school. Negative cycle focusing on behaviour at 

school for all of first year at high school. This has led to mental health and self-esteem issues 

and a lack of relationships between him and others. Relationships have always been 

particularly important to him.  

He also has dyslexia. He is not keen to be seen as different to others. However, at the point 

of filling this page out, he is realising that he is different to other people and that he does 

not know why.  

He is showing concerning traits around social situations. He is mirroring behaviour that he is 

seeing e.g., other teens using the same words leads to him using the words even when he 

does not know when to use them or what they mean. At times he seems worried about 

looking stupid and therefore will keep speaking when there is some sort of disagreement 

with friends or adults. This is leading to issues with adults in and out of school. He then 

fixates upon how a situation was for him and struggles to see other viewpoints. He struggles 

to maintain friendships because he needs constant reassurance in friendships. When having 

conversations back and forth with friends, he can take it too far, or take things very 

personally. 

When something goes wrong, he seems incapable of being able to deal with it and will have 

a meltdown. Meltdowns are caused by him struggling to communicate things or not being 

sure what to do next, from the bread being mouldy, to fall out with friends. It will not 

always be clear why he is having a meltdown.  

He fears violence due to experiences with domestic abuse (not directly) when he was 

younger and counselling, he had for that. This has led to him panicking when there are 

violent fights at school. He may become very hyper after them and has explaining that he 

feels scared, and he is not sure how to behave when he feels like that. 

He really struggles with doing things there and then and will try and say ‘later’ so a task is 

delayed until a future point. It is like he does not know how to start a task, he tends to panic 

and become frustrated. If asking him an open question, he struggles. Metaphors are difficult 

for him – he thinks they are strange. He is very literal. Has issues seeing things from the 

perspective of others without support e.g.one group of teenagers at school walking about 
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with pride flags telling him to go and kill himself because he is not gay leads him to think 

everyone who is gay behaves like this. He fixates on things he is interested in and needs 

others to understand why something is important to him there and then.  

He has OCD tendencies, low self-esteem, a tendency to lean towards disordered eating, 

especially when he is feeling unsecure/unsafe.  

As parents we are struggling to get the correct supports in place for him.  

Development and Wellbeing Assessment Summary 

Tourette ADHD combined OCD Generalised anxiety ??PDD/Autism 
 
Profile of a young person ill-at-ease in educational setting. Reasons unclear but appear to be 
associated with both academic under-performance, difficulties in interacting with adults and 
peers, and problems with self-regulation. 
 
Uncertainty around cause of heightened anxieties and direction of causation between these 
and other difficulties (e.g., hyperactivity/OCD). Both developmental and emotional disorders 
appear to be evident. Possibility of ASD remains despite insignificant risk indicated. ADHD 
indicated and supported need for further assessment in both school and home 
domains. Profile would benefit from detailed school observation and examination of social 
understanding and academic functioning (i.e., does he have the social kills and 
understanding but is unable to access them? YP may be struggling with curricular demands 
if cognitive functioning below that of peers. Also, likely to have difficulties with executive 
functions (time management, personal organisation etc. Open text answers support 
involuntary nature of many observed behaviours and thus challenge with self-management 
in certain situations. A cognitive assessment may help school staff to understand YP's 
difficulties with task completion and classroom behaviour.  
 
Also, worth exploring SpLDs other than dyslexia. It is evident that he is hyperaware of how 
others perceive him and as such the response from all adults collaborating with him will be 
vital in supporting him, particularly in relation to behaviours that he has no control over. 
Negative responses such as ‘telling off’ or drawing attention to him in a classroom setting 
will perpetuate his anxiety 
and exacerbate the 
behaviours. If staff are 
aware of his engaging in 
movements or 
vocalisations, we would 
recommend that they 
check in with him in a 
supportive way. Interviews 
provide support for further 
examination of both OCD 
and Tic Disorder. Overall 
complexity of profile 
suggestive of need for 
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differential assessment to tease apart causal links and to discriminate any underlying NDDs 
from contribution of emotional factors. Risk of attributional uncertainty and 'explaining' 
range of behaviours by reference to low cognitive ability rather than pervasive disorders. YP 
might benefit from: 1) Detailed school observation, 2) SALT assessment (esp. re social 
understanding and communication), 3) NDD (including ASD and ADHD) assessment, 4) 
Cognitive assessment, 5) Additional support in class and during unstructured periods in 
school day (social support), 6) Child's Plan or Learner Profile to support school staff in 
understanding YP's difficulties, 7) (Depending on outcome of the above) a differentiated 
curriculum, 7) Differential dx.  

 

 Advocacy Response 
 
This DAWBA report demonstrates a number of factors and probabilities with working 

hypothesis to assist in planning and decision making, suggesting the likelihood of conditions, 

for example, ADHD, OCD, and potentially ASD.  

In this case one should consider advocating for further investigations as indicated within the 

DAWBA report as well as consideration for and of and their appropriateness in compliance 

with for example ASL, UNCRC, and Equality -  

a) Sharing the DAWBA with his GP for further referral or psychologist for assessments 

b) Sharing with allied health professionals in particular Speech and Language. Perhaps 

the development of communication protocol for him.  

c) Sharing with school to support appropriate inclusion into an integrated multi-

disciplinary plan of action. 

d) Supporting his inclusion in and understanding of plan –  See link 

https://www.autismnetworkscotland.org.uk/documents/view/e89f18ff-a89e-46b8-

98bc-97146b093bff 

e) Given the indications from the DAWBA in supporting him it may be beneficial for him 

to complete ‘My Autism Profile’ copy attached, as this will help support him in 

https://www.autismnetworkscotland.org.uk/documents/view/e89f18ff-a89e-46b8-98bc-97146b093bff
https://www.autismnetworkscotland.org.uk/documents/view/e89f18ff-a89e-46b8-98bc-97146b093bff
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understanding himself as well identifying further assets which can be built on 

together.  

f) Consider target that are achievable in small components and how they are 

measurable to enable him, so he can see, feel, believe, and understand for himself 

that he is making progress, building confidence, resilience, and capability.  

g) Consider reasonable adjustments for example environment and learning.  

h) Independent Advocacy via My Right My Say for educational matters --  

https://www.partnersinadvocacy.org.uk/my-rights-my-say/ 

Or via Central Advocacy Partners 

http://centraladvocacypartners.org.uk/Default.aspx 

 

From experience of advocating for many individuals and families, with a positive partnership 

approach and all on the same page person centre individual first approach with cohesive 

strategies supporting SHANNARI principles, the outcomes for everyone have a greater 

chance of achievement.  

Disclaimer - The above is based on the outcomes of the Development and Well Being 

Assessment and the Participant Overview. It has been issued for consideration and 

suggestion. It is up to the individual, subject to capacity, the parents/carers, legal guardians, 

in partnership with practitioners and professionals to decide and determine what actions 

are taken if any going forward.  

Feedback and Actions Taken.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“It was challenging as the wording seemed to contain double negatives. However, the 

main challenges related to my son’s difficulties e.g., if a question asked, ‘Do you feel 

sad, angry or down?’ he would only be able to consider one of those options and would 

answer based upon this. This makes it hard when the answer is no.” 

 

“I know that the NHS assessments are remarkably similar. It would be advantageous if 
a SaLT could be commissioned to resign the forms use across the board.” 

 

“We have shared report with School, SaLT, Ed psych, pupil support and GP and with 
CAMHS. It highlighted potential diagnoses which could then be investigated in more 
detail.” 
 

 

“We did find that CAMHs were unprepared to accept the findings of the report because 
it did not fit within their referral process e.g., it came from the GP and not the school. 
This is a flaw within CAMHs as opposed to an issue with the report.” 

 

https://www.partnersinadvocacy.org.uk/my-rights-my-say/
http://centraladvocacypartners.org.uk/Default.aspx


 
 

62 

 

Table re Suggestion for Consideration and Self-directed Partnership Identified areas of 

action  

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation X 

Identify General Learning Profile/Plan X 

Identify Strengths and Weaknesses X 

Potential Islands of Competence   

Promote Self Esteem / Reinforcement of success  

Promote Positive Interactions   

Enhanced Transitions  

Social Skills Assessment   

Support Self Awareness X 

Masked Disorder or Masking weaknesses  

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX  X 

Social Competence Functions /Language SPLD/Comms Passport X 

Cognitive Functioning /Profiling/ Match to Attainment  X 

Sensory Assessment and Profile  X 

School Adjustments re Anxiety / Demand Led Challenges  X 

Academic Adaptations re Curriculum  X 

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors X 

Executive Function Deficits X 

Determine Risks (Self Harm/Substance/Sexual)   

Eating Difficulties  X 

CBT potential Benefits re Anxiety/OCD   

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development X 

Clarification of Age/Stage expectations/supports   

Psychological Interventions re PTSD   

Family supports   

School Staff Supports  X 

Individual feeling safe (inclusive of social fears) X 

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult  X 

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   

Other   
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“I wish All young people had access to this project. I feel this should be central 

to assessing unmet needs in school and helping schools (and parents) get the 

resources they require.”  Parent/Professional  

 

 

 

 

 

 

  

 

 

 

 

“It did to a certain extent, reduce adversarial conversations.  
 
It was still seen as ‘undiagnosed’ which should not be an issue in Scotland, but it was.  
 
A rights-based approach, as we incorporate the UNCRC into Scots law at the 
beginning of 2023, could provide increased opportunities for this pilot project to help 
increased children and young people. Crucially, it could be used to ensure public 
bodies/local authorities/Scottish Government are recognising their duties in terms of 
those with ASN and SEN.”  

 

“The pilot identified many unmet needs that had not been highlighted before. It was 
the gateway to my son getting the support he required. While resources at LA and 
school level are still problematic, the school now know what the unmet needs are – 
something we would not have achieved without this pilot.” 

 

“It led to us getting further assessments which would not have been considered without 
this pilot. If we had not been lucky enough to hear about this pilot and be accepted 
onto it, my son would have been excluded from school.” 
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Case Study Sample E 

Summary Profile Pilot Categorisation —Education/CAMHS 

The participant in this case study is a young adult female resident currently attending 

mainstream high school. This young person and her family hope that participation within 

the pilot may bring better understanding of the young person to the fore to enable more 

targeted supports to meet the young person’s needs – collaborating with family and school.  

Participant Overview (own words) 

High pain threshold – has hurt oneself numerous times badly and does not seem to feel it. 

No temperature control jumpers on in the hot weather, wanting to go to school in a shirt 

when its freezing outside. Casual comfortable clothing is favourite.  

Avoids social inclusion as far as possible, for example if family are over, she will stay in her 

room and does not want to come down. Has a singular friend from high school. Used to go 

to clubs, swimming, art, coding, when she was younger as I sent her. She would protest 

about going to clubs a lot, but I wanted her to mix and have something social to do. This 

gradually stopped going, no point in pushing it as she points blank does not want to go. She 

does not really want to go out the house anymore even refusing to take the dog a walk 

round the block.  

Second year at school she has started to slip and is always late for school. Even if we get up 

early, she still manages to be late. She has no sense of urgency and does not seem to care if 

other people are then late. At primary school she would often take herself away and stand 

in the furthest end of the football pitch. Complaining of noise and people. It is all the 

sensory issues around the school.  

Always needing to be preoccupied or would manage to cause a situation. Often not noticing 

the other people around us. Regularly start a fight with other family members, often causing 

injury. Has never been worried or has any empathy towards any of us. Now I have a sore 

shoulder and when she is off on one, she goes for my shoulder prodding it.  

Always been taken everywhere. I have never been able to let her out to play. She always ran 

across the road without looking and still does it to this day. She has a mobile phone so I can 

contact her. She gets on school bus but needs a bus pass to get home. Her brother gets on 

the bus too so he can keep an eye on her. Not so long ago she did not arrive home from 

school. It was 17.30pm and she was not answering her phone. I went out in the car looking 

for her. She had got off the school bus with a friend to go into the shops. The friend lived 

there so she walked it home and her phone was dead. Sounds fine but I always need to 

know where she is because she can be very unpredictable. She does not seem to 

understand some danger. She is getting better but wanted to go a walk to the forest with 

her friend. When I asked her why she said to look at the reservoir. This is the same reservoir 

the school tell the kids not to go near as one of the pupils drowned in it.  

Having trouble with personal care, been going on for a couple of years now. This is a trigger 

and will cause her to have a meltdown. Now she goes in for a shower once a week with a 
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fight. I am stumped with tried everything of which I can think. I do not understand it she 

liked the bath when she was younger. When she was escalating if I caught her soon enough, 

she would go in for a bath and that helped soothe her.  

She causes a lot of upset in the house due to her behaviour. If she is in the mood to start 

things, she will annoy her brother by taking his things. This results in a fight which she seems 

to enjoy. Then she will start on me by repeating what she is saying over and over. If she 

does not get the reaction, she craves she will try to damage the house. The lights in the 

living room and the glass doors have a been a target lately.  

When she comes in from school, I can usually tell what kind of day she has had. Before at 

primary I would open the front door, her bag would get thrown and she would have a 

meltdown. This has happened at high school, so I have been straight on the phone to get a 

team around the child meeting.  

It is worth pointing out that she has an ADHD Diagnosis.  

She is capable and has a lot of potential, but I know I need to keep an eye on her.  

Development and Wellbeing Assessment Summary 

Considerations DAWBA -- ADHD combined, Oppositional defiant, Conduct disorder.  
 
DAWBA profile suggestive of ADHD/ODD/CD comorbidity, hence difficulties in supporting 
challenging behaviours. Considerable home adjustments and problems noted. Bipolar over-
ruled as no evidence of mania and episodes better explained at this stage by hyperactivity. 
ASD contribution unclear. Marked egocentricity may be explained by social immaturity and 
prolonged avoidance (hence lack of development) caused by perception of repeated 
"failure". Insufficiency of clear ASD diagnostic profile or collateral information from school. 
Certain rigidities in behaviour but RRS characteristics are vague. Language and 
communication issues worth exploring further to determine level of understanding and 
access to social skills. Similarly social motivation. Current functioning points towards 
potential future difficulties in sustaining engagement with education and overall mental 
health resilience. Uncertain impact of Covid lockdown arrangements on current 
functioning/presentation and stage in transition (P7-S1). Comprehensive school observation 
would assist formulation as 
would evaluation of cognitive 
function and presence of any 
organisational or specific 
learning difficulties. Current 
Dx of ADHD appears to be 
supported by DAWBA. Clinical 
involvement also noted. Sleep 
and elimination problems 
noted. Family under 
considerable strain. 
SUGGESTIONS: 1. 
Comprehensive school 
observation (including 
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unstructured periods), 2. Consideration of general learning profile including relative 
strengths and weaknesses, 3. Exploration of potential islands of competence as 
opportunities to build self-esteem and promote positive interactions with staff and peers, 4. 
Consideration of enhanced transition to HS and support that may be required to make this 
successful, 5. Social skills assessment, 6. Support with ADHD - helping her to understand 
own difficulties. 

                                     

 Advocacy Response 

Having advocated for a substantial number of clients over the years, one realises advocating 

can be more than a single issue. It is about the person, the team, including family, the 

processing and system, with outcome beyond more than an output, beneficial for individual, 

family, and the practitioners and professionals collaborating with them, with an objective 

harmonising horizontal discussion.  

The focus of considerations and suggestions below have taken account an overall common 

interest holistic advocacy approach for a positive collaborative partnership where all adopt 

and a co-produtcive participatory engagement resource in practice. In short Inclusive and 

Together.  

This young person’s DAWBA report is suggestive of an underlying ‘disorder’ with current 

functioning pointing towards potential future difficulties in sustaining engagement with 

education and overall mental health resilience.  

One may consider advocating for further investigations as indicated within the DAWBA 

report as well as consideration for additional support via 

a) Sharing the DAWBA with professionals that collaborate with this young person for 

potential follow-on assessment as  

b) The suggestions within the DAWBA may bring to the fore additional understanding 

of oneself for oneself and further guide professionals and family into a more asset-
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based approach building on strengths re social interaction and resilience re overall 

wellbeing optimising benefit of the individuals islands of strength.  
c) Explore further how best to implement an education and wellbeing plan that is achievable 

and workable. 

 

Feedback and actions taken 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“Thank you for enabling us to be part of this triage pilot project. Long awaited, 

much needed” 

Consent, through assessment to actions including diagnosis - 

92 days 

This individual and family and their supporters fed back that  

➢ project information and consent provided sufficient information, explained 

their rights and they had no requests for reasonable adjustments 

➢ the online questionnaires were easy to follow and straight forward enough 

➢ shared the report with CAMHS and aspects of it with the school 

➢ believed the report would add value in determining actions and outcomes 

with both people and services they interface with 

➢ the report and advocacy response will reduce the adversarial conversations 

re care, diagnosis and in place supports 

 

 

This YP now has a dual diagnosis of ASD ADHD, and the benefits of this pilot has  

➢ Contributed to actions on diagnosis 

➢ Action on wellbeing supporting GIRFEC/ SHANARRI Indicators and much 

more.  

➢ Added value to parent /professional partnership working 

➢ Added value to school/staff support 

➢ Supported parent/professional requests for access to  

Nurture base 

Let us Introduce Anxiety Management 

Transitions course  

The outcome and action taken will be on the table at the next Team Around Child 

meeting along with a consideration request from parent for either a base 

placement or to hybrid model.  
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Case Study Sample F 

Summary Profile Pilot Categorisation —Education 

This is young male adult resident in Central Scotland, in high school and experiencing 
challenges and difficulties in his daily life.  
 
Participant Overview (own words)  

He cannot go a full day or usually a full hour without being agitated with parents or siblings. 
He would never misbehave in school and is described as well-mannered and respectful 
there in stark contrast to home.  
 
He is also rude to health staff, hospitality staff and previously to grandparents/aunts (but no 
longer to relatives as they avoid any demands whist in their care). He explains this that we 
all annoy him and hates that we tell him what to do. Parenting styles have been majorly 
adjusted to meet his needs and things that are expected from his siblings are not expected 
from him as aware he seems unable to meet the demand. 
 
He dislikes praise and unlike other children that it would motivate them to repeat the 
behaviour it often has the opposite effect and angers him, as a young child he would never 
except stickers even from dentist, doctors etc. He had an extreme stammer that came on 
suddenly aged 2 years 4 months and lasted until aged 4 years. 
 
As a child he was frequently unwell until aged eight when he seemed to grow out of it. He 
had a constant cold and frequent ear infections, tonsillitis and even when got chicken pox it 
was more severe than any other child. 
 
He was an incredibly happy baby and met all his developmental milestones, his speech was 
exceptionally good, and he spoke at an early age like his siblings, the only difference was he 
did not often speak in front of others and would present as shy. The first couple of years of 
primary he would present as quite quiet in class and in p1 did not speak to the art teacher 
all year.  
 
Our son has always been sensitive to certain noise or smells and from aged one would be 
extremely distressed by fireworks. He would complain about the smells of other people’s 
houses and would say this loudly in front of them. He is extremely sensitive and irritable 
about clothing; he prefers dry fit clothes. He also prefers clothes when they are brand new 
and not been washed before once washed he will blame me that I have ruined them and 
they feel different and then usually refuse to wear them .In primary he would not wear 
school trousers he would be verbally and physically aggressive when attempts were made 
for him to wear them so joggers were purchased instead. He describes certain fabrics feel 
like needles on his body and when trying on you can often see the discomfort. Clothing 
often leads to arguments especially at times when certain clothing is to be expected like 
when attending more formal occasions. He would happily live in shorts and t-shirt but only if 
dry fit material. 
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Despite his dislike of noises, he is very loud and loves to play his music very loud. He gets 
terribly angry if his sister cries and will shout and be nasty to her about this despite it being 
appropriate for her age. 
 
He would be able to show empathy to a friend that was sick but not a member of the family. 
When I was unwell with covid he was incredibly angry with me and blamed me for having to 
isolate despite us previously isolating due to him, he said that was different as it was not his 
fault. 
 
Despite me being on the go constantly and rarely sitting down he feels I am lazy; he gets 
angry if children appear "lazy" to him if they do not play out for hours the way he wants too. 
He has a good sense of humour and understands jokes, sarcasm, facial expressions, change 
of tone and other changes in body language and he is also able to demonstrate these and 
clearly shows a change of emotions. 
 
Day trips and holidays can be extremely difficult with him, and our last trip abroad 3 years 
ago was exceedingly difficult he spent the full week been verbally and physically aggressive 
to us all. Often, he feels things do not meet the expectation of what he thought they would 
be like. He will comment it was waste of money even though we have paid for it. 
 
He hates me for sending him to school and even though school feel like he enjoys it he tells 
me he hates it and wants the teachers all to die. He often uses strong language like this and 
will say wants to kill his brother and wishes he were dead; he also will say to me to go kill 
myself and die. This can simply be for waking him for school. He never wakes up nicely he 
will shout and scream at me despite lots of adjustments made to help him like not putting 
on the lights giving him longer to come round unlike siblings. He will also say he wants to kill 
himself and this will be for just getting asked to do something usually a simple request like 
tidy up etc. He will expand on it and say things like I will get a knife and stab myself. He says 
he feels people look at him and likes to wear a cap as it makes him feel more comfortable as 
people cannot fully see him. 
 
His perception is not actually true of the event, for instance if a parent must physically get 
him to his room due to behaviour and safety for siblings etc he will shout and scream that 
he is being abused. He will do these other times if even bumped into. He often does not 
remember his behaviour and will say i did not say or do that and he really does not 
remember or remembers it differently. He does not like to say sorry and if he does will 
always say "but "afterwards and say it our fault. Or like if he has punched me, he will say 
you are lucky I did not punch you in the face as I wanted too.  
 
He is hypermobile and OT have said his fingers are very hypermobile making writing painful 
and more difficult. His older sibling would describe him as a "bully,” and he goes out his way 
to be unkind to him despite his sibling being kind and easy going. 
 
He directs his anger towards me, but Dad works long shifts and is not home a few evenings 
but when he is off on holiday etc. or weekend off, he will display similar behaviours to him 
although has never punched him but will clench his fist to do so but has pushed him before 
and destroyed property. He says he likes Dad more than me yet will be me that he comes to 
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when wants to ask anything or problems, issues and would be me he wants to tuck him in at 
night or he will text to tell me something. He had extreme separation anxiety with me from 
a baby to 8/9 years. During this time, he would be really upset when left at school or with 
other family members although not with Dad. He would never seek support from another 
adult if upset and tells me he would only speak to me about a problem. 
 
He finds it extremely difficult to fall asleep and this is even worse on holiday, and he will 
shout and annoy others due to this. This is true also if we stay in hotels, his behaviour will be 
incredibly challenging aggressive to his oldest sibling.  
 
Completed by parents and with some contribution of information shared with the individual 

himself.  

Development and Wellbeing Assessment Summary 

DSM-IV diagnoses. ADHD combined. Specific phobia?? Oppositional defiant 
 
NB differential parental impact scores which require further explanation. Sufficient 
indication of sensory difficulties to warrant OT assessment and anxiety/phobic responses to 
require further exploration. Marked egocentricity suggestive of ASD-type profile but 
insufficient RRS behaviours to indicate this as meeting diagnostic criteria. 
 
However, empathy deficits noted as significant. PDD/NoS? Social and communication 
dysfunction may be associated with immaturity re understanding and accessing skills (also 
NB social motivation) rather than absence of such capacity.  
 
Demand avoidance very evident from responses and identifiable as a trigger for challenging 
behaviours. QoL likely to be 
improved by understanding 
and supporting underlying 
anxieties. Treatment 
options could be explored. 
Low self-esteem. NB 
contribution of sleep 
disruption to mood, 
behaviour, and daily 
function. Self-report 
provides interesting 
contrast to parental scores 
and may be indicative of 
problems in understanding 
relationship between self and others, and an illusory bias re current function. 
SUGGESTIONS: 1) Further exploration of possible NDD contribution to current difficulties 
inc. differential Dx, 2) Assessment of social understanding and current capacity to access 
social skills, 3) Collaborative work with parents to explore behaviour management strategies 
in order to ensure consistency and provide positive reinforcement, 4) OT assessment re 
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sensory difficulties and anxieties and possibility of a sensory plan based on elimination of 
triggers and enhancement of sensory diet. 

Advocacy Response 
This person’s DAWBA report is indicating a range potential concerns which warrant further 

considerations which may be helpful in service targeting with tailored interventions 

supportive of the individual family and professionals who collaborate with him after formal 

identifications.  

In this case, based on the DAWBA report and the PO, we would suggest advocating sharing 

of the report, considerations and development of effective actions going forward. 

In appreciating the challenges, we would suggest strong advocating support for a plan that 

incorporates the considerations within his DAWBA. It is, however, more the content of a 

good plan that is significant rather than the type of plan.  

There are many ingredients and inclusions in making a good plan.  

In consideration of a good actions, one may include some or all the following and more 

depending on further assessment:  

• Outcome focussed to benefit the individual, make targets achievable and 

measurable 

• Undertaking of further assessment and identification  

• Ensure holistic education and social development both in and out of school  

• Encompass the individual as far as capacity enables in the development of their plan 

to the best of their own capability (provide supportive advocacy if required) (use 

supportive communication tools if appropriate). This ensures CYP’s rights to 

inclusion and participation are being met.  
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• Take account of environmental / sensory issues often a key trigger, a trigger and 

solution analysis may be helpful. If undertaking would suggest this is done both in 

and out of school and in and out of classroom.  

• Have an initiative-taking partnership approach which includes individual, 

parent/carers, practitioners 

• Be inter-agency connected, health, social care, including third sector clubs etc. if and 

as appropriate.  

 

Given this young person, may qualify for access to independent advocacy under 

https://www.partnersinadvocacy.org.uk/advocacy-for-children-and-young-people/ or check 

the SIAA website https://www.siaa.org.uk/find-an-advocate/ 

Disclaimer - The above is based on the outcomes of the Development and Well Being 

Assessment and the Participant Overview. It has been issued for consideration and 

suggestion. It is up to the individual, subject to capacity, the parents/carers, legal guardians, 

in partnership with practitioners and professionals to decide and determine what actions 

are taken if any going forward.  

Feedback and Actions Taken.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“Our son himself felt that there were not enough questions related to sensory issues, 

we were able to add lots of our own information in about this but felt more direct 

questions around this were lacking.” 

”  

“We found the report fully accurate, and it validated a lot of the thoughts we have 
around our son’s difficulties. This was a positive experience for us, as over the years we 

have struggled to find services that understand fully the issues we face and were 
insistent that due to not having faced significant trauma our son could not have 

certain conditions that we ourselves had researched and felt likely.” 
 

“We found the questions in the questionnaire to be 
relevant and it also allowed at times to expand and give a 

more detailed description of some of the behaviours.” 
 

“Language adapted more to suit 

children to help make completing it 

easier for them.” 

“We do feel like services will clearly 

see the areas we and our son need 

most support with.” 

“An APP version 

would for some be 

easier to use”  

https://www.partnersinadvocacy.org.uk/advocacy-for-children-and-young-people/
https://www.siaa.org.uk/find-an-advocate/


 
 

73 

 

Table re Suggestion for Consideration and Self-directed Partnership Identified areas of 

action  

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation  

Identify General Learning Profile/Plan  

Identify Strengths and Weaknesses x 

Potential Islands of Competence   

Promote Self Esteem / Reinforcement of success x 

Promote Positive Interactions  x 

Enhanced Transitions  

Social Skills Assessment   

Support Self Awareness x 

Masked Disorder or Masking weaknesses  

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX   

Social Competence Functions /Language SPLD/Comms Passport  

Cognitive Functioning /Profiling/ Match to Attainment   

Sensory Assessment and Profile  x 

School Adjustments re Anxiety / Demand Led Challenges  x 

Academic Adaptations re Curriculum   

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors x 

Executive Function Deficits  

Determine Risks (Self Harm/Substance/Sexual)   

Eating Difficulties   

CBT potential Benefits re Anxiety/OCD   

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development  

Clarification of Age/Stage expectations/supports  x 

Psychological Interventions re PTSD   

Family supports  x 

School Staff Supports  x 

Individual feeling safe (inclusive of social fears)  

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult  x 

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   
Other  
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In this instance this report was issued a few days before transitioning planning meeting and 

the feedback from this clearly indicates when parents staff and professionals are working 

with partnership approach actions can happen. Especially when based on an informative 

effective holistic overview, having an eye on the suggested areas of action for this young 

person.  

 

 

 

                                                                                                                                                                            

 

 

 

 

 

 

 

 

 

 

 

“The report has been shared with school who feel it has helped them understand our 
son’s needs more and put strategies in place to support him. I have contacted O.T who 
plan to come in to school to assess him further and I have an appointment with them 

to discuss the report. We feel we will continue to use this in the future if we require any 
other services to meet his needs.” 

 

 

“We feel it gives us a stronger voice when speaking to services and also reduces the 
need to repeat the difficulties we face whilst being able to easily facilitate discussion.” 

 

We can as a collective team envisage actions if implemented having positive impact of 
delivery within the following policy areas –  
 

➢ Getting it Right for Every Child, [7] 
➢ The Promise [23] 
➢ The Accountability Gap [24] 
➢ All Our Children All Their Potential [5] 
➢ The Additional Support for Learning Action Plan (ASLIP) [25] 
➢ The Neurodevelopmental Specification: Principles and Standards of Care [29] 
➢ United Nations Convention on the Rights of the Child [7] 
➢ The Equality Act [30] and UNCRPD [31] 
➢ The National Mental Health Strategy 2017-2027 [32] 
➢ The COVID Recovery Strategy – A Fairer Future [33] 
and more 

 

“It has enabled improved more balance discussion between professional to 

professional and us. Improved inclusion in planning and supported co-productive 

decision making.” 

 

.”  
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Case Study Sample G 

Summary Profile Pilot Categorisation —Education 

This is young male resident in Central Scotland, transitioning from primary to secondary 
school, with a number of challenges that are impacting on his daily life, with wait after 
waiting for assessments.  
 
Participant Overview (own words) 

Often concerned with social relationships, particularly in school where interactions are 

tense. This because I feel anxious about interacting with people, I find difficult to have a 

good relationship with, where I feel their treatment of me goes unrecognised. I find making 

friends difficult. I feel like I am not liked by most of the people in my class and I feel 

harassed.  

I worry about going to school most of the time because I am afraid of having a difficult day. I 

feel some teachers favour some students to a degree where they get away with treating me 

unkindly. I feel most of the teachers at school do not listen to me regarding conflict. I often 

feel frustrated and angry when something does not go well for me. This can include 

schoolwork where we are required to work in groups.  

I prefer clear rules and guidelines and I do not like it when others do not follow these rules. 

It seems pointless to have rules if everyone does not have to follow them.  

I like playing on-line but avoid playing if there is more than one other person in a game. I do 

not like playing with groups of people. I also do not like team sports because I do not feel 

valued, like others think I am rubbish.  

I often feel lonely, sometimes life feels pointless because I feel isolated. I do not sleep well. I 

struggle to get sleep; I often wake in the night and then cannot get back to sleep. I feel tired 

all the time. I feel sad a lot and I do not know why.  

My son is very articulate and can express his concerns well, but he has suffered from 

exceptionally low moods and his comments are sometimes worrying. He has always been a 

poor sleeper, and this is a major factor in how he feels. He can take a couple of hours to get 

to sleep or he can wake in the night and be up for a few hours before going back to sleep. 

The social isolation and lack of routine through lockdown has had a detrimental effect on his 

happiness. As a family, we were not concerned about him before lockdown. He has always 

seemed a little “different,” but there were no red flags. He recognised Autism in himself 

before anyone else, he identifies with some autistic traits.  

Development and Wellbeing Assessment Summary 

Asperger ??ADHD inattentive 

NOTE TRANSITION NEEDS OF THIS YP. Profile of a young person with subtle but significant 
difficulties in social interaction and development which are having a considerable impact on 
his sense of self and emotional well-being. Causation is problematic given information 
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available but there is evidence of certain rigidities in thinking and behaviour and a marked 
egocentricity that cause barriers both at home and at school, and in social situations.  
Notable is the quality of information provided in his self-report and the higher level of 
impairment that he himself identifies. Both ASD and ADHD (inattentive presentation) are 
viable as potential diagnoses but require further assessment, as does his capacity to 
understand and communicate 
with his peers. Assessment 
would benefit from school 
input and a detailed school 
observation. Given self-
identified needs, any future 
intervention is likely to focus 
on his social development, 
sense of being included, and 
opportunities to interact with 
like-minded peers. 
Recommendations would 
include a strengths-based 
approach to support and the 
enhancement of opportunities 
to explore areas of relative 
strength and interest (e.g., expressive, and creative arts).  
 
SUGGESTIONS: one. Detailed school observation (NB 'masking'), 2. SALT assessment 
(receptive and expressive language skills and social understanding), 3. Assessment for both 
ADHD (inattentive) and ASD, 4. Provision of opportunities for interaction in small groups, 5. 
Differentiated curriculum to allow opportunities to develop islands of competence, 6. 
Positive reinforcement of current strengths to improve wellbeing. 

 Advocacy Response 
This young person DAWBA report questions ASD/ADHD inattentive, with subtle yet  
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significant difficulties in social interaction, development, and sense of self and his emotional 

wellbeing. Highlighting the current overarching challenges that he, his family, practitioners, 

and professionals working with him are facing.  

In this case, based on the DAWBA report and the PO, we would suggest advocating sharing 

of the report, an effective positive transition plan with considerations of some key questions 

outlined in table below.  

 

As he self identifies with some autistic traits it may be worth accessing My Autism Profile 

https://www.southlanarkshire.gov.uk/downloads/file/13763/my_autism_profile  

In appreciating the challenges, he is currently facing, we would suggest strong advocating 

support for a plan that incorporates an implementable approach to transition. It is, 

however, more the content of a good plan that is significant rather than the type of plan.  

There are many ingredients and inclusions in making a good plan. 

https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-

df2e09e1b146 

https://www.southlanarkshire.gov.uk/downloads/file/13763/my_autism_profile
https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-df2e09e1b146
https://www.autismnetworkscotland.org.uk/documents/view/c356b7c5-143a-48b5-92c9-df2e09e1b146
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In consideration of a good plan, this may include some or all the following and more 

depending on further assessment:   

• Outcome focussed to benefit the individual, make targets achievable and 

measurable 

• Undertaking of further assessment and identification  

• Ensure holistic education and social development both in and out of school  

• Encompass the individual as far as capacity enables in the development of their plan 

to the best of their own capability (provide supportive advocacy if required) (use 

supportive communication tools if appropriate). This ensures the CYP’s rights to 

inclusion and participation are being met.  

• Take account of environmental / sensory issues often a key trigger, a trigger and 

solution analysis may be helpful. If undertaking would suggest this is done both in 

and out of school and in and out of classroom.  

• Have an initiative-taking partnership approach which includes individual, 

parent/carers, practitioners 

• Be inter-agency connected, health, social care, including third sector clubs etc. if 

appropriate  

• Additional consideration may involve ‘flexi start/end’ of school day and ‘flexibility’ in 

subject change, some schools have adapted to this for some pupils very successfully.  

 

It may also be worth two further considerations for exploration (eligibility criteria may 

apply) to help support him and his confidence and resilience building.  

Access LIAM sessions – LIAM – Lets Introduce Anxiety Management.  

PLUS, Forth Valley offer support groups clubs that may be beneficial. They used to, do not 

know if they still do, have one specifically for autism. http://plusforthvalley.org.uk/  

Central Advocacy Partners have a project Autistic are Awesome 

http://centraladvocacypartners.org.uk/projects/youngautism.aspx   

Finally, he is within the age category for Independent Advocacy My Rights My Say 

https://myrightsmysay.scot/ 

Disclaimer - The above is based on the outcomes of the Development and Well Being 

Assessment and the Participant Overview. It has been issued for consideration and 

suggestion. It is up to the individual, subject to capacity, the parents/carers, legal guardians, 

in partnership with practitioners and professionals to decide and determine what actions 

are taken if any going forward.  

Feedback and Actions Taken.  

 

 
“We found the report very thorough.  

http://plusforthvalley.org.uk/
http://centraladvocacypartners.org.uk/projects/youngautism.aspx
https://myrightsmysay.scot/
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Table re Suggestion for Consideration and Self-directed Partnership Identified areas of 

action  

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation  

Identify General Learning Profile/Plan  

Identify Strengths and Weaknesses x 

Potential Islands of Competence   

Promote Self Esteem / Reinforcement of success x 

Promote Positive Interactions  x 

Enhanced Transitions  

Social Skills Assessment   

Support Self Awareness x 

Masked Disorder or Masking weaknesses  

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX   

Social Competence Functions /Language SPLD/Comms Passport  

Cognitive Functioning /Profiling/ Match to Attainment   

Sensory Assessment and Profile  x 

School Adjustments re Anxiety / Demand Led Challenges  x 

Academic Adaptations re Curriculum   

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors x 

Executive Function Deficits  

Determine Risks (Self Harm/Substance/Sexual)   

Eating Difficulties   

CBT potential Benefits re Anxiety/OCD   

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development  

Clarification of Age/Stage expectations/supports  x 

Psychological Interventions re PTSD   

Family supports  x 

School Staff Supports  x 

Individual feeling safe (inclusive of social fears)  

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult  x 

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   

Other   
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“It is hard to know how CAMHS will 

receive and interpret the report, as 

many practitioners are set in their 

ways.” 

“We have shared the report with school, and it will be shared also with CAMHS.”  

“As my son is transitioning from 

primary to secondary school, we 

consented to the report being issued 

direct to my son’s primary school 

with the advocacy response to his 

secondary school. We were 

delighted with the reception and 

action from his secondary school.”  

“The transition lead with the secondary 

school acted promptly with a same day 

response to the pilot team asking what 

she could be doing in the meantime.”  

“As parents the report was very 

informative and helped us 

understand and identify the issues 

affecting our child.”   

“The pilot team responded 

professionally suggesting the 

importance of discussion within my 

sons transition planning meeting” 

“We will be using the report and soft 

advocacy response to enhance my 

child’s assessments, and actions for 

improved outcomes.”   

“I would like thank Autism Network 

Scotland for nomination referral to this 

pilot.” 

 

“An option to say ‘this doesn’t apply to me’ for some questions would be extremely 

helpful. Supporting processing especially for children and young people.”  

“Sometimes responses like ‘never’ ‘occasionally’ or ‘always’ can be hard to choose. Just 

felt there was a need for further explanation.”  

 

As well as having positive and 
important impact on my son. 

“From previous discussions, Action 
when and if implemented could 
have positive impact on and delivery 
within a broad range of policy and 
practice areas.”  
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Case Study Sample H 

Summary Profile Pilot Categorisation —Education 

This is young male resident in Central Scotland, part way through high school and 
experiencing challenges and difficulties in his daily life.  
 
Participant Overview (own words)  

I was always aware of adaptions I would need to make for my middle child’s environment 

from when he was around 8 months old, we lived with clear boundaries and a structured 

routine which enabled my other two children to manage well. In both my other two 

children’s development I have become aware of them both struggling with managing school 

life, maintaining relationships especially healthy ones for my oldest daughter and anxiety. 

This has been more apparent as they reach adolescence where they are freer in their own 

daily life and more challenges of different routines in high school.  

Development and Wellbeing Assessment Summary 

High and consistent impact scores. Evident low self-worth and difficulties in establishing and 
sustaining friendships. Experiencing problems with P7-S1 transition. NB impact of covid 
restrictions on continuity both of education and social development. ADHD rated. Some 
repetitive behaviours (not OCD) but insufficient information to suggest ASD as contribution. 
Worth exploring executive function capacity and emotional maturity. Social disconnect with 
peers due to immaturity/lack of confidence rather than absence of skill. Sufficient sensory 
difficulties to warrant further 
analysis and intervention (e.g., 
sensory diet). Family stress also 
noted as contributory factor. 
SUGGESTIONS: 1. ADHD 
assessment, 2. ASD screening 
given family 'risk', 3. OT 
assessment, 4. Support at school 
re friendships groups with 
potential adjustments to 
curriculum, 5. Emphasis on 
strengths-based learning and 
exploiting relative strengths, 6. 
Support to enhance self-esteem 
and build resilience. 
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Advocacy Response 

This young person’s DAWBA report is indicated a range potential concerns which warrant 

further considerations which may be helpful in service targeting with tailored interventions 

supportive of the individual family and professionals who work with this individual.  

In this case, based on the DAWBA report and the PO, we would suggest advocating sharing 

of the report, considerations, and development of an effective support positive support plan 

with considerations to include some key questions for example, see table opposite.  

In appreciating the challenges, we would suggest strong advocating support for a plan that 

incorporates the considerations within his DAWBA. It is, however, more the content of a 

good plan that is significant rather than the type of plan.  

There are many ingredients and inclusions in making a good plan.  
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In consideration of a good plan for this young person, this may include some or all the 

following and more depending on further assessment:   

• Outcome focussed to benefit the individual, make targets achievable and 

measurable 

• Undertaking of further assessment and identification  

• Ensure holistic education and social development both in and out of school  

• Encompass the individual as far as capacity enables in the development of their plan 

to the best of their own capability (provide supportive advocacy if required) (use 

supportive communication tools if appropriate). This ensures the CYP’s rights to 

inclusion and participation are being met.  

• Take account of environmental / sensory issues often a key trigger, a trigger and 

solution analysis may be helpful. If undertaking would suggest this is done both in 

and out of school and in and out of classroom.  

• Have an initiative-taking partnership approach which includes individual, 

parent/carers, practitioners 

• Be inter-agency connected, health, social care, including third sector clubs etc. if and 

as appropriate.  
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Disclaimer - The above is based on the outcomes of the Development and Well Being 

Assessment and the Participant Overview. It has been issued for consideration and 

suggestion. It is up to the individual, subject to capacity, the parents/carers, legal guardians, 

in partnership with practitioners and professionals to decide and determine what actions 

are taken if any going forward.  

Feedback and Actions Taken.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“There was nothing I felt was missing, where I felt that the choices were not relevant 

there was space to explain why, this is something that I feel has lacked in previous 

family assessments and had been left feeling the questions were not a good all-round 

indicator of the person.” 

 

”  

“Yes, I have already shared this report of my child to the CAHMS crisis team, I also plan 

to share this with his support teacher to ensure he receives more support in school.” 

 
 

 

“Yes, we completed this as a family. I have three children who filled out a limited 

number of questions, which limits the information being received. This report was 

accurate, my middle son is autistic and ADHD and this didn’t have a high percentage 

in his report, however, having had a conversation with pilot team about my sons 

mental health it was evident which had a high percentage indicator it was evident 

that this was extremely accurate as his mental health has been far more of a struggle 

for him in the past two years.  Overall, I considered this report perfectly accurate and 

reflective.” 

 
 

“The questionnaire took me far longer than I had anticipated, this was more because 

of trying to get others to engage in the process. The questions covered more insightful 

direct questions that I have previously experienced, which, for me, indicates a well 

thought out process which will highlight and identify a more precise evaluation of 

individual’s needs. “ 

” 
 

“I think moving forward that if someone is completing this questionnaire that they 

should task themselves with completing small sections at a time and not all at once, I 

also believe that moving forward, if someone can be appointed a role that they assist 

individuals to complete the questionnaire wither in person, call or video link if they feel 

they need this assistance.  The questions are relevant and unsure that if any removed 

would be of any benefit to the outcome.” 

.” 
 



 
 

85 

 

Table re Suggestion for Consideration and Self-directed Partnership Identified areas of 

action  

Target / Tailored Provision   
Cross all 

Applicable 

Comprehensive School Observation x 

Identify General Learning Profile/Plan x 

Identify Strengths and Weaknesses x 

Potential Islands of Competence   

Promote Self Esteem / Reinforcement of success x 

Promote Positive Interactions  x 

Enhanced Transitions x 

Social Skills Assessment   

Support Self Awareness x 

Masked Disorder or Masking weaknesses  

Adult Screening for Additional or Differential Assessment re DX   

Screening for Additional or Differential Assessment re DX   

Social Competence Functions /Language SPLD/Comms Passport  

Cognitive Functioning /Profiling/ Match to Attainment   

Sensory Assessment and Profile  x 

School Adjustments re Anxiety / Demand Led Challenges  x 

Academic Adaptations re Curriculum  x 

Explore Open Text Answers  

Comprehensive Development Disorder Factors  

Emotional and Development Factors x 

Executive Function Deficits x 

Determine Risks (Self Harm/Substance/Sexual)  x 

Eating Difficulties  x 

CBT potential Benefits re Anxiety/OCD  x 

Increase Social Inclusion (Support) and QOL v Attainment Goals   

AHP Assessments SLT % or OT   

Social/Friendship Inclusion and Development  

Clarification of Age/Stage expectations/supports   

Psychological Interventions re PTSD   

Family supports  x 

School Staff Supports   

Individual feeling safe (inclusive of social fears)  

Recent bereavements noted and support options explored  

Workplace Adjustments   

Voice being Heard / need for trusted adult  x 

Post School Planning   

Reasonable Adjustment in Employment   

Improved Individualised Employment Placement  

Disabled Student Support Application   

Other   
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“I can't thank the pilot team enough for all of their time, patience & knowledgeable advice” 

 

 

 

 

 

 

 

 

 

 

“I will use the report for all of my children especially where I feel my children and 

myself are not being heard, the indicators from the report are far too prominent to be 

ignored, and also to aid in the process of receiving the correct support.” 

 
 

“It has enabled improved more balance discussion between professional to professional 

and us. Improved inclusion in planning and supported co-productive decision making.” 

  
 

.”  
“It is worth noting, as a parent I believe all three of my children who took part in this 

pilot received very accurate and reflective reports.” 

  
 

.”  “I have already had a positive response to this report from the CAMHS Crisis Team. I 

am in hope that moving forward it prevents us being sent to several different 

organisations and specialists and limits both the time this takes and the distress it 

causes with my children when they have had to repeat the same issues to many 

different people.” 

  
 

.”  
“I feel the report gives me a safe platform to communicate my concerns and also 

empowers my children to feel listened to by believing their needs are valid, past 

experiences have not always been positive and often minimised or dismissed.”  

  
 

.”  
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Reflective Learning 

Reflecting on the extract below from Judy Eaton’s book about females and mental health 
and autism. 
 
“Many parent carers report their biggest challenges post-diagnosis as being ‘loneliness and 
isolation’…. It appeared most had given up hope of receiving targeted and timely support 
from professionals…This does raise a profoundly serious question about the usefulness of a 
diagnosis if that is all that is available…………………………………… the more likely they will be to 
develop mental health problems as they grow up, presenting even greater potential cost to 
society in the future…” [34] 

 
That extract is a succinct summary of what we hear time after time, year after year, with 
report and reviews for decades informing us ‘early intervention is both key and critical to 
prevention.  
 
The Microsegmentation Report March 2018, [14] which informs us that in Scotland the 
annual cost of autism, £2.2bn and states that 42%, or if you prefer £924m, is escapable 
costs. Currently actions since and interventions, supports and opportunities are still to be 
measured to identify individual, service, and societal impact, if any?  
 
The key pilot team are very aware, like many families, including their children and young 
people and partner professionals, statutory provisions often operate in silos as opposed to 
in parallel with a timely connected, cohesive approach, often overly dependent on singular 
committed individuals. Children and young people’s wellbeing can have a significant impact 
of their abilities, not only educationally, but on all aspects of their daily living. A question we 
have heard throughout the study is “What has changed?” The reality, is yet, truly little. But 
that does not mean it cannot.  
 
In our introduction we drew you towards our big questions as well as a range of smaller yet 
no less important subsidiary considerations.  
 
We sought to, by suggesting that individual participants, their families, their supporting 
practitioners, and professionals, adopt a parallel partnership approach to coproductive 
actions.  
 
It became clear by their actions and application of some of the commitments made from 
The Promise [23] to broader practice, in practice, for example 
 
 
 
     
 
 

 
 

“Scotland must fulfil 
its commitments to 
early intervention 
and prevention” 

“Access to timely. 
Appropriate therapies 
must be available, not 
limited to those who 
have experience of 
care”   

 

 “…children and adults 
must not require a 

significant mental health 
diagnosis before they can 

access support.” 
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We recorded the number of times the same suggestion came up in a DAWBA report and 
subsequently recorded where we had been informed of actions. See table below.  
 

DAWBA Suggestions for Consideration     

Comprehensive School Observation  17 14 

Identify General Learning Profile/Plan 7 6 

Identify Strengths and Weaknesses 7 6 

Potential Islands of Competence  6 4 

Promote Self Esteem / Reinforcement of success 9 7 

Promote Positive Interactions  6 5 

Enhanced Transitions 1 1 

Social Skills Assessment  5 4 

Support Self Awareness 1 1 

Masked Disorder or Masking weaknesses 3 2 

Adult Screening for Additional or Differential Assessment re DX  3 2 

Screening for Additional or Differential Assessment re DX  21 16 

Social Competence Functions /Language SPLD/Comms Passport 14 9 

Cognitive Functioning /Profiling/ Match to Attainment  11 8 

Sensory Assessment and Profile  4 3 

School Adjustments re Anxiety / Demand Led Challenges  6 4 

Academic Adapations re Curriculum  3 2 

Explore Open Text Answers 1 1 

Comprehensive Development Disorder Factors 1   

Emotional and Development Factors 1 1 

Executive Function Deficits 3 2 

Determine Risks (Self Harm/Substance/Sexual)  4 3 

Eating Difficulties  2   

CBT potential Benefits re ASD adaptation where appropriate 3 2 

Increase Social Inclusion (Support) and QOL v Attainment Goals  5 4 

AHP Assessments SLT % or OT  11 8 

Social/Friendship Inclusion/Development +Activities 4 3 

Clarification of Age/Stage expectations/supports  3 2 

Psychological Interventions re PTSD  1   

Family supports and dynamics 4 3 

School Staff Supports  1 3 

Individual feeling safe (inclusive of social fears) 3 2 

Recent bereavements noted and support options explored 1   

Workplace Adjustments  1   

Voice being Heard / need for trusted adult  2 2 

Post school planning 6 5 

Advocacy Input 25 2-20 

 
Outcome and Learning Point: In its simplest of term, by adopting a multi-disciplinary 
approach in parallel, this equates to an astonishing 74.87% self-directed in partnership 
areas of identifiable action. Not surprising is the diagnostic numbers, twenty-one identified 
but only nine actioned. 
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How did those actions come about?  
 
The fact that the DAWBA report is a co-created document means the dissemination of this 

report remained entirely self-directed. Having the completed and rated report in the 

possession of the assessed individual and their parent/carers/legal guardian resulted in 

varied responses from professionals in different agencies, which appeared to be influenced 

by the route recipients took, via education, health, or social work/care.  

The report findings received mixed reception, with varying degrees of acceptance and 

subsequent joint/collaborative actions for delivery with variable progress, depending on 

case.  

Irrespective of route, the acceptance and progress appeared to be significantly influenced 

by two key factors, a) the ‘attitude and approach’ of the report introduction by the 

introductee, and b) the ‘acceptance and the will’ of the professional recipient. Engagement 

and communication a critical component.  

Opportunity for informed actions and interventions were enhanced when the engagement 

and direct conversations were more equitable (an alternative term usefully applied 

elsewhere is ‘horizontal’) between individual, parent carer and professionals as well as 

between professional and professional. It was reported that on these occasions, 

individualised reports, professionally rated with clinical oversight were collectively viewed 

as independent, holistic, and inclusive. Adding further value and appeared to deliver the 

absence of professional or subjective bias i.e., non-system, non-professionally biased, a key 

contribution for moving forward. 

Agreed co-produced actions were progressed timeously seemed to be influenced by buy-in 

via one of the following routes (see illustration below):  

➢ via education where the 

educational professional viewed 

the report as adding value, 

bought-in and in parallel 

connected with health and social 

work.  

➢ Via Health, where the 

health professional viewed the 

report as adding value and 

partnered with either education 

or social work, but not in parallel.  

➢ Via social work where the 

social worker viewed the report 

as adding value and partnered 

with either education or health, 

but not in parallel 
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The most person centred, and informed actions included the DAWBA Report and Advocacy 

Response in enhancing the creation of a person-centred framework within the action plan 

for overall wellbeing and support. Inter-agency practice in respect of GIRFEC became a 

natural process of this shared approach.  

Outcome and Learning Point: From feedback, harmonisation for horizontal conversations 

have five key contributing dimensions. They are ‘self,’ ‘home,’ ‘school,’ ‘health’ and ‘social 

work/care’ each adding valuable insights and contributions as appropriate to intervention 

stage, and as such to an individual’s support plan, keeping the child or young person at its 

core, (illustrated below), all within existing frameworks.  

                    

 

Outcome: By nature of its framework and thoroughness. We can see from the DAWBA 

suggestions from the consideration table, an individual’s DAWBA reports does provide a 

comprehensive individualised insight to support informed decision making ‘positive next 

steps’ inclusive approach for inter-agency and partnership planning with individual and 

family, in shaping one of the following plans:  

➢ Additional Support Plan 

➢ Childs Plan,  

➢ Individual Education Plan 

➢ Individual Wellbeing Plan, and the more legally obligated,  

➢ Coordinated Support Plan,  

all within an existing system. Therefore, not reinventing the wheel, merely using a different 

tool for an earlier comprehensive and more holistic overview, becoming better, and 

enabling better informed earlier targeted and tailored interventions, supporting mutli-

disciplinary action in timely parallel accord.  
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Outcome: Our participant and their families via self-directed partnerships with professionals 

were therefore more able to deliver a positive inclusive approach, which often, is needed to 

bridge the medical and social thinking models to meet an individual’s needs and optimise 

integration of service delivery.  

                     

Irrespective of plan type, content is more important along with pause - measure – reflect – 

learn – adjust - action- repeating regularly, but not necessarily routinely, thus drawing in 

value not just in respect of GIRFEC but also within Scotland’s mental health strategy 2017-

2027 [32] “…. six quality dimensions - person-centred, safe, effective, efficient, equitable and 

timely.”  

It is however, of critical importance that a plan is joined up, especially where there is an 

‘inter-agency’ component that is beyond a partnership between education and individual 

and family.  

All plans bring challenges over and above administrative. Challenges can be down to 

interpretation of legislation, guidelines, policy, or simple people interface. They have just as 

much to do with engagement, communication, training and more.  

From discussions within the pilot, it became clear, whilst a Coordinated Service Plan brings a 

stronger legal obligated commitment, they can be cumbersome, complex, and 

bureaucratically challenging to deliver i.e., chair/HT having to re-convene the entire Team 

Around the Child (respective diary commitments notwithstanding), minute and agree 

updates/revisions/ exclusions etc. Due to this, often limiting the expedience of flexibility and 

progress when considering – pause - measure – reflect – learn – adjust – action, depending 

on individual need they are and can be on occasions the only consideration. 

One type of plan may bring more outcomes driven benefit than another for example an 

Additional Support Plan.  

Within South Lanarkshire for example, we are told, there appears to be a growing 

preference for an ‘Additional Support Plan. The ASP is a holistic plan. It provides an overview 

of the range of interventions and support, which have been agreed to meet the child or 

young person's additional needs. It includes a number of parts which can be used to tailor 

the plan to the needs of the pupil. See appendix.  
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This type of plan may be more beneficial for the overview of delivering outcome/s, as it is 

less onerous, and less prescriptive and facilitates greater flexibility and ongoing iterations 

which are responsive to evolving support needs. 

In determining the type of plan, we strongly suggest this is considered carefully, by all 

involved and reiterate, content, actions, and outcomes for an individual should be the 

forefront and central to all.  

Outcome: It has become evident we can build to a degree on the work of NSPCC [4] report 

of 2014, as well as contributing to  

➢ Listening to and empowering of children and young people and their families 
➢ Improving placing of children’s and young people’s relationships at the centre of 

individualised person-centred partnership approaches promoting horizontal 
communication 

➢ Dissemination of a more informed, holistic wellbeing overview of a child or young 
person, whilst acknowledging multi-disciplinary formulation 

➢ Enablement of targeted service provision with person-centred tailored interventions  
➢ Additional and or substitution of good, informed practice in partnership decision 

making, raising the relevant ‘weighting’ of self-defined and parent carer 
contributions, reducing ‘distancing’ practices and terminology.  

 

Outcome: By nature of positive partnership approaches, this develops a dialogue about co-

creating resources, co-designed and collaboratively delivered by all stakeholders in all 

sectors, … bottom up, instead of top down, with advocacy support as appropriate.  

We must recognise the challenges associated to advocacy and supported by the actioned 

advocacy numbers, not surprising, given the know lack of access to Independent Advocacy, 

and the increasing importance of and benefits from peer advocacy and parental/practitioner 

advocacy.  

Equally recognised within The Promise [23]  

 

 

 

and within All our Children All Their Potential [5] 

 

 

 

 

 

 

“Peer advocacy has proven to support families to navigate 
their way through a complex system” 

“Currently the visibility of individual children and young 
people rely on the determined advocacy of parents and 

carers or representational groups” ... 
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Outcome: The following achievements for some, within this project: 

➢ Timely sharing of one report providing a more holistic wellbeing overview 

➢ Effective multi-disciplinary practice beyond the pilot team  

➢ Joined up connected -cohesive practice between multi-disciplinary professionals  

➢ Connected inclusive individualisation 

➢ Reduced adversarial conversations 

➢ Seventy four percent actionable rate  

➢ Service Targeting 

➢ Tailored Interventions  

➢ Timely – expedient interventions 

 

Outcome Benefit: When a young person themselves tells us their perception - 

 

 

 

Outcome Benefit: When Children’s panel members tell us -  

 

 

 

 

Outcome Benefit: When a parent realises what can happen with their child and states -  

 

 

 

 

Outcome Benefit: When a teacher state it is benefits - 

 

 

 

 

 

“Know me Better” “Enables us all More” 

12-year-old 

“A report like this would enable us to make better 
more informed decisions” 

Childrens Panel Members 

“I wish all young people could have access to this 

project.” “… helping schools and parents ….”   

A Parent 

“Exceptional pointer for us teachers, many who 

you have no formal training in child or adolescent 

mental health.  

A teacher 
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Potential benefit for future Outcomes -Professional talk to professional and in one 

discussion, they consider the implications and potential benefit of using the DAWBA, as part 

of their assessment and information garnering process, when it comes to addressing some 

of the challenges within the Inclusion as Prevention approach – ‘Windows of Opportunity’ 

in CYCJ info sheet 91 [35] 

 

 

 

 

 

 

 

 

 

Indicative statement for benefit, outcome, and impact - It comes as a surprise when 

professionals tell us  

 

 

 

 

Outcome: A consideration of the pilot was information about how SDQ/DAWBA online 

questionnaire enabled added value at input stage. We were informed it could have 

➢ greater use of visual supports 
➢ enhanced section on environment and sensory 
➢ an option to inform a question does not apply 
➢ input from a speech and language therapist for questionnaire redesign for user 

friendliness 
➢ improved accessibility for ‘Apple’ technology  
➢ could be more user friendly if an APP 
➢ inclusion of a questionnaire for social care practitioners and professionals 

 

Outcomes: Having listened, those self-directed partnership actions are a contributory 
component to and impact positively on delivery within the following policy areas, answering 
our lesser yet just as important considerations --  
 

➢ Getting it Right for Every Child, [7] 

“This could be 1000 times better than what we 
have at present”  

Team Leader Social Work 

“Windows of opportunity can be missed for a number of 
reasons, and it is important to acknowledge that despite 
individual and service efforts, the constraints of the 
system are often a factor in missed opportunities to 
intervene. Despite substantial support for prioritisation of 
preventative and early intervention efforts (Christie 
Commission, GIRFEC, Whole System Approach, 
Justice Vision, and Priorities) ……… faces a lack of 
strategic investment ……. which has led to substantial 
loss and interventions….” 
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➢ The Promise [23] 
➢ The Accountability Gap [24] 
➢ All Our Children All Their Potential [5]   
➢ The Additional Support for Learning Action Plan (ASLIP) [25] 
➢ The Neurodevelopmental Specification: Principles and Standards of Care [29] 
➢ United Nations Convention on the Rights of the Child [9] 
➢ The Equality Act [30] and UNCRPD [31] 
➢ The National Mental Health Strategy 2017-2027 [32] 
➢ The COVID Recovery Strategy – A Fairer Future [33] 

 

At a pilot team meeting, there was a discussion around the benefit and impact of the 

DAWBA for assessors, both raters and clinical psychologists. The discussion concluded as 

both were in agreement that  

“Subject to a comprehensive set of completed questionnaires both rater and psychologist 

would be confident in the efficacy of DAWBA, positively suggesting, if said information was 

readily available it could, potentially and positively reduce the face-to-face time required 

with a client.  

We also discussed where the DAWBA could fit within existing practice and whether or not it 

was contradictory of existing assessment tools. “The general consensus from the assessors 

in the team it was complimentary to and depending on practitioners’ differential knowledge 

experience it could be used as a replacement.”  

There was the belief the DAWBA it could be used anytime in a process, but the earlier the 

better. The diagram below illustrates this in relation staged intervention process.  

 
“Our son’s DAWBA report was very informative and helped us to understand our son 

better.” 
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Outcome and Overall Learning Point for Users, their families, and their supporters:  

In Scotland a diagnosis is not a requirement for either ASL/ASN, as such, the benefit of the 

DAWBA Indicative Individualised Profile report, where positively received, has equitably 

empowered individuals, parent carers, practitioners and professionals to have a more 

horizontal conversation about identifying, planning and delivering either interventions and 

or further more specific assessments more expediently, supporting targeting of service 

provisions and tailoring interventions. 

Overall Outcome:  The Development and Well Being Assessment instrument when used to 

provide indicative individualised profile can have beneficial impact on person-centred 

inclusion, planning on targeting services with tailored interventions, across a wide range of 

integrated - interagency supports, with positive benefits for individual, families, 

practitioners, and professionals alike, with proficiency contributing to a societal return on 

investment.  

Overall Learning Point for the assessment tool: Greater use of supportive visuals, along 

with an improved section on environmental and sensory along with an additional 

questionnaire for social care practitioners.  

From the data, evaluation feedback and case studies we are able to deduce:  

1. The results of the pilot project support recommendations made by Woolgar et al in 

the 2014 NSPCC report that the SDQ/DAWBA could play a valuable role in addressing 

the currently unmet needs of non-clinical professionals at an earlier juncture when 

timely and informed decision-making and planning for children and young people 

(and their families) is required and could prove invaluable.  

 

2. The SDQ/DAWBA could be deployed as a cost effective/high-impact measure to 

reduce the well-documented consequences of prolonged wait times and diagnostic 

bottlenecks which can delay interventions by non-clinical professionals and 

negatively impact on those users and carers affected by their decisions. A core 

“We feel like the current diagnostic process is lacking in depth as it does not ask the 
number of relevant questions the questionnaire did and also the questionnaire lacks 

the face-to-face contact needed to really understand the child.” 

 

“In our opinion, if the questionnaires were filled in and scored prior to the actual face 
to face assessment visit, this would be more beneficial for the everyone, more 

expedient and more comprehensive with the additional benefits of a) less stress for 
individual and family, and b) improved directional pointers for other non-diagnostic 

professionals.” 
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strength of the SDQ/DAWBA is its capacity to generate highly accurate indicative 

profiles at/closer to the point of need when informed decision-making is paramount.  

 

3. The SDQ/DAWBA as used in this pilot, could offer significant “invest-to-save” 

benefits with respect to ‘Getting It Right’ for children and young people to avert 

placement breakdown, declining mental health and poor long-term outcomes. 

 

4. The pre-diagnostic properties of the SDQ/DAWBA could also support non-clinical 

professionals to gain greater insight into the severity, complexity and potential 

consequences of children and young people’s unmet support needs as well as 

potentially averting avoidable crises.  

 

5. Considerable potential exists for the SDQ/DAWBA to be deployed at an 

epidemiological level to inform broader planning objectives across large population 

sets (e.g., local authority/health board). 

 

6. The objectivity of the DAWBA could reduce potentially adversarial exchanges 

between users, carers, and other resource gatekeepers by re-focusing discussions on 

a less potentially biased manner and at a more asset-based level to the benefit of all 

concerned.  

 

7. The project did not elicit any major unforeseen consequences or negative responses 

from participants their families or project partners.  

 

8. Further research should be undertaken to determine with greater accuracy the 

impact of the SDQ/DAWBA on professionals working with young people, and the 

practical implications of a wider, non-clinical assessment approach of this type. 

 

9. Access to the project and the benefits of participating were universally welcomed by 

parent/carers as well as the majority of supporting practitioners and professionals.  

 

10. The rated assessments delivered a higher degree of ‘equitable empowerment’ for 

participating individuals, their parent carers, informal networks of support, teaching 

staff, allied health professionals, mental health practitioners’ and social care staff 

leading to shared, timely and informed interventions. 
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Conclusions   

The pressing need for an evidence-based, timely, accurate and unbiased assessment process 

has been articulated in several Scottish Government and Audit Scotland reports highlighting 

the state of current diagnostic and post diagnostic services being ‘unfit for purpose’ due to 

wasteful, complex, convoluted and time-intensive approaches. This predicament is 

compounded by persistently elevated ‘rejected referral’ rates from targeted and clinical 

services. 

Service users, their parent carers and autism-informed professionals in all sectors have 

continued to voice concerns about inordinate waiting times, and lack of pre-, mid and post 

diagnostic services, designed collaboratively by communities of interest who know best 

what is needed.  

As you will gather from the current analysis, this pathfinder pilot has demonstrated what a 

broader, practice-based application of the SDQ/DAWBA could potentially offer individuals, 

families, and support services by identifying indicative support needs at a much earlier stage 

than happens at present avoiding wasted time and resources ‘throwing darts in the dark’ at 

poorly or incompletely defined presenting issues. It would also expedite deployment of 

timely, cost-effective, and tailored supports initiated ‘responsively’ as opposed to 

‘reactively.’ “There comes a point where we need to stop just pulling people out of the river 

(reactively). Some of us need to go upstream and find out why they are falling in 

(responsively)” (Desmond Tutu).  

The SDQ/DAWBA offers an approach that aims to fulfil many of the strategic aspirations set 

out in Scottish Government policy spanning the past 4 years. This is especially relevant in 

the current post-COVID recovery period when there is consensus that ‘things need to 

change’ if we are to create a fairer future for Scotland’s neurodiverse and neurotypical 

people alike. 

This portion of the paper seeks to briefly link the findings and analysis of the pilot findings 

with the overarching vision outlined within broader strategic and policy developments, 

principally spanning 2018 to the present. 

In 2018, having been commissioned by the Scottish Government and 4 years of intensive 

data interrogation by two prestigious economic research teams, co-located within the 

London School of Economics and Strathclyde University, the publication of the Micro-

Segmentation Report [14]   concluded that unremitting systemic and structural inequalities 

continue to be faced by autistic individuals and their families. The identified barriers are 

unaltered despite a ten-year Scottish Strategy for Autism. [36]  When ‘escapable’ and 

‘inescapable’ costs relating to both quality-of-life outcomes, and lost revenue to Scotland’s 

economy were analysed, the MS report concluded that costs associated with autism 

account for more than Scotland’s five ‘big killers’ (Diabetes, Stroke, Cancer Heart Disease 

and Dementia) almost combined, yet corresponding levels of investment attract only a small 

fraction of the funding invested in researching and intervening in the other ‘big five’. The 

Micro segmentation report lauded the ‘invest to save’ approach demonstrating that for 

each 10% reduction in escapable costs achieved through evidence-based interventions, 
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savings of £223 million per annum (at 2018 rates) could be accomplished. Two central 

tenets of interventions proven to be most effective were parent-mediated programmes and 

the wider availability of self, group, peer, and independent professional advocacy services.  

Both the autism and neurodevelopmental community and professionals agree that 

uniformed solutions do not solve problems, and the potential application of the SDQ/ 

DAWBA as a non-clinical early identification tool, albeit still overseen and quality assured by 

suitably qualified psychology personnel, would make a significant contribution to the 

identification of unmet support needs and subsequent co-creation of bespoke interventions 

at a much earlier stage. By doing so, significant savings in both quality of life and lost 

revenue will be made in relation to costs. It is worth noting that whilst the pilot was 

primarily focused on Neurodiversity, its application is significantly wider identifying mental 

health and wellbeing issues for all neurotypes.  

Viewed as a whole, the aspirations and action points contained within the selected Scottish 

Government publications demonstrate that the pilot represents a successful application of 

the shared and embedded principles within them all principally; empowerment, inclusivity, 

collaboration, co-production, authentic partnership, needs-led targeted and early, non-

stigmatising interventions. 

For the sake of brevity, the  ‘common threads’ articulated in the following 10 strategic 

documents  ‘The Promise’ [23], ‘Learning/Intellectual Disability and Autism Towards 

Transformation  [37]  ,’The Accountability Gap’ [24]  , ‘All our Children All Their Potential’ [5], 

‘The Additional Support for Learning Action Plan (ASLIP)’ [25], ‘The Independent Review 

Autism and Learning Disability of the Mental Health Act Scotland (IRMHA)’ [38], ‘The 

Neurodevelopmental Specification: Principles and Standards of Care’ [29], ‘The Blake 

Stevenson Review of the Scottish Strategy for Autism’ [39], ‘The National Mental Health 

Strategy 2017-2027’  [32] and ‘The COVID Recovery Strategy – [33]  A Fairer Future’, can be 

supported both systemically and individually by utilisation of SDQ/DAWBA.  

All documents explicitly reference the Scottish Government mandate to ensure full 

participation and inclusion by users and carers at the consulting, legislating, and 

implementing stages. By ensuring these ‘quieter voices’ are heard, policies and action plans 

will truly reflect the ‘lived experiences’ of those in receipt of services, infusing draft policy 

with the principles contained in the ECHR, [40] UNCRC [9] and, UNCRDP. [31] 

The pilot findings drawn from case studies and respondent feedback and evaluation 

questionnaires demonstrate that children and young people, their parent carers, families, 

and professionals alike believe that this highly accurate, timely and cost-effective process 

can result in the diminishment of inordinate waiting times, delayed supports, ineffective 

interventions, and adversarial relations between those who seek services and those who 

provide them. Horizontal relations are a natural outcome of the entire process and facilitate 

meaningful, person-centred collaborations for all stakeholders. 

The pilot has also established that for example, autism-informed practice is simply good 

anti-discriminatory practice for all, whether neurodiverse or neurotypical. Applying a timely 

assessment process which reduces professional bias to a minimum whilst placing equal 
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currency on the contributions of participants and their parent/carers, creates buy-in from all 

within the entire process. The Innovatively Individualising Triage Pilot has demonstrated 

that real and sustained change can and does happen when ‘top-down’ approaches give way 

to ‘bottom-up’ collaborations between all stakeholders, especially when there is a readiness 

on the part of professionals formerly tasked with the exclusive role of assessment, to ‘share’ 

these processes with recipients of supports and services and their networks of support, 

enabling multi-disciplinary approach in parallel as oppose to silos.  

The strengths we identified in using the SDQ/DAWBA:  
 

➢ The SDQ/DAWBA instrument can provide timely, cost-effective, and unbiased 
indicative assessments 

➢ Implementation is likely to lead to significant reductions in initial screening 
processes, and consequential waiting times faced by many children and young 
people., a factor identified in several reports including The Audit Commission for 
Scotland in 2018.  

➢ With both the backlog associated with the pandemic, and significant pressure on 
services the tools offer the chance to identify children and young people’s indicative 
presentation at an earlier stage, enabling crucial interventions to be mobilised in a 
timely, tailored and person--centred manner, whilst other formal diagnostic and 
assessment processes remain pending. 

➢ Getting the right services and supports, at the right time, delivered by the right 
people aligning seamlessly with current national and local policy and strategic 
aspirations including amongst many others; ‘Getting It Right for Every 
Child,’(GIRFEC), ‘Fulfilling the Promise’ and ‘Inclusion as Prevention’ 

➢ The approach did not conflict with, or contradict other assessment approaches, 
whether clinical or otherwise such as, ADOS, ADI-R, DIMENSIONS, ESSENCE or 
SCERTS. 

➢ In contrast with current widely acknowledged delays, assessment took an average 
92 days from consent to identified actionable outcomes, interventions, or diagnosis 

➢ 74.87% of suggestions were identified as actionable thus far 
➢ Final reports informed decisions regarding identified needs 
➢ Self-directed partnerships enhancing practice between formal and informal 

networks  
➢ There were significant Improvements in: 

o Service targeting 

o Tailored Interventions  

o More timely Interventions 

o Enhanced self-directed partnership actions  

o Enhanced/Improved multi-disciplinary & parallel working 
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Recommendations and Suggestions 

As we have identified, the assessment instrument used in this pilot has proven helpful for 

individuals parent carers and professionals alike with equity, due diligence, and compliance.  

When there is an ‘appreciative’ will power and equitable partnership between individual, 

parent carer/legal guardian and professional/s it becomes easier in the co-creating an 

individualised person-centred plan of action, enabling timely, targeted, and tailored 

interventions to be delivered. 

From this small exploratory observational pilot project, we would suggest/recommend as 

part of an improving partnership approach – 

1. Improvements could be made to the user-experience (UX) of the on-line 
assessments through: 

i. greater use of visual supports 
ii. enhanced section on environment and sensory issues 
iii. improved accessibility for ‘Apple’ technology  
iv. creation of an optional ‘app’ format  

 
2. The inclusion of a supplementary questionnaire for social care professionals would 

broaden the scope of the wellbeing assessments to facilitate enhance multi-
professional dialogue. 

 
3. Additional support may be required in completing questionnaires, due to literacy 

and or language barriers.  

4. Development of this pilot or equivalent model incorporating a piece of multi-

disciplinary learning which might promote the identified benefits of timely consent 

to share of information. This could also lead to a shared starting point where 

practitioners could agree and share the same assessment report, in practice with 

service users and their networks of support.  

5. A formal academic randomised control study could explore in greater depth the 

benefits of an enhanced, holistic, and truly inclusive wellbeing overview assessment, 

with timely, targeted services, tailored interventions and the benefits for individuals 

and their families.  

6. A financial modelling exercise could be undertaken to consider the potential cost-

saving benefits such an approach could offer in terms of social return on such an 

investment.  

7. Further research into the efficacy of the SDQ/DAWBA in assessing the needs of non-

English speaking children and young people. 
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Renfrewshire Autism and Neurodiversity Project. He also chairs and coordinates the six 

DiAC’s.   

Bill Colley, BA. PGCE.  

Rater, and Co-Author 

Bill is a writer, teacher trainer and educational consultant, trained in diagnostic assessments 

in both ADI-r and ADOS, and a trained rater for DAWBA. He spent his career in both 

independent sector before becoming the principal of residential special school and He is in 

local government as a Service Manager. As service manager with responsibility for 

additional support needs and contributed at a local level to an ADHD support group, the 

NHS Autism Assessment Pathway, and to the National Autism Strategy Reference Group 

(Scotland). He is also Chair of Scottish ADHD charity and Vice President UKAP.  

Ramon Hutchingson BA, PQ, CQSW, Project Link South Lanarkshire & Co-Author 

As Co-ordinator of South Lanarkshire’s Autism Resources Coordination Hub (ARCH) for the 

past 6 years, and a registered Social Worker for 34 years I represent the Authority in various 

national forums including Lead Officer Collaborative meetings facilitated by Autism Network 

Scotland between 2016-2022.During one ANS meetings in 2019, an assessment tool called 

the Development and Wellbeing Assessment (DAWBA) was presented. Me and many other 

Lead Officers were immediately struck by the potential applications of this tool, especially 

supporting autistic children and young people. Throughout my career as a front-line social 

worker, a timely, structured, evidence-based, cost-effective, and highly accurate assessment 

approach which also offered bias-free information would have been an invaluable tool. As a 

result of my interest, I collaborated with colleagues. This eventually evolved into the 

Innovatively Individualising Triage Pilot.  
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fundamental component of UNCRC Child and Young persons Rights plus the principle fo self-
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Glossary of Terms 

Abbreviation/Acronym  Term  Description/Meaning 

A   

ADD Attention Deficit Disorder  Formal term, now rarely 
used, covering a range 
of behavioural disorders 
occurring primarily in 
children, such as but not 
limited to, poor 
concentration, 
hyperactivity, and 
learning disabilities.  

ADHD Attention Deficit Hyperactivity Disorder A condition that affects 
people’s behaviour. For 
example, fee restless 
may have trouble 
concentrating and may 
act on impulse.  

ADI-r Autism Diagnostic Interview Revised A widely used 
diagnostic algorithm in 
determining whether 
children and young 
people have autism 
spectrum disorder. 

ADOS Autism Diagnostic Observation Schedule A semi-structured, 
standardised 
assessment of 
communication, social 
interaction, play or 
imagination use of 
materials for individuals 
who may have been 
referred for an autism 
assessment.  

AD Attachment Difficulties These are when an 
individual has 
challenges with 
sustained attention at a 
developmentally 
appropriate level.  

 Advocacy Advocacy involves 
promoting the interest 
of someone or a group 
of people. Advocacy is 
also about helping 
people find their voice 
and supporting them to 
have that heard.  
An advocate is a person 
who person who argues 
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for recommends or 
supports a cause or 
policy. There are key 
types of Advocacy, 
Community, Peer, Self, 
Collective and 1-2-1, 
with the latter strongly 
applicable in Scotland 
(Project Country) to 
statutory provisions 
within legislation.  

ARFID Avoidant and Restrictive Food Intake 
Disorder 

Feeding disturbance as 
manifested by 
persistent failure to eat 
with significant failure 
to gain weight or 
significant loss of 
weight. Previously 
known as Selective 
Eating Disorder. 

AR (This Project)  Advocacy Response  The advocacy response 
in this project was 
designed to encourage 
and guide individuals 
their families and 
practitioners to have 
more inclusive 
conversations that 
support co-created 
solution.  

 Agoraphobia Extreme lor irrational 
fear of entering open or 
crowded places, of 
leaving one’s own 
home, or being of being 
in places from which 
escape is difficult 

AHP Allied Health Professional Are a diverse group of 
clinicians who deliver to 
patients and clients 
across a wide range of 
care pathways. For 
example, but not 
limited to Speech and 
Language Therapist, 
Occupational Therapist 
etc.  

 Anorexia A serious eating 
disorder and mental 
health condition. 
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Anxiety General Anxiety General A feeling or worry, 
nervousness or unease 
about something with 
an uncertain outcome. 

ASC Autism Spectrum Condition  This is a term of 
increasing use, used by 
some instead of autism 
spectrum disorder 

ASD Autism Spectrum Disorder  A complex 
developmental 
condition involving 
persistent challenges 
with social 
communication, 
restricted interests, and 
repetitive behavior. 

ASP Additional Support Plan  The ASP is a holistic 
plan. It provides an 
overview of the range of 
interventions and 
support which have 
been agreed to meet 
the child or young 
person's additional 
needs. It includes a 
number of parts which 
can be used to tailor the 
plan to the needs of the 
pupil. 

   

B   

BD Bipolar Disorder Is a mental health 
condition that affects 
your moods, which can 
swing from one extreme 
to another.  

 Bulimia Bulimia is an eating 
dorser that causes one 
to eat substantial 
amounts of food at one 
time then get rid of it.  

   

C   

CAMHS  Child and Adolescent Mental Health 
Services 

The name for the NHS 
services that assess and 
treat young people with 
emotional, behavioural, 
or mental health 
difficulties. 

CBT Cognitive Behaviour Therapy Is a talking therapy that 
can help you manage 
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your problems by 
changing the way you 
think and behave.  

CIHA Common Interest Holistic Advocacy An individualised 
advocacy approach 
which encourages a 
common holistic 
practice between 
individual, family, and 
practitioners via co-
production.  

C-GAS Childrens Global Assessment Scale A Numeric scale used by 
mental health clinicians 
to rate the general 
functioning of youths 
under the age of 
eighteen 

 Comorbid Denoting or relating to 
diseases or medical 
conditions that are 
simultaneously present 
in a patient. 

CD Conduct A group of behavioural 
and 
emotional problems 
characterized by a 
disregard for others. 

CP Child’s Plan Is considered and 
developed in 
partnership with the 
child, their parent(s) 
and the services 
involved. Every plan will 
include and record: 
information about the 
child's wellbeing needs 
including the views of 
the child and their 
parent(s) details of the 
action to be taken. 

CP Child Protection  Is part of the 
safeguarding process. It 
focuses on protecting 
individual children 
identified as suffering or 
likely to suffer 
significant harm.  

CP Children’s Panel Is a group of volunteers 
who make legal 
decisions with and for 
children and young 
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people in children's 
hearings. 

CPTSD  Complex Post Traumatic Stress Disorder  Is a condition where you 
experience some 
symptoms of PTSD 
along with some 
additional symptoms, 
such as: difficulty 
controlling your 
emotions. feeling 
incredibly angry or 
distrustful towards the 
world 

CSP Coordinated Service Plan  Is a tool used to get all 
the parties, two or more 
agencies, involved in a 
child's care where 
benefits at Coordinated 
Services Planning level 
can be extremely 
helpful in numerous 
ways in achieving a 
coordinated service 
approach.  

D   

DAWBA Development and Wellbeing Assessment The DAWBA is a 
package of interviews, 
questionnaires and 
rating techniques 
designed to generate 
ICD-10 and DSM-IV or 
DSM-5 psychiatric 
diagnoses on 2–17-year-
olds. DAWBA covers the 
common emotional, 
behavioural and 
hyperactivity disorders, 
without neglecting less 
but sometimes more 
severe disorders. 

 Developmental Delay  Refers to a child who 
has not gained the 
developmental skills 
expected of him or her, 
compared to others of 
the same age. Delays 
may occur in the areas 
of motor function, 
speech, and language, 
cognitive, play, and 
social skills. 
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 Diagnostic Overshadowing Diagnostic 
overshadowing occurs 
when one condition is 
diagnosed but other 
coexisting conditions 
are overlooked. 

 Diffability Someone who has 
different abilities. 
People who do the 
same jobs as other 
people, they just do 
them differently.  

DX Differential DX (Diagnosis)  A differential 
diagnosis is a list of 
conditions that share 
the same symptoms 
that you described to 
your healthcare 
provider. 

 Disability Model  A model that proposes 
that what makes 
someone disabled is not 
their medical condition, 
but the attitudes and 
structures of society. 
See also Social Thinking 
Model.  

DMDD Disruptive Mood Dysregulation Disorder  Is a childhood condition 
of extreme irritability, 
anger, and frequent, 
intense temper 
outbursts. DMDD 
symptoms go beyond a 
being a “moody” child—
children with DMDD 
experience severe 
impairment that 
requires clinical 
attention. 

DSH Deliberate Self Harm A prominent mental 
health concern among 
adolescents whereas 
the name suggests 
infliction of harm to 
oneself.  

DSM V  Diagnostic Statistical Manual of Mental 
Disorders – V denotes Fifth Version.  

Is the standard 
classification of mental 
disorders used by 
mental health 
professionals in the 
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United States and by 
some in other countries.  

   

E   

 Elimination Disorders Elimination disorders 
occur when children 
have difficulties in 
relieving themselves or 
do so in inappropriate 
places, after a certain 
age. 

 Epigenetics The study of the 
interaction between 
genetic and 
environmental factors in 
development.  

 Executive Function  Set of high-order mental 
skills that include 
working memory, 
flexible thinking, and 
self-control. We use 
these skills every day to 
learn, work, and 
manage daily life. 
Trouble with executive 
function can make it 
hard to focus, follow 
directions, and handle 
emotions, among other 
things. 

   

F   

   

FDIA  Factitious Disorder Imposed on Another  People with factitious 
disorder imposed on 
another (FDIA) provide 
inaccurate information 
about an illness in 
another person. 

 Feeding Difficulties This is a broad term 
used to describe a 
variety of feeding or 
mealtime behaviours 
perceived as 
problematic for a child 
or family. This may 
include behaviors such 
as: Picky eating. Food 
fussiness. 

   

G   
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GP General Practitioner  General 
practitioners treat all 
common medical 
conditions and refer 
patients to hospitals 
and other medical 
services for urgent and 
specialist treatment. 

GIRFEC  Get it Right for Every Child (Wellbeing 
Indicators)  

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. Incorporating 
the wellbeing indicators 
of Safe, Healthy, 
Achieving, Nurtured, 
Active, Respected, 
Responsible, Included. 

H   

 Hyperactivity Usually refers 
to constant activity, 
being easily distracted, 
impulsiveness, inability 
to concentrate, 
aggressiveness, and 
similar behaviors. 
Typical behaviors may 
include Fidgeting or 
constant moving. 

 Hyper-acuity Greater than normal 
acuteness of a sense. 

 Hypo-acuity Decreased sharpness of 
sense. 

HoNOSCA Health of Nation Outcome Scales for 
Children and Adolescents  

Recently developed 
measure of outcome for 
use in child and 
adolescent mental 
health services on 
general health and 
social functioning.  

I   
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ICD 11 International Classification of Diseases (11 
revision) World Health Organisation 

ICD serves a broad 
range of uses globally 
and provides critical 
knowledge on the 
extent, causes and 
consequences of human 
disease and death 
worldwide via data that 
is reported and coded 
with the ICD. Clinical 
terms coded with ICD 
are the main basis for 
health recording and 
statistics on disease in 
primary, secondary and 
tertiary care, as well as 
on cause of death 
certificates. These data 
and statistics support 
payment systems, 
service planning, 
administration of 
quality and safety, and 
health services 
research. Diagnostic 
guidance linked to 
categories of ICD also 
standardizes data 
collection and enables 
large scale research 

ID Intellectual Disability  Is significantly below 
average intellectual 
functioning present 
from birth or early 
infancy, causing 
limitations in the ability 
to conduct normal 
activities of daily living. 

IEP Individualised Education Programme Used by many schools 
as a planning, teaching, 
and reviewing tool for 
children and young 
people with special 
educational needs. 
(SEN).  

 Intervention An intervention is a 
carefully planned 
process that may be 
done by for example an 
individual, family and 
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friends, in consultation 
with a doctor or 
professional to improve, 
protect, support an 
individual’s outcomes in 
health, social care, 
education etc.  

 Intervention Stage (In Scotland we have 
four levels depending on severity)  

The staged intervention 
process provides a 
framework for 
educational 
establishments to 
identify, assess and plan 
to address the 
additional support 
needs of all children and 
young people. This may 
include one or more 
from social work, allied 
health professionals, 
educational 
psychologist, CAMHS.  

L   

 Lead Professional  Is someone employed 
by one of the services 
involved in supporting 
the child and family. If 
the child's needs are 
assessed as more 
complex and require 
considerable help from 
specialist services or 
there is a legal duty to 
work with the child and 
family, a lead 
professional will be 
identified. 

LD Learning Disability  Are disorders that affect 
the ability to 
understand, or use 
spoken or written 
language, do 
mathematical 
calculations, coordinate 
movements, or direct 
attention. 

LIAM Low Intensity Anxiety Management  Is the term used for 
supports associated to 
mild or moderate 
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anxiety where supports 
are delivered via the 
model of LIAM see 
below.  

LIAM  Let us Introduce Anxiety Management  LIAM is a staged training 
offer intended to 
develop skills in the 
delivery of a CBT-
informed approach for 
the treatment of mild-
moderate anxiety 
symptoms in children 
and young people. 

   

M   

 Medical Model  The medical model is a 
biopsychosocial model 
assessing a patient's 
problems and matching 
them to the diagnostic 
construct using pattern 
recognition of clinical 
features. Diagnostic 
constructs allow for 
researching, 
communicating, 
teaching, and learning 
useful clinical 
information to influence 
clinical decision-making.  

N   

 Named Person GIRFEC  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 
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teacher during 
secondary school years. 

A 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.  

 

 Named Person (Mental Health) A named person is 
someone who can look 
after your interests if 
you are cared for or 
treated under mental 
health legislation.  

 Neurodevelopmental Condition Are multifaceted 
conditions characterized 
by impairments in 
cognition, 
communication, 
behavior and/or motor 
skills resulting from 
abnormal brain 
development.  

 Neurodivergence Is the term for people 
whose brains function 
differently in one or 
more ways than is 
considered standard or 
typical.  

 Neurodiversity Describes the idea that 
people experience and 
interact with the world 
around them in many 
different ways; there is 
no one "right" way of 
thinking, learning, and 
behaving, and 
differences are not 
viewed as deficits. 

 Neurokin A word used to describe 
someone who is the 
same neuro-type as 
you. 

NDD Neurodevelopmental Disorders  NDDs are defined as a 
group of conditions with 
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onset in the 
developmental period, 
(i.e., pre-birth, during 
birth, and/or during 
exceedingly early 
development) inducing 
deficits that produce 
impairments of 
functioning. NDDs 
comprise intellectual 
disability (ID); 
Communication 
Disorders; Autism 
Spectrum Disorder 
(ASD); Attention-
Deficit/Hyperactivity 
Disorder (ADHD); 
Neurodevelopmental 
Motor Disorders, 
including Tic Disorders; 
and Specific Learning 
Disorders.  

O   

OCD Obsessive Compulsive Disorder  A common mental 
health condition where 
a person has obsessive 
thoughts and 
compulsive behaviours 
which intrude on or 
impair daily function. 
OCD can affect men, 
women, and children. 
Some people start 
having symptoms early, 
often around puberty, 
but it usually starts 
during early adulthood. 

ODD Oppositional Defiant Disorder 
(Oppositional)  

A type of behavior 
disorder. It is mostly 
diagnosed in childhood. 
Children with ODD are 
uncooperative, defiant, 
and hostile toward 
peers, parents, 
teachers, and other 
authority figures. They 
are more troubling to 
others than they are to 
themselves. 

OT Occupational Therapist  An occupational 
therapist helps people 
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of all ages overcome 
challenges completing 
everyday tasks or 
activities – what we call 
‘occupations’ to 
improve their health 
and wellbeing.  

P    
 

 Panic Panic disorder are a 
type of anxiety where 
one has regular had 
sudden attacks panic or 
fear. A sudden 
overpowerment of 
extreme anxiety.  

PDD Pervasive Development Disorder Refers to a group of 
disorders characterized 
by delays in the 
development of 
socialization and 
communication skills, 
and which affect all 
aspects of daily 
function. 

PTSD/cPTSD Post-Traumatic Stress Disorder /Complex 
Post Traumatic Stress Disorder 

Is a mental health 
condition that is 
triggered by a terrifying 
event — either 
experiencing it or 
witnessing it. Symptoms 
may include flashbacks, 
nightmares, and severe 
anxiety, as well as 
uncontrollable thoughts 
about the event.  

 Psychosis  A severe mental 
disorder in which 
thought, and emotions 
are so impaired that 
contact is lost with 
external reality. 

   

Q   

QoL  Quality of Life  is defined by the World 
Health Organization as 
an individual's 
perception of their 
position in life in the 
context of the culture 
and value systems in 
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which they live and in 
relation to their goals, 
expectations, standards, 
and concerns. 

R   

RRS  Ruminative Response Scale   A self-report measure 
of describing one's 
responses to depressed 
mood. 

   

S    
 

SALT Speech and Language Therapist Is a therapist who 
provides treatment, 
support and care for 
children and adults who 
have difficulties with 
communication, or with 
eating, drinking, and 
swallowing. 

SDQ Strength and Difficulties Questionnaire  The Strengths and 
Difficulties 
Questionnaire (SDQ) is a 
brief behavioural 
screening questionnaire 
about 3–16-year-olds. It 
exists in several versions 
to meet the needs of 
researchers, clinicians, 
and educationalists. 

 Separation Anxiety  A type of mental health 
problem. A child with SA 
worries a lot about 
being apart from family 
members or other close 
people. The child has a 
fear of being lost from 
their family or of 
something bad 
occurring to a family 
member if he or she is 
not with the person. 

SET Supportive Enabling Technologies  Are apps or technology 
supports that enable 
and individual to have 
improved choice, 
control independence 
and supports their daily 
living.  

 Social Awkwardness Means that we have 
trouble communicating 
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with others, especially 
in a social setting. Large 
groups of people or 
social gatherings 
become almost 
impossible for us to 
manage, and as a result, 
it can limit our life 
experience. 

 Social Phobia Is a long-term and 
overwhelming fear of 
social situations. 

 Specific Phobia An intense, irrational 
fear of something that 
poses little or no actual 
danger. 

SpLD Specific Learning Difficulties Difficulties that impair 
the learning process 
such as dyslexia or 
dyscalculia  

T   

TAC  Team Around the Child  Team Around the Child 
is a proportionate 
approach to meet the 
needs of the child and is 
facilitated by the 
Named Person and Lead 
Professional (if there is 
one) from early 
intervention stages up 
to Child Protection 
Team Around the Child 
meetings 

 Tics Tics are fast, repetitive 
muscle movements that 
result in sudden and 
difficult to control jolts 
or sounds.  

TP Transition Plan  A document that 
outlines what you want 
to achieve in the next 
few years - and what 
support you will need to 
live as independently as 
possible. It covers every 
aspect of your life, 
including for example 
but not limited to – 
education, 
employment, health, 
housing, social care.  
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 Tourette Syndrome  A condition that causes 
a person to make 
involuntary sounds and 
movements called tics. 
It usually starts during 
childhood, but the tics 
and other symptoms 
usually improve after 
several years and 
sometimes go away 
completely. 

U   

UNCRC  United Nations Conventions of the Rights 
of the Child 

A legally binding 
international agreement 
setting out the civil, 
political, economic, 
social, and cultural 
rights of every child, 
regardless of their race, 
religion, or abilities. 

Y   

YP Young Person  A person from 14 to 17 
years of age. 
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Appendix i 
 
Full Dawba Report Sample  
 
The following anonymised sample has been included with consent from individual and family.  
 
In the interest of safeguarding, it has also had oversight from social worker with reserved function.  
 
Dawba   ID  and any other associated reference has been  withheld. 
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Appendix ii  

Ethics and Process 

In respect of this pilot, we recognise - The United Nations Conventions of the Rights of the Child, 

ratified in the UK in 1991, came into force in 1992, which has a degree of more legal effect in the UK’s 

legal system through the Human Right Act 1998, we have made a conscious decision to ensure that 

this project is consent driven.  

Critical to any piece of assessment work are ethic and processes.  As a baseline, we took a typical 

university research study ethics form and identified the areas of concern that required addressing to 

ensure safety and protection of participants, family and their questionnaire supporters within this 

pilot project.  

We concluded there are five key partnerships we need to consider and ensure we eliminate or reduce 

associated risks to an acceptable standard. The key partners were the local authority, health and 

social care partnership, the assessment tool owners and our charity partners, participants and their 

families.  

After several months of discussions there was finally agreement on the following principles.  

a) Consent Driven by either individual, parent carers or legal guardians or jointly in the interests 
of inclusion.  

b) Anonymity in respect of data published and shared. Obvious exception is the consent form 
which we do not share anyway.  
We only share the Dawba Report and Advocacy Response with who we are authorised as per 

consent form. 

c) Data Storage – Stored securely under multiple access security protocols. Consent forms are 
stored separately under different security to reports, advocacy response and participant 
overview. Reporting data is stored separately under different security again.  
Only data that will be kept beyond 3 months after report published will be the report. All else 

will be completely removed.  

d) Protection Issues We have within the system a protection protocol if there become 
highlighted a risk of self - harm or harm to others.  
As per participant information leaflet and consent in this instance if this is a concern then we 

will kick-in the protocol.  

e) It is up to individual, parent carers legal guardians and their partner agencies they interface 
with and practioner professionals they work with to identify next steps. Within the report and 
advocacy response are for information and considerations only.  

f) No Harm nor false promises are made as part of pilot.  
g) There would be oversight re DAWBA assessment after rating but before report issue by a 

clinical psychologist.   
h) We would not issue or give a diagnosis as this is not part of the project.  
i) Data would not be stored nor integrated via the pilot with local authority or NHS individualised 

records.  

There are a couple of caveats   

(i) Only exclusion which we cannot control is and again it is consent driven is who the 

individual/parent carer or legal guardian chose to self-direct the report or advocacy response 

after we have issued.  
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(ii) Case studies will be anonymised but there will be elements of self or family recognition by 

participant and their families. This is normal in respect of all case study work.  

It was also agreed within pilot team at the offset the following disclaimer is issued with all 

reports/advocacy response -  

Disclaimer - The above is based on the outcomes of the Development and Well Being Assessment and 

the Participant Overview. It has been issued for consideration and suggestion. It is up to the 

individual, subject to capacity, the parents/carers, legal guardians, in partnership with practitioners 

and professionals to decide and determine what actions are taken if any going forward.  

Our process is duly set up to ensure this, over and above we built in an additional double layer of 

identify protection, between project coordinator and rater and again between rater and clinical 

psychologist, given an impact of reduction or elimination of the risk associated to unintentional 

professional bias.  

As this is a small-scale pilot project, we designed a simple yet effective process that enabled us to 

meet the ethical needs. See diagram below.   
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Contact  

In the first instance please contact project coordinator  

Dr. Thom Kirkwood 

Email  -- enquiries@aiseeconsultancy.co.uk  

tel: -- + 44 (0) 7833152192  
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