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Abbreviations 

ACTA  Adolescent Cognitive Therapy for Anxiety    

ADHD   Attention Deficit Hyperactivity Disorder   

ADHD-Q    Attention Deficit Hyperactivity Disorder Questionnaire    

ADIS-IV-C/P   
Anxiety Disorders Interview Schedule for DSM-IV- Child and Parent Interview 

Schedules   

AnDY    Anxiety and Depression in Young People   

AQ  Autism-Spectrum Quotient  

BA  Behavioural Activation  

BIQ-C-9  Body Image Questionnaire – Child and adolescent 9-item version  

BRC   Biomedical Research Centre   

CAIS   Child Anxiety Impact Scale   

CAMHS   Child and Adolescent Mental Health Services   

ChOCI-R  Children’s Obsessional Compulsive Inventory Revised  

CYP   Children and Young People   

DQ  Demographics Questionnaire  

ESQ   Experience of Service Questionnaire   

GBO   Goal-Based Outcomes   

GE  Graded Exposure  

HRA  Health Research Authority  

HYC  Helping Your Child  

IAPT  Improving Access to Psychological Therapies  

ID  Identification  

K-SADS   Kiddie-Schedule for Affective Disorders and Schizophrenia   

LSAS-CA  Leibowitz Social Anxiety Scale for Children and Adolescents  

MFQ   Mood and Feelings Questionnaire   

MHSDS   Mental Health Services Data Set   

NHS   National Health Service   

NIHR   National Institute of Health Research   

OCD   Obsessive-Compulsive Disorder   
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OCD-Q  Obsessive-Compulsive Disorder Questionnaire  

OCI-CV-R  Obsessive-Compulsive Inventory - Child Version - Revised  

ORS   Outcome Rating Scale   

OHFT  Oxford Health NHS Foundation Trust  

OSI  Online Support and Intervention  

PPI   Patient and Public Involvement   

RBFBs  Repetitive Body Focused Behaviours Measure  

RCADS   Revised Children’s Anxiety and Depression Scale   

ROMs  Routine Outcome Measures  

SAPS  Short Almost Perfect Scale  

SQ  Sleep Questionnaire  

SRS   Session Rating Scale   

SSS  Signature Strengths Survey  

SWAN-18  
Strengths and Weaknesses of Attention-Deficit/Hyperactivity symptoms and 

Normal-behaviours scale-18  

TOPIC   The Oxford Psychological Interventions in Children and Adolescents research group   

WM  Worry Management  

WSAS-Y  Work and Social Adjustment Scale – Youth Version  

YPSM  Young Person’s Sleep Measure  
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Background and Rationale 

The NIHR Oxford Health BRC was set up in 2017 to create an effective interface between translational 

research and clinical care. One of the BRC themes is ‘Mental Health in Development’, which has an 

overall aim of developing targeted, effective, and accessible mental health interventions that meets 

the needs of diverse children and young people of 0-18 years.   

One in six (17%) children and young people have an emotional disorder, with anxiety and depressive 

disorders being by far the most common (NHS Digital, 2021). Additionally, 50% of adults with these 

disorders identify its onset before 14 years of age (Kessler et al., 2005), making childhood and 

adolescence an important period for diagnosis and intervention. Without effective treatment, 

anxiety disorders and depression in children and young people are likely to persist and be associated 

with longer-term adverse outcomes (e.g. reduced quality of life, poor educational attainment, adult 

mental health difficulties, Pollard et al., 2022).  

In light of this, a key objective for the BRC has been to establish an integrated research and clinical 

assessment and treatment centre for children and adolescents with anxiety disorders and 

depression, known as the Anxiety and Depression in Young People (AnDY) Research Clinic – Oxford. 

The AnDY Research Clinic – Oxford is a collaboration between Oxford Health BRC, Oxford Health NHS 

Foundation Trust Child and Adolescent Mental Health Services (CAMHS) and The Oxford 

Psychological Interventions in Children and Adolescents (TOPIC) research group at the University of 

Oxford. The clinic also partners the successful AnDY Research Clinic – Reading (a collaboration 

between the University of Reading and Berkshire Healthcare NHS Foundation Trust).   

The AnDY Research Clinic – Oxford provides high quality assessments and brief/low-intensity 

psychological intervention for children and young people who meet diagnostic criteria for an anxiety 

disorder, depression or OCD. It occupies the gap between services that offer intervention for 

emerging mental health difficulties such as worry and low mood (e.g. psychoeducation, non-directive 

counselling, and sleep hygiene) and specialist NHS CAMHS teams that offer high-intensity treatments 

for severe and complex difficulties (e.g. high-intensity CBT).   

As an integrated clinic and research centre, clinical data that is routinely collected during the 

assessment and intervention pathway will be available to approved researchers following a rigorous 

application process. This will be supported by a secure and streamlined process that provides 

researchers with controlled access to data collected from (i) children and young people aged 5 – 17 

years that have been seen within the AnDY Research Clinic with a diagnosable anxiety and/or 

depressive disorder, and (ii) their parents/carers. Research supported by the clinic will help to inform 

the development of better assessment and treatment approaches that can be rapidly implemented 

in the clinic to provide better care, and that can ultimately inform the development and delivery of 

widespread, accessible and effective interventions for diagnosable anxiety and depressive disorders 

in children and young people.  

Aims and Objectives 

The aims of creating a secure and streamlined means of providing controlled access to routinely 

collected clinical data for research purposes are:  

To improve the understanding and treatment of anxiety disorders and depression in childhood and 

adolescence by facilitating research that can be quickly translated into clinical practice.   
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To increase access to evidence-based and evidence-informed psychological treatments for children 

and young people with anxiety disorders and depression, by enabling approved research to be 

conducted through the research clinic.   

To improve outcomes for children and young people with common mental health conditions, 

including anxiety disorders and depression, and their families by facilitating research that evaluates 

both existing evidence-based interventions and novel interventions.    

Service Criteria 

The service criteria for the AnDY Research Clinic – Oxford is:  

▪ The child or young person is school aged (between 4 and 17 years (inclusive).  

▪ The child or young person meets DSM-5 (or equivalent ICD-11) criteria for a primary diagnosis of 

at least one anxiety or depressive disorder or OCD.  

▪ The disorder is causing significant distress and/or impairment in everyday functioning (e.g., 

social, educational, and/or emotional development).  

▪ For interventions delivered individually with the child or young person, they must be able to 

access and benefit from CBT informed treatment (e.g., motivated to change; able to identify and 

differentiate between thoughts, feelings, and behaviours; maintenance processes known to be 

responsive to CBT; has an adequate social support network).  

▪ The child or young person has not already completed a brief, evidence-based psychological 

intervention for the target problem.  

▪ The level of risk is not at a level that would require constant monitoring and management (i.e. at 

a level that would make engaging in a psychological therapy difficult).   

▪ The child or young person has not been diagnosed with a moderate-severe learning disability 

(i.e., IQ <70). Existing brief, evidence-based interventions for anxiety and depression have not 

been sufficiently evaluated with this population.  

▪ If autism and/or ADHD has been diagnosed or is suspected, then help should have been accessed 

from the local autism support service for families (e.g., to help young people and families 

understand autism and adjust the social and physical environment in ways that may lead to a 

reduction in emotional distress).  

Routinely Collected Clinical Data 

Diagnoses  

As part of the initial in-person assessment, two validated semi-structured interview schedules are 

used to determine whether the child or young person meets diagnostic criteria for an anxiety 

disorder or related disorder and/or depression:   

• The Anxiety Disorders Interview Schedule (ADIS-IV-C/P; Silverman et al., 1996) is used to 

assess for anxiety and obsessive-compulsive disorder (OCD).   

• The Kiddie-Schedule for Affective Disorders and Schizophrenia (K-SADS; Kaufman et al., 1997) 

is used to assess for depression.  

The assessment also includes screening questions for other common emotional disorders (e.g., 

eating disorder, psychosis), behavioural disorders (e.g., oppositional defiant disorder and conduct 

disorder), and neurodevelopmental disorders (e.g., ADHD).   
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Self/Parent-Report Measures  

Routine clinical data is collected through several measures. This includes self-report and 

parent/carer-report questionnaires that are required by NHS Digital for submission to the Mental 

Health Services Data Set (MHSDS), as well as other clinically meaningful questionnaires used for 

assessment and treatment purposes (e.g., measures that collect information on the processes 

hypothesised to maintain mental health difficulties). An overview of these measures, including when 

they are completed during the assessment and intervention pathway, and by who, can be found in 

Tables 1 and 2 below.   

A full set of assessment measures are completed both prior to the initial assessment and following 

the final therapy appointment. A sub-set of these measures are completed at every therapy session. 

Questionnaire packs containing the relevant measures are given to families in either paper format or 

online format (i.e. an Excel spreadsheet). There are six questionnaire packs: (i) pre-adolescent self-

report (for 5-10-year-olds), (ii) adolescent: 11-12-year-old self-report, (iii) adolescent: 13-17-year-old 

self-report, (iv) parent report on pre-adolescents, (v) parent report on 11-12-year-olds, and (iv) 

parent report on 13-17-year-olds. The pre-adolescent pack is primarily intended for children aged 7 

years and above, however it can be completed by children under the age of 7-years. Completion of 

the pre-adolescent packs is presented as optional, since some pre-adolescents may find it hard-going 

to complete certain measures (particularly under 7-year-olds).  

In general, additional measures will be avoided, however there may be exceptional circumstances 

where additional measures are routinely given to some children/young people and their 

parents/carers (e.g. for specific disorders and/or specific interventions). This will be discussed with 

families on a case-by-case basis.  

Table 1: Reporter for Routine Outcome Measures (continued overleaf) 

Measure type    Reporter 

Pre-Adolescents 

(5-10 years) 

Adolescents: 

11-12-year-

olds 

Adolescents: 13-17-year 

olds 

Parents/carers 

Demographic 

Questionnaire  

N Y 

Core Measures  
 

RCADS (full)  Y Y (with additional interference items) Y (with additional 

interference items for 

11yrs+) 

ICATS anxiety screener  N Y (for pre-adolescents) 

MFQ  N Y 
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Measure type Reporter 

Pre-Adolescents 

(5-10 years) 

Adolescents: 

11-12-year-

olds 

Adolescents: 13-17-year 

olds 

Parents/carers 

Neurodevelopmental 

Conditions  

 

AQ-Short  N Y Y (for 11yrs+) 

AQ-10  N Y for pre-adolescents only 
 

ADHD-Q (SWAN-18)  N Y 

OCD  
 

ChOCI-R  Y N Y (for pre-adolescents) 

OCI-CV-R  N Y N 

Social anxiety  
 

LSAS-CA  N Y N 

Transdiagnostic  
 

RBFBS  Y 

BIQ-C-9  N Y N 

SAPS  N Y 

SSS  N Y 

SQ  N Y Y for pre-adolescents only 

Global 

functioning/Interference 

 

CAIS Y N Y (for pre-adolescents) 

WSAS   N Y Y (for 11yrs+) 

(C)ORS   
 

Y (CORS) Y (ORS) Y (CORS/ORS depending 

on child’s age) 

Goals  
 

GBO tool   

  

Y 

(CYP during treatment planning, and in therapy sessions by whoever is in attendance) 

Session feedback  
 

(C)SRS   Y (CSRS) Y (SRS) Y (SRS) 

Review/close  
 

ESQ   N Y 
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Table 2: Routine Outcome and Experience Measures Schedule  

Post-Treatment: The table outlines the assessment measures that will be routinely administered post-treatment. However, note that additional measures 

may be administered post-treatment on a case-by-case basis (i.e. if the area/symptoms were identified as the primary problem during assessment).  

  Care pathway stage  

 

Measure type 
Assessment 

Treatment 

planning 

During treatment 

(at every session) 

Final therapy 

appointment 

Booster/review 

appointment 

Demographic 

Questionnaire  
Y -- -- -- -- 

Core Measures   

RCADS (full)   Y -- • HYC and OSI – measure completed by parent/carer only 

• HYC OCD – OCD subscale completed by parent/carer only 

• ACTA, GE, and WM – measure completed by child/young 

person only 

• BA – depression subscale completed by child/young person 

only 

Y Y 

RCADS extra 2 items on 

interference  

Y -- 
 

-- 
 

Y Y 
 

iCATS anxiety screener  Y -- -- Y Y 

MFQ   Y -- -- Y Y 
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 Care Pathway Stage 

Measure type Assessment Treatment 

planning 

During treatment 

(at every session) 

Final therapy 

appointment 

Booster/review 

appointment 

Neurodevelopmental 

Conditions  

 

AQ (AQ-Short, AQ-10)  Y -- -- -- -- 

ADHD-Q (SWAN-18)  Y -- -- -- -- 

OCD  
 

OCD-Q (ChOCI-R, OCI-

CV-R)  

Y -- 
 

-- 
 

-- -- 
 

Social anxiety   
 

LSAS-CA  Y -- -- -- -- 

Transdiagnostic   
 

RBFBS  Y -- -- -- -- 

BIQ-C-9  Y -- -- Y Y 

SAPS  Y -- -- Y Y 

SSS  -- Y -- Y Y 

SQ  Y -- -- Y Y 
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 Care Pathway Stage 

Measure type Assessment Treatment 

planning 

During treatment 

(at every session) 

Final therapy 

appointment 

Booster/review 

appointment 

Global 

functioning/interference 

 

CAIS Y -- HYC, OSI, HYC OCD – measure completed by parent/carer only Y Y 

WSAS-Y  Y -- -- Y Y 

ORS  Y -- Y (completed by CYP and/or parent/carer depending on who is in attendance) 

Goals  
 

GBO tool  -- 
 

Y 

(completed 

by CYP only) 

Y (completed by CYP and/or parent/carer depending on who is in attendance) 

Session feedback  
 

SRS  Y 

Review/close  
 

ESQ  -- -- -- Y Y 

Additional measures  
 

  -- Process and/or other measures as directed by supervisor 
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Demographic information  

Child and parent/carer demographics will be collected based on parent/carer report. Data will 

include (i) the child’s date of birth and the age of the parent/carer, (ii) the gender of the child and 

parent/carer, (iii) the child’s ethnicity, (iv) any prescribed medication being taken by the CYP, (v) 

parental marital status, (vi) parental identification as a single parent/carer, (vii) parental education, 

and (viii) parental employment status and occupation. For research purposes, this information will be 

used to describe the sample population, and potentially be used to inform stratified randomisation 

and health economic evaluations.   

Core Measures 

Revised Child Anxiety and Depression Scale- Child and Parent Version (RCADS-c/p; Chorpita et al., 

2000)  

The RCADS-c/p is a 47-item questionnaire that assesses children and young people for symptoms of 

depression and anxiety disorders. Its subscales cover separation anxiety disorder, social anxiety 

disorder, generalized anxiety disorder, panic disorder, obsessive compulsive disorder and major 

depressive disorder. The measure is routinely used within CAMHS and has versions for child-report 

and parent-report. Responders rate how often each item applies on a four-point scale from 0 

(‘never’) to 3 (‘always’). The RCADS-c/p has been shown to have robust psychometric properties in 

children and young people aged 7 to 18 years old (Chorpita et al., 2005; Ebesutani et al., 2010).  The 

full 47-item version It will be completed by the child/adolescent and their parent/carer at baseline 

and during the final therapy appointment (and the booster/review appointment, if occurring), and 

either the full version or relevant subscales will be given to the child/adolescent or parent/carer at 

every treatment session.   

RCADS Additional Items on Interference (Radez et al., 2021)  

For adolescent assessments, the RCADS measure will be followed by two additional questions that 

assess the impact of anxiety/depression symptoms on functioning (Radez et al., 2021). In 

combination with 11 RCADS items, these items have been associated with sensitivity/specificity 

values of 0.84/0.72 and 0.82/0.80 in identifying children with anxiety disorders in a community 

setting, for adolescent-report and parent-report respectively (Radez et al., 2021). Each item is rated 

on a four-point scale from 0 to 3 (0 = ‘not at all’, 1 = ‘only a little’, 2 = ‘quite a lot’, 3 = ‘a great deal’). 

These items will be completed by adolescents and their parents/carers at baseline and the final 

therapy session (and the booster/review appointment, if occurring). It will also be completed by 

either the adolescent or parent/carer during every treatment session.   

iCATS Anxiety Screener – Parent Version (Reardon et al., 2023)  

This two-item measure assesses the impact associated with anxiety symptoms. Each item is rated on 

a four-point scale from 0 (‘no, not at all’) to 3 (‘yes, a great deal’). As a parent-report measure, it has 

demonstrated 77% sensitivity and 80% specificity in identifying children with anxiety disorders in a 

community setting, making it suitable for screening purposes (Reardon et al., 2023). It will be 

completed by parents/carers of pre-adolescents at baseline and the final therapy session (and the 

booster/review appointment, if occurring).   
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Mood and Feelings Questionnaire– Long Version - Child and Parent Report (MFQ-c/p; Angold et al., 

1995)  

The MFQ-c/p (long version) is a 33-item child-report measure and 34-item parent-report measure 

that is used as a screening tool for depression. Respondents rate how often each item applies on a 

three-point scale from 0 (‘not true’) to 2 (‘true’) scale. The MFQ-c/p has been found to be a reliable 

and valid measure of depression in clinical and non-clinical samples of children and adolescents 

(Burleson Daviss et al., 2006; Sund et al., 2001; Thabrew et al., 2018; Wood et al., 1995). The 

measure will be completed by young people over 10 years old and their parent/carer at baseline and 

during the final therapy session (and booster/review appointment, if occurring). It will not be 

included within the 5-10-year-old pre-adolescent pack.  

Neurodevelopmental Conditions 

Autism Measures  

The clinic will use different measures of autistic traits across pre-adolescent and adolescent groups. 

For pre-adolescents, the AQ-10 will be used in parent-report form and for adolescents the AQ-28 will 

be used in self-report and parent-report forms. This decision is based on existing validation research: 

(i) regarding pre-adolescents, the AQ-10 has been validated for children aged 4-11 years old in 

parent-report form (Allison et al., 2012), however the AQ-28 has not been validated in self-report or 

parent-report for children under 9 years old, (ii) regarding adolescents, the AQ-28 has been validated 

for 9-17 year olds in self-report and parent-report forms (de Vries et al., 2023), however the AQ-10 

does not appear to have been validated for adolescent self-report (only parent report).   

Autism-Spectrum Quotient-Short (AQ-Short; Hoekstra et al., 2010)  

The AQ-Short is a 28-item measure of autistic traits. The measure covers five domains associated 

with autism: deficiency of social skills, preference for routine, imagination difficulties, difficulties with 

attention switching, and fascination for numbers/patterns. Respondents rate their agreement with 

each item on a four-point scale from 1 (‘Definitely agree’) to 4 (‘Definitely disagree’). Scoring is 

reversed for items where an agree response is characteristic of autism. The measure has 

demonstrated sound psychometrics properties for children and young people aged 9-17 years in self-

report and parent-report forms and good levels of sensitivity and specificity in parent report form 

(0.92 and 0.82 respectively; deVries et al., 2023). The measure will be completed at baseline by 

adolescents and their parents/carers.  

Autism-Spectrum Quotient-10 (Allison et al., 2012)  

The AQ-10 is a 10-item measure of autistic traits that can be completed in self-report form (for 

individuals over the age of 16) and parent report form (with versions for pre-adolescents and 

adolescents). The measure covers five domains associated with autistic traits: attention to detail, 

attention switching, communication, imagination, and social skills. Respondents rate their agreement 

with each item on a two-point scale from 0 (‘Definitely/Slightly disagree’) to 1 (‘Definitely/Slightly 

agree’). Scoring is reversed for items where disagreement is characteristic of autism. The measure 

has demonstrated good internal consistency and high diagnostic specificity and sensitivity (e.g. 0.97 

and 0.95 respectively for parent-report on children aged 4-11 years old, Allison et al., 2012). The 

measure will be used to assess pre-adolescents and will be completed at baseline by parents/carers.  
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ADHD Measure  

Strengths and Weaknesses of Attention-Deficit/Hyperactivity symptoms and Normal-behaviours 

scale-18 (SWAN-18; Swanson et al., 2012)  

The SWAN-18 is an 18-item parent-report questionnaire that assesses for ADHD in children. The 

measure is a reworking of the well-established SNAP-18 measure; both measures are directly based 

upon the DSM-IV ADHD criteria, however whereas the SNAP assesses the presence and severity of 

ADHD symptoms, the SWAN aims to capture strengths as well as difficulties that relate to dimensions 

of attention, impulsivity and hyperactivity. For each item, parents rate how their child compares to 

other children of the same age on a seven-point scale from +3 to -3 (where 0 indicates ‘average’ 

behaviour and +3 to -3 indicates ‘far below average/above average’ respectively). If a child is 

reported to have six or more items on the two most negative extremes of behaviour for the 

inattentive or hyperactive/impulsive domain (i.e. ‘far below’ or ‘below’), they are determined to 

score within the clinical range for ADHD. The measure has demonstrated good reliability and validity 

(Arnett et al., 2013, Lakes et al., 2012) and will be completed by parents/carers at baseline. 

OCD Measures  

Children’s Obsessional Compulsive Inventory Revised – Child and Parent version (ChOCI-R-c/p; Uher et 

al., 2008)  

The ChOCI-R-c/p is a 32-item measure of OCD symptoms in children and adolescents. It consists of 

two parts; one measures compulsions, the other obsessions. Each part assesses the presence of 

symptoms (rated on a three-point scale of frequency from 0 (‘not at all’) to 2 (‘a lot’)), and the 

severity/impairment associated with symptoms (rated on a four-point scale from 0 (‘not at all’) to 4 

(‘almost always’)). The ChOCI-R has demonstrated good psychometric properties for child and parent 

report (Uher et al., 2008). The measure will be completed by pre-adolescent children and their 

parent/carer at baseline. As we are delivering this measure at baseline with many young people who 

do not have OCD, we will only ask people to complete the interference questions if their earlier 

responses suggest they experience related symptoms.  

Obsessive-Compulsive Inventory – Child Version – Revised (OCI-CV-R; Abramovitch et al., 2022)  

The OCI-CV-R is an 18-item self-report measure of OCD symptoms in youth. The measure covers five 

domains of OCD symptoms: checking/doubting, obsessing, washing, ordering, and neutralising. Each 

item is rated on a three-point scale of frequency from 0 to 2 (‘never’=0, ‘sometimes’=1, ‘always’=2). 

The OCI-CV-R has demonstrated acceptable internal consistency, and discriminant and convergent 

validity that is adequate and akin to that of the former version (Abramovitch et al., 2022). The 

measure will be completed by adolescents at baseline. 

Social Anxiety Measure 

Leibowitz Social Anxiety Scale for Children and Adolescents (LSAS-CA; Masia-Warner et al., 1999)  

The LSAS-CA is a 24-item self-report measure of social anxiety symptoms in young people aged 7-18 

years old. The measure covers 12 social interaction situations (for example, ‘Talking with other kids 

you don’t know well’) and 12 performance situations (for example, ‘Asking questions in class’). Each 

situation is rated on two four-point scales from 0 to 3, one assessing the anxiety the situation elicits 

(from 0 = None, to 3 = Severe) and the other assessing avoidance (from 0 = Never (0%), to 3 = Usually 

(68-100%)). The LSAS-CA has demonstrated good internal consistency, acceptable test re-test 
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reliability, and evidence for convergent and divergent validity (Masia-Warner et al., 2003, Leigh & 

Clark, 2022). The measure will be completed by adolescents at baseline.  

Transdiagnostic Measures  

Repetitive Body Focused Behaviours Measure (RBFBs; Selles et al., 2018)  

The RBFBs measure assesses a child’s engagement in three types of repetitive body-focused 

behaviours: skin picking, hair pulling and nail biting. If a RBFB is reported as present, it is rated across 

three domains (time spent engaging in the behaviour, interference, and distress) on a 5-point scale 

from 0 (‘none’) to 5 (‘extreme’). The measure has demonstrated good to excellent internal 

consistency across its three subscales, however broader psychometric properties have yet to be 

established (Selles et al., 2018). A revised (currently unpublished) version of the measure will be 

used; this version enables other reported-identified body-focused repetitive behaviours to be 

reported and assessed and is available in child-report and parent-report format. The measure will be 

completed by CYP and their parents/carers at baseline. 

Body Image Questionnaire – Child and adolescent 9-item version (BIQ-C-9; Schneider et al., 2018)  

The BIQ-C-9 is a 9-item self-report measure of body dysmorphic disorder symptoms in children and 

adolescents. It is a shorter version of the original 12-item BIQ-C (Veale, 2009) and is being used 

because it has shown superior psychometric properties with reduced participant burden (Schneider 

et al., 2018). The measure assesses a range of body dysmorphic symptoms, including distress, 

preoccupation, and interference. Each item is rated on a nine-point scale from 0 to 8 with value 

labels specific to the item. For example, an item assessing distress is scored from 0 (not at all 

distressing) to 8 (extremely distressing). Reverse scoring is used for three items.  The measure will be 

completed by adolescents at baseline and at the final therapy session (and the booster/review 

appointment, if occurring).  

Short Almost Perfect Scale (SAPS, Rice et al., 2014)  

The Almost Perfect Scale-Revised is a widely used 23-item measure of perfectionism in adults formed 

of three factors: high standards, discrepancy, and order (Slaney et al., 2001). Items reflect 

perfectionist attitudes and are rated on a 7-point scale of agreement (1 = ‘Strongly Disagree’, 7 = 

‘Strongly Agree’). The APS-R has shown good psychometric properties with children aged 11-15 

years; however the full 23-item measure is not indicated within a child population as the order 

subscale lacks association with the perfectionism construct (Leone & Wade, 2018). Given this, the 

clinic will use the Short Almost Perfect Scale (SAPS) measure, which consists of 8 items from only the 

‘high standards’ and ‘discrepancy’ subscales of the full measure (Rice et al., 2014). The SAPS will be 

completed as a self-report measure by adolescents and a parent/carer report measure for 

adolescents and pre-adolescents. It will be completed at baseline and the final therapy appointment 

(and the booster/review appointment, if occurring).  

The SAPS was selected for several reasons: it seems clear and understandable, the APS-R (its 

derivative) has been validated in 11-15 year-olds (Leone & Wade, 2018), it is concise compared to 

other measures of child and adolescent perfectionism, and the subscales appear to map best onto 

the constructs we are interested in (we were concerned that the ‘concern over mistakes’ subscale of 

the Frost Multidimensional Perfectionism Scale may have too much overlap with Generalised Anxiety 

Disorder and that the ‘socially oriented’ subscale of the Child and Adolescent Perfectionism Scale 

may have validity issues when completed by parents).  
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Signature Strengths Survey (SSS; McGrath, 2019)  

The Signature Strengths Survey (SSS) is used to identify strengths that are particularly central to a 

person’s identity (McGrath, 2019). From a list of 24-character strengths (e.g. creativity, kindness), 

respondents are asked to tick the strengths that form an essential part of who they are. They are 

reminded to select strengths that describe the person they are, not the person they wish they could 

be. On average, people tend to report 6 signature strengths (McGrath, 2019). An adapted form of the 

measure will be used which has been developed by the clinic specifically for and alongside young 

people (including autistic individuals; SSS-Y) and includes a parent-report version (SSS-Y-P). The 

measure will be completed at baseline and the final therapy appointment (and the booster/review 

appointment, if occurring) by adolescents and parents/carers of pre-adolescents and adolescents.  

Young Person’s Sleep Measure (YPSM)  

The YPSM is a 20-item measure developed by the clinic (in conjunction with specialist sleep 

researchers) to assess a wide range of sleep-related constructs. This includes bedtime, sleep onset 

latency, rise time, sleep duration, sleep quality, possible presence of sleep disorders (e.g. insomnia, 

sleep-related breathing disorders, restless leg syndrome etc.), diurnal preference, daytime 

sleepiness, sleep regularity, and the use of sleep medicine. The measure consists of items from a 

range of established sleep measures, including the 2-item Sleep Condition Indicator (Luik et al., 

2019), the Sleep Regularity Questionnaire (Dzierzewski et al., 2021), the sleep disorder diagnostic 

screening algorithm (Wilson et al., 2010), and two sleep-related items from the UK BioBank research 

resource. The measure will be completed at baseline and the final treatment session (and the 

booster/review appointment, if occurring), in self-report form for adolescents and parent-report 

form for pre-adolescents.   

Global Functioning and Interference Measures 

Child Anxiety Impact Scale – Child and Parent version (CAIS-c/p; Langley et al., 2004, 2014)  

The CAIS-c/p will be used to determine the extent to which anxiety is interfering with the child’s life. 

It consists of 27 items that assess interference across three psychosocial domains (academic, social 

activities, and home/family environments) and four items that assess overall interference. Each item 

is rated on a four-point scale from 0 (‘not at all’) to 3 (‘very much’).  Self-report and parent-report 

versions have both shown good psychometric properties in children aged 7 to 17 years old (Langley 

et al., 2004, 2014).  This measure will be used to assess pre-adolescent children and will be 

completed by the child and parent/carer at baseline and during the final therapy session (and the 

booster/review appointment if occurring), and by the parent/carer at every treatment session for 

certain interventions.  

Work and Social Adjustment Scale-Youth – Child and Parent Version (WSAS-Y-c/p; Jassi et al., 2020)  

The WSAS-Y-c/p was adapted from the adult version of the WSAS measure (Mundt et al., 2002) and 

assesses the extent to which a young person’s mental health challenges interfere with their life. The 

measure consists of five items covering different psychosocial domains (i.e. school/work, daily skills, 

social activities, hobbies, and family/relationships). Each item is rated on a nine-point scale from 0 

(‘my problem doesn’t affect this at all’) to 8 (‘my problem affects this very severely’). The measure 

has shown good psychometric properties in self-report and parent-report forms (Jassi et al., 2023). 

The WSAS-Y-c/p will be completed by adolescents and their parent/carer at baseline and the final 

therapy session (and the booster/review appointment, if occurring).  
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(Child) Outcome Rating Scale ((C)ORS, Miller & Duncan, 2000, Miller et al., 2003)  

The (C)ORS will be used to assess the child’s functioning across different areas of their life. It consists 

of four rating scales that assess how the child has been feeling over the past week (on an individual, 

interpersonal, and social level, and in terms of their overall wellbeing). The measure is available in 

two versions: one for children aged 6-12 years old (CORS) and one for individuals over the age of 12 

(ORS). Parents/carers can report on their child’s functioning by completing the version specific to the 

child’s age (e.g. a parent reporting on their 12-year-old child would complete the CORS). Each item is 

rated using a 10-centimetre visual analogue scale where respondents place a mark on each scale to 

indicate how well the child has been functioning (higher scores indicate better functioning). The 

measure has demonstrated good reliability and validity (Bringhurst et al. 2006). It will be completed 

by children and parents/carers at baseline, and by either the child and/or their parent/carer at every 

treatment session.     

Goals-Based Measure 

Goal Based Outcomes (GBOs; Law & Jacob, 2015)  

The GBO will be used to assess the extent to which the child has made progress towards up to three 

treatment goals (Law & Jacob, 2015). This measure uses a 11-point rating scale from 0 to 10 to assess 

progress, where ‘0’ means the goal has not been met in any way and ‘10’ means the goal has been 

completely met. The measure is widely used in CAMHS (as part of the CYP IAPT initiative) and has 

shown acceptable psychometric properties in terms of test-retest stability (over a period when goals 

shouldn’t have changed), convergent validity, and sensitivity to change (Duncan et al., 2023). The 

GBO will be completed during the treatment planning session by the child/young person and during 

every treatment session by either the child/young person or their parent/carer.  

Session Feedback 

(Child) Session Rating Scale ((C)SRS; Johnson et al., 2000, Duncan et al., 2003)  

The (C)SRS assesses key dimensions of an effective therapeutic relationship. This measure will be 

completed by children and parents/carers at the end of each session so that any issues related to 

therapeutic alliances can be identified and addressed within treatment. There are separate versions 

for children aged 6-12 years (CSRS) and respondents over the age of 13 years (SRS). The measure 

consists of four rating scales in which respondents rate their experience of a session with regards to 

(i) their relationship with the therapist, (ii) goals and topics, (iii) the approach or method, and (iv) an 

overall rating. Each item is rated using a 10-centimetre visual analogue scale where respondents 

place a mark on the scale to indicate how positive their experience has been (higher scores indicate a 

more positive experience). The (C)SRS has well-established reliability and validity (Duncan et al. 2003, 

Campbell & Hemsley 2009). It will be completed at baseline and the treatment planning sessions by 

the child//young person and their parent/carer, and at every subsequent session by the child/young 

person and/or parent/carer (depending on who is in attendance).  

Experience of Service 

Experience of Service Questionnaire (ESQ; Brown et al., 2014)  

The ESQ is given to young people and their families to enable them to have their say and share their 

experience of service, including whether they are satisfied with the service (Brown et al., 2014). The 

measure is widely used in CAMHS as the core measure of service experience (as part of the Health 
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Care Commission). There are separate versions for children aged 9-11 years, young people aged 12-

18 years, and parents/carers. The measure consists of 12 items, and three free text sections. The 12 

items can be grouped into two underlying constructs: Satisfaction with Care (such as experiences of 

interactions with the clinician, including communication, competence, and consistency of care), and 

Satisfaction with Environment (such as appointment times, facilities, and location). The free text 

sections assess what the respondent (i) liked about the service, (ii) what they felt needed improving, 

and (iii) any other comments. The measure uses a 3-point rating scale from 1 (‘certainly true’) to 3 

(‘not true’), with a ‘don’t know’ option that is not scored. It will be completed at the final therapy 

appointment by adolescents (11yrs+) and parents/carers of all children (depending on who is in 

attendance).  

Data Collection 

Data will be collected throughout the assessment and intervention pathway, as outlined below.  

Before the initial assessment  

Once a child or young person has been referred to the clinic, they (and their parent/carer) receive a 

phone call inviting them to attend an initial diagnostic assessment. During the call, families are also 

informed that they will be sent some baseline questionnaire measures to complete before the 

assessment. The questionnaires have been compiled into packs for children and parents/carers to 

complete separately. After the call, families are sent a letter that confirms the date and time of the 

assessment. Questionnaire packs are typically included with the letter (in paper format); however, 

families can request electronic copies if preferred. The administrative team sends out letters and pre-

assessment questionnaire packs. Families are asked to bring completed paper copies of the 

questionnaire packs to the assessment appointment and pass these to their clinician. The clinician 

reviews the packs for completeness and then scans/uploads them to the young person’s electronic 

patient record (EPR). In the event that measures are not returned in advance, steps are taken to 

encourage families to complete them before the treatment planning appointment. Families who 

complete electronic versions of the packs email these to the clinic administrator before their 

assessment. The clinic administrator then uploads the responses to EPR.   

Initial Assessment  

The diagnostic assessment is conducted to determine eligibility to the service and guide decision-

making around which intervention the young person receives. Because parents/carers can often 

provide useful information about their young people’s difficulties, young people are invited to attend 

the assessment with a parent/carer. During the initial assessment, the clinic typically speaks with 

parents and carers separately from children and young people. This is because hearing two separate 

accounts can help gain a more detailed understanding of young people’s difficulties and the help 

they need. Assessments typically last around 3 hours.  

The clinical team use the information that has been gathered during the assessment to establish 

what type of difficulties the child/young person is experiencing (this may include making diagnoses), 

what is keeping the difficulties going, and what type of support or treatment they may need.   
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Treatment Planning Appointment  

Following assessment, the child/young person attends a treatment planning appointment with their 

parent/carer to discuss the outcome of the assessment, reach a shared understanding of their main 

problem(s) and goals, and make shared decisions about next steps, such as intervention. This is also 

typically the point at which people are offered the opportunity to take part in research, if 

eligible. The appointment lasts about an hour.   

During the appointment, the child/young person is asked to complete the goal-based outcomes 

measure (GBO, Law & Jacob, 2013), and certain disorder-specific measures where clinically 

meaningful.  

If the young person is not eligible for the service, they receive signposting or are referred elsewhere 

as appropriate.  

Treatment  

If the young person meets the service eligibility criteria they will be offered a psychological 

intervention. The clinic aims to begin treatment as soon as possible, but waiting times vary 

depending on how many young people are being supported by the clinic.  

A range of evidence-based and evidence-informed cutting-edge interventions are delivered within 

the clinic. This includes parent-led interventions (which are typically offered to parents/carers of 

children up to the age of 11 and delivered via online platforms with phone support from a therapist) 

and interventions delivered individually with young people (typically offered to young people aged 

11 years and above, and usually offered with the choice of being seen in person or online).  

Before each treatment session, the child/young person and/or their parent/carer are asked to 

complete measures to track their progress (see Tables 1 and 2). This may include some additional 

process measures. The measures completed depend on the specific intervention being delivered and 

whether additional, disorder-specific measures are identified as being clinically meaningful. Clinicians 

are responsible for sending out the routine outcome measures for each treatment session.  

End of Treatment and Booster/Review Appointment  

At the end of treatment, the young person’s progress is reviewed and if they require further input, 

they are referred on as appropriate and discharged from the service.   

The treating clinician will send out post-treatment questionnaire packs for the child/young person 

and parent/carer to complete separately. These packs include the same measures as the pre-

assessment packs, except for the demographic questionnaire and measures of ADHD and autism. 

Disorder-specific measures are collected if these were previously used, and all post-treatment packs 

include the Experience of Service Questionnaire (ESQ, Brown et al., 2014). Diagnostic interviews are 

not a standard part of the clinic’s post-treatment assessment.   
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Data Management 

The data provided by families is contained within the young person’s electronic patient records. We 

anticipate that many measures will be built into the IAPTUS electronic system, however some will 

likely be in PDF or Word format. Preparing data for research purposes will involve different levels of 

processing depending on the specific data required. The pre- and post-treatment data is downloaded 

from the record system within the clinic and entered on an item-by-item basis on a spreadsheet 

stored within Oxford Health Microsoft365.   

Data Sharing and Researcher Access 

If you would like to know more about our data sharing procedure, please get in touch: 

andyresearch@psy.ox.ac.uk . 

Research Application and Approval Process 

For information on the research application and approval process, please see the Research Activity 

Procedure document and the Research Application form.  
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