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Abstract 

In England, clinicians and professional organisations report that higher numbers of adoles-

cents with more severe psychosocial difficulties are accessing specialist services. A lack of 

national data on patterns of access to specialist services means there is limited information to 

inform policy. We examined whether severity of psychosocial difficulties in adolescents ac-

cessing mental healthcare has changed over time. Adolescents seen in specialist child mental 

healthcare in 2009 vs. 2014 were matched on demographics and problem types using propen-

sity score matching; final sample N=2,776 adolescents. We found: 1) stability over time in 

overall severity of difficulties, 2) an increase in severity of young women’s emotional prob-

lems, and 3) a decrease in adolescents’ conduct problems. The findings suggest the intriguing 

possibility that the criteria for accessing mental healthcare are not universally rising, but ra-

ther the patterns in access to specialist services may mirror epidemiological changes in sever-

ity of psychosocial difficulties in the population. 
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Abbreviations: Child Outcomes Research Consortium (CORC); Strengths and Difficulties 
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Changes in Severity of Psychosocial Difficulties in Adolescents Accessing Specialist 

Mental Healthcare in England (2009–2014) 

In England, clinicians and professional organisations report that higher numbers of adoles-

cents with more severe psychosocial difficulties are accessing specialist services (House of 

Commons Health Committee, 2014). Available healthcare resources to provide specialist ser-

vices for adolescents with psychosocial difficulties have decreased (Royal College of 

Psychiatrists, 2013), with funding cuts of as much as 25% in some regions of England 

(Young Minds, 2014). Some argue that, on the one hand, the criteria for accessing specialist 

mental healthcare have increased, resulting in only the most severe cases being able to access 

services (Royal College of Psychiatrists, 2013). On the other hand, it could also be that 

changes in population prevalence, changes in help-seeking practices, and changes in parental 

reporting could be contributing to adolescents with increasing severity of psychosocial diffi-

culties accessing mental healthcare. 

A lack of national data on patterns of access to specialist services means that there is limited 

information to inform policy (Merikangas et al., 2011). In England, the most recent data show 

that 10% of children have a clinically diagnosable mental health problem of whom only 25% 

access mental health services (Green, McGinnity, Meltzer, Ford, & Goodman, 2005). Refer-

ral to child mental health services is reliant on a number of processes: (1) recognition of the 

young person experiencing psychosocial difficulties by adults, such as carers or teachers, (2) 

associating these difficulties with an appropriate psychological service, and (3) young people 

attending (or being brought by carers to) services (Gopalan et al., 2010). There is also a range 

of early exit points once accessing psychological therapy, such as between referral and as-

sessment, between assessment and treatment, or during treatment. Adolescents with higher 

levels of impairment, more severe psychosocial difficulties, or comorbid problems may be 

more likely to access services (Merikangas, et al., 2011).  
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Adolescents with behavioural difficulties are also more likely to access specialist  

services (Merikangas, et al., 2011). Similarly, in contrast to the overall provision of specialist 

services, there have been increased universal resources directed towards early identification 

of behavioural difficulties in England, which has been a particular focus for policy advising 

schools on managing behaviour (Department for Education, 2015). The focus on behavioural 

difficulties may in part be due to challenges in identifying effective universal programmes for 

emotional problems in school settings. 

Evidence from epidemiological data suggests three trends in population prevalence in 

the severity of psychosocial difficulties in adolescents: 1) stability over time in overall levels 

of mental illness, 2) an increase in young women’s emotional problems, and 3) a decrease in 

adolescents’ conduct problems (Bor, Dean, Najman, & Hayatbakhsh, 2014; Fink et al., 2015; 

Lessof, Ross, Brind, Bell, & Newton, 2016; McManus, Bebbington, Jenkins, & Brugha, 

2016; McMartin, Kingsbury, Dykxhoorn, & Colman, 2014; Perou et al., 2013; The Children's 

Society, 2016). 

The aim of the present research was to examine differences in severity of psychosocial 

difficulties in adolescents accessing mental healthcare in 2014 and five years before in 2009 

as there is no existing evidence about whether these difficulties have changed in services in 

England. Given the lack of national data on patterns of access to specialist services, we based 

our expectations on emerging patterns from epidemiological evidence described above: 1) 

stability over time in overall severity of psychosocial difficulties, 2) an increase in young 

women’s emotional problems, and 3) a decrease in adolescents’ conduct problems. 

 

Method 

Participants and procedure 
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Data were collected from a routine dataset from 30 mental healthcare services which 

form part of the Child Outcomes Research Consortium (CORC, 2014b). This consortium is a 

learning collaboration, which includes the majority of child mental healthcare services across 

England, including both statutory and voluntary sector providers that annually share their  

data for collation and reporting.  

In line with previous studies examining the prevalence of psychosocial difficulties in 

adolescents in the community (Fink, et al., 2015), adolescents from this dataset were included 

if their data were reported in 2009 or 2014, and if they had complete demographic character-

istics and measures of psychosocial difficulties (see the “Measures” section); participant flow 

is presented in Figure 1. This resulted in a final sample of N = 6,222 adolescents from 177 

teams across 30 mental healthcare services in England with data from 2–685 children per ser-

vice; demographic characteristics are presented in Table 1.  

According to the CORC protocol, questionnaires are completed by adolescents, carers, 

and/or clinicians at assessment and again 4 to 6 months later or, if sooner, case closure 

(CORC, 2014a). The measures were taken from a secondary analysis of routinely collected 

data so ethical review was not relevant (NHS, 2015). Moreover, the present research adheres 

to reporting guidelines for observational studies (von Elm et al.). 

To examine how generalizable these data may be to other child mental healthcare  

services across the UK, we compared them to other national data (Durham University 

Mapping Unit, 2009/10). The most recent data were from 2008/09; we therefore compared 

these data to our original 2009 sample using chi-square tests. As can be seen from Table 1 

below, the data were broadly comparable given the small effect sizes and odds ratios (Cohen, 

1988). There were, however, some areas of difference in terms of ethnicity (i.e., a larger pro-

portion of non-White groups in our original 2009 sample) and some problem types (e.g., 
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more adolescents with emotional problems, hyperactivity, and other problems in our original 

2009 sample).   

[INSERT TABLE 1 HERE] 

Measures 

Demographic characteristics and problem types. Age, gender, and ethnicity were 

recorded by services as part of routine data recording. Ethnicity was captured using the cate-

gories from the 2001 Census and was generally based on self-report by the carer or the ado-

lescent. These were grouped for analysis as follows: White (including White British, Irish, 

and Other White background), Mixed (including Mixed White and Black Caribbean, Mixed 

White and Black African, Mixed White and Asian, and any other mixed background), Asian 

(including Indian, Pakistani, Bangladeshi, and Other), Black or Black British (including Car-

ibbean, African, and Other), and other ethnic groups (including Chinese and Other). Special 

educational needs (SEN) was obtained from clinicians at referral or assessment, and the pres-

ence or absence of problem types was recorded by clinicians at assessment. 

Severity of psychosocial difficulties. To measure severity of psychosocial difficulties, 

the 20 items of the Strengths and Difficulties Questionnaire (SDQ) were used (Goodman, 

1997; Goodman, Meltzer, & Bailey, 1998). The SDQ measures mental health symptoms and 

comprises four subscales assessing psychosocial difficulties (i.e., conduct problems, emo-

tional problems, peer problems, and hyperactivity), and one capturing strengths (i.e., proso-

cial) which was not used in the present study. Carers responded to all items from not true (0) 

to certainly true (2). The SDQ is a widely used measure of psychosocial difficulties; in par-

ticular, the internal consistency has been reported as .82 (Goodman, 1997; Goodman, et al., 

1998).  

Analytic strategy 



CHANGES IN ADOLESCENT PSYCHOSOCIAL DIFFICULTIES   7 

To examine whether there was a change in the severity of psychosocial difficulties in 

adolescents accessing child mental healthcare between 2009 and 2014, three sets of analyses 

were conducted. First, participants from the larger 2009 sample were matched to the 2014 

sample on demographic characteristics known to be predictors of psychosocial difficulties in 

adolescents (Green, et al., 2005) including: gender for whole sample comparisons, as gender 

is associated with the prevalence of different psychosocial difficulties (female coded 1, with 

male the reference group); age in years; White, Mixed, Asian, Black, and other (not stated or 

missing ethnicity the reference group); SEN (present coded 1, with not present the reference 

group), and the 12 problem type variables (each coded 1 for present, with not present the 

reference group, as they were not mutually exclusive) (see Table 1).  

One-to-one non-replacement propensity score matching was used in STATA 12 

(Leuven & Sianesi, 2003; StataCorp, 2011), which uses logistic regression to determine the 

probability of belonging to the 2014 vs. 2009 sample, based on the above demographic 

characteristics and problem types (i.e., the propensity score) (Rosenbaum & Rubin, 1985). 

Participants from the two samples with the same propensity scores were then selected as the 

distribution of the demographic characteristics and problem types was the same for 

participants with the same propensity score.  

Data were available from different services across the two time periods. As service 

characteristics within health services often undergo organisational restructuring, 

characteristics of services may be likely to change over time. Therefore, we chose to match 

on clinical characteristics, in addition to demographic characteristics, to avoid over-inflating 

differences observed due to differences in patient populations, even though this may have led 

to more conservative findings. Nevertheless, this enabled us to be more confident that any 

differences observed were due to changes in severity of psychosocial difficulties in 
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adolescents accessing mental healthcare and not solely due to differences in services or 

service characteristics. 

Second, independent samples t-tests were computed to examine whether there was a 

difference in the mean severity of psychosocial difficulties using the four SDQ difficulties 

subscales and the total difficulties score between the matched 2009 sample and the 2014 

sample. In addition, effect sizes were computed for significant effects (Cohen, 1988). Third, 

chi-square tests were used to examine whether there was a difference in the proportion of 

adolescents above clinical cut off score indicating risk of psychosocial difficulties according 

to the SDQ in the matched 2009 sample and the 2014 sample. In addition, odds ratios were 

computed for significant effects. An alpha level of 0.01 was chosen to balance the likelihood 

of Type I and Type II errors. 

Results 

Matching 

Participants were matched on gender, age, ethnicity, SEN, and problem types. This 

resulted in every adolescent in the 2014 sample having a closely corresponding matched 

adolescent in the 2009 sample on these characteristics. The demographic characteristics and 

problem types of the original 2009 sample, the matched 2009 sample, and the 2014 sample 

are shown in Table 1. After matching, there was still a slightly higher percentage of 

adolescents with SEN (χ2(1)=40.36,p<.001) and with clinician-reported hyperactivity 

(χ2(1)=18.43,p<.001) or self-harm (χ2(1)=13.46,p<.001) in the matched 2009 sample than in 

the 2014 sample. 

Severity of psychosocial difficulties 

The mean severity of psychosocial difficulties in the matched 2009 sample and the 

2014 sample are shown in Table 2. Overall, there were few significant differences in mean 

severity of psychosocial difficulties in the matched 2009 sample and the 2014 sample. 
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However, girls had higher mean severity of emotional problems in the 2014 sample than in 

the matched 2009 sample. In contrast, there was a lower mean severity of conduct problems 

in the 2014 sample than in the matched 2009 sample. 

The percentage of adolescents above clinical cut off is shown in Table 3. Again, there 

were few significant differences in the percentage of adolescents above clinical cut off in the 

matched 2009 sample and the 2014 sample. However, there was a lesser number of 

adolescents above the at-risk cut off for conduct problems (56% in 2009 vs. 51% in 2014 

χ2(1)=7.51,p<.01, odds ratio=0.81) in the 2014 sample than in the matched 2009 sample. 

[INSERT TABLES 2 AND 3 HERE] 

Discussion 

Given the lack of national data on patterns of access to specialist services, the aim of 

the present research was to examine differences in the severity of psychosocial difficulties in 

adolescents accessing mental healthcare in 2014 and five years before in 2009. We found 

three patterns: 1) stability over time in overall severity of psychosocial difficulties, 2) an  

increase in young women’s emotional problems, and 3) a decrease in adolescents’ conduct 

problems. 

The findings of the present research suggest that the criteria for accessing mental 

healthcare services might not be universally increasing and, indeed, for some problems may 

actually be decreasing. This was surprising as, in England in particular, clinicians and  

professional organisations report that higher numbers of adolescents with more severe psy-

chosocial difficulties are accessing specialist services (House of Commons Health 

Committee, 2014). Available healthcare resources to provide specialist services for  

adolescents with psychosocial difficulties have decreased (Royal College of Psychiatrists, 

2013), with funding cuts of as much as 25% in some regions of England (Young Minds, 

2014). The findings of the present research may suggest that the patterns of access to  



CHANGES IN ADOLESCENT PSYCHOSOCIAL DIFFICULTIES   10 

specialist services may mirror epidemiological changes in the severity of psychosocial  

difficulties in the population (Bor, et al., 2014; Fink, et al., 2015; Lessof, et al., 2016; 

McManus, et al., 2016; McMartin, et al., 2014; Perou, et al., 2013; The Children's Society, 

2016). 

Referral to child mental health services is reliant on a number of processes:  

(1) recognition of the young person experiencing psychosocial difficulties by adults, such as 

carers or teachers, (2) associating these difficulties with an appropriate psychological service, 

and (3) young people attending (or being brought by carers to) services (Gopalan, et al., 

2010). Possible reasons for these changes in population prevalence may be that adolescents 

experience growing academic, interpersonal, and cultural pressures, which may increase the 

risk of mental illness (Blum, Bastos, Kabiru, & Le, 2012). These pressures may be particular-

ly salient for, and likely to affect the emotional problems of, young women, such as sexuali-

sation and negative body image exposure on the Internet and in social media (Holland & 

Tiggemann, 2016; Livingstone & Smith, 2014). In contrast, there have been increased univer-

sal resources directed towards early identification of behavioural difficulties, which has been 

a particular focus for policy advising schools on managing behaviour (Department for 

Education, 2015). The focus on behavioural difficulties may in part be due to challenges in 

identifying effective universal programmes for emotional problems in school settings.  

Limitations include the use of routinely collected data compared to those collected  

under controlled conditions, and confounding variables and selection bias may apply 

(Gilbody, House, & Sheldon, 2002); future research is needed to replicate the present find-

ings. Use of the CORC dataset means that there may be some variation in how data were col-

lected and recorded. Although the present study was based on a large national dataset, includ-

ing data from 30 child mental healthcare services, findings may not generalise to other set-

tings. Still, our study adds to the literature by building on research examining change in psy-
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chosocial difficulties over time in community samples of school children (Fink, et al., 2015). 

However, the community study used self-reported psychosocial difficulties whereas we used 

carer-reports, and different respondents may result in a different pattern of findings.  

In the present research, although young women reported more severe emotional prob-

lems in 2014 than in the matched 2009 sample, they were no significant differences in the 

percentages of young women scoring above the at-risk cut off score for emotional problems. 

On the one hand, this may suggest that, although young women were reporting higher levels 

of emotional problems in 2014 than in the matched 2009 sample, these emotional problems 

were not interfering with their daily life to a greater extent. On the other hand, it may suggest 

that meaningful data are being lost by the use of at-risk clinical cut off scores. Approximately 

one third of the sample scored below the at-risk clinical cut off score indicating risk of psy-

chosocial difficulties. Future research should examine reasons for these youths accessing 

mental health services; for example, the measure may not have been sensitive to detect their 

particular difficulties, parents may have been under-reporting difficulties, or these youths 

may have been inappropriately referred to services.   

Notwithstanding the above limitations, we found: 1) stability over time in the overall 

severity of psychosocial difficulties for adolescents accessing services, 2) an increase in the 

severity of young women’s emotional problems, and 3) a decrease in adolescents’ conduct 

problems. The findings of the present research may suggest that the criteria for accessing 

mental healthcare services might not necessarily be increasing. However, the severity of psy-

chosocial difficulties in those adolescents accessing services may be changing in line with 

changes in the rates of psychosocial difficulties in the general population. Increased resources 

for universal and targeted interventions are needed to prevent and treat psychosocial difficul-

ties in adolescents, given the increasing pressures adolescents experience. More research is 
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particularly needed into the role of universal protective factors, given the increasing severity 

of young women’s emotional problems. 
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