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ABSTRACT

There remain barriers to securing robust and complete datasets from
counselling embedded in Higher Education (HE). This study aimed to
provide the first step towards developing a national dataset of student
counselling outcomes drawn from differing outcome measures,
platforms and reporting on all clients. Data from four counselling
services using two clinical outcome measures and two platforms were
pooled and analysed. Students presented to counselling with low levels
of wellbeing and functioning, and high levels of depression, anxiety,
academic distress and trauma. Counselling was particularly effective for
improving depression, anxiety, wellbeing, hostility, social anxiety and
academic distress. Results demonstrate value in pooling complete data
from HE counselling services and we argue for developing a national
dataset of university counselling data.
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Introduction

The concerns about annual growth in students presenting to counselling with complex needs have

been widely discussed over the past two decades and are ongoing (Auerbach et al., 2016; Royal

College of Psychiatrists, 2011). Research suggests this rise in numbers is a growing and global

problem, leading to additional demands on student mental health services and further strains on

both academic and therapeutic staff (Advance HE, 2018; Byrom, 2015; Thorley, 2017). Universities

have been under pressure to respond and demonstrate the effectiveness of their mental health ser-

vices (Randall & Bewick, 2016). However, there are challenges to accurately measuring student

mental health. Counselling data can be difficult to access, and services have not necessarily been

developed with data usage as an integral component to their systems (Barden & Caleb, 2019;

Broglia, Millings, & Barkham, 2017). Efforts to collect data from the general student population

have, at times, outweighed the attention on students accessing counselling, and have resulted in
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a vast array of survey data. Examples include Trendence UK (2019) who found that 45.5% of students

reported “mental health” as a main concern, while another survey of 38,000 students showed that

20% of students reported a diagnosed mental health problem (The Insight Network & Dig-In,

2019). Combined survey findings suggest a high-level of emotional distress and increasing experi-

ences of mental health problems amongst university students (Equality Challenge Unit, 2017).

Though surveys are necessary for the sector and provide useful observations, they are subject to

limitations. Barkham et al. (2019) emphasised that surveys tend to use single-item questions with

inconsistent terminology that lead to ambiguous results and prevent comparisons with other

reports. Surveys also typically capture small samples of self-selecting students that are not necess-

arily representative of the wider student population (Sills & Song, 2002). Even surveys with a large

sample size can have limited generalisability at the institution level, for example, when only a few

students from each institution participate. This issue also exists at the student level as data from

one institution would not be large enough to explore mental health data on minority groups (e.g.

postgraduate, disability status, or black, Asian and minority ethnic/BAME) and doing so would risk

identifying students (Cokley, Hall-Clark, & Hicks, 2011). Thus, it is important to have a sufficient

sample size from each institution and to generate larger samples of minority groups in order to

make meaningful and representative conclusions. These considerations led Barkham et al. (2019)

to call for a more coordinated approach to data collection and to strive for a minimum national

dataset for higher education (HE) services. The adoption of such a minimum dataset would yield

high-quality data from multiple institutions.

The benefits of pooling data have been demonstrated in the UK’s National Health Service (NHS)

with the Improving Access to Psychological Therapies (IAPT) service, which collects routine patient

data and uses this data to improve services (NHS Digital, 2019). A similar initiative in the HE sector

would allow for a more coordinated approach between HE mental health services and the NHS. This,

in turn, would facilitate government aims to improve access to psychological therapies for young

people (NHS, 2019) and would improve referral pathways between services. Pooling data from

student counselling services appears to be a credible solution for obtaining data that would

enable production of an evidence base upon which to guide policies and strategies for improving

student mental health. However, it is not without challenges, with perhaps the biggest being to

ensure the collection of data on all students referred to counselling services rather than only report-

ing on those who complete the intervention. Such datasets would provide representative samples to

shape policy decisions for inclusive services and interventions (Center for Collegiate Mental Health,

2019) and analyses of specific dimensions within outcome measures (e.g. anxiety) would enable the

profiling of students’ presenting issues and how they change through the course of counselling.

Such analyses would bring focus to the question “Is counselling effective?” by asking “What does

counselling effectively address?”.

The culture and practice of collecting routine data varies across student counselling services and

whilst this is not unique to HE, it prevents the analysis of outcomes (Boswell, Kraus, Miller, & Lambert,

2015). It is important to recognise the reasons for service variability and to acknowledge that insti-

tutions adapt their therapeutic offer in response to students’ needs and available funding. Using

measures requires adequate resource and training as well as time and space to complete them.

Even with enough resources, there is the issue of which measure to choose, recognising that

some do not tap into the unique experience and context of students (Broglia et al., 2017).

A survey of 113 HEIs found the most common measure used in HE is the Clinical Outcomes in

Routine Evaluation-Outcome Measure (CORE-OM; Evans et al., 2002) or the shorter 10-item

version (CORE-10; Barkham et al., 2013), followed by a minority of services using the Patient

Health Questionnaire (PHQ-9; Spitzer, Kroenke, & Williams, 1999) or the Counseling Center Assess-

ment of Psychological Symptoms (CCAPS; Locke et al., 2011) – see Broglia, Millings, and Barkham

(2018). There are also multiple computer platforms available to administer the forms and some ser-

vices may only have the option of using paper forms. The varied use of outcome measures and plat-

forms reflects the history of choice and independence in UK services and the resulting issue of
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whether it is feasible to pool data from different measures and platforms is a significant one. There is

value in establishing these procedures so that institutions continue to make these decisions, whilst

being part of larger coordinated national effort.

Despite the challenges associated with the creation of a national dataset, the Center for Col-

legiate Mental Health (CCMH) from the United States (US) has shown this can be achieved (Cas-

tonguay, Locke, & Hayes, 2011). The CCMH currently collects routine clinical data across 550

college and university counselling services and has produced a standardised database of

student mental health data, making it possible to predict outcomes that might be observed in

a UK national dataset. However, the CCMH project utilises one outcome measure specifically

designed for this population, namely the Counseling Center Assessment of Psychological Symp-

toms (CCAPS; Locke et al., 2011). Whilst the adoption of a single common outcome measure

carries advantages in terms of implementation, it also provides no option of choice in terms

of preferred measures to be used by individual services. There is an argument that greater adop-

tion rates of outcome measures may be facilitated by accommodating choice within a selection

of bona fide outcome measures providing it can be shown that differing measures collected

through different IT platforms can be pooled and that the relationship between the differing

measures is understood (i.e. there is a common currency for agreeing on reliable improvement).

Key findings from CCMH reports show that counselling services are effective in reducing mental

health distress; depression and anxiety are the most common student concerns; and there has been

an increasing trend in student uptake of counselling (CCMH, 2019). Similar to these findings, Connell,

Barkham, and Mellor-Clark (2008) found UK student counselling services to be effective with 70% of

students showing reliable improvement on the CORE-OM post-counselling. However, the latter

study was based only on those students completing counselling. In addition, more recent UK stu-

dents have been found to experience higher levels of distress compared with those in the US,

suggesting that UK students may delay entry into counselling until their needs are more severe

(Broglia et al., 2018). These UK studies provide valuable information on the similarities and differ-

ences between UK and US students. However, a UK national dataset would enable regular, detailed

comparisons including assessments of trends in student mental health over time.

In light of this context, the overall aim of the current study was to provide the first step towards

informing the development of a national dataset of student counselling outcomes drawn from

differing outcome measures and different IT platforms and, most importantly, reporting on all stu-

dents in receipt of counselling. Specifically, it aimed to (1) profile student mental health issues

and presenting conditions from a small cluster of HE counselling services that used different

outcome measures; and (2) determine the effectiveness of in-house student counselling based on

the total sample of students in the service.

Method

Design and setting

Data were pooled from four university counselling services who were part of a research-practice con-

sortium exploring Student Counselling Outcomes, Research and Evaluation (SCORE; see http://www.

scoreconsortium.group.shef.ac.uk/). The universities represented small and large city, town and rural

campuses across different regions. The overall student population registered at each university

ranged from 11,000 to 28,000 students and approximately 8%–10% of the student population

were attending the counselling service. Each institution contributed retrospective and pseudony-

mised service data from the 2017/18 academic year for the purpose of service evaluation as detailed

in the service client contract. Ethical approval was received from each participating institution to

transfer pseudonymised data to the research team at the British Association for Counselling and Psy-

chotherapy (BACP). Service data were merged to enable analysis on the aggregate data. This activity

took place during 2018–2019 for approximately 12-months.
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Participants

Participants were 5,568 students registered at one of four UK universities with a mean age of 25 years

(min = 17, max = 76, SD = 6.42). Table 1 provides a breakdown of sample size and percentages across

students’ demographic characteristics recorded upon registration and the characteristics of students

who were referred to and attended counselling and students referred to alternative services (e.g.

groupwork or long-term therapy). Across services, students referred to counselling received short-

term one-to-one face-to-face in-house counselling. Referral data collected by services varied and

this meant that the sub-sample of students in the group referred to alternative services includes

any student who provided demographic information during registration and did not have any clini-

cal outcome data. Across all samples, most students studied at their home/birth country, were

mostly undergraduate, female, described their ethnicity as white, and did not declare a disability

or were not registered with the disability service.

Counselling intervention

Services were embedded into UK Universities and counselling was delivered by professional staff

with training and experience of working in the HE context. Staff were predominately accredited

Table 1. Breakdown of sample size and percentages across students’ demographic characteristics recorded at the initial assessment
for counselling.

Approached the
service

Referred to
counselling

Referred to
alternativea

(n = 5568) (n = 2491) (n = 2977)

Count % Count % Count %

Student status
Home/birth country 4431 80 1927 77 2404 81
International 713 13 351 14 352 12
Refugee or exchange 166 3 88 4 78 3
Not specified 258 5 115 5 143 5

Level of study
Undergraduate 2548 46 1192 48 1246 42
Postgraduate 883 16 311 12 572 19
Alternative 138 2 26 1 112 4
Not specified 1999 36 952 38 1047 35

Faculty
Arts and humanities 1443 26 606 24 817 27
Social science 1027 18 503 20 514 17
Science 853 15 281 11 572 19
Medicine, dentistry and health 855 15 368 15 447 15
Maths and engineering 558 10 172 7 386 13
Business, law and management 248 4 143 6 95 3
Other (e.g. education) 100 2 79 3 21 1
Not specified 484 9 329 13 125 4

Gender
Female 3535 63 1544 62 1886 63
Male 1736 31 822 33 909 31
Not specified 279 5 108 4 171 6
Non-binary 18 0 7 0 11 0

Ethnicity
White 3480 63 1521 61 1859 62
Asian, Asian British 854 15 231 9 613 21
Black, African, Caribbean, Black British 290 5 151 6 139 5
Multiple ethnic groups 214 4 105 4 109 4
Other ethnic group 138 2 89 4 49 2
Not specified 592 11 384 15 208 7

Disability status
No disability recorded 4453 80 1907 77 2446 82
Indicated a disability 1115 20 574 23 531 18

*Missing data for 110 (4%) students; see Figure 1 for participant flow diagram.
aExamples include groupwork, long-term, specialist (e.g. eating disorders clinic) or external agency.
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by the British Association for Counselling and Psychotherapy or the United Kingdom Council for Psy-

chotherapy. Across the services, staff were trained in humanistic, psychotherapy, cognitive behav-

ioural therapy, psychodynamic, and were integrative in their thinking. The data included in the

present study represents clinical outcomes from short-term ongoing and face-to-face counselling

whereby students received a minimum of two counselling sessions.

Measures

The four institutions used clinical outcome measures within the counselling services as part of

routine practice. Two services used the Clinical Outcomes in Routine Evaluation-Outcome

Figure 1. Participant flow diagram summarising the number of students who approached their university counselling service in
2017/18, the breakdown of counselling sessions they received, and the final dataset pooled from four pilot institutions.
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Measure (CORE-OM; Evans et al., 2002) and two services used the Counseling Center Assessment of

Psychological symptoms (CCAPS; Locke et al., 2011). The measures were administered electronically

using computer systems that are commonly used by university counselling services; two services

used CORE Net (http://www.coreims.co.uk) and two services used the Titanium Schedule® (http://

www.titaniumschedule.com). All services administered measures when clients first visited the

service (i.e. initial assessment or triage) as well as at the start of every counselling session.

Intake and demographic information

Services collected different intake (e.g. presenting issues) and demographic (e.g. gender) data and

there were further differences between the categories used within each data field. The intake

data that were sufficiently similar across the services included: home status (e.g. home/EU),

faculty (e.g. humanities) and level of study (e.g. undergraduate). The only demographic data fields

that could be compared across the services were: gender, ethnicity, and disability status.

CORE-OM (Clinical Outcomes in Routine Evaluation-Outcome Measure)/CORE-10

The CORE-OM is a 34-item measure of psychological function (Evans et al., 2002) and is completed at

the start and end of therapy (pre–post) to measure clients’ experiences over the previous week with

specific attention to experiences of depression, anxiety, physical problems, social relationships, close

relationships, general functioning, wellbeing, trauma, and risk to self or others. Items are rated on a

5-point Likert scale (0 = not at all, 4 =most or all of the time) whereby higher scores indicate higher

severity. Scores range from 0 to 40 with a clinical cut-off score of 10. Psychometrically, the measure

has strong internal reliability, convergent validity, test-retest stability and sensitivity to change (for a

summary, see Barkham et al., 2010). The CORE-OM has been used in the general population and has

been validated in student populations (Connell et al., 2008). Services using the CORE-OM also used

the shorter 10-item version at the start of every session (Barkham et al., 2013). In cases when a client

had an unplanned ending, responses from the last available CORE-10 measure were recorded as the

post-counselling measure.

CCAPS (Counseling Center Assessment of Psychological symptoms)

The CCAPS provides a 62-item and a 34-item version that are used interchangeably to measure

psychological experiences specific to the student population (Locke et al., 2011). The CCAPS-62 is

typically completed at the start of counselling and the shorter 34-item version is used at the start

of every session thereafter. Items refer to the previous 2-week period and monitor symptom

change across depression, generalised anxiety, social anxiety, academic distress, eating concerns,

hostility, substance use, family distress and suicidal ideation. The CCAPS-34 also monitors change

in these areas except for family distress, which does not appear, and substance use, which is replaced

with alcohol use. Items are rated on a 5-point Likert scale (0 = not at all like me, 4 = extremely like me)

with higher scores indicating higher severity. Clinical cut-offs within each scale can be used to deter-

mine low and elevated clinical severity for each domain as well as an overall mean score of distress.

The CCAPS is a psychometrically robust measure that correlates with domain specific measures

including alcohol use, depression, anxiety, social phobia and eating concerns (see Locke et al.,

2012). The CCAPS has also been used with UK student counselling samples and has been validated

against the CORE-10 (see Broglia et al., 2017, 2018).

Collating counselling service data

Feasibility work involved identifying the required skills and procedures needed to access and process

data from services using different measures and IT platforms, with varying needs and resources in

order to inform the development of a national dataset of student counselling outcomes. Feasibility

work also involved identifying overlaps and inconsistencies across the intake and demographic data

collected routinely across the pilot services.
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Final dataset

The pooled sample comprised 5,568 clients from four university student counselling services (min =

652, max = 2,391) and the breakdown of data processing has been provided in Figure 1. Of the 5,568

clients who completed the initial assessment, 2,591 (47%) were referred to counselling and 2,481

(96%) had complete pre- and post-counselling data either on the CCAPS (1,350, 54%) or CORE-

OM/10 (1,131, 46%). Within the CORE-OM/10 data, 624 (55%) students had planned endings and sub-

sequently completed the CORE-OM whereas 507 (45%) students had unplanned endings and data

from the last available CORE-10 was provided. Intake and demographic data were available

for 3,569–5,040 (64%–91%) of clients across the data fields and the maximum number of missing

data due to service inconsistencies, for any demographic field, was for ethnicity (missing =

528, 9.5%).

Primary outcomes: mental health profiles and outcomes

The primary outcomes concerned the psychological factors in the final pooled dataset compris-

ing: (1) average waiting times and counselling duration; (2) baseline mental health profiles of stu-

dents accessing counselling; and (3) outcomes of student counselling determined by indices of

reliable improvement and also by reliable and clinically significant improvement (Jacobson &

Truax, 1999).

Secondary outcomes: feasibility of pooling service data across different measures and

platforms

The secondary outcomes were a series of factors relating to the feasibility of accessing, processing

and pooling data collected routinely from university counselling services. The feasibility outcomes

were: (1) use of intake and demographic information, (2) use of outcome measures, and (3) data

pooling procedures and challenges.

Analysis

Analyses were performed on the aggregate service data in SPSS statistics package (version 25).

Descriptive analyses (e.g. mean, standard deviation) were performed on the baseline CORE-OM

and CCAPS-62 subscales to characterise the mental health and psychological profile of students

and symptom severity. Descriptive analyses were also used to identify the average number of

working days students waited to receive counselling and the overall duration of counselling.

Service effectiveness was determined by calculating the effect size (ES) difference between the clini-

cal measures used at the start of counselling (pre) and at the last available counselling session (post).

For the CORE-OM, the last available CORE-10 measure was used if an end-of-therapy CORE-OM was

not available. For the calculation of ESs, or for simple pre–post change, we combined CORE-OM and

CORE-10 scores without adjustment. By contrast, when we applied categorical criteria to the extent

of change in terms of severity bandings or reliable and clinically significant improvement, we applied

adjusted criteria to account for the differential responsiveness of the CORE-10 as a result of all 10

items being more frequently endorsed compared with all 34 items in the CORE-OM. For the

CORE-OM, a value of 5 points was used to determine the index of reliable improvement and the

more stringent criterion of reliable and clinically significant improvement comprised both a

change of 5 points and also the pre- to post-counselling score passing the cut-off score of 10.

These values have been used in previous publications (see Connell, Barkham, & Mellor-Clark,

2007). Where the CORE-10 was the last available data, the equivalent values were 6 for reliable

change and a cut-off of 11 (Barkham et al., 2013). The reliable improvement criterion for the

CCAPS Distress Index was 0.8 – there was no equivalent cut-off score. The difference between the
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pre- and post-counselling clinical scores was calculated for all clients irrespective of the severity of

their intake scores to determine reliable improvement.

Results

Pathways to receipt of counselling

Attended counselling sessions and waiting times

The average number of counselling sessions students attended, across the sample and excluding the

initial assessment or triage appointment, was 4.46 (SD = 3.03, min = 1, max = 26). On average, stu-

dents received 2.6 more counselling sessions at services using the CCAPS compared to services

using the CORE-OM/10 (CCAPS: mean = 5.9, SD = 2.9; CORE-OM/10: mean = 3.3, SD = 2.8). Figure 1

shows that the highest percentage of students who received counselling was for 1–2 sessions

(32%) and the lowest was for students who received 11 or more sessions (2%). The average duration

of counselling from start to finish was 13.24 weeks (min = 0, max = 84.3, SD = 11.2, median = 10.1,

mode = 5). Across the services, the median number of days students waited for assessment was

14 days (10 working days, SD = 28).

Psychological profiles: intake

CORE-OM

The percentage of students above the CORE-OM clinical cut-off pre-counselling was 99.7%. Table 2

shows that the highest pre-counselling levels of distress on the CORE-OM was for wellbeing and the

lowest was for risk. Figure 2 illustrates two symptom clusters on the CORE-OM as denoted by scores

above 20, with higher scores for wellbeing, depression, anxiety, functioning and trauma.

CCAPS-62

Students’ pre-counselling scores on the CCAPS-62 were the highest for academic distress and the

lowest for substance use (Table 2). Figure 2 further shows two clusters on the CCAPS-62 with

higher academic distress, social anxiety, generalised anxiety and depression. Combined observations

across the CORE-OM and CCAPS-62 show that students’ scores were noticeably elevated on well-

being, functioning, academic distress, general anxiety, social anxiety and depression.

Psychological profiles: improvement

Table 2 presents the means (SDs) and ranks for the pre- and post-counselling scores for all clients and

the pre–post counselling ESs.

Effect sizes

Inspection of Table 2 shows that for all students, the ESs for both CORE and CCAPS were 0.87 and

0.65 respectively, indicative of medium-to-large effects. Importantly, these data include clients

who had unplanned endings. The equivalent ESs for those students above clinical threshold at

intake were 1.12 and 1.47 for CORE and CCAPS respectively. Both values denote large effects but

worthy of note is that the extent of change was virtually identical on both measures – 5.8 on

CORE and 0.59 on CCAPS, which is equivalent to 5.9 when using the same scaling. The difference

in ESs is therefore a function of the smaller SD (0.40, i.e. 4.0) on CCAPS compared with 5.2 for

CORE. Data for unplanned endings was identifiable in the CORE data set and showed poorer out-

comes of 0.49 and 0.67 for all clients and those scoring above clinical threshold respectively. Differ-

entiation between planned and unplanned endings was not available for the CCAPS data.

At the specific level of psychological conditions, for clients meeting clinical criteria, the change for

depression on the CORE-OM and CCAPS was substantial and broadly similar – 1.40 and 1.21
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Table 2. Means together with their ranks and SDs of the scores at the start and end of counselling for CORE-OM/10 and CCAPS-62/34.

All clients (n = 2,481) Clients above thresholda (n = 2,046)

Pre- Mean (rank) SD Post- Mean SD ES Pre- Mean SD Post- Mean SD ES

CORE-OM
(planned ending, n = 624)

(n = 592)

Mean 19.7 5.9 12.5 6.8 1.22 20.4 5.3 12.7 6.7 1.45
Wellbeing 26.7 (1) 7.8 16.7 9.0 1.28 27.3 5.5 17.0 8.9 1.87
Problems 24.4 (2) 7.2 18.3 8.3 0.85 25.4 6.1 18.8 8.2 1.08
Functioning 21.5 (3) 6.4 18.2 7.8 0.82 22.3 5.7 18.7 7.5 0.63
Risk 4.4 (4) 5.7 2.2 4.3 0.39 4.6 5.8 2.2 4.3 0.41
Clusters: Anxiety 25.0 (2) 8.8 14.4 9.7 1.20 25.9 8.0 14.7 9.6 1.40
Depression 26.4 (1) 8.6 16.2 9.8 1.19 27.3 7.7 16.5 9.8 1.40
Physical 20.4 (5) 10.4 14.7 10.4 0.55 20.9 10.2 14.9 10.4 0.59
Trauma 22.4 (4) 11.1 13.4 10.4 0.81 23.2 10.8 13.7 10.3 0.88
General functioning 24.9 (3) 8.0 17.3 8.3 0.95 25.6 7.5 17.6 8.2 1.07
Close relationships 19.6 (6) 8.3 12.6 8.5 0.84 20.2 7.9 12.8 8.5 0.94
Social relationships 17.0 (7) 8.8 11.4 8.1 0.64 17.6 8.5 11.7 8.1 0.69

CORE-10
(unplanned ending, n = 507)

(n = 462)

Mean 20.2 6.1 17.2 7.6 0.49 21.3 5.1 17.9 7.5 0.67
CORE-OM & 10
(all, n = 1131)

(n = 1054)

Mean 19.8 6.0 14.6 7.8 0.87 20.6 5.2 14.8 7.5 1.12
CCAPS-62/34b

(all, n = 1,350)
Distress Index 2.31 0.69 1.86 0.82 0.65 2.73 0.40 2.14 0.75 1.47
Depression 2.34 (3) 0.78 1.82 0.99 0.67 2.76 0.53 2.11 0.95 1.21
Generalised anxiety 2.29 (4) 0.82 2.00 0.97 0.36 2.68 0.64 2.30 0.90 0.59
Social anxiety 2.41 (2) 0.87 2.20 0.96 0.25 2.69 0.75 2.43 0.88 0.35
Academic distress 2.48 (1) 0.85 2.25 1.02 0.26 2.82 0.65 2.52 0.96 0.46
Eating concerns 1.32 (6) 0.94 1.19 1.22 0.14 1.51 0.94 1.36 1.26 0.16
Family distress 1.46 (5) 0.98 - - - 1.59 0.98 - - -
Hostility 1.32 (6) 0.87 0.83 0.81 0.56 1.61 0.84 0.99 0.86 0.74
Substance usec 1.11 (8) 0.99 0.76 0.95 0.35 1.26 1.04 0.88 1.02 0.36

aEquivalent elevated-clinical cut-point used for the CCAPS distress index; bCCAPS scores are simply 1/10th of the CORE scores; cReplaced with alcohol use for post-counselling CCAPS-34.
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respectively – with the slight difference likely due to the CCAPS data including clients with

unplanned endings. With the exception of anxiety and general functioning as measured by the

CORE-OM in the clinical sample (ES = 1.40, 1.07 respectively), and the well-being CORE-OM

domain, all other ESs derived from CORE-OM and CCAPS were <1.0.

Figure 2. Symptom clusters of students pre-counselling according to the CORE-OM and CCAPS-62.

10 E. BROGLIA ET AL.



Change in severity bandings

Inspection of Figures 3 and 4 show improvement rates in terms of changes in severity bandings for

the CORE-OM and also for CCAPS bandings of low and high clinical levels. To permit analysis of all

client outcomes on the CORE-OM, irrespective of whether clients had planned (i.e. CORE-OM) or

unplanned (i.e. CORE-10) outcomes, the embedded CORE-10 items were extracted from the CORE-

OM from planned endings and combined with the CORE-10 items from unplanned endings. Severity

bandings for clients with planned endings were also compared using the CORE-OM against the

embedded CORE-10 items from CORE-OM to identify whether differences were attributed from

different items or versions of the measure. There was no difference in outcomes across the CORE-

Figure 3. Percentage breakdown of students’ scores across the CORE-OM/10 severity bandings for all clients and clients with
planned endings only before and after counselling.
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OM and embedded 10 items. This analysis was also performed using adjusted bandings to provide

more stringent bandings (with cut-offs of 10, 16, 20 and 26) and differences were negligible. Sup-

plementary tables can be provided on request.

Inspection of Figure 3(a) shows the combined rate for severe and moderately severe distress fell

from 60% at pre-counselling to 27% post-counselling for all clients (Figure 3(a)). Similarly, the com-

bined rate of healthy or low severity distress (collectively defined as non-clinical) rose from 4% pre-

counselling to 29% post-counselling. Clients with planned endings were also explored separately

using the CORE-OM as the data permitted this distinction. Figure 3(b) shows that clients with

planned endings demonstrated more improvement, with clients’ severe and moderately severe dis-

tress falling from 52% pre-counselling to 15% post-counselling. Likewise, clients’ healthy/low distress

rose from 4% pre-counselling to 40% post-counselling. Figure 4 shows for the CCAPS, academic dis-

tress showed the largest pre to post-counselling fall from 60% to 35% in terms of clients categorised

as elevated-clinically. Other domains showing largest falls were 20% for depression and 22% for

anxiety. It was not possible to separate clients with planned endings from clients with unplanned

endings based on the data provided, therefore outcomes of clients using the CCAPS combine

clients with planned and unplanned endings (Figure 4), which is comparable to Figure 3(a).

Reliable change & reliable and clinically significant change

The rate of reliable improvement, based on all clients, for the CCAPS distress index was 21% (Table 3,

column A), while for the CORE-OM/CORE-10 it was 44% (Table 3, column B). Considering clients who

scored above clinical threshold at intake and also had a planned ending to counselling, rates for

reliable and clinically significant improvement on the CORE-OM were 36% and 30% for reliable

improvement only, yielding a total of 66% meeting the criterion of reliable improvement (Table 3,

column C). To determine whether the CORE-10 would yield equivalent outcomes to the CORE-

OM, the CORE-10 items embedded in the CORE-OM for planned endings were calculated (Table 3,

column D) and showed near identical rates for the CORE-OM when using the adjusted criteria for

the CORE-10. Rates for reliable and clinically significant improvement for clients with unplanned

Figure 4. Percentage breakdown of students’ scores across the CCAPS clinical bandings and dimensions for all clients before and
after counselling.
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endings on the CORE-10 were 14% and 18% for reliable improvement only (Table 3, column E).

Reliable deterioration rates are also reported (Table 3, column E). Table 3 and Figure 3 present full

results.

Discussion

The objectives of this study were to determine the current profile of problems experienced by stu-

dents presenting to university counselling services and establish the effectiveness of in-house ser-

vices using different assessment and outcome measures, and reporting data on all clients. These

objectives were in service of an overall aim of determining the viability of establishing a national

database of university counselling based on the principles of services making their own choice of

preferred outcome measure and the provision of complete data.

Previous reports of UK student counselling service data have invariably reported on single-service

data and, thereby, citing data from a single measure (Biasi, Patrizi, Mosca, & De Vincenzo, 2017;

Murphy, Rashleigh, & Timulak, 2012). The only other attempt to collate data from multiple sources

was Connell et al. (2007) who reported data using the CORE-OM from seven services and 846

clients but for which pre–post CORE-OM data were available for less than 40% of clients. Accordingly,

the present study represents a tangible advance in terms of drawing together evidence from two

major outcome measures, via different IT platforms, with data that was representative of the services

as it comprised data on all clients and thereby yielding a dataset of significant size. As such, this is, in

effect, proof of concept that such a task is feasible.

The present study showed that depression and anxiety dominate in terms of severity along with

social anxiety and academic distress. But CCAPS showed that academic distress was the source of

highest concern, confirming findings reported by McKenzie, Murray, Murray, and Richelieu (2015)

that clients reporting academic concerns returned higher CORE-OM scores. Such a finding underpins

the argument that academic distress needs to be included in any battery of student counselling and

wellbeing. It is not an additional area – it may be the key area of skills that makes embedded uni-

versity counselling services uniquely placed to support students.

In terms of effectiveness, our findings inform the topics of both assessment and outcomes. In

terms of assessments, the pre-counselling CORE-OM/10 score in this present study was a full 2

Table 3. Percentages of reliable change after counselling according to the CCAPS and CORE-OM.

A B C D E

Category of change
after counselling

CCAPSa CORE-OM &
10b

CORE-OMc CORE-10 items from
CORE-OMd

CORE-10e

All clients
(n = 1350)

All clients
(n = 1131)

Clients above cut-off
at intake with
planned ending

(n = 592)

Clients above cut-off
at intake with
planned ending

(n = 583)

Clients above cut-off at
intake with unplanned

ending
(n = 462)

Reliable and clinically
significant
improvement

– – 216 (36%) 223 (38%) 66 (14%)

Reliable improvement 290 (21%) 495 (44%) 175 (30%) 172 (30%) 82 (18%)
No reliable change 1043 (77%) 590 (52%) 181 (31%) 175 (30%) 287 (62%)
Reliable deterioration 17 (1%) 46 (4%) 20 (3%) 13 (2%) 27 (6%)
aReliable improvement = pre-post change on Distress Index of≥ 0.8.
bReliable improvement = pre-post change of =≥ 6 (equivalent to 0.6 compared to CCAPS).
cReliable & clinically significant improvement =≥ 5 change plus pre- to post score crosses cut-off score of 10. Clients with
planned endings complete the CORE-OM.

dReliable & clinically significant improvement =≥ 6 change plus pre- to post score crosses cut-off score of 11. The CORE-10 items
have been extracted from the CORE-OM to allow comparison of the 10 CORE items between clients with planned and
unplanned endings.

eReliable & clinically significant improvement =≥ 6 change plus pre- to post score crosses cut-off score of 11. CORE-10 responses
from the last available counselling session are used for clients with unplanned endings.
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points higher than the mean of 17.8 reported by Connell et al. (2007). A similar trend emerged for

CCAPS as reported in the present study compared with data from 2015/16 reported by Broglia et al.

(2017). The mean values in the present study, range 2.29–2.34, were higher than those reported by

Broglia et al. (2017) who found mean values of 1.93–2.08 from two UK counselling services. Again,

the rise in CCAPS mean values observed in UK counselling services is most apparent for depression,

generalised anxiety, social anxiety and overall distress. The data suggests that, if the current data is

representative of UK students’ experienced severity, then over the past decade there has been an

appreciable rise in the psychological distress levels of students, which would logically place a

greater strain on university counselling services.

In terms of outcomes, we reported metrics at the overall as well as cluster level/domain levels and

for clients with planned and unplanned endings on the CORE-OM/10. When considering the magni-

tude of change, effect sizes provide the most appropriate index and, regardless of the measure used,

the data showed services to be effective and were similar to those student clients with planned

endings reported by Connell et al. (2007): 1.57 (2007) compared with 1.45 in the current CORE-

OM planned ending sample. The rates of reliable improvement for CORE-OM data with planned

endings was slightly less compared with Connell et al. (2007): 76.1% (2007) vs. 66% in the current

dataset. However, recall that the intake scores for the current sample was 2 CORE-OM points

higher. This would also account for the lower rate of reliable and clinically significant improvement

in the current study.

The reported data shows the broad effectiveness of services but also some nuanced differences.

However, we are cautious about interpreting any difference between the two measures as these are

totally confounded with different services; recall that the services using CCAPS received, on average,

nearly twice the amount of sessions compared with the CORE services. In addition, the time frame for

the two measures differs: one week for CORE and two weeks for CCAPS. Notwithstanding these

points, the current study demonstrated the added value of exploring dimensions within the clinical

measures, which enabled profiling of students’ psychological needs and found that counselling was

particularly effective for improving depression, anxiety and wellbeing on the CORE-OM. According to

the CCAPS, counselling reliably reduced experiences of depression, distress and hostility and led to

improvements with social anxiety, eating concerns and academic distress. Both measures highlight

counselling to be particularly effective for depression, which is noteworthy as students on average

received 4 counselling sessions. National improvements observed in the UK’s Improving Access to

Psychological Therapies initiative report improvement rates of 50.8% for clients following an

average of 6.9 counselling sessions (NHS Digital, 2019).

Lessons from the SCORE collaborative

Services within the present consortium instilled a positive culture across therapeutic teams for rou-

tinely using outcome measures. This practice resulted in high quality service data from bona fide

measures that were predominately complete. The methods to access, export and process data

were relatively simple, albeit time-consuming, and relied on a dedicated member of staff. All ser-

vices used measures at the start of every counselling session, which not only meant that data were

more complete, but it also ensured that outcomes of clients with unplanned endings could be

explored. Importantly, such practice enabled analyses of clients with unplanned endings on the

CORE-10, which were noticeably lower than clients with planned endings and raises the impor-

tance of practitioners emphasising the benefit of working to an agreed planned ending with

clients. However, the level of detail for clients with unplanned endings varied for the two

measures. Unplanned endings for clients in services that used the CORE-OM had data from the

last available session that used the CORE-10, which provides a broad indication of the overall

level of distress. By contrast, services that used the CCAPS-34 every session gained additional infor-

mation on clients’ academic distress, alcohol misuse, eating concerns, general anxiety, social

anxiety and depression at the point at which they dropped out. Measure differences also arose
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for identifying clients with unplanned endings. Not all services in the current sample recorded

whether client endings were planned or unplanned. This was true for services using the CORE-

OM and CCAPS. However, it was easy to identify clients with unplanned endings by extracting

clients with CORE-10 post counselling. The current study identifies the importance of exploring

outcomes for clients with planned and unplanned endings and services would benefit from ensur-

ing that such outcomes are recorded.

Despite the potential benefits of using the CCAPS as an assessment measure, it is longer than

the combination of the CORE-OM and CORE-10, which can discourage services from using

measures particularly if they are using measures for the first time. In addition, the CCAPS appeared

to be less sensitive to change as indicated by the Distress Index, a function of having a reliable

change index of 0.8 compared with an equivalent index of 5, equating to 0.5 for the CORE-OM.

However, the current study did not aim to impose that services adopt a specific measure.

Rather, supporting the wider practice of using a validated measure is more relevant and providing

services with evidence to inform such decisions encourages the sector to be critical of the data

being collected (Lambert, 2010). This adoption is needed across the sector to ensure that services

are evaluated by appropriate metrics and lead to evidenced-base interventions that improve

student outcomes. Service development has often been driven by the need to reduce waiting

times and whilst this is important, service models have adapted to offering fewer counselling ses-

sions to see more students (Barden & Caleb, 2019). It may be that, rather than being judged on

rates of reliable and clinically significant improvement, which is the most stringent criteria, it is

more appropriate to be judged on the criteria of reducing the level of severity sufficiently to

enable academic learning to continue.

Towards a national dataset of student counselling outcomes

The feasibility of pooling service data was established with the support of a practice-research con-

sortium that brought together practitioners from varied counselling services. The research activity

was led by practitioners, supported by researchers and focused on service evaluation and develop-

ment. These methods support a wider movement of embedding research into practice to ensure that

it becomes routine and sustainable rather than one-off or reliant on research funding. As a model, it

builds evidence from clinical practice, positively contributes to the culture of using measures, cas-

cades skills across the sector, and provides a representative picture to inform service and policy

decisions (Barkham & Mellor-Clark, 2003; Bartholomew, Pérez-Rojas, Lockard, & Locke, 2017; Caston-

guay et al., 2010).

Working with varied services identified organisational differences and introduced early barriers,

particularly when linking services with ethics committees. Some services needed to establish

these links for the first time and streamlining an ethics approval route for institutional services

will support research that is led by services. These methods align with practice-based evidence

and evidence-based practice, which have built the evidence base for psychotherapeutic practice

and provide an exemplar for evaluating therapeutic practice in the context of student mental

health (Barkham et al., 2001; Green & Latchford, 2012; Margison et al., 2000). Moreover, encouraging

collaboration between mental health services and academics offers evidence for varied interventions

and client groups that are not typically targeted by clinical trials. These methods in the present study

led to larger sub-samples of international, postgraduate, male and medical students compared to

the typical demographic recorded in a standalone university counselling service.

Limitations and future directions

The broader context of developing a standardised minimum dataset (SMD) has been adopted by

many disciplines (e.g. Castonguay et al., 2010; Johnson, 1997; Lutomski et al., 2013, 2015; NHS

Digital, 2019; Palmer et al., 2013; Wheeler et al., 2015). Developing a SMD for student mental
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health and wellbeing would encourage institutions to review the quality and type of data being col-

lected on students and inform the broader debate of using appropriate metrics to evaluate interven-

tions. There are known data inconsistencies across institutions as well as challenges for counselling

services to implement routine outcome measures (Broglia et al., 2017). The current study identified

further data gaps in demographic, intake and referral data collected by institutions. These inconsis-

tencies led to missing data at the aggregate level, which prevented detailed comparisons of out-

comes for different student groups.

Developing a standardised minimum dataset to characterise the unique demographic of students

would address these issues. Such a SMDwould be advantageous for HE providers and the NHS as the

sectors align to deliver the NHS long-term plan (NHS, 2019). This closer alignment provides a necess-

ary opportunity to clarify the role of in-house counselling services in supporting the short-term

mental health needs of students and supporting their progress successfully through university. By

contrast, NHS services are designed to support long-term mental health needs and ensure that

clients reach mental health wellness. Aligning these practices would provide robust and diverse

data on student mental health and inform the development of interventions that lead to improved

outcomes for all students.
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