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Abstract

Objective: This study is part of the Student Counselling Outcomes Research and
Evaluation (SCORE) initiative that is pooling university counselling service data to im-
prove datasets and evidence for counselling in this sector. This study aimed to explore
university counselling staff views about which data should be included in a national
minimum data standard (MDS) to provide evidence for counselling in the sector.
Method: Semi-structured focus groups were conducted with university counselling
staff including counsellors, service leaders and mental health advisors. They explored
data to include in an MDS, current data collection practices, service and sector level
data collection barriers. Two researchers performed content analysis involving iden-
tifying fields for inclusion. Thematic analysis was used to identify contextual issues
surrounding data collection. Ten focus groups were conducted with 41 participants
across 26 university counselling services.

Results: Content analysis identified fields of information for the MDS within the cate-
gories of student characteristics, demographics, clinical assessment and service eval-
uation. Thematic analysis explored context and culture surrounding data collection,
barriers and facilitators, institutional influence and ideal data collection practices. This
highlights the need for service support and training around data collection, clear pro-
cesses, and adequate IT infrastructure and staff resources.

Discussion: These findings will inform the development of an MDS as part of the
SCORE study. The next stage will involve further development of the MDS and pi-
loting in services. The longer term aim is to implement an MDS across university
counselling services, enabling the growth of evidence for the sector which may allow

increased funding and service provision.
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1 | INTRODUCTION

Minimum data standards (MDS) have been successfully imple-
mented in various sectors, such as England's National Health
Service (NHS) Talking Therapies for anxiety and depression pro-
gramme (formerly known as Improving Access to Psychological
Therapies, IAPT), which pools all service data (NHS Digital, 2021).
In the Higher Education (HE) counselling sector, MDS are used
internationally by the US Centre for Collegiate Mental Health
(CCMH) and Psychological Counsellors in Higher Education in
Ireland (PCHEI; Center for Collegiate Mental Health, 2022a,
2022b; Trinity College Dublin, 2021). There is currently no MDS in
the UK HE counselling sector and consensus by researchers in the
sector is that an MDS would be beneficial (Barkham et al., 2019;
Broglia et al., 2018; Broglia, Bewick & Barkham, 2021; Broglia,
Millings & Barkham, 2021; Broglia, Ryan et al., 2021). However,
challenges persist surrounding pooling data across multiple
services due to inconsistencies across services in which demo-
graphic fields are being recorded, routine outcome measures
use and data collection practices (Barkham et al., 2019; Broglia
et al., 2018; Broglia, Bewick & Barkham, 2021; Broglia, Millings
& Barkham, 2021; Broglia, Ryan et al., 2021). Consistency in the
fields being collected and data collection practices are crucial for
pooling data.

There is therefore a need to consult with practitioners in the
sector for their requirements on which fields should be included
in an MDS. Coproduction research with practitioners is essen-
tial to devise specific fields and to ensure that the MDS meets
their needs. As demonstrated in existing MDS, these datasets are
useful for benchmarking and reporting statistics such as service
utilisation, treatment outcomes and demographics (Center for
Collegiate Mental Health, 2022a, 2022b; NHS Digital, 2021). A
large dataset also enables the sector to identify potentially under-
represented groups through assessing service access according
to demographic characteristics (Universities, UK, 2020). Further
evidence also suggests there may be differences in disclosure and
experiences of mental health according to student demograph-
ics and course type (Broglia, Bewick & Barkham, 2021; Broglia,
Millings & Barkham, 2021; Broglia, Ryan et al.,, 2021; Heard-
Laureote et al., 2021; Lipson et al., 2016; McKerrow et al., 2020;
NHS Mental Health of Children and Young People, 2017; Office
for Students, 2019; Singh et al., 2020; Skead & Rogers, 2015).
A large dataset may therefore inform service development and
funding bids to help individual services address these inequalities
(McKenzie et al., 2015). It may also aid more targeted service pro-
vision and assist with the planning of services.

The first aim of this paper was to inform the first phase of iden-
tifying suitable data fields to form part of a MDS for the university
counselling sector. The second aim was to explore barriers and facil-
itators for data collection in the sector which may affect the longer

term use of a MDS in the sector.

Implications for practice and policy

e This research highlights the need for a minimum data
standard (MDS) for the sector and provides some con-
sensus about which fields should be included in this data
standard, which will be developed further and piloted in
services.

e To successfully implement an MDS in services, culture
change surrounding data collection and use within ser-
vices is essential to ensure it is an integral part of routine
service operations. Investment in adequate infrastruc-
ture, IT platforms and support is also crucial.

e Implementation of an MDS for university counselling
services will help to develop an evidence base for the
sector, which may inform policy and funding decisions.

2 | METHOD
2.1 | Study background

This study is part of the research being conducted by the Student
Counselling Outcomes Research and Evaluation (SCORE, 2022) ini-
tiative. This research-practice consortium started in October 2018
and aims to pool routinely collected data across university counsel-
ling services to improve the sector evidence base. The SCORE con-
sortium includes MB and EB, who are research experts in student
counselling research. It also includes practitioner members (includ-
ing AT, MF and LK), who are accredited practitioners working in HE
counselling services. The first author, JO, is aresearch member of the
consortium and employed by the British Association for Counselling
and Psychotherapy (BACP), a professional body for counsellors and
psychotherapists in the UK. For further information, please see
https://score-consortium.sites.sheffield.ac.uk/.

2.2 | Participants

Professional staff in counselling and/or mental health services em-
bedded in HE in the UK were eligible to take part in the focus groups
if their role met either one of the following criteria, according to their
self-report job titles: a client-facing counsellor or mental health advi-
sor role, or a counselling service leader role.

Participants were recruited through two channels:

e An online survey for SCORE which captured data fields services
currently collected and recommended for inclusion in an MDS.
Respondents could express an interest in focus group participa-
tion; however, these survey findings are not presented in the cur-

rent paper.

QSURDIT suowwoy) dANea1) djqesrdde o) Aq pousoaos are s9[O1IR Y (SN JO $9[n1 Jof KIeIqI] dul[uQ) KI[IAL UO (SUONIPUOI-PUB-SULIAY/WO0D KJ[1m " AIRIqI[oul[uo//:sd1y) SUONIPUOD) pue SULID L, Y3 39S “[$70T/L0/F0] U0 A1eiqi suruQ A9[IA\ ‘PIRLIRYS JO Ansioatun £q £8/7 1 1ded/z001 0 1/10p/wod Kajim° Kreiqrjaurjuo//:sdny woly papeojumod ‘0 ‘SO 19tLI



O'DONNELL ET AL.

Wi LEYJ—?’

e Snowball recruitment was implemented by inviting heads of
service through a professional mailing list and contacting staff

through the university mental health advisory network.

All eligible respondents who expressed an interest were invited
to take part in a focus group.

Our final sample included 41 participants (15 counsellors, 4 men-
tal health advisors and 22 service leaders across 26 institutions). This
included institutions of various sizes: seven small, nine medium and
10 large universities. The types of universities included the following
categories: seven Russell Group, two ancient, three red brick, five
plate glass and nine polytechnic/metropolitan. Our sample therefore
represents approximately 16% of the 166 HE institutions in the UK
(Times Higher Education, 2023).

2.3 | Procedure

Online semi-structured focus groups were conducted using
Microsoft Teams videoconferencing between October 2020 and
April 2021. The questions were devised through consultations
with practitioners and the SCORE consortium. The focus groups
explored participant views on which data fields were most im-
portant to collect from students related to the data categories of
student characteristics, demographics, outcomes and presenting
issues. These key areas for the coding framework had been de-
veloped by the SCORE consortium based on the key areas that
are routinely collected in services that might be used to inform
decisions. Reasons and barriers for obtaining this data in their
service, across the sector and strategies for addressing barriers
were also discussed. Participants also discussed general sector
and service data collection issues. Table S1 shows the full focus
group guide. Six facilitators led the focus groups (three research-
ers and three practitioners) and either one or two facilitators led
each focus group. Some participants and facilitators had metin a
professional capacity prior to the focus groups; however, it was
ensured that practitioner focus group facilitators were not cur-
rently employed by the same institution as their focus group par-
ticipants. Focus groups were video-recorded, anonymised during
transcription and a member of the BACP administrative team was
present at all focus groups to manage this process. Participants
provided informed consent for their data to be used in the devel-
opment of the MDS.

2.4 | Ethics approval and informed consent

The authors assert that all procedures contributing to this work com-
ply with the ethical standards of the relevant national and institu-
tional committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008. All procedures involving
human patients were approved by the University of Sheffield's
Ethics Review Procedure, as administered by the Psychology

Department (reference number: 036289). Informed written consent
was obtained electronically using the Questback software from all

participants before focus group participation.

2.5 | Data analysis

Two researchers, JO and EB, were involved in the data analysis.
At the time of conducting the analyses, JO was a Research Fellow
and non-practitioner, female, educated to Masters level with ex-
tensive research experience. EB was a Research Manager and non-
practitioner, female, educated to PhD level and the project manager
and study lead for SCORE.

The study used two types of analysis to examine patterns in
the data.

Quantitative content analysis followed the approach of
Erlingsson and Brysiewicz (2017), which involved labelling parts of
the text according to their meaning to formulate codes and grouping
codes into categories. JO was the lead coder of all interview data
using the QDA Miner Lite qualitative analysis software to identify
data fields for inclusion in the MDS. EB was the second coder and
analysed a sub sample of this data. Related words and terms were
counted to form codes (e.g., ethnic group and gender identity) and
frequency determined their importance for inclusion in the MDS.
Prior to coding, EB developed the initial coding categories using a
deductive approach based on previous knowledge from the SCORE
consortium on areas already collected in student counselling ser-
vices. These categories were student characteristics, demographic
information, service evaluation, clinical assessment and outcomes.
Codes were labelled according to whether the participant was a
counsellor, mental health advisor or service leader. The results of
the content analysis are presented in Table 1. We sought advice from
stakeholders, including members of BACP's equality, diversity and
inclusion (EDI) Task and Finish Group on the wording of the variables
and examples to ensure they were in line with the latest EDI guid-
ance. The results have been presented according to this advice; how-
ever, in some instances, there were disagreements over the wording
of variables. For example, where we have named the variable ‘ethnic
group’, some members thought this should have been named ‘race’.

Qualitative thematic analysis using a deductive approach was
also used to explore barriers and reasons for using service and
outcome data (Braun & Clarke, 2006, 2021). EB used a deductive
approach to devise initial themes and JO checked these themes.
Analyses followed these six steps: data familiarisation, generating
initial codes, searching for themes, reviewing and refining themes,

defining and naming themes, producing the report.

3 | RESULTS

Ten focus groups were conducted with 41 participants across 26
universities. Each focus group included between three and seven
participants (15 counsellors, 4 mental health advisors and 22 service
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TABLE 1 Fields reported most frequently by participants for inclusion in the minimum data standard (MDS) combined with the latest

equality, diversity and inclusion (EDI) evidence.

Category Field

Demographic information Sex or gender identity

Ethnic group

Sexual orientation
Disabled
Nationality
Student characteristics Degree/faculty/department
Level of study
Year of study
Student preference for therapist
Referral route

Clinical assessment and outcomes Presenting issue/s

Self-harm/suicide and risk
Alcohol/substance use

Valid clinical measure (sessional)

Academic outcomes
Service evaluation University dropout
Student feedback
Waiting times
Therapy dropout

Numbers accessing service

Examples mentioned during focus groups combined with the latest
evidence

Male, female, non-binary, (include gender reassignment)

White; Asian or Asian British; Black, Black British, Caribbean or
African; Mixed or multiple ethnic groups; Other ethnic group

LGBTQ+, heterosexual

Physical disability, learning difficulty

International or UK students

Engineering, languages

Undergraduate, postgraduate, foundation level

First year, second year

Sex/gender, sexual orientation, ethnic group, religion and belief
Self-referral, GP, family member

From therapist perspective or an agreed therapist/client
perspective for example anxiety, low mood

Self-harm, suicidal ideation, suicide attempts
Frequency/amount of use

The CORE* was the most frequently mentioned measure of
psychological distress alongside CCAPS*, GAD-7* and PHQ-9*

The CIAO* was mentioned to assess academic outcomes
Has the person dropped out of university

Rating scale or written feedback

Waiting time for the first appointment

Has the person dropped out of therapy

Numbers accessing the whole service over a time period, for
example annually, during examination period

Abbreviations: *CCAPS, Counselling Center Assessment of Psychological Symptoms; *CIAO, Counselling Impact on Academic Outcomes; *CORE,
Clinical Outcomes in Routine Evaluation; *GAD-7, General Anxiety Disorder 7; *PHQ9, Patient Health Questionnaire 9.

leaders) within universities. Demographic information was not col-
lected from participants. Group sizes were kept small because the
focus groups were conducted online, and it was anticipated that
more time would be required to ensure the discussion was engag-
ing, included contributions from all participants and time to manage
potential technical issues.

First, we report the results from the quantitative content anal-
ysis showing the frequency fields were mentioned by respondents
for inclusion in the MDS, highlighting their importance. Secondly, we
present the results from the thematic analysis which explores the key

issues, barriers and context surrounding collecting this data.

4 | QUANTITATIVE CONTENT ANALYSIS
RESULTS

This section identifies the fields participants perceived as most
important for inclusion in the MDS within the categories of demo-
graphic information, student characteristics, clinical assessment and
outcomes, and service evaluation. Table 1 shows the fields most
frequently reported by participants for inclusion in the MDS which

are described in the text. The third column shows response option
examples mentioned by participants in the focus groups combined
with the latest EDI terminology. These examples do not reflect the
final response options for these data fields, which are currently
under development. All potential fields discussed by participants

and their relative importance are found in Supplementary Table 2.

4.1 | Data categories

Table 1 shows that the demographic fields participants mentioned
most frequently were sex or gender identity, ethnic group, sexual ori-
entation, disabled clients and nationality. It was important to monitor
service access according to these characteristics to assess the extent
to which minority groups are represented. The student characteristics
described as most important were degree/faculty/department, level
of study and year of study to monitor trends and assess whether the
service was reaching all areas of the university. Student preference for
therapist was important to ensure the suitable allocation of therapists
where possible and referral route was important to measure service

access through different routes. Participants explained the importance

QSURDIT suowwoy) dANea1) djqesrdde o) Aq pousoaos are s9[O1IR Y (SN JO $9[n1 Jof KIeIqI] dul[uQ) KI[IAL UO (SUONIPUOI-PUB-SULIAY/WO0D KJ[1m " AIRIqI[oul[uo//:sd1y) SUONIPUOD) pue SULID L, Y3 39S “[$70T/L0/F0] U0 A1eiqi suruQ A9[IA\ ‘PIRLIRYS JO Ansioatun £q £8/7 1 1ded/z001 0 1/10p/wod Kajim° Kreiqrjaurjuo//:sdny woly papeojumod ‘0 ‘SO 19tLI



O'DONNELL ET AL.

of identifying the key presenting issue/s from a therapist perspective

or an agreed therapist/client perspective.

5 | QUALITATIVE FINDINGS

Four key themes were identified through thematic analysis, includ-
ing (1) fostering a positive culture for using measures and service
data, (2) improving data collection and use to understand the stu-
dent population, (3) promoting regular service evaluation to respond
to fast-changing needs and (4) adopting a whole sector approach to
share best practice.

5.1 | Theme 1: Fostering a positive culture for
using measures and service data

Encouraging a culture to promote the use of outcome measures and

service data was viewed as important.

5.1.1 | Addressing the mixed culture for
using measures

Outcome measure use varied across services and depended on a com-

bination of factors including time, resources and perceived usefulness.

‘I come from a team where we have been using rou-
tine outcome measures into a team where there has
been no culture of doing that at all, so that's a whole
different problem in a way really about how to make
the case really and to do it so that it feels ok’

(ID: Head of Service).

Some believed measures did not capture therapeutic change,
and this process took longer for clients and clinical outcomes were
only one aspect of the therapeutic journey. To encourage their use,

addressing this mixed culture was particularly important.

5.1.2 | Demystifying misconceptions
about measures

Some believed that services held concerns about measures being
used to judge services based on client recovery, and this could be

used to compare service success nationally.

‘It's how the data's used, once it's out there it's, I'm
playing devil's advocate a bit because I'm not that
overly paranoid, but | think once you start to record
and publish information it is out of your hands and
people will do with it what they want’

(ID: Head of Service).

Wi LEYJ—5

It was important to reassure services the data would not be used

for this purpose.

5.1.3 | Using measures at every session to capture
outcomes for all clients

Most who used measures did not collect these sessionally due to
staff time and resources. These barriers, alongside mixed views on
measure use across the sector, meant implementing sessional data
collection would be challenging. However, interviewees acknowl-
edged promoting a culture of sessional measure collection was
important for progress monitoring, client discussion and a more

complete dataset if unplanned endings occurred.

‘We use it so consistently on a session by session
basis because if a practitioner, whatever their role is
in the team goes, this student is getting worse with
their scores, or they're not moving, maybe this is the
time to try something different’

(ID: Head of Service).

5.1.4 | Training in measure and general data use

Training and guidance in measure and data use were believed to help
foster a data-driven culture. Some lacked experience in outcome
measures, so there was a training need for their use and benefits.
There was also a training need for using the MDS, different systems,
data collection processes and effectively utilising the data as con-

cerns were expressed about data being used meaningfully.

‘We're going to have on these dates sort of Q&A, ex-
plain why we're doing this, the benefits of it what we
can do with this data’

(ID: Head of Service).

5.2 | Theme 2: Improving data collection and use
to understand the student population

Formal data collection procedures to improve efficiency and reduce
duplication of work were highlighted as important. This encom-
passed technical support, IT system infrastructure, formalised defi-
nitions of presenting issues and electronic data collection methods.
Demographic data could be used to examine patterns in access and
presenting issues.

5.21 | Using computer systems to save time

Staff time and resources were barriers to collecting data, so elec-
tronic systems and strategies were recommended to save time. For
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example, students completing measures before sessions would im-

prove efficiency and maximise consultation time.

‘I think if there's a general problem that people have
told me about that would be it. The time factor, they
spend too much time in every session trying to catch
up on where the client is. If it's done outside, we're
fortunate to have this done outside the room and
then that's absolutely fine.

(ID: Counsellor).

It was important to ensure electronic systems included all out-

come measures typically offered across institutions.

5.2.2 | Using demographic data to understand
service use and clinical presentation

Linking data was important to understand service access and pre-

senting issues according to EDI characteristics and by course.

‘Its relevant to ensuring that we're accessible and if
we're not accessible what are we doing, if you have
a university with a range of demographics and we're
not serving some of that then it might be a question
to explore so | think it's very relevant from that point
of view. | think maybe if that isn't the case it might be
how do we let people know that we're here, how do
we access, what are we not doing to make our service
accessible.

(ID: Counsellor).

5.2.3 | Making use of existing university data

Some data were collected by other university departments, for ex-
ample course information and demographics during registration.
With student consent, using some existing university data would
reduce data collection duplication and improve efficiency. However,
the relevance of sharing information should be considered from an
ethical and clinical point of view.

‘It is interesting | think because the University holds
a lot of information about students and actually we
have access to some of the central university held
records, that we don't routinely use, but it's there
should we want to find out, which holds quite a lot
of information we're talking about, and more, about
them so actually we do have access to that whether
it's something that we feel is ethical or clinically rele-
vant to the service is something else.’

(ID: Counsellor).

5.2.4 | Addressing challenges to access
relevant data

It was more challenging to obtain measures and data after therapy had
ended and formal data collection procedures would reduce this risk. It
was important to ensure confidentiality and student consent proce-
dures were followed, particularly if intake information provided during
university registration was shared. Clients should be reassured coun-
selling service information would not be shared with other parties, for

example other university departments or NHS services.

‘This idea about downloading information from the
central database sounds reasonable and we could
get consent from the students, but students are re-
ally worried about what data we might share outside
the service, so if it's coming one way they might think
well maybe it's going the other way as well and | think
there's something really valuable about making it
clear that our data collection is discreet and it's not
shared outside of the service.

(ID: Mental Health Advisor).

5.2.5 | Having sufficient technical support and
infrastructure

Technical support and infrastructure were essential for continued
data collection efficiency in the future. This required financial and
staff resources at institutions.

‘And also | said technology from the point of view that
not just individuals, but actually not all services use da-
tabases and computer systems in order to hold their
client notes and things like that so, it's about the invest-
ment in that and belief in that being an important thing’

(ID: Counsellor).

5.2.6 | Standardising problem areas

Standardised definitions of problem areas and presenting issues en-
sure uniformity in recording and interpretation across practitioners.

‘That that sort of level of subjectivity is always a ten-
sion, we're always wrestling with it aren't we. A bit
like when we were saying when you say a grade 11 of
severity on something, what | say would be different
from what the other three clinicians would say about
their clients, so it doesn't mean to say that we shouldn't
collect that particular data field but try and understand
and interpret it then, if we're looking at it nationally.’

(ID: Counsellor).
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Clients may have more than one presenting issue, although
they were best assessed from a counsellor perspective or an
agreed counsellor and client perspective as clients may not
identify the real issue. For some presenting issues, more spe-
cific information may be needed, such as the type of anxiety.
Providing reasons for presenting issues would give context during

consultations.

5.3 | Theme 3. Promoting regular service
evaluation to respond to fast-changing needs

Services required regular measurement of service use, outcomes
and student feedback to monitor success and adapt according to de-

mand and feedback.

5.3.1 | Demonstrating service use and impact

Service use data would demonstrate service success and was re-
quired by most institutions. It may aid provision of financial re-

sources and enable sector benchmarking.

‘Accountability for what we're asking for, | think com-
missioning and so forth...how do you show that the
service is effective and who it's effective for and are
we meeting our targets?’

(ID: Counsellor).

Important data were university dropout and service use data such

as waiting times, numbers accessing the service and therapy dropout.

5.3.2 | Student voice and feedback

Satisfaction scales enabled clients to rate the service and quali-
tative feedback enabled therapists to see how counselling had
helped students and to receive feedback on relational aspects of

their work.

‘The next session might say, what | found really useful
about the last session was. And that's tremendous for
me because | didn't think that fell on that student's
ears and my goodness they got something out of that
whereas | wouldn't have known unless they'd said it.
So what you said there [NAME] is really important
because you can learn and be more effective if you
know what's working for them’

(ID: Counsellor).

The impact of counselling on academic outcomes was important
and the CIAO measure was recommended for inclusion in the MDS.

Wi LEYJ—7

5.3.3 | Using data to facilitate clinical decisions

Obtaining qualitative student feedback, satisfaction scales and
outcome measures was useful to monitor and discuss client pro-
gress. Collecting feedback and outcome measures sessionally was
beneficial.

‘| think there's good evidence that says that the pro-
cess of talking about how people are doing, and as
well talking about how the relationship is going can be
helpful and actually improves outcomes’

(ID: Head of Service).

5.4 | Theme 4: Adopting a whole sector approach
to share best practice

The establishment of a streamlined approach across the sector
requires several underlying activities including developing formal-
ised guidance, templates, sessional data collection protocols and
sector benchmarking. Formalised guidance and standardisation of
baseline data collection processes (i.e. service intake information)
would streamline procedures and ensure consistent messages
regarding what data to collect, their definitions and reporting
timescales to ensure consistency in recording and interpretation

across the sector.

‘I'm finding myself thinking about how useful it
would be to have a shared understanding of differ-
ent terms...all that sort of definition and understand-
ing would be useful to have something to refer to
rather than another place where we have to do it
service by service.

(ID: Head of Service).

Data collection templates would ensure uniformity in recording
data on computer systems across the sector, including field names
and response options, to facilitate efficient combining of data for

analysis.

‘We could even supply people with a template Excel
document for people to complete, | suppose it sup-
porting people where it feels like a big administrative
task so making it easier but | suppose time constraint
might be one and | suppose data sharing’

(ID: Head of Service).

Formalised processes for collecting sessional data, such as
outcome measures, client satisfaction scales and qualitative feed-
back, means a greater likelihood this would be practised by ser-
vices. The benefits of sessional data collection have previously

been discussed.
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‘I think the biggest barrier that we've come across
with outcome measures with data is staff remember-
ing to do it and having the time to do it. | know that
sounds really basic but you know if they're in front of
the student, they've got the assessment to do, they've
got follow up work to do, when you add in more ad-
ministrative tasks it's easy to get lost’

(ID: Head of Service).

Uniform data collection across the sector would allow bench-
marking and comparisons of anonymised aggregate data for over-
arching student trends for university or service dropout, waiting
times and service access. These aggregate benchmarks would
allow meaningful comparisons between services to facilitate joint
discussions in a non-threatening and non-competitive manner.
Other uses for benchmarking include service access present-
ing issues by demographics and student characteristics across
institutions.

‘You can see which universities are doing really well.
Sharing good practice as well, best profiles’
(ID: Head of Service).

6 | DISCUSSION

This research highlights a noteworthy consensus among univer-
sity counselling staff that an MDS is needed in the UK, consist-
ent with other literature (Barkham et al., 2019; Broglia, Bewick &
Barkham, 2021; Broglia, Millings & Barkham, 2021; Broglia, Ryan
et al., 2021). This finding is also consistent with the development
of MDS in other nations and countries, such as the CCMH in the
US and Psychological Counsellors in Higher Education (PCHEI) in
Ireland (Center for Collegiate Mental Health, 2022a, 2022b; Trinity
College Dublin, 2021). Our findings suggest that practitioners in the
UK would welcome a consensus for an MDS in counselling and men-
tal health services within HE institutions in the UK.

6.1 | Comparing the MDS to other research

Our study highlighted specific areas to include in the MDS from
the perspective of practitioners and service leads. Many of the
areas identified in our study are consistent with the data areas
included in the CCMH and PCHEI datasets (See Table 2). A benefit
of including demographic fields in the MDS is the ability to moni-
tor differences in therapy access and clinical presentation, varia-
tions which have previously been found based on factors such as
disability, ethnic group and sexual orientation (Hayes et al., 2011;
McAleavey et al., 2011; Nelson et al., 2011; O'Shea et al., 2021).
Our participants believed that student preference for therapist
should be included, a field not in the CCMH or PCHEI datasets
(Center for Collegiate Mental Health, 2022a, 2022b; Trinity

College Dublin, 2021). Evidence shows that some clients may feel
that it is beneficial for the therapeutic relationship if they are able
to choose a therapist based on their demographic characteristics,
such as ethnic group, gender identity and sexual orientation (Hicks
& Milton, 2010; llagan & Heatherington, 2022). It may therefore
be beneficial to accommodate their preferences where possible
within the clinical team. Valid clinical measures of psychologi-
cal distress are also viewed as useful, in which evidence shows
they may highlight clinical changes in students after therapy, such
as anxiety, depression and academic distress (Broglia, Bewick &
Barkham, 2021; Broglia, Millings & Barkham, 2021; Broglia, Ryan
et al., 2021; Castonguay et al., 2011; Winzer et al., 2018). The in-
clusion of a choice of outcome measures may be useful to reflect
the various measures used across student mental health services,
and evidence shows they can be pooled using computer systems
(Broglia et al., 2018; Broglia, Bewick & Barkham, 2021; Broglia,
Millings & Barkham, 2021; Broglia, Ryan et al., 2021). However,
barriers to their use have consistently been found in previous re-
search, which include time, resources and perceived usefulness
for measuring therapeutic change (Boswell et al., 2015; Broglia
et al., 2018). For service evaluation, the use of service access
numbers and waiting times was viewed as important, and for stu-
dents, length of waiting times may be affected by limited access
to support outside term time or during course placements (Broglia
et al., 2018). The next stage of developing the MDS will involve re-
fining the fields based on other datasets and research, and piloting
this dataset in HE counselling and mental health services to obtain

the views of both practitioners and students.

6.2 | Barriers and enablers to implementing the
MDS in HE counselling services

Although there was a consensus that an MDS was needed, this
study identified barriers and enablers to implementing an MDS in
HE counselling and mental health services. Fostering a positive cul-
ture for using data and moving towards data-informed services was
critical for adopting an MDS. To encourage this culture, the benefits
of using data within support services must be highlighted to senior
leaders and service staff. Evidence suggests practitioners are more
motivated to collect dataif they believeit can be used to improve ser-
vices (Barkham et al., 2023; Castonguay et al., 2011). Furthermore,
a culture of evaluation which demonstrates making the best use
of data encourages use (Broglia, Bewick & Barkham, 2021; Broglia,
Millings & Barkham, 2021; Broglia, Ryan et al., 2021). Data sharing
is one use, for example HE-related organisations, such as the Higher
Education Statistics Agency (HESA, n.d.), collect and disseminate
HE provider data on graduate outcomes and courses (HESA). The
Universities and Colleges Admissions Service (UCAS) in the UK
also shares data with institutions regarding student declarations
of mental health issues, which enables early identification and ar-
rangement of student support (UCAS, 2021). Data sharing may
also aid partnership working between the HE sector and external
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TABLE 2 Comparison between fields reported most frequently by participants for inclusion in the minimum data standard (MDS), Centre
for Collegiate Mental Health (CCMH) and Psychological Counsellors in Higher Education in Ireland (PCHEI) fields.

Category Field

Demographic information Sex or gender identity
Ethnic group

Sexual orientation
Disabled

Nationality

Student characteristics Degree/faculty/department
Level of study

Year of study

Student preference for therapist
Referral route

Clinical assessment and
outcomes

Presenting issue/s
Self-harm/suicide and risk
Alcohol/substance use

Valid clinical measure (sessional)
Academic outcomes

University dropout

Student feedback

Service evaluation

Waiting times
Therapy dropout

Numbers accessing service

Inclusion of field in other datasets

CCMH dataset PCHEI dataset
Yes Yes
Yes Yes
Yes Yes
Yes Yes
Yes Yes

Includes subject categories

Yes Yes

Yes Yes

No No

No No

Yes Yes

Yes Yes

Yes Yes

Yes (CCAPS*) Yes (various measures)
Yes (CCAPS* Academic Distress subscale) Yes (CIAO*)
Yes Yes

No No

Yes Yes

Yes Yes

Yes Yes

Abbreviations: *CCAPS, Counselling Center Assessment of Psychological Symptoms; *CIAO, Counselling Impact on Academic Outcomes.

clinical services, such as the NHS, to facilitate better efficiency and
resource use (NHS, 2019; Office for Students, 2022). This may re-
duce the duplication of care and ensure more coordinated referrals,
reducing current problems of slow referrals from HE providers and
referrals not being made to the appropriate service (NHS, 2019).
Current MDS, such as CCMH and NHS Talking Therapies for anxi-
ety and depression, also guide service improvement by identi-
fying trends in clinical presentation and service access (Center
for Collegiate Mental Health, 2022a, 2022b; NHS Digital, 2022).
Demonstrating these long-term benefits to staff may help to instil
a positive culture surrounding service data use. Other conceptual
frameworks in the implementation science field may also be useful
to help guide the MDS and aid the understanding of factors that
can predict a successful implementation of the MDS (Damschroder
et al., 2009; Greenhalgh et al., 2017; Labin et al., 2012).

Another barrier identified in this study is the need for service in-
vestment in adequate infrastructure and IT support to efficiently use
data. Oneissue is the time burden of data collection and interference
with clinical service (Locke et al., 2012). Support from the adminis-
tration element of the service is crucial and data activities should
be included in routine service operations, including contractually
allotting time as part of a therapist's role, an approach successfully
implemented in the NHS Talking Therapies for anxiety and depres-
sion programme (Bartholomew et al., 2020; Castonguay et al., 2011;

NHS England, 2021). Being part of a Practice Research Network
(PRN) of HE counselling services, such as the SCORE consortium or
the CCMH, or a wider research network such as the Student Mental
Health Network (SMARTEN), means services, practitioners and re-
searchers can access a written manual with standard data manage-
ment procedures, similar to the resources provided by NHS Talking
Therapies for anxiety and depression (Center for Collegiate Mental
Health, 2022a, 2022b; NHS Digital, 2022; SCORE, 2022). In CCMH,
some services found procedures challenging initially, and support
from other services helped alleviate this (Castonguay et al., 2010).
Provision of suitable IT platforms for data entry and outcome mea-
sures is important and CCMH members can access individualised
reports and products, such as CCAPS instruments (Castonguay
et al., 2011). Through using technology, the CCMH have avoided
common data collection problems, such as the potential erosion of
standards due to staff turnover and paperwork changes (Center for
Collegiate Mental Health, 2022a, 2022b). Useful recommendations
are also made in the Student Services Partnerships Evaluation and
Quality Standards (SPEQS) toolkit, which provides guidance on se-
cure data sharing and creating a service evaluation strategy to use
data to inform decisions and improve services (Broglia et al., 2022).
This research has identified important data fields, accord-
ing to practitioners, and perceived as aiding clinical practice in
the university counselling sector in the UK. Furthermore, it has
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highlighted the need to address the challenges of promoting a pos-
itive culture surrounding data-informed services and investing in
adequate infrastructure and IT support in services. The next stage
will involve further development and piloting of the MDS within
HE counselling services, obtaining both practitioner and student
views on the MDS.
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SUPPORTING INFORMATION

Additional supporting information can be found online in the

Supporting Information section at the end of this article.
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